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Application for a 81915(c) Home and Community-

Based Services Waiver

PURPOSE OF THE HCBSWAIVER 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 waiverstarget 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 awaiver program
will vary depending on the specific needs of the target population, the resources avail able to the state, service delivery system
structure, state goals and objectives, and other factors. A State has the latitude to design awaiver program that is cost-effective
and employs avariety of service delivery approaches, including participant direction of services.

Request for an Amendment to a 81915(c) Home and Community-Based Services

WENWE]

1. Request I nformation

A. The State of New Hampshir e requests approval for an amendment to the following Medicaid home and community-based
services waiver approved under authority of 81915(c) of the Social Security Act.

B. Program Title:
New Hampshire Developmental Disabilities Waiver 2021-2026

C. Waiver Number:NH.0053
Original Base Waiver Number: NH.0053.

D. Amendment Number:NH.0053.R07.07

E. Proposed Effective Date: (mm/ddlyy)

o7i01/23

Approved Effective Date: 07/01/23
Approved Effective Date of Waiver being Amended: 09/01/21

2. Purpose(s) of Amendment

Purpose(s) of the Amendment. Describe the purpose(s) of the amendment:

The purpose of this waiver amendment is to update information regarding New Hampshire's 1915(c) Developmental Disabilities
Waiver related to system structural and operational changes made in order to come into compliance with Conflict Free Case
Management and Direct Billing requirements.

New Hampshire's Area Agencies have historically operated as the only Medicaid-enrolled providers for waiver services. In
addition, they have served as the primary provider of Service Coordination Services while also offering other direct service
provision. To come into compliance with these regulatory requirements, the New Hampshire Department of Health and Human
Services, Bureau of Developmental Services (BDS) has worked with stakeholders, including the Area Agencies, to establish
updated guidelinesin order to distinguish their roles and responsibilities from those of Service Coordination providers, ensure
individuals have free choice of any qualified service provider and Service Coordination entity, and ensure that all rendering
service providers are enrolled with and have the ability to bill directly to Medicaid.

Waiver elements updated through this action to support the af orementioned work include Waiver Administration and Operation,
Participant Access and Eligibility, the Crisis Services description, Provider Qualification Standards and Verification, Service
Plan Development, and Monitoring and Financial Accountability.

None of the proposed actions reduce the amount, scope, frequency or duration of services offered under the approved waiver.
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3. Nature of the Amendment
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A. Component(s) of the Approved Waiver Affected by the Amendment. This amendment affects the following
component(s) of the approved waiver. Revisions to the affected subsection(s) of these component(s) are being submitted

concurrently (check each that applies):

Component of the

Approved Waiver Subsection(s)

x i H - - N

Walver I Main 2. Program Description, Attachment #2, B. Optional |
Application

Appendix A

Waiver I

4, Roles, 6. Assessment

Administration
and Operation

Appendix B

Participant | B-5-c-i, B-5--i, B-5-g-i, B-6-c, B-6-d, B-6-f, B-6-i, B-7-a. Freedom of Choice, |

Access and
Eligibility

Appendix C

Participant IC—l. Waiver Services and Provider Qualifications, C-2 General Specifications, C—I

Services

Appendix D
Participant

Centered |

D-1-b, D-1-c, D-1-d, D-1-f, D-1-i, D-2-3,

Service
Planning and
Delivery

Appendix E

Participant I

E-1-e, E-2-b-ii, E-2-b-iii, E-2-b-iv, E-2-b-v

Direction of
Services

[ Appendix F

Participant I

Rights

[ Appendix G
Participant I

Safeguards

[ Appendix H

Appendix |

Financial I

I-1, 1-2-b, 1-3-g-ii, |-7-&i

Accountability

Appendix J
Cost-Neutrality I

Cost Neutrality

Demonstration

B. Natur e of the Amendment. Indicate the nature of the changes to the waiver that are proposed in the amendment (check

each that applies):
[ M odify target group(s)
[ Modify Medicaid eligibility
[ Add/delete services
Revise service specifications
Revise provider qualifications
[] I ncr ease/decr ease number of participants

[ Revise cost neutrality demonstration
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[ Add participant-direction of services

[ Other
Specify:

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

1. Request Information (1 of 3)

A. The State of New Hampshir e requests approval for a Medicaid home and community-based services (HCBS) waiver
under the authority of §1915(c) of the Socia Security Act (the Act).
B. Program Title (optional - thistitle will be used to locate this waiver in the finder):

New Hampshire Developmental Disabilities Waiver 2021-2026
C. Type of Request: amendment

Requested Approval Period:(For new waivers requesting five year approval periods, the waiver must serve individuals
who are dually eligible for Medicaid and Medicare.)

O 3years ® Syears

Original Base Waiver Number: NH.0053
Waiver Number:NH.0053.R07.07

Draft ID: NH.009.07.03
D. Type of Waiver (select only one):
Regular Waiver

E. Proposed Effective Date of Waiver being Amended: 09/01/21
Approved Effective Date of Waiver being Amended: 09/01/21

PRA Disclosur e Statement

The purpose of this application is for states to request aMedicaid Section 1915(c) home and
community-based services (HCBS) waiver. Section 1915(c) of the Social Security Act authorizes the
Secretary of Health and Human Services to waive certain specific Medicaid statutory requirements so
that a state may voluntarily offer HCBS to state-specified target group(s) of Medicaid beneficiaries who
need alevel of institutional carethat is provided under the Medicaid state plan. Under the Privacy Act
of 1974 any personally identifying information obtained will be kept private to the extent of the law.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection
of information unlessit displays avalid OMB control number. The valid OMB control number for this
information collection is 0938-0449 (Expires. December 31, 2023). The time required to complete this
information collection is estimated to average 160 hours per response for a new waiver application and
75 hours per response for arenewal application, including the time to review instructions, search
existing data resources, gather the data needed, and complete and review the information collection. If
you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this
form, please write to: CM S, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop
C4-26-05, Baltimore, Maryland 21244-1850.

1. Request I nformation (2 of 3)

F. Level(s) of Care. Thiswaiver 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
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reimbursed under the approved Medicaid state plan (check each that applies):
[ Hospital
Select applicable level of care
O Hospital asdefined in 42 CFR §440.10

If applicable, specify whether the state additionally limits the waiver to subcategories of the hospital level of
care:

o Inpatient psychiatric facility for individuals age 21 and under as provided in42 CFR 8440.160
[] Nursing Facility
Select applicable level of care

o Nursing Facility asdefined in 42 CFR ??440.40 and 42 CFR ??7440.155

If applicable, specify whether the state additionally limits the waiver to subcategories of the nursing facility level
of care:

O Ingtitution for Mental Disease for per sonswith mental illnesses aged 65 and older asprovided in 42 CFR
§440.140

Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/I1D) (asdefined in 42 CFR
§440.150)

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

Not applicable

1. Request I nformation (3 of 3)

G. Concurrent Operation with Other Programs. Thiswaiver operates concurrently with another program (or programs)
approved under the following authorities

Select one:
O Not applicable
O Applicable
Check the applicable authority or authorities:

[] Servicesfurnished under the provisions of §1915(a)(1)(a) of the Act and described in Appendix |
Waiver (3 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:

Theinitial 1915(b) application, for the delivery of Removable Prosthodontic Services via managed-care

authority in thiswaiver only, was submitted to CMS on 12/19/2022, in alignment with the submission of this
amendment.

Specify the 81915(b) authorities under which this program oper ates (check each that applies):
§1915(b)(1) (mandated enrollment to managed care)
(] §1915(b)(2) (central broker)

[ §1915(b)(3) (employ cost savingsto furnish additional services)
§1915(b)(4) (selective contracting/limit number of providers)
HPN 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:
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HPN program authorized under 81915(i) of the Act.
[] A program authorized under 81915(j) of the Act.

[] A program authorized under 81115 of the Act.
Soecify the program:

H. Dual Eligiblity for Medicaid and Medicare.
Check if applicable:

Thiswaiver provides servicesfor individualswho are eligible for both M edicare and Medicaid.

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.
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The purpose of the Developmental Disabilities (DD) Waiver isto provide services which maximize the ability and informed
decision-making authority of people with developmental disabilities and which promote the individual’ s personal development,
independence and quality of lifein amanner that is determined by the individual.

The waiver incorporates the core beliefs that individual s with developmental disabilities live, work, and pursue their life
aspirations within their communities. It is the state’ sintention to support the positive life trajectories, particularly through
identified transitions that are known to be challenging, in a manner that ensures that waiver participants receive the necessary
supports to access the broader community, build upon rel ationships, aspire to meet personal goals, and have accessto
technology, goods & services as well as accessto qualified providersin order to lead agood life.

Program Description: Individuals must qualify for the NH developmental services system under State Statute RSA 171:A,
available for review at: http://www.gencourt.state.nh.us/rsa/html/xii/171-a/171-a-mrg.htm and He-M 503, the State
Administrative Rule which establishes standards and procedures for the determination of eligibility, the development of service
agreements, and the provision and monitoring of services, are Medicaid eligible and meet the ICF/II1D level of care.

The State has defined within this waiver arange of home and community-based services which support waiver participants.
Individuals and/or their guardians work with Service Coordinators to identify, through a person-centered service planning
process, those specific services and supports offered under this waiver that are needed to avoid placement in an institutional
setting. The State maintains the ability to control costs and, in conjunction with area agencies, service coordinators and
individual s/guardians, establishes mutual expectations regarding available resources.

The State ensures the health and welfare of the individuals in the program through the provision of services and supports
identified through the person-centered service plan, implementation of assessment based decision-making, operation of a quality
assurance and improvement program, and implementation of an enhanced complaint investigation process. In addition, the
program provides assurances of fiscal integrity, and includes participant protections that are effective and understandable as
outlined in He-M 202 Rights Protections Procedures and He-M 310 Rights of Individuals.

The State has identified the functions of the Financial Management Services (FMS) entity, which manages and is the employer
of record for support staff under the Participant and Directed Service (PDMS) method of service delivery. FMSwill be billed as
aMedicaid Administrative function and will be processed through the Department’ s Center for Medicare and Medicaid Services
(CMS) approved Public Assistance Cost Allocation Plan. This brings the option for the PDM S into compliance with the NH
Corrective Action Plan with CMS. In order to further ensure the overall compliance with CMS' expectations, waiver participants
and/or their guardian (if applicable) will have a choice of their service coordinator as well as the ability to choose provider
agencies. Provider agencies will have the ability to bill Medicaid directly.

The State’ s activities have been focused on ensuring there is not a conflict of interest regarding the provision of Service
Coordination, FM S administrative billing, direct billing options for providers, and compliance with CM S Settings criteria. This
has resulted in areview of each aspect of the proposed waiver and has resulted in modifications to the statewide service
agreement template and amendment process.

The State has defined arange of community-based services which support individuals. The covered services include:
Community Participation Services, Residential Habilitation, Respite, Service Coordination, Supported Employment, Assistive
Technology, Community Integration Services, Community Support Services, Crisis Response, Environmental and Vehicle
Modification Services, Individual Goods and Services, Non-Medical Transportation, Personal Emergency Response Services,
Specialty Services, Wellness Coaching and Removable Prosthodontic Services.

Organizational Structure: The waiver isimplemented by the State in collaboration with New Hampshire's ten Area Agencies,
designated in accordance with New Hampshire administrative Rule He-M 505, to plan, establish and maintain a comprehensive
service delivery system. New Hampshire's Area Agencies additionally operate as an Organized Health care delivery System and
are nonprofit, 501(c)(3) entities that are governed by independent Boards of Directors. One-third of each Area Agency's Board
membership consists of individuals with disabilities and/or family members. Further, Area Agencies are advised by regional
Family Support Councils. NH'’ s long-standing tradition of “local control” is a prominent element of the system and the
overarching concepts of choice, control, and self-direction underpin the New Hampshire developmental service system.

Service Delivery Methods:

Initial application for developmental service eligibility, pursuant to New Hampshire RSA 171-A, is made through the area
agency for the geographic region in which the individual resides. If found eligible, application for accessto the DD Waiver is
submitted to the Bureau of Developmental Services (BDS). Following determination that an individual meets the level of care

for the DD waiver, an individualized Service Agreement (I1SA) and budget are devel oped using a person-centered service
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planning process. Individual budget proposals are submitted to BDS, which makes all final budget determinations based on the
cost effectiveness of proposed services.

Program Description continued on Main: 8,B Optional.

3. Components of the Waiver Request

Thewaiver 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 isin 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):

® vYes Thiswaiver provides participant direction opportunities. Appendix E isrequired.

O No. Thiswaiver 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 participantsin specified aress.

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. Compar ability. The state requests awaiver 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 Resour ces for the M edically Needy. Indicate whether the state requests awaiver of §1902(a)(10)(C)(i)(I11)
of the Act in order to use institutional income and resource rules for the medically needy (select one):

O Not Applicable
O No

® ves
C. Statewideness. Indicate whether the state requests awaiver of the statewideness requirementsin 81902(a)(1) of the Act
(select one):

©No
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O Yes
If yes, specify the waiver of statewideness that is requested (check each that applies):

[ Geographic Limitation. A waiver of statewidenessis regquested in order to furnish services under this waiver
only to individuals who reside in the following geographic areas or political subdivisions of the state.
Secify the areas to which thiswaiver 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.

Foecify 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 assurancesto CM S:

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. As specified in Appendix C, adequate standards for all types of providers that provide services under thiswaiver;

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 §1616(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 alevel of care specified for thiswaiver, when there is a reasonabl e indication that an individual
might need such servicesin the near future (one month or less) but for the receipt of home and community-based services
under thiswaiver. 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 thiswaiver and isin atarget group specified in Appendix B, theindividual (or, legal representative, if
applicable) is:

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

2. Given the choice of either ingtitutional 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 isin effect, the average per capita
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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.

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.

G. Ingtitutionalization 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 thiswaiver.

H. Reporting: The state assures that annually it will provide CM S 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. Thisinformation 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 alocal 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.

J. Servicesfor Individualswith Chronic Mental IlIness. The state assures that federal financial participation (FFP) will
not be claimed in expenditures for waiver servicesincluding, but not limited to, day treatment or partial hospitalization,
psychosocial rehabilitation services, and clinic services provided as home and community-based servicesto individuals
with chronic mental illnesses if these individuals, in the absence of awaiver, 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 8440.140; 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: Item 6-1 must be completed.

A. Service Plan. In accordance with 42 CFR 8441.301(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. Federa 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.

B. 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 ICFH/IID.

C. Room and Board. In accordance with 42 CFR 8441.310(8)(2), FFP is not claimed for the cost of room and board except
when: (a) provided as part of respite servicesin afacility 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.

D. Accessto Services. The state does not limit or restrict participant access to waiver services except as provided in
Appendix C.

E. 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.

F. 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) islegally 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 afee
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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 certifiesthat 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.

G. 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 thiswaiver; (b) who are denied the service(s) of their choice or the provider(s) of their choice; or (c)
whose services are denied, suspended, reduced or terminated. Appendix F specifies the state's procedures to provide
individual s the opportunity to request a Fair Hearing, including providing notice of action as required in 42 CFR §431.210.

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; (€) 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 isin effect, the state will implement the Quality Improvement Strategy specified in
Appendix H.

I. Public Input. Describe how the state secures public input into the devel opment of the waiver:
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The State provided public notice in accordance with 42 CFR 8§447.205. Access to the full waiver was made available both
electronically (viaBDS Website) and hard copy. Newspaper advertisement in two statewide newspapers [NH Union
Leader on 1/8/21 and Nashua Telegraph 1/10/21] and via postings to the BDS website (1/8/21) of the formal public input
process. Natification was provided directly to stakeholders via email (1/11/21).

The Bureau of Developmental Services (BDS) provided public notice of opportunity for public comment for the
Developmental Disabilities Waiver Renewal from 1/11/21- 2/12/21. Forums were held via zoom, due to Covid-19, on
1/25/21, 1/28/21, 2/11/21 and 2/11/21. Feedback was received and captured during the forums as well as viawritten
submission. A complete summary of the comments received can be found at:
https.//www.dhhs.nh.gov/dcbcs/bds/documents/ddpubliccomments. pdf

BDS received comments and feedback regarding the following Waiver areas:

Assistive Technology

» Covered devices and services; covered service delivery methods; service animal definition.

« Update Waiver to alow Assistive Technology via PDMS service delivery method.

Community Integration Services (CIS)

» Covered services and providers; service limits; transportation coverage within this service; prior authorization
process; individual choice in selecting community integration activities; COVID-19 impacts to community access.
« Update to the CIS service limit to reflect that any single service over $2000 will require alicensed healthcare
practitioner’ s recommendation.

Community Support Services (CSS)

» Covered services; service limits; prior authorization/billing process and rates.

e Updateto CSS service limit to add, “ The BDS reserves the right to exceed the cap and/or time imitations placed on
this service on a case by case basis.”

Crisis Response Services

» Service delivery methods; provider eligibility; prior authorization/funding process.

e Updateto allow Crisis Response Services under PDMS service delivery method.

» Updated Crisis Response Servicesto allow service provision by legal guardians.

Community Participation Services (CPS)

« Location of servicesevolving definition of “community”; service delivery methods; provider eligibility.

e Updated CPSto alow service provision by legal guardians.

Environmental and V ehicle Modifications Services

» Servicelimits; exclusions and what cannot be paid using Medicaid funds under this service category.
Individual Goods and Services

» Covered goods and services.

Non-Medica Transportation

» Covered transportation within this service; provider eligibility; service limits; billing processes; State Plan
transportation.

« Update to remove the “health and safety” language and replace with “The Bureau of Developmental Services
Administrator reserves the right to approve requests that exceed the cap in cases when the cap must be exceeded on a case
by case basis.”

» Update to add coverage for parking and toll fees.

Personal Emergency Response Services

Service limits; restrictive interventions.

Residential Habilitation

» Covered services; provider qualifications.

e Updateto allow Residential Habilitation under PDMS service delivery method.

Respite

» Covered services; service limits; provider qualifications.

» Update to distinguish between “area agency-arranged respite” from “family-arranged respite”.

Service Coordination

« Covered services; conflict-free case management and New Hampshire's Corrective Action Plan (CAP); individual
choicein selecting a service coordinator; service coordination definition/duties across Medicaid-funded services and
provider qualifications.

Supported Employment

» Covered services; prior authorization/billing process and rates.
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Wellness Coaching

e Servicelimits.

» Update to remove annual cap of 100 hours and replace with $5,000 annual service limit.

« Update provider qualifications to include a licensed recreational therapist or certificated personal trainer.

Nursing

« State rule authority; suggestion to make Nursing a distinct service under the Waiver.

Participant Directed and Managed Services (PDMS)

« Servicelimits; covered services and documentation requirements; service provision; transitions and assessment of
risk; PDMS Committee and Guidance Manual; staff shortagesin New Hampshire; provider eligibility; NH CAP.
COVID-19 Flexibilities [from Appendix K] Incorporated into the Waiver

« Appendix K allowances added to the Waiver renewal application; rates; NH CAP.

Person-Centered Planning

« Implementation of person-centered planning and Quality Council’srole.

Operationalization of the Waiver

» Funding and waiting list processes; restraint and seclusion definitions, processes and protections; transparency in
oversight of area agencies; individual budget development and quality initiatives, Waiver Subassurances and
performance measures; settings requirements; individual choice across service selection, provision and provider
selection; supporting individual s to achieve and maintain valued social roles; development of specialized service options;
provider qualification requirements; workforce capacity and staffing shortages in NH; individual rights and complaint
processes; independent advocacy; Medicaid notices regarding eligibility and fair hearing processes; Waiver participant
access and €ligibility; public comment process; service provision, provider qualifications and documentation
reguirements; Human Rights Committee duties and statutory requirements; service limits and processes to request
approval to exceed limits; State administrative rules; NH CAP; rate development.

e Updateto reflect that a“nurse trainer” will conduct aclinical review for individuals with a health care level of three or
higher. This previously read, “area agency nursetrainer”.

» Update to Appendix D to strengthen language around individual choice and individual-led decisions.

J. Noticeto Tribal Gover nments. 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.

K. 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
V1 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 CM S should communicate regarding the waiver is:

Last Name:

[Lipman |
First Name:

|Henry |
Title:

|State Medicaid Director I
Agency:

|NH Department of Health and Human Services, DHHS |
Address:

|129 Pleasant Street I
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Address 2:
|Brown Building
City:
|C0ncord
State: New Hampshire
Zip:
03301-3857
Phone:
[(603) 271-9434 | Ext] |1 v
Fax:
[(603) 271-5166 |
E-mail:

|Henry.L ipman@dhhs.nh.gov

B. If applicable, the state operating agency representative with whom CM S should communicate regarding the waiver is:

Last Name:

|Gorton |
First Name:

|Je~:.si ca |
Title:

|HCBS Waiver Administrator, Bureau of Developmental Services, BDS I
Agency:

|NH Department of Health and Human Services, DHHS I
Address:

|105 Pleasant Street |
Address 2:

[Main Building |
City:

|Concord
State: New Hampshire
Zip:

3301
Phone:

[(603) 271-8942 | Ext] |1 v
Fax:

[(603) 271-5166 |
E-mail:

|Je~:.si ca.d.gorton@dhhs.nh.gov

8. Authorizing Signature

This document, together with the attached revisions to the affected components of the waiver, congtitutes the state's request to

amend its approved waiver under 81915(c) of the Social Security Act. The state affirmsthat it will abide by all provisions of the
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waiver, including the provisions of this amendment when approved by CMS. The state further attests that it will continuously
operate the waiver in accordance with the assurances specified in Section V and the additional requirements specified in Section
VI of the approved waiver. The state certifies that additional proposed revisions to the waiver request will be submitted by the
Medicaid agency in the form of additional waiver amendments.

Signature: Jessica Gorton

State Medicaid Director or Designee

Submission Date: |Sep 19. 2023

Note: The Signature and Submission Date fields will be automatically completed when the State
Medicaid Director submitsthe application.

Last Name:

[Gorton |
First Name:

Pessica |
Title:

|HCBS Waiver Administrator |
Agency:

[Bureau of Developmental Services I
Address:

[105 Main Street |
Address 2:

I |
City:

|C0nc0rd |
State: New Hampshire
Zip:

03301 |
Phone:

[(603) 271-8042 | Ext: |L v
Fax:

(603) 271-5166 |
E-mail:
Attachments j essica.d.gorton@dhhs.nh.gov

Attachment #1: Transition Plan
Check the box next to any of the following changes from the current approved waiver. Check all boxes that apply.

[] Replacing an approved waiver with thiswaiver.

[ Combining waivers.

[] Splitting one waiver into two waivers.

[] Eliminating a service.

[ Adding or decreasing an individual cost limit pertaining to eligibility.

[ Adding or decreasing limitsto a service or a set of services, as specified in Appendix C.
[] Reducing the unduplicated count of participants (Factor C).

[] Adding new, or decreasing, a limitation on the number of participants served at any point in time.
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[ Making any changesthat could result in some participantslosing eligibility or being transferred to another waiver
under 1915(c) or another Medicaid authority.

[ Making any changesthat could result in reduced servicesto participants.

Specify the transition plan for the waiver:

In the waiver application, "Residential Habilitation" has replaced the previous covered service named "Residential Habilitation /
Personal Support”. This change does not eliminate, limit or change previously covered service. This change was made to bring
the Residential Habilitation service nameinto alignment with the other 2 BDS waivers.

Participant Directed and Managed Services (PDMYS) has been deleted as a service, however services outlined in Appendix C are
available viaPDMS as outlined in Appendix E.

Additional covered servicesinclude: Goods and Services, Personal Emergency Response Services (PERS), Non-Medical
Transportation, and Community Integration Services.

Capitation amounts for services noted in the approved waiver have been increased or remained the same to offer greater
flexibility and increased coverage. Several covered services have been added and include limits as noted in Appendix C.

Transition Plan:

To ensure a smooth transition, participants will be notified in public comment sessions, via power point, of the new name &
definition of Residential Habilitation that will replace the previous Residential Habilitation / Personal Support service definition.

BDS will provide statewide trainings on the contents of the approved waiver within a six month period of time from receiving
CMS approval for the renewal.

Given CM S approval, assessment based person centered planning sessions will include the appropriate covered services which
will meet the individual's needs. Individualized Service Agreements (1SAS) are renewed annually.

To ensure al participant's plans have the correct services identified, the transition will be a twelve month process. Instead of
amending each plan, changes will be made at the time of the development of the written individual service agreement.

Fair Hearing: Service agreements have attachments for guardian's signature that outline the process for requesting afair hearing.

Attachment #2: Home and Community-Based Settings Waiver Transition Plan

Specify the state's process to bring this waiver into compliance with federal home and community-based (HCB) settings
requirements at 42 CFR 441.301(c)(4)-(5), and associated CM S guidance.

Consult with CMSfor instructions before completing thisitem. This field describes the status of a transition process at the point in
time of submission. Relevant information in the planning phase will differ from information required to describe attainment of
milestones.

To the extent that the state has submitted a statewide HCB settings transition plan to CMS, the description in this field may
reference that statewide plan. The narrative in this field must include enough information to demonstrate that this waiver
complies with federal HCB settings requirements, including the compliance and transition requirements at 42 CFR 441.301(c)(6),
and that this submission is consistent with the portions of the statewide HCB settings transition plan that are germaneto this
waiver. Quote or summarize germane portions of the statewide HCB settings transition plan as required.

Note that Appendix C-5 HCB Settings describes settings that do not require transition; the settings listed there meet federal HCB
setting requirements as of the date of submission. Do not duplicate that information here.

Update this field and Appendix C-5 when submitting a renewal or amendment to this waiver for other purposes. It is not
necessary for the state to amend the waiver solely for the purpose of updating this field and Appendix C-5. At the end of the state's
HCB settings transition process for this waiver, when all waiver settings meet federal HCB setting requirements, enter
"Completed” in thisfield, and include in Section C-5 the information on all HCB settings in the waiver.
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Additional Needed Information (Optional)

Provide additional needed information for the waiver (optional):
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The following is continued from Main 2. Program Description:

With an approved individualized budget, the individual and/or guardian selects from all qualified and willing providers, and the
entity or person(s) to provide services are outlined in the service agreement.

Per New Hampshire's corrective action plan for conflict of interest compliance, provider selection will enable
individuals/guardians to choose from a variety of resources by having access to a statewide electronic listing (provider directory)
of al willing and qualified providers.

Waiver participants will work with their chosen Service Coordinator to identify, through an assessment based, person-centered
service planning process, specific services and supports offered under this waiver that are needed to avoid placement in an
ingtitutional setting. The state maintains the ability to control costs and establish expectations regarding available resources.
These resources are identified through an established rate methodol ogy open for public inspection.

The Supports Intensity Scale (SIS) and the Health Risk Screening Tool (HRST) are used to establish the written service
agreement and the overall supervision and individual needs.

The State provides the final approval of services and cost allocation based on the cost effectiveness of proposed services. BDS
processes al Level of Care (LOC) determination reviews and applications for prior authorization of services. All waiver services
must be authorized by State BDS staff. No Medicaid billing can be done without a current prior authorization service and claims
submission in the Medicaid Management Information System (MMIS).

Temporary provision of servicesin acute care hospitals, based on an individual's needs has been added to this Waiver as
identified in Appendix C. All Home and Community Based Services in this Waiver are not duplicative of services availablein
the acute hospitals. Services that may be temporarily provided in acute hospitalsinclude: Community Participation Services,
Residential Habilitation, Service Coordination, Supported Employment, Assistive Technology, Community Integration Services,
Community Support Services, Crisis Response Services, Individual Goods and Services, Specialty Services, Wellness Coaching
and Removable Prosthodontic Services. These services are provided to meet needs of the individual that are not met through the
provision of acute care hospital services; Arein addition to, and may not substitute for, the services the acute care hospital is
obligated to provide; Will be identified in the individual’ s person-centered service plan; and will be used to ensure smooth
transitions between acute care hospitals and community-based settings and to preserve the individual’ s functional abilities.

For individuals that are in acute care hospitals, the utilization of HCBS may assist with returning to the community by
maintaining and/or developing an individualized person-centered service agreement, the development of a community-based
network of support, the strengthening of and/or maintenance of levels of independence that were in place prior to hospitalization
and the preparation for the individual to return to the community through the acquisition of home or vehicle modifications. There
will be no differencein rate for HCBS that are provided during a hospitalization from that of atypicaly billed rate.

He-M 503 requires monthly contact and quarterly visits for service coordination. The provision of Home and Community Based
Services viaremote service delivery will be reviewed and approved by the person-centered service planning team on a quarterly
basis. Remote access as amethod of service delivery will be allowable for aslong as it meets the need of theindividual. As
indicated in the service definition, remote access is an available method of service delivery to ensure services are delivered while
considering individual choice, cost effectiveness, compliance with CM S requirements and identified in the individual's service
agreement.

The Bureau of Developmental Servicesis developing a state administrative rule relative specifically to provision of 1915 (c)
Waiver services delivered via remote access methods. The rule will require that al remote access methods are in compliance
with HIPAA requirements. Theruleisin the process of being drafted and targeted to be approved by December of 2023.

The provision of services viaremote access will be outlined in the individualized service agreement. The service agreement will
identify how the services are delivered in away that respects the privacy of the individual and will include consideration of the
Waiver participant’s privacy expectations with respect to the location where they will participate in the service viaremote access.
The person-centered service planning process will determine where the devices will be stored when not in use, the protocols
necessary to prepare and participate in services viaremote access as well as the steps to end the service, including disconnecting
from the remote service and storing of devices. Remote service participation is not a method of service delivery that is available
to services that require hands on assistance.

The following services may be provided through remote access methods: Community Participation Services, Residential

Habilitation, Service Coordination, Supported Employment, Assistive Technology, Community Integration Services,
107/18/2023



Application for 1915(c) HCBS Waiver: NH.0053.R07.07 - Jul 01, 2023 (as of Jul 01, 2023) Page 18 of 275

Community Support Services, Crisis Response Services, Individual Goods and Services, Specialty Services, and Wellness
Coaching.

BDS has created a Remote Services Checklist. The checklist will act as a safeguard to ensure that areview of community
integration is conducted throughout the person-centered service planning process and that the individual is not isolated. The
checklist will ensure that the planning process considered assessed service needs and if the identified needs can be met by using
aremote method of service delivery. If the Waiver participant’s needs cannot be met via remote service delivery because
physical, in-person assistance is required to support the Waiver participant's assessed needs, then participation in services
remotely shall not be an option and in-person service delivery will be the method of service delivery. Thiswill ensure that
services are delivered in the amount, frequency and duration that isidentified in the service agreement. This determination may
be made per service. The Remote Services Checklist will include consideration of the percentage of time that remote service
provision will be utilized. The amount of time chosen shall be determined during the person-centered service planning process
and outlined in the individual service agreement. The Remote Services checklist will include consideration of the Waiver
participant’ s privacy expectations with respect to the location where they will participate in the service via remote methods and
where the devices will be stored when not in use. The Checklist will also outline the protocols necessary to prepare and
participate in services viaremote access as well as the steps to end the service, including disconnecting from the service and
storing of devices. The Remote Services Checklist will include a contingency plan that identifies the stepsif thereisa
connectivity or device problem during services and who to notify when support is needed. BDS does not have the ability to
remotely activate or view cameras in the participant's device.

The Service Coordinator will complete the Remote Services Checklist during the person-centered service planning processin
order to aid in the development of the annual individua service agreement, as well as during the quarterly monitoring activities
required by He-M 503. Service provision viaremote access is currently available through allowances from the Appendix K.
Implementation of the checklist will commence when the appendix K expires.

The Remote Services Checklist completed at theinitial service agreement meeting and at the quarterly meetings will be reviewed
by the State as a part of the annual service file review. Thisreview will ensure that appropriate considerations of Waiver
participants’ health and safety were part of the person-centered service planning process and were reviewed quarterly. The
review will also ensure that Waiver participants services were delivered in the same amount, frequency and duration that was
identified in the annual service agreement, regardless of the method of service delivery chosen.

Offering of services viaaremote method of service delivery will be at the option of each provider agency and not required. A
Waiver participant will select their service provider based on the services offered by the provider agency, including if they offer
the desired method of service delivery. Service providers will be expected to provide services in the amount, frequency and
duration that is outlined in the service agreement. Should a provider agency choose to stop offering services viaremote access to
aWaiver participant already receiving services, the provider will be expected to continue providing services in the same amount,
frequency and duration during the transition. The person-centered service planning team will review to determine if the Waiver
participants wishes to remain with the same service provider and utilize in-person service delivery or wishesto find another
service provider who offers service delivery via remote access.

B-3-a: The projected numbers in this section, for WY 1, were derived by using actual 372 Unduplicated Count for FY 14-19. This
trend was used to project FY 22, as shown below. Thistrend was used to project FY 20-22, as shown below. The projected
numbersin B-3-a, for WY 2-WY 5, were updated to mirror the current CM S-approved DD Waiver WY 2-5 due to being obligated
by the Maintenance of Effort (MOE), of the ARP, to not make a reduction in services or individual s being served.

DD Waiver Renewal FY 22-26

WY Fiscal Year Projected Undup Participants

1 FY22 4,790
2 FY23 4,892
3 FY24 5,024
4 FY25 5,164
5 FY26 5,303
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E-1-n: The projected numbersin this sections, for WY 1-WY 5, were derived by using actual MMIS datafor SFY 14-19. The
datafor SFY 14-19 was used to calculate an average trend of 3.2%. This trend was used to project FY 20 through FY 26 as
follows:

DD Waiver Renewal FY 22-26

WY Fiscal Year "Projected Undup Count of PDMS

E-1-n"

1 FY22 1,160
2 FY23 1,197
3 FY24 1,235
4 FY25 1,275
5 FY26 1,316

The following is continued from Appendix 1-1: Financial Integrity and Accountability:

The state will utilize a 95% confidence level with a 5% margin of error unless otherwise indicated, such as a 100% review. BDS
will utilize RapSoft sampling calculator as advised by CM S to ensure that the sample size is representative.

An approved Electronic Visit Verification (EVV) system was not implemented by January 1, 2021. The State has been paying
the penalty for Personal Care and Respite services since January 1, 2021.

If anomalies are found, during on-site reviews, which require further review, areferral will be made to Program Integrity (PI),
which is part of the Bureau of Improvement and Integrity. Pl provides oversight and monitoring of MCO contracts for fraud,
waste and abuse. Pl also does queries on services and looks for anomalies on al Medicaid services, including Home and
Community Based Care Services. If they find anomalies, they follow up with provider to do an audit on them. In addition, they
audit providersif they get referrals or complaints.

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):

® Thewaiver isoperated by the state Medicaid agency.

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

O TheMedical Assistance Unit.

Specify the unit name:

(Do not complete item A-2)
® Another division/unit within the state M edicaid 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.

The Bureau of Developmental Services
(Complete item A-2-a).
O Thewaiver is operated by a separate agency of the state that isnot 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
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through the Medicaid agency to CM S upon request. (Compl ete 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 (a) 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:

RSA 171-A establishes the program requirements and directs the NH Department of Health and Human Services
(DHHS), which isthe single state Medicaid agency, in its responsibility of ensuring that the waiver program
requirements are met. Asrequired by RSA 171-A, DHHS has adopted administrative rules which define how the
Bureau of Developmental Services (BDS) must establish, implement, and maintain a comprehensive service
delivery system for people with developmental disabilities.

The BDS Bureau Administrator reports to the Director of the Division of Long Term Supports and Services
(DLTSS). Frequent and ongoing communications occur between the State Medicaid Director and the Director of
DLTSS.

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:

Asindicated in section 1 of thisappendix, 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):
O 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
M edicaid agency and/or the operating agency (if applicable).

Appendix A: Waiver Administration and Operation

4. Role of L ocal/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):

O Not applicable

10/18/2023



Application for 1915(c) HCBS Waiver: NH.0053.R07.07 - Jul 01, 2023 (as of Jul 01, 2023) Page 21 of 275

® Applicable - Local/regional non-state agencies perform waiver operational and administrative functions.
Check each that applies:

[] L ocal/Regional non-state public agencies perform waiver operational and administrative functions at the local
or regional level. Thereis an interagency agreement or memorandum of under standing between the State
and these agencies that sets forth responsibilities and performance requirements for these agenciesthat is
available through the Medicaid agency.

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

L ocal/Regional non-gover nmental non-state entities conduct waiver operational and administrative functions
at the local or regional level. Thereis acontract 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 CM S upon request through the Medicaid agency or
the operating agency (if applicable).

Fecify the nature of these entities and complete items A-5 and A-6:

In accordance with RSA 171-A:18, New Hampshire' s ten Area Agencies, designated in accordance with New
Hampshire administrative Rule He-M 505, plan, establish and maintain a comprehensive service delivery
system. New Hampshire's Area Agencies operate as an Organized Health Care Delivery System (OHCDS) and
each serves as the single point of entry for devel opmental services within the area agency's designated
catchment area.

The Centers for Medicare and Medicaid Services (CMS) had previously determined that New Hampshire was
out of compliance with direct pay and conflict of interest requirements and the Developmental Disabilities
(DD) Waiver (NH.0053) was operationalized under a CM S-approved corrective action plan (CAP). As of
7/1/2023, DD waiver operations are in compliance with these requirements.

NH'sten area agencies are;

-Locally Controlled: Governed by independent, volunteer Boards of Directors made up of individuals, families
and community business professionals;

-Family Driven: Advised by Regional Family Support Councils;

-Regionally Based: Responsible for planning, establishing and monitoring a comprehensive service system to
individuals with developmental disabilities and their families within their catchment area; and

-Overseen by the Bureau of Developmental Services: Redesignated every 5 years.

Appendix A: Waiver Administration and Operation

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

The Bureau of Developmental Services has the primary responsibility to assess the performance of and recommend to the
Commissioner of Health and Human Services designation and redesignation of each area agency. Additional ongoing
assessments are performed by other entities within the single state Medicaid Agency/Department of Health and Human
Services (DHHS) including the Office of Program Integrity, Office of Quality Assurance and Improvement, DHHS
Finance Administration, and Utilization Review Services.
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Appendix A: Waiver Administration and Operation

6. Assessment M ethods 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 functionsin
accordance with waiver requirements. Also specify how frequently the performance of contracted and/or local/regional
non-state entities is assessed:

Asoutlined in New Hampshire Administrative Rule He-M 505, "Establishment and Operation of Area Agencies’, the
Bureau of Developmental Services (BDS) conducts redesignation of each area agency on arotating five-year schedule.
The redesignation process involves areview of annual governance desk audit data, ongoing quality review of key
indicator data, stakeholder forums, surveys and meetings with each area agency Board of Directors.

In addition to the five-year redesignation schedule, BDS has developed an annual quality review process that includes
elements of the redesignation process. Information from the annual quality reviews informs the redesignation process and
provides meaningful data on an ongoing basis to help inform the performance of area agencies and identify issues with
compliance.

The Governance Desk Audit includes areview of the following:

- Area Agency Board of Directors composition

- Area Agency Board by-laws, policies and procedures;

- Area Agency Executive Director qualifications;

- Current Area Plan (AKA strategic plan) and any amendments;

- Board of Directors meeting minutes,

- Information on how the Area Agency assures individuals, families and stakeholdersin its region areinvolved in
planning for the provision of and satisfaction of the services;

- Review of the Human Rights Committee membership and minutes,

- Information on how the Area Agency communicates with sub-contract agencies;

- Report of the Area Agency on-going quality assurance activities,

- Contract compliance; and

- Adherence to New Hampshire' s Corrective Action Plan.

Additionally, Area Agency datais collected to demonstrate satisfactory performancein other key areas, including:
- Monthly review of financial indicators

- Billing activity

- Quarterly funding utilization

- Annua reports from Human Rights Committees

- Annual Health Risk Screening Tool Data; and

- Other existing data, as available.

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 responsihility for conducting each of the waiver operational and administrative functions listed (check each that
applies):

In accordance with 42 CFR 8431.10, when the Medicaid agency does not directly conduct a function, it supervisesthe
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 Sate Medicaid Agency (1) conducts
the function directly; (2) supervises the delegated function; and/or (3) establishes and/or approves policiesrelated to the

function.

Function Medicaid Agency|L ocal Non-State Entity
Participant waiver enrollment |:|
Waiver enrollment managed against approved limits []
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Function Medicaid Agency|L ocal Non-State Entity

Waiver expenditures managed against approved levels []
Level of careevaluation

Review of Participant service plans
Prior authorization of waiver services L]
Utilization management
Qualified provider enrollment L]
Execution of Medicaid provider agreements L]
Establishment of a statewide rate methodology |:|
Rules, policies, procedures and information development gover ning the waiver program []
Quality assurance and quality improvement activities

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

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

a. Methodsfor 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 M easur es

For each performance measure the State will use to assess compliance with the statutory assurance, complete
the following. Performance measures for administrative authority should not duplicate measures found in other
appendices of the waiver application. As necessary and applicable, performance measures should focus on:
= Uniformity of development/execution of provider agreements throughout all geographic areas covered by
the waiver
» Equitable distribution of waiver openingsin all geographic areas covered by the waiver
= Compliance with HCB settings requirements and other new regulatory components (for waiver actions
submitted on or after March 17, 2014)

Where possible, include numerator/denominator.

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 M easure:

The number and percent of designated geographical area with at least 4% of new enrollees.
Numerator: Number of designated geographical areaswith at least 4% of new enrollees,
Denominator: Total number of designated geographical areas.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Waitlist Registry
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Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data Sampling Approach(check
collection/gener ation(check | each that applies):
each that applies):

State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [] Monthly [] L essthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ other Annually [ Stratified
Specify: Describe Group:

[] Continuously and [] Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

Page 24 of 275
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Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):

[] Continuously and Ongoing

[] Other
Specify:

Performance Measure;

The number and percent of area agencies engaged in a quality improvement process that
resulted in a current area plan approved by the agency's Board of Directors. Numerator:
Number of area agencies engaged in a quality improvement processthat resulted in a
current area plan approved by the agency's Board of Directors. Denominator: Total
number of area agencies

Data Sour ce (Select one):
Operating agency performance monitoring
If 'Other’ is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/gener ation(check | each that applies):
each that applies): each that applies):
State Medicaid LI weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ Other Annually [ Stratified
Specify: Describe Group:
[] Continuously and [] Other
Ongoing Specify:
[] Other
Specify:
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Data Aggregation and Analysis:
Responsible Party for data aggregation Frequency of data aggregation and

and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [] Monthly
[ Sub-State Entity [] Quarterly
] Other
Specify:
Annually

[] Continuously and Ongoing

[ Other
Specify:

Performance M easure:

The number and percent of residency agreements reviewed which met the specifications
required by 42 CFR 441.301(c)(4)(vi)(A). Numerator: The number of residency agreements
which met the specificationsrequired by 42 CFR 441.301(c)(4)(vi)(A). Denominator: Total
number of residency agreementsreviewed.

Data Sour ce (Select one):
Record reviews, off-site
If 'Other" is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/generation(check | each that applies):
each that applies): each that applies):
State Medicaid LI weekly 100% Review
Agency
[] Operating Agency [] Monthly [] L essthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =

10/18/2023



Application for 1915(c) HCBS Waiver: NH.0053.R07.07 - Jul 01, 2023 (as of Jul 01, 2023)

[ Other
Specify:

Annually

L] stratified

Describe Group:

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

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
Specify:
Annually

[] Continuously and Ongoing

[] Other
Specify:
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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.
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b. Methods for Remediation/Fixing I ndividual Problems

c. Timeli

i. Describe the States 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.

The State requires a plan of correction for failure to submit evidence of aformal area plan (strategic plan).

According to He-M 505, the plan must be reviewed by the area board every 2 years and may be amended by the
area board at any time, with such amendments submitted to the commissioner for approval if:

a. The area board proposes to change, discontinue, or expand services to individuals and their care giving
families; or

b. Amendment is necessary to reflect changes in area-wide consumer needs, legislation or in area demographics,
vendors, or funding.

The State will review the area plan and issue a plan of correction to an area agency whose plan does not meet the
reguirements of He-M 505, the state administrative rule that governs area agency operations.

Area agencies must submit a corrective action plan to the State within 30 days of the State's request.

ii. Remediation Data Aggregation

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

Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

State Medicaid Agency [] Weekly
Operating Agency [ Monthly
[] Sub-State Entity [] Quarterly
[] Other
Specify:
Annually

[] Continuously and Ongoing

[ Other
Specify:

nes

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 Administrative Authority that are currently non-

operati

onal.

©No
OYes

=]

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

Appendix B: Participant Accessand Eligibility
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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 one or more
groups or subgroups of individuals. Please see the instruction manual for specifics regarding age limits. In accordance
with 42 CFR 8441.301(b)(6), select one or more waiver target groups, check each of the subgroups in the selected target
group(s) that may receive services under the waiver, and specify the minimum and maximum (if any) age of individuals
served in each subgroup:

Maximum Age
Target Group Included Target SubGroup Minimum Age Maximum Age |No Maximum Age
Limit Limit
D Aged or Disabled, or Both - General
L] Aged ]
] Disabled (Physical)
] Disabled (Other)
[l Aged or Disabled, or Both - Specific Recognized Subgroups
|:| Brain Injury D
] HIV/AIDS []
] Medically Fragile []
] T echnology Dependent []
Intellectual Disability or Developmental Disability, or Both
IAutism 0
Developmental Disability
Intellectual Disability 0
[] Mental IlIness
[] Mental Iliness []
L] Serious Emotional Disturbance H H

b. Additional Criteria. The state further specifiesits target group(s) as follows:

The target group(s) for thiswaiver are those specified in NH Law RSA 171-A:1-a.

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. Thereisno maximum age limit

o Thefollowing transition planning procedures are employed for participants who will reach the waiver's

maxim

Specify:

um age limit.
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Appendix B: Participant Accessand 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 anindividua cost limit. Do not complete Item B-2-b or item B-2-c.

O 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 alevel of care specified for the waiver up to an amount specified by the state.
Complete Items B-2-b and B-2-c.

Thelimit specified by the stateis (select one)

O Aleve higher than 100% of the institutional average.

Specify the percentage:lzl

O Other

Specify:

O |nstitutional Cost Limit. Pursuant to 42 CFR 441.301(a)(3), the state refuses entrance to the waiver to any otherwise
eigible 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.

O 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 isless than the cost of alevel of care
specified for the waiver.

Foecify 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):

o Thefollowing dollar amount:

Specify dollar amount:IIl

Thedollar amount (select one)

o Isadjusted each year that the waiver isin effect by applying the following for mula:
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Specify the formula:

O May be adjusted during the period the waiver isin effect. The state will submit a waiver
amendment to CM Sto adjust the dollar amount.

o Thefollowing percentage that islessthan 100% of the institutional average:

Specify percer1t:|:|

O Other:

Soecify:

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 the cost limit:

¢. Participant Safeguards. When the state specifies an individual cost limit in Item B-2-a and thereis a change in the
participant's condition or circumstances post-entrance to the waiver that requires the provision of servicesin 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 isreferred to another waiver that can accommodate theindividual's needs.

[] Additional servicesin 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 Accessand Eligibility
B-3: Number of Individuals Served (1 of 4)
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a. Unduplicated Number of Participants. The following table specifies the maximum number of unduplicated participants
who are served in each year that the waiver isin effect. The state will submit awaiver amendment to CMSto modify the
number of participants specified for any year(s), including when amodification is necessary dueto legislative
appropriation or another reason. The number of unduplicated participants specified in thistable is basis for the cost-
neutrality calculationsin Appendix J:

Table: B-3-a
Waiver Y ear Unduplicated Number of Participants
Year 1 4790
Year 2 4892
Year 3 5024
Year 4 5164
vears 5303

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 alesser number the number of participants who will be served at
any point in time during awaiver year. |ndicate whether the state limits the number of participantsin thisway: (select one)

® The state does not limit the number of participantsthat it servesat any point in time during a waiver
year.

O The state limitsthe number of participantsthat it servesat any point in time during a waiver year.

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

Table: B-3-b
Waiver Year Maximum Number of Participants Served
At Any Point During the Year
Year 1
Year 2
Year 3
Year 4
Year 5

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

¢. 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 acrisis) subject to CM S review and approval. The State (select one):

® Not applicable. The state does not reserve capacity.

O Thestatereserves capacity for the following purpose(s).

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (3 of 4)
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d. Scheduled Phase-In or Phase-Out. Within awaiver year, the state may make the number of participants who are served
subject to a phase-in or phase-out schedule (select one):
® Thewaiver isnot subject to a phase-in or a phase-out schedule.

O Thewaiver issubject to a phase-in or phase-out schedulethat isincluded in Attachment #1 to Appendix
B-3. Thisschedule constitutes an intra-year limitation on the number of participantswho are served in
the waiver.

e. Allocation of Waiver Capacity.

Sdect one:

® waiver capacity is allocated/managed on a statewide basis.

O waiver capacity is allocated to local/regional non-state entities.

Specify: (a) the entities to which waiver capacity is alocated; (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 Entrantsto the Waiver. Specify the policies that apply to the selection of individuals for entrance to the
waiver:

Selection of entrants to the waiver isin accordance with state administrative rule He-M 517, which is entitled Medicaid-
Covered Home and Community-Based Care Services for Persons with Developmental Disabilities and Acquired Brain
Disorders, and state administrative rule He-M 503 governing eligibility for developmental disability services.

He-M 517 providesin part that eligibility for the waiver is contingent on the availability of funding. He-M 503
incorporates the language of State law RSA 171-A:1-a,l, which provides the criteriafor funding for services and
limitations on wait lists. Individuals are prioritized on the waiting list based on a number of objective factors.

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

a. 1. State Classification. The stateis a (select one):
O 51634 State
O ssl Criteria State
® 209(b) State

2. Miller Trust State.
Indicate whether the state isa Miller Trust State (select one):

©No
OYes

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
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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
8435.217)

[] L ow income familieswith children as provided in 81931 of the Act

[] SSI recipients

Aged, blind or disabled in 209(b) states who are éligible under 42 CFR 8§435.121
Optional state supplement recipients

[] Optional categorically needy aged and/or disabled individuals who haveincome at:

Select one:

O 100% of the Federal poverty level (FPL)
O 9 of FPL, which islower than 100% of FPL.

Specify percer1tage:|:|

[ Working individuals with disabilities who buy into Medicaid (BBA working disabled group asprovided in
§1902(a)(10)(A)(ii)(XII1)) of the Act)

Working individuals with disabilitieswho buy into Medicaid (TWW!I1A Basic Coverage Group asprovided in
§1902(a)(10)(A)(ii)(XV) of the Act)

[ Working individuals with disabilitieswho buy into Medicaid (TWW!IIA Medical Improvement Coverage
Group as provided in §1902(a)(10)(A)(i))(XVI) of the Act)

Di individuals age 18 or younger who would require an institutional level of care (TEFRA 1 igibility
isabled individual 8 h Id [ institutional level of ( 34 digibili
group as provided in §1902(e)(3) of the Act)

Medically needy in 209(b) States (42 CFR 8§435.330)
[] Medically needy in 1634 Statesand SSI Criteria States (42 CFR 8435.320, §435.322 and §435.324)

Other specified groups (include only statutory/regulatory referenceto reflect the additional groupsin the state
plan that may receive services under thiswaiver)

Specify:

Medicaid State Plan Infants and Children under the age of 19 (42 CFR 435.118)

Medicaid State Plan Optional targeted low-income children (42 CFR 435.229)

Medicaid State Plan Individuals aged 19 or older and under age 65 with income 133% FPL (42 CFR 435.119)
Medicaid State plan Children with adoption assistance, foster care, or guardianship care under IV-E (42 CFR
435.145).

Medicaid State Plan Former Foster Care (42 CFR 435.150)

Individuals eligible under §1902(a)(10)(A)()(V1II) (42 CFR 435.119)

Special home and community-based waiver group under 42 CFR §435.217) Note: When the special home and
community-based waiver group under 42 CFR §435.217 isincluded, Appendix B-5 must be completed

O No. The state does not furnish waiver servicesto individualsin the special home and community-based waiver
group under 42 CFR 8435.217. Appendix B-5 is not submitted.

® vyes The state furnisheswaiver servicesto individualsin the special home and community-based waiver group
under 42 CFR 8§435.217.

Select one and complete Appendix B-5.

O Allindividualsin the special home and community-based waiver group under 42 CFR 8§435.217

® Only thefollowing groups of individualsin the special home and community-based waiver group under 42
CFR 8§435.217
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Check each that applies:

A special income level equal to:

Slect one:

® 300% of the SSI Federal Benefit Rate (FBR)
Oa per centage of FBR, which islower than 300% (42 CFR 8435.236)

Specify percentage: I:I

O A dollar amount which islower than 300%.

Specify dollar amount: I:I

Aged, blind and disabled individuals who meet requirementsthat are morerestrictive than the SSI
program (42 CFR 8435.121)

[] Medically needy without spend down in states which also provide Medicaid to recipients of SSI (42
CFR 8435.320, §435.322 and §435.324)

Medically needy without spend down in 209(b) States (42 CFR 8435.330)
[ Aged and disabled individuals who have income at:

Select one:

O 100% of FPL
O o of FPL, which islower than 100%.

Specify percentage amount:IZl

[] Other specified groups (include only statutory/regulatory referenceto reflect the additional groupsin
the state plan that may receive services under thiswaiver)

Specify:

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (1 of 7)

In accordance with 42 CFR §441.303(e), Appendix B-5 must be completed when the state fur nishes waiver servicesto individuals
in the special home and community-based waiver group under 42 CFR §435.217, asindicated in Appendix B-4. Post-eligibility
applies only to the 42 CFR §435.217 group.

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:

Note: For the period beginning January 1, 2014 and extending through September 30, 2019 (or other date as required by
law), the following instructions are mandatory. The following box should be checked for all waivers that furnish waiver
services to the 42 CFR §435.217 group effective at any point during this time period.

Spousal impoverishment rulesunder 81924 of the Act are used to determine the digibility of individualswith a
community spouse for the special home and community-based waiver group. In the case of a participant with a
community spouse, the state uses spousal post-eligibility rulesunder §1924 of the Act.

Complete Items B-5-e (if the selection for B-4-a-i is S3 State or §1634) or B-5-f (if the selection for B-4-a-i is 209b
Sate) and Item B-5-g unless the state indicates that it also uses spousal post-eligibility rules for the time periods
before January 1, 2014 or after September 30, 2019 (or other date as required by law).

10/18/2023



Application for 1915(c) HCBS Waiver: NH.0053.R07.07 - Jul 01, 2023 (as of Jul 01, 2023) Page 36 of 275

Note: The following selections apply for the time periods before January 1, 2014 or after September 30, 2019 (or other
date asrequired by law) (select one).

O Spousal impoverishment rulesunder §1924 of the Act are used to deter minethe digibility of individualswith a
community spouse for the special home and community-based waiver group.

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

O Use spousal post-eligibility rules under §1924 of the Act.
(Complete Item B-5-c (209b Sate) and Item B-5-d)

O use regular post-eligibility rules under 42 CFR 8435.726 (SSI State) or under 8435.735 (209b State)
(Complete Item B-5-c (209b Sate). Do not complete Item B-5-d)

® Spousal impoverishment rulesunder §1924 of the Act are not used to deter mine eligibility of individuals with a
community spouse for the special home and community-based waiver group. The state usesregular post-
digibility rulesfor individuals with a community spouse.

(Complete Item B-5-c (209b Sate). Do not complete Item B-5-d)

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of |ncome (2 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.

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

Answers provided in Appendix B-4 indicate that you do not need to complete this section and ther efor e this section
isnot visible.

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of |ncome (3 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.
c. Regular Post-Eligibility Treatment of Income: 209(B) State.

The state uses more restrictive eligibility requirements than SSI and uses the post-eligibility rules at 42 CFR 8§435.735.
Payment for home and community-based waiver servicesis reduced by the amount remaining after deducting the
following amounts and expenses from the waiver participant's income:

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

o Thefollowing standard included under the state plan
(select one):
o Thefollowing standard under 42 CFR §435.121

Soecify:

O Optional state supplement standard
o M edically needy income standar d
O The special incomelevel for institutionalized per sons

(select one):
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O 300% of the SSI Federal Benefit Rate (FBR)
O A per centage of the FBR, which islessthan 300%

Specify percentage:lZl

O A dollar amount which is lessthan 300%.

Specify dollar amount:IIl

Oa per centage of the Federal poverty level

Specify percer1tage:|:|

O Other standard included under the state Plan

Soecify:

O Thefollowing dollar amount

Specify dollar amount:III If this amount changes, thisitem will be revised.
O Thefollowing formulais used to determine the needs allowance:

Specify:

® Other

Soecify:

Page 37 of 275

The Standard of Need (SON), as outlined by the New Hampshire Department of Health and Human Services,
plus $148, increased annually by the COLA, or a portion of the COLA, isthe limit for individuals who live
in homes owned and/or operated by providers unrelated to the individual by ancestry, marriage, or other legal
arrangement. For individuals who live independently or with their families, it is the SON, plus the special

income level for an ingtitutionalized person of 300% of SSI (FBR).

ii. Allowance for the spouse only (select one):

O Not Applicable (seeinstructions)
O The following standard under 42 CFR 8§435.121

Specify:

O Optional state supplement standard
® Medically needy income standard
O Thefollowing dollar amount:

Specify dollar amount:III If this amount changes, thisitem will be revised.
O Theamount isdetermined using the following formula:
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Specify:

iii. Allowancefor the family (select one):

O Not Applicable (seeinstructions)
® AFDC need standard

o M edically needy income standard
O Thefollowing dollar amount:

ecify dollar amount: The amount specified cannot exceed the higher of the need standard for a
y

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 afamily of the same size. If this amount
changes, thisitem will be revised.

O The amount is determined usi ng the following formula:

Foecify:

O Other
Foecify:

iv. Amountsfor incurred medical or remedial care expenses not subject to payment by athird party, specified
in 42 8CFR 435.726:

a. Hedlth insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedia 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:

O Not Applicable (seeinstructions)Note: If the state protects the maximum amount for the waiver participant,
not applicable must be selected.

O The state does not establish reasonable limits.
® Thegate establishes the following reasonable limits

Soecify:

The state uses the same reasonable limits as specified in its approved Medicaid State Plan.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (4 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.

d. Post-Eligibility Treatment of Income Using Spousal | mpoverishment Rules
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The state uses the post-eligihbility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with acommunity 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), acommunity spouse's allowance and afamily allowance as specified in the state
Medicaid Plan. The state must aso protect amounts for incurred expenses for medical or remedial care (as specified
below).

Answers provided in Appendix B-5-a indicate that you do not need to complete this section and ther efor e this
section isnot visible.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (5 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

e. Regular Post-Eligibility Treatment of Income: SSI State or §1634 State - 2014 through 2018.

Answers provided in Appendix B-4 indicate that you do not need to complete this section and ther efor e this section
isnot visible,

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of | ncome (6 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.
f. Regular Post-Eligibility Treatment of Income: 209(B) State - 2014 through 2018.

The state uses more restrictive eligibility requirements than SSI and uses the post-eligibility rules at 42 CFR 8435.735.
Payment for home and community-based waiver servicesis reduced by the amount remaining after deducting the
following amounts and expenses from the waiver participant's income;

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

O Thefollowing standard included under the state plan

(select one):

©) Thefollowing standard under 42 CFR 8435.121

Specify:

©) Optional state supplement standard
o M edically needy income standar d
O The special incomelevel for institutionalized per sons

(select one):

O 300% of the SSI Federal Benefit Rate (FBR)
Oa per centage of the FBR, which isless than 300%

Specify percentage:IZI
O A dollar amount which is lessthan 300%.

Specify dollar amount:
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[ 1]

Oa per centage of the Federal poverty level

Specify percentage:lZl

O Other standard included under the state Plan

Specify:
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o Thefollowing dollar amount

Specify dollar amount:|:| If this amount changes, thisitem will be revised.
o Thefollowing formulais used to deter mine the needs allowance:

Soecify:

® Other

Soecify:

The Standard of Need (SON), as outlined by the New Hampshire Department of Health and Human Services,
plus $148, increased annually by the COLA, or aportion of the COLA, is the limit for individuals who live
in homes owned and/or operated by providers unrelated to the individual by ancestry, marriage, or other legal

arrangement. For individuals who live independently or with their families, it is the SON, plus the special
income level for an ingtitutionalized person of 300% of SSI (FBR).

ii. Allowance for the spouse only (select one):

O Not Applicable (seeinstructions)
O Thefollowing standard under 42 CFR 8435.121

Foecify:

O Optional state supplement standard
® Medically needy income standard
O Thefollowing dollar amount:

Specify dollar amount: If this amount changes, thisitem will be revised.

O Theamount isdetermined us ng the following formula:

Foecify:
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iii. Allowance for the family (select one):

O Not Applicable (seeinstructions)
® AFDC need standard

O Medically needy income standard
o Thefollowing 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 8435.811 for afamily of the same size. If this amount
changes, thisitem will be revised.

O Theamount isdetermined us ng the following formula:

Soecify:

O other
Foecify:

iv. Amountsfor incurred medical or remedial care expenses not subject to payment by athird 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:

O Not Applicable (seeinstructions)Note: If the state protects the maximum amount for the waiver participant,
not applicable must be selected.

O The state does not establish reasonable limits,
® The state establishesthe following reasonable limits

Specify:

The state uses the same reasonable limits as specified in its approved Medicaid State Plan.

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of | ncome (7 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.
g. Post-Eligibility Treatment of Income Using Spousal | mpoverishment Rules - 2014 through 2018.

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with acommunity spouse toward the cost of home and community-based care. Thereis
deducted from the participant's monthly income a personal needs allowance (as specified below), a community spouse's

allowance and afamily 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).
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i. Allowance for the personal needs of the waiver participant

(select one):

O ss standard

O Optional state supplement standard

o M edically needy income standard

O The special income level for institutionalized persons
O A per centage of the Federal poverty level

Specify percentage:lzl

o Thefollowing dollar amount:
Specify dollar amount:|:| If this amount changes, thisitem will be revised
o Thefollowing formulais used to deter mine the needs allowance:

Soecify formula:

® Other

Foecify:

The Standard of Need (SON), as outlined by the New Hampshire Department of Health and Human Services,
plus $148, increased annually by the COLA, or aportion of the COLA, isthe limit for individuals who live
in homes owned and/or operated by providers unrelated to the individual by ancestry, marriage, or other legal
arrangement. For individuals who live independently or with their families, it is the SON, plus the special
income level for an institutionalized person of 300% of SSI (FBR).

ii. If the allowance for the per sonal needs of a waiver participant with a community spouseis different from
the amount used for the individual's maintenance allowance under 42 CFR 8435.726 or 42 CFR 8435.735,
explain why thisamount isreasonable to meet theindividual's maintenance needsin the community.

Select one:

® Allowanceisthe same
O Allowanceis different.

Explanation of difference:

iii. Amountsfor incurred medical or remedial care expenses not subject to payment by athird party, specified
in 42 CFR §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 (seeinstructions)Note: If the state protects the maximum amount for the waiver participant,
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not applicable must be selected.
O The state does not establish reasonable limits,
O The state uses the same reasonable limits as ar e used for regular (non-spousal) post-eligibility.

Appendix B: Participant Accessand 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 servicesin the near
future (one month or less), but for the availability of home and community-based waiver services.

a. Reasonable I ndication 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:

ii. Frequency of services. The state requires (select one):
O The provision of waiver services at least monthly
® Monthly monitoring of theindividual when services ar e furnished on a lessthan 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
o By the operating agency specified in Appendix A
O By a gover nment agency under contract with the Medicaid agency.

Foecify the entity:

O other
Foecify:

c¢. Qualifications of Individuals Performing I nitial Evaluation: Per 42 CFR §441.303(c)(1), specify the
educational/professional qualifications of individuals who perform the initial evaluation of level of care for waiver
applicants:
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Level of Care determinations are made by staff within the Bureau of Developmental Services (BDS) with a Bachelor's
degree from arecognized college or university with amajor study in human services, business, or health care
administration, and four years' experience in developmental services. Each additional year of required work experience
may be substituted for one year of required formal education. Each additional year of relevant formal education may be
substituted for one year of required work experience.

d. Level of CareCriteria. Fully specify the level of care criteriathat are used to evaluate and reeval uate whether an
individual needs services through the waiver and that serve asthe 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 criteriaand
the level of care instrument/tool are available to CM S upon request through the Medicaid agency or the operating agency
(if applicable), including the instrument/tool utilized.

Pursuant to State Administrative Rule He-M 517, an individual requires ICF/IDD level of careif he/she requires services
for at least one of the following:

1. Serviceson adaily basisfor:
(i) Performance of basic living skills;
(i) Intellectual, physical, or psychological development and well-being;

(iii) Medication administration and instruction in, or supervision of, self-medication by alicensed medical professional;
or

(iv) Medical monitoring or nursing care by alicensed professional person;
2. Serviceson alessthan daily basis as part of a planned transition to more independence; or

3. Serviceson alessthan daily basis but with continued availability of servicesto prevent circumstances that could
necessitate more intrusive and costly services.

Initial requests for HCBS-DD require area agencies to submit the application for waiver services using the NH Bureau of
Developmenta Services Functional Screen signed by alicensed practitioner.

The state utilizes the Functional Screen to determineif an individual meets the level of careinitially and for
redetermination. The Functional Screen detailsthe individual’s diagnosis, support needs in the areas of activities of daily
living and instrumental activities of daily living, communication and cognition, behavior, and risk to community safety,
and other medical conditions.

e. Level of Carelnstrument(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):
O Thesameinstrument isused in determining the level of carefor thewaiver and for institutional care under the
state Plan.

® A different instrument is used to determine the level of care for thewaiver than for ingtitutional care under the
state plan.

Describe how and why thisinstrument differs from the form used to evaluate institutional level of care and explain
how the outcome of the determination isreliable, valid, and fully comparable.

The state has aMedical Eligibility Assessment (MEA) tool to evaluate the level of care (LOC) for the ICF/1ID
criteria. The state uses the Functional Screen(FS) to determine level of care for the Developmental Disabilities
waiver. The Functional Screen uses the same domains as the MEA with the exception of the area of supervision;
which isincluded in the FS but not in the MEA. The outcome of the determination of the FS is comparable to the
valid and reliable MEA because it uses the same domains, and thereforeis also reliable and valid.

f. Processfor Level of Care Evaluation/Reevaluation: Per 42 CFR 8441.303(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:
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The Bureau of Developmental Services (BDS) Functional Screen (FS) form to BDS to be reviewed in order to determine
or redetermine the individual's eligibility for the DD Waiver.

Reevaluations are completed annually through the submission of an updated NH BDS FS form. The reevaluation process
does not differ from the evaluation process.
0. 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):
O Every three months
O Every six months
® Every twelve months

O Other schedule
Foecify the other schedule:

h. Qualifications of I ndividuals Who Perform Reevaluations. Specify the qualifications of individuals who perform
reevaluations (select one):
® The qualifications of individuals who perform reevaluations ar e the same asindividuals who perform initial
evaluations.

O The qualifications ar e different.
Foecify the qualifications:

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

The Bureau of Developmental Services (BDS) utilizes the following procedure to ensure timely reevaluations of level of
care: To request reevaluation for Developmental Disabilities (DD) Waiver services for an individual, arevised
Functional Screen (FS) must be submitted at least 30 days prior to expiration of the current determination.

If the Functional Screen does not have sufficient information for BDS to determine whether the individual continuesto
meet the level of care requirements, the BDS staff requests that additional information be provided. The additional
information requested could include, but is not limited to, recent assessments or evaluations that speak to the individual’s
assessed needs such as neuropsychological evaluations, Supports Intensity Scale, or SIB-R. If additional information
received does not provide enough evidence for staff to determine the individual meets the level of care, the request would

be denied.

BDS staff review all Functional Screen forms for each waiver participant at least annually, or more often when there are

changes in needs.

j- Maintenance of Evaluation/Reevaluation Recor ds. Per 42 CFR 8441.303(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 asrequired in 45 CFR 8§92.42. Specify the location(s) where records of evaluations and reevaluations of level of care

are maintained:
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Prior to the implementation of the MMIS system in April 2013, ahard copy file for each individual is maintained at BDS
that includes his/her waiver service history, including all waiver request forms, required service agreements, level of care
determination decisions completed and signed by a BDS staff, requests for service changes relative to changein
developmental, functional, and/or medical status, as well as other relevant materialsin file. Since implementation of the
MMIS system, all files are stored electronically in the MMIS system.

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

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

a. Methodsfor Discovery: Level of Care Assurance/Sub-assurances

The state demonstrates that it implements the processes and instrument(s) specified in its approved waiver for
evaluating/reevaluating an applicant's'waiver participant'slevel of care consistent with level of care provided in a
hospital, NF or ICF/IID.

i. Sub-Assurances:

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

Perfor mance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator .

For each performance measure, provide information on the aggregated data that will enable the Sate 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;

# & % of applicantsfor whom thereisareasonableindication that there may be
services needed in the future who received a L OC.N:# of applicantsfor whom thereis
areasonableindication that there may be services needed who received a LOC.
D:Total # of all applicantsfor whom thereisreasonable indication that services may
be needed in the future.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Individual record

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 L1 weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%

Review
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[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[] Other Annually [ Stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[] Other
Specify:

[] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
State M edicaid Agency [ Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[] Other
Specify:
Annually

[ Continuously and Ongoing

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

Perfor mance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

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.

¢. 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.

Perfor mance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator .

For each performance measure, provide information on the aggregated data that will enable the Sateto
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;

Number and per cent of level of care (LOC) reviewsthat were completed using New
Hampshire (NH) Bureau of Developmental Services (BDS) approved processes and
forms. Numerator: Number of level of care (LOC) reviewsthat were completed using
NH BDS' approved processes and forms. Denominator: Total number of LOC
reviews completed for applicants.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Individual record

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 L1 weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [ Quarterly [ Representative

Sample
Confidence
Interval =
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Specify:

[] Other Annually [] Stratified
Describe Group:

[ Continuously and [ Other
Ongoing

Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually
[] Continuously and Ongoing
[] Other
Specify:
Performance Measure:

Number and per cent of level of care (LOC) reviewsfor which a current functional
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screen has been used appropriately, asoutlined in the approved Waiver, to determine
LOC. Numerator: Number of LOC reviewsfor which a current functional screen has
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Denominator: Total number of LOC reviews completed for applicants.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:

Individual Record

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 LI weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
U other Annually [ stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[] Other
Specify:

[] Other
Specify:

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

L1 weekly
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Responsible Party for data
aggregation and analysis (check each

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

that applies):
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing

[] Other
Specify:
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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.

b. Methods for Remediation/Fixing I ndividual Problems

i. Describe the States 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.

Services cannot be approved nor will aprior authorization (PA) beissued if all required documents and eligibility
criteriaare not provided. If data elements are not found, or are found to be incomplete or inconclusive, BDS staff
void the PA request in the Medicaid Management Information System (MMIS). A communication is sent through
MMIS explaining the reason for voiding the request including details on what specific information is needed for

resubmission and consideration.

ii. Remediation Data Aggregation

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

. . Frequency of data aggregation and analysis
Responsible Party(check each that applies): (check each that applies):
State Medicaid Agency [T weekly
Operating Agency [] Monthly
[] Sub-State Entity [ Quarterly
[] Other
Specify:
[ Annually
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Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

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 Level of Care that are currently non-operational.
® No

O Yes
Please provide a detailed strategy for assuring Level of Care, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix B: Participant Accessand Eligibility
B-7: Freedom of Choice

Freedom of Choice. As provided in 42 CFR 8441.302(d), when an individual is determined to be likely to require a level of care
for thiswaiver, theindividual or his or her legal representativeis:

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

a. Procedur es. 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 CM S upon
request through the Medicaid agency or the operating agency (if applicable).

Prior to the provision of services, the service coordinator convenes a meeting during which the individual or legal
guardian isinformed of service options available through this waiver as well as the New Hampshire Medicaid State Plan,
including institutional settings, community resources, and other aternatives that may be pertinent to the specific situation
of theindividual.

As part of the person-centered service planning process outlined in State Administrative Rule He-M 503, all individual
service agreements document evidence of the individual or guardian'sinformed consent of community and institutional
service alternatives.

b. Maintenance of Forms. Per 45 CFR §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.

Anindividual's service agreement documents freedom of choice. The service agreement is stored in the individual's
record which islocated at the service coordination agency.

Appendix B: Participant Accessand Eligibility
B-8: Accessto Services by Limited English Proficiency Persons

Accessto Services by Limited English Proficient Persons. Specify the methods that the state uses to provide meani anél/Ji 55/358%3
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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):

State regulation He-M 503 requires informed consent relative to services and service provision. It reads"All service planning
shall occur through a person-centered planning process that: Reflects cultural considerations of the individual and is conducted in
clearly understandable language and form™. Samples of informational brochures in various languages are available.

Additionally, all contracts with the Department of Health and Human Services include a special provision for Limited English
Proficiency (LEP) that requires contractors to take reasonable steps to ensure L EP persons have meaningful accessto their
programs. BDS monitors contract compliance within this area annually during the governance audit.

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 Community Participation Services
Statutory Service Residential Habilitation
Statutory Service Respite
Statutory Service Service Coordination
Statutory Service Supported Employment
Other Service Assistive Technology
Other Service Community I ntegration Services
Other Service Community Support Services
Other Service Crisis Response Services
Other Service Environmental and Vehicle M odification Services
Other Service Individual Goods and Services
Other Service Non-Medical Transportation
Other Service Per sonal Emer gency Response Services
Other Service Removable Prosthodontic Services
Other Service Specialty Services
Other Service Wellness Coaching

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

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

Service Type:

Statutory Service

Service:

Day Habilitation

Alternate Service Title (if any):

Community Participation Services

HCBS Taxonomy:
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Category 1.

Category 2:

Category 3:

Service Definition (Scope):

Category 4

Sub-Category 1.

Sub-Category 2:

Sub-Category 3:

Sub-Category 4.
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Day Habilitation/Community Participation Services are provided as part of a comprehensive array of community-
based services for persons with developmental disabilities that:

Assist the individual to attain, improve, and maintain avariety of life skills, including vocational skills;

Emphasize, maintain and broaden the individual’ s opportunities for community participation and relationships;
Support the individual to achieve and maintain valued social roles, such as of an employee or community volunteer;
Promote personal choice and control in all aspects of the individual’s life and services, including the involvement of
theindividua, to the extent he or sheis able, in the selection, hiring, training, and ongoing evaluation of hisor her
primary staff and in determining the quality of services; and

Are provided in accordance with the individual’ s service agreement and goals and desired outcomes.

All community participation services shall be designed to:

Support the individual’ s participation in and transportation to a variety of integrated community activities and
settings,

Assist the individual to be a contributing and valued member of his or her community through vocational and
volunteer opportunities;

Meet the individual’ s needs, goals, and desired outcomes, as identified in his or her service agreement, related to
community-based opportunities for volunteerism, employment, personal development, socialization,
communication, mobility, and personal care;

Help the individual to achieve more independence in all aspects of his or her life by learning, improving, or
maintaining a variety of life skills, such as:

Traveling safely in the community;

Managing personal funds;

Participating in community activities; and

Other life skillsidentified in the service agreement;

Promote the individual’ s health and safety;

Protect the individual’ s right to freedom from abuse, neglect, and exploitation; and

Provide opportunities for the individual to exercise personal choice and independence within the bounds of
reasonable risks.

Community participation services shall be primarily provided in community settings outside of the home where the
individual lives.

Levels of Day Habilitation/Community Support Servicesinclude:

Level I: Intended primarily for individual s who require intermittent supports on aregular basis;

Level Il Intended for individuals who require supports and supervision throughout the day;

Level I11: Intended for individuals who require substantial supports and supervision;

Level 1V: Intended for individuals who require frequent supports and supervision;

Level V: Intended for individuals who have significant medical and /or behavioral needs and require critical levels
of supports and supervision; and

Level VI: Intended for individuals with the most extraordinary medical and behaviora needs and require
exceptional levels of supervision, assistance and specialized care.

If the only safe and accessible setting for a participant is outside of New Hampshire, the participant may receive
Community Participation Servicesin another state, in aMedicaid approved setting in accordance with New

10/18/2023



Application for 1915(c) HCBS Waiver: NH.0053.R07.07 - Jul 01, 2023 (as of Jul 01, 2023) Page 56 of 275

Hampshire's State Transition Plan, until a safe and accessible setting is available in New Hampshire. This
determination shall be documented in the service agreement. If the individual residesin a New Hampshire town that
is close to another state (border adjacent or not more than a 30 minute drive), and the out-of-state provider is
identified to be within the individual’ s community during person-centered planning, the participant may receive
Community Participation Services in an out-of-state setting, in a Medicaid approved setting in accordance with New
Hampshire's State Transition Plan, if they so choose, without the BDS Out-of-State Review, as outlined below. This
determination shall be documented in the service agreement. In such case, the provider qualifications must still be
met.

All settings must demonstrate that the provider meets expectations for the home and community based setting in
which the services are provided and complies with al applicable federal, State, and local law and regulation,
including, but not limited to, 42 C.F.R. § 441.301(c)(4), and any amendments thereto.

BDS Out-of-State Review
All out-of-state service provision must be reviewed and approved by BDS prior to the out-of-state service provision,
with the exception of out-of-state services selected due to border proximity, as outlined above. Requests for out-of-
state service provision shall include supporting documentation within the person-centered service agreement of :
» A transition plan that will be articulated in the service agreement, with atimeframe for return to New Hampshire.
* Provider qualification criteria, as outlined for the Waiver service(s).
» The licensing/certification reports from the previous 5 years, or the maximum number available for providers
established within the previous 5 years, from any in-state

or out-of-state entity, including deficiency reports and compliance records.
* A plan that will be articulated in the service agreement to demonstrate how an individual will access acute care as
well as ongoing medical and clinical needs that are not covered

by the Waiver.
* A plan that will be articulated in the service agreement for oversight and monitoring of the service plan.

This service may be provided remotely through telehealth as determined necessary by the state to ensure services are
delivered while considering individual choice, cost effectiveness and compliance with CM S requirements and
identified in the individual's person-centered plan. BDS will create and implement a Remote Services Checklist. The
Remote Services Checklist will be completed by 2/1/2022. The checklist will act as a safeguard to ensure that a
review of community integration is conducted throughout the person-centered planning process and that the
individua is not isolated. The checklist will ensure that the planning process has considered service needs and if
these needs can be met by using a remote method of service delivery. If the individual requires hands-on assistance,
remote service delivery shall not be an option. The Remote Services Checklist will include consideration of the
percentage of time that remote service provision will be utilized. The amount of time chosen shall be determined
during the person-centered planning process and outlined in the individual service agreement. The Service
Coordinator will complete the checklist during the person-centered planning process in order to aid in the
development of the annual individual service agreement, as well as during the quarterly monitoring activities
required by He-M 503.10(m) (3) — (4). Remote service provision is currently available through allowances from the
Appendix K. Implementation of the checklist will commence when the appendix K expires.

This service may be provided in an acute care hospital under the following conditions:

(A) Identified in an individual’ s person-centered service plan;

(B) Provided to meet needs of the individual that are not met through the provision of acute care hospita services,
(C) Not asubstitute for services that the hospital is obligated to provide through its conditions of participation or
under Federal or State law, or under another applicable requirement; and

(D) Designed to ensure smooth transitions between acute care hospitals and home and community-based settings,
and to preserve the individual’ s functional abilities.

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

The provision of Community Participation Services in acute care hospitals will be reviewed and approved by the
person-centered planning team on a quarterly basis. Please refer to additional assurance language found in Main-
Brief Waiver Description under section "Main; B; Optional”.

Service Delivery Method (check each that applies):
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Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):
[] L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Individual Community Participation Services (CPS)
Agency Community Participation Services (CPS)

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Community Participation Services

Provider Category:
Individual
Provider Type:

Community Participation Services (CPS)

Provider Qualifications
License (specify):

None

Certificate (specify):

In the event that a Community Participation Services Provider is required to administer medications,
they are trained by anurse trainer per state administrative rule He-M 1201 to obtain certification to
administer medications. Under the Participant Directed and Managed Services method of service
delivery, NUR 404 will be followed.

Other Standard (specify):
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State Administrative Rule He-M 507 provides qualifications and training required for CPS providers.
He-M 504 provides operating responsibilities for all providers and provider agencies and He-M 506
provides qualifications and training required for all providers. State administrative rules He-M 521 and
He-M 525 contain requirements for service provision when the individual chooses the participant
directed and managed model of service delivery (PDMS).

All providers of CPS must be enrolled Medicaid providers.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS)

agency.

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Community Participation Services,
the following documentation must be provided.

» The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.

Verification of Provider Qualifications
Entity Responsible for Verification:

DHHS's Bureau of Certification and Licensing, Health Facilities Administration reviews provider
qualifications during certification reviews.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
Services.

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Community Participation Services definition and provider qualification criteria.

BDS audits provider qualifications as part of its service review audits and evaluates compliance with
provider qualification standards.

Frequency of Verification:

Verification of provider qualification happens prior to hiring and service delivery.

The Bureau of Health Facilities Administration verifies provider qualifications at certification site visits.
For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS
annually, as outlined in the Community Participation Services definition and provider qualification

criteria.

BDS conducts service review audits on a sampling of records on an annual basis.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Community Participation Services

Provider Category:
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Agency
Provider Type:

Community Participation Services (CPS)

Provider Qualifications
L icense (specify):

None

Certificate (specify):

In the event that a Community Participation Services Provider is required to administer medications,
they are trained by anurse trainer per state administrative rule He-M 1201 to obtain certification to
administer medications. Under the Participant Directed and Managed Services method of service
delivery, NUR 404 will be followed.

Other Standard (specify):

State Administrative Rule He-M 507 provides qualifications and training required for CPS providers.
He-M 504 provides operating responsibilities for all providers and provider agencies and He-M 506
provides qualifications and training required for all providers. State administrative rules He-M 521 and
He-M 525 contain requirements for service provision when the individual chooses the participant
directed and managed model of service delivery (PDMS).

All providers of CPS must be enrolled Medicaid providers.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FM S)

agency.

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Community Participation Services,
the following documentation must be provided.

» The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.
Verification of Provider Qualifications
Entity Responsible for Verification:

DHHS's Bureau of Certification and Licensing, Health Facilities Administration reviews provider
qualifications during certification reviews.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
services.

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Community Participation Services definition and provider qualification criteria.

BDS audits provider qualifications as part of its service review audits and evaluates compliance with
provider qualification standards.

Frequency of Verification:
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Verification of provider qualification happens prior to hiring and service delivery.

The Bureau of Health Facilities Administration verifies provider qualifications at certification site visits.
For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS
annually, as outlined in the Community Participation Services definition and provider qualification

criteria.

BDS conducts service review audits on a sampling of records on an annual basis.

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

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

Service Type:

Statutory Service

Service:

Residential Habilitation

Alternate Service Title (if any):

Residential Habilitation

HCBS Taxonomy:
Category 1: Sub-Category 1:
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4 Sub-Category 4:
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Residential Habilitation includes arange of individually tailored supports to assist with the acquisition, retention, or
improvement of community living skills including but not limited to: Assistance with activities of daily living and
personal care such as meal preparation, eating, bathing, dressing, persona hygiene, medication management,
community inclusion, transportation, social and leisure skills, and adaptive skill development to assist the individual
to reside in the setting most appropriate to his’her needs.

Services and supports may be furnished in the home or outside the home. Services are provided to eligible
individuals with the following general assistance needs:

Level I: Intended primarily for individuals who require intermittent supports on adaily basis;

Level Il Intended for individuals who require supports and supervision throughout the day;

Level I11: Intended for individuals who require substantial supports and supervision;

Level I1V: Intended for individuals who require frequent supports and supervision;

Level V: Intended for individuals who have significant medical and /or behavioral needs and require critical levels
of supports and supervision; and

Level VI: Intended for individuals who have extraordinary medical and behavioral needs and require exceptional
levels of assistance and specialized care.

Level VII: intended for individuals with the most extensive and extraordinary medical or behavioral management
needs.

If the only safe and accessible setting for a participant is outside of New Hampshire, the participant may receive
Residential Habilitation services in another state, in aMedicaid approved setting in accordance with New
Hampshire' s State Transition Plan, until a safe and accessible setting is available in New Hampshire. This
determination shall be documented in the service agreement. If the individual residesin a New Hampshire town that
is close to another state (border adjacent or not more than a 30 minute drive), and the out-of-state provider is
identified to be within the individual’ s community during person-centered planning, the participant may receive
Residential Habilitation servicesin an out-of-state setting, in a Medicaid approved setting in accordance with New
Hampshire's State Transition Plan, if they so choose, without the BDS Out-of-State Review, as outlined below. This
determination shall be documented in the service agreement. In such case, the provider qualifications must still be
met.

All settings must demonstrate that the provider meets expectations for the home and community based setting in
which the services are provided and complies with al applicable federal, State, and local law and regulation,
including, but not limited to, 42 C.F.R. § 441.301(c)(4), and any amendments thereto.

BDS Out-of-State Review
All out-of-state service provision must be reviewed and approved by BDS prior to the out of state service provision,
with the exception of out-of-state services selected due to border proximity, as outlined above. Requests for out-of-
state service provision shall include supporting documentation within the person-centered service agreement of :
» A transition plan that will be articulated in the service agreement, with atimeframe for return to New Hampshire.
» Provider qualification criteria, as outlined for the Waiver service(s).
» The licensing/certification reports from the previous 5 years, or the maximum number available for providers
established within the previous 5 years, from any in-state

or out-of-state entity, including deficiency reports and compliance records.
* A plan that will be articulated in the service agreement to demonstrate how an individual will access acute care as
well as ongoing medical and clinical needs that are not covered by the Waiver.
* A plan that will be articulated in the service agreement for oversight and monitoring of the service plan.

This service may be provided remotely through telehealth as determined necessary by the state to ensure services are
delivered while considering individual choice, cost effectiveness and compliance with CM S requirements and
identified in the individual's person-centered plan. BDS will create and implement a Remote Services Checklist. The
Remote Services Checklist will be completed by 2/1/2022. The checklist will act as a safeguard to ensure that a
review of community integration is conducted throughout the person-centered planning process and that the
individua is not isolated. The checklist will ensure that the planning process has considered service needs and if
these needs can be met by using a remote method of service delivery. If the individual requires hands-on assistance,
remote service delivery shall not be an option. The Remote Services Checklist will include consideration of the
percentage of time that telehealth service provision will be utilized. The amount of time chosen shall be determined
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during the person-centered planning process and outlined in the individual service agreement. The Service
Coordinator will complete the checklist during the person-centered planning processin order to aid in the
development of the annual individual service agreement, as well as during the quarterly monitoring activities
required by He-M 503.10(m) (3) — (4). Remote service provision is currently available through allowances from the
Appendix K. Implementation of the checklist will commence when the appendix K expires.

This service may be provided in an acute care hospital under the following conditions:

(A) Identified in an individual’ s person-centered service plan;

(B) Provided to meet needs of the individual that are not met through the provision of acute care hospital services,
(C) Not a substitute for services that the hospital is obligated to provide through its conditions of participation or
under Federal or State law, or under another applicable requirement; and

(D) Designed to ensure smooth transitions between acute care hospitals and home and community-based settings,
and to preserve the individual’ s functional abilities.

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

Thiswaiver serviceis not available to individuals who are eligible to receive such service through the Medicaid
State Plan (including EPSDT benefits).

Payment is not made for the cost of room and board, building maintenance, upkeep, nor improvement.

The provision of Residential Habilitation Servicesin acute care hospitals will be reviewed and approved by the
person-centered planning team on a quarterly basis. Please refer to additional assurance language found in Main-
Brief Waiver Description under section "Main; B; Optional".

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):

L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle
Individual Direct Service Provider

Agency Direct Service Provider

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Residential Habilitation

Provider Category:
Individual
Provider Type:

Direct Service Provider

Provider Qualifications
License (specify):
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If services are being provided in conjunction with a practice act, the provider must comply with the
State's licensure and certification laws as appropriate.

Certificate (specify):

Direct Service providers are unlicensed and uncertified personnel. In the event they are required to
administer medications, they are trained by a nurse trainer per state administrative rule He-M 1201 to
obtain certification to administer medications. Under the Participant Directed and Managed Services
method of service delivery, NUR 404 will be followed.

Other Standard (specify):

State Administrative Rule He-M 1001 provides qualifications and training required for direct service
providers. He-M 504 provides operating responsibilities for all providers and provider agencies and He-
M 506 provides qualifications and training required for all providers. State administrative rules He-M
521 and He-M 525 contain requirements for service provision when the individual choosesthe
participant directed and managed model of service delivery (PDMS).

All providers must be enrolled NH Medicaid Providers.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS)

agency.

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Residential Habilitation, the
following documentation must be provided.

» The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.

Verification of Provider Qualifications
Entity Responsible for Verification:

DHHS's Bureau of Certification and Licensing, Health Facilities Administration reviews this during
certification and licensing reviews.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
services

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Residential Habilitation service definition and provider qualification criteria.

BDS audits provider qualifications as part of its service review audits and evaluates compliance with
provider qualification standards.

Frequency of Verification:

Verification of provider qualification happens prior to service delivery.

The Bureau of Health Facilities Administration verifies provider qualifications at certification and/or
licensing site visits.

For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS
annually, as outlined in the Residential Habilitation service definition and provider qualification criteria.

BDS conducts service review audits on a sampling of records on an annual basis.
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Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Residential Habilitation

Provider Category:
Agency
Provider Type:

Direct Service Provider

Provider Qualifications
L icense (specify):

If services are being provided in conjunction with a practice act, the provider must comply with the
State's licensure and certification laws as appropriate.

Certificate (specify):

Direct Service providers are unlicensed and uncertified personnel. In the event they are required to
administer medications, they are trained by a nurse trainer per state administrative rule He-M 1201 to
obtain certification to administer medications. Under the Participant Directed and Managed Services
method of service delivery, NUR 404 will be followed.

Other Standard (specify):

State Administrative Rule He-M 1001 provides qualifications and training required for direct service
providers. He-M 504 provides operating responsibilities for al providers and provider agencies and He-
M 506 provides qualifications and training required for al providers. State administrative rules He-M
521 and He-M 525 contain requirements for service provision when the individual chooses the
participant directed and managed model of service delivery (PDMS).

All providers must be enrolled NH Medicaid Providers.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS)

agency.

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Residential Habilitation, the
following documentation must be provided.

» The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.
Verification of Provider Qualifications
Entity Responsible for Verification:
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DHHS's Bureau of Certification and Licensing, Health Facilities Administration reviews this during
certification and licensing reviews.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
services

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Residential Habilitation service definition and provider qualification criteria.

BDS audits provider qualifications as part of its service review audits and evaluates compliance with
provider qualification standards.

Frequency of Verification:

Verification of provider qualification happens prior to service delivery.

The Bureau of Health Facilities Administration verifies provider qualifications at certification and/or
licensing site visits.

For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS

annually, as outlined in the Residential Habilitation service definition and provider qualification criteria.

BDS conducts service review audits on a sampling of records on an annual basis.

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

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

Service Type:

Statutory Service

Service:

Respite

Alternate Service Title (if any):

HCBS Taxonomy:
Category 1: Sub-Category 1:
Category 2: Sub-Category 2:
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Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4

In accordance with He-M 513, Respite Services consist of the provision of short-term care for participants unable to
care for themselves because of the absence or need for relief of those persons who live with and normally provide
care for the participant. Respite services can be provided in or out of the participant's home. Respite services should
be provided in accordance with He-M 513.04 and/or He-M 513.05.

This service may be provided in an acute care hospital under the following conditions:

(A) Identified in an individual’ s person-centered service plan;

(B) Provided to meet needs of the individual that are not met through the provision of acute care hospital services,
(C) Not asubstitute for services that the hospital is obligated to provide through its conditions of participation or
under Federal or State law, or under another applicable requirement; and

(D) Designed to ensure smooth transitions between acute care hospitals and home and community-based settings,
and to preserve the individual’ s functional abilities.

Rendering providers of this service may enter into an agreement with an OHCDS to be the qualified provider and
bill on their behalf. This agreement must be voluntary and does not alter the provider qualifications outlined in this
section.

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

When respiteis provided as a service in a Participant Directed and Managed Service (PDMS) program, the total
respite shall not exceed 20% of the overall PDM S budget.

The BDS Bureau Chief has the ability to determine limits on a case by case basis due to capacity issues.

The provision of Respitein acute care hospitals will be reviewed and approved by the person-centered planning
team on a quarterly basis. Please refer to additional assurance language found in Main-Brief Waiver Description
under section "Main; B; Optional".

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):
[ L egally Responsible Person
Relative

[] Legal Guardian
Provider Specifications:

Provider Category|Provider TypeTitle

Agency Respite Provider

Individual Respite Provider

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

Provider Category:
Agency
Provider Type:

Respite Provider
Provider Qualifications

L icense (specify):

None

Certificate (specify):

Respite providers are unlicensed and uncertified personnel. In the event they are required to administer
medications, they are trained by anurse trainer per state administrative rule He-M 1201 to obtain
certification to administer medications. Under the Participant Directed and Managed Services method of
service delivery, NUR 404 will be followed.

Other Standard (specify):

State Administrative Rule He-M 513 provides qualifications and training required for direct service
providers. He-M 504 provides operating responsibilities for all providers and provider agencies and He-
M 506 provides qualifications and training required for all providers. State administrative rules He-M
521 and He-M 525 contain requirements for service provision when the individual chooses the
participant directed and managed model of service delivery (PDMS).

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through” entity, in accordance with NH administrative
rule He-M 504.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS)

agency.

Verification of Provider Qualifications

Entity Responsible for Verification:

Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become a Medicaid provider in accordance with New
Hampshire administrative rule He-M 504.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504. In such case, verification of provider qualifications is done by the OHCDS.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
services.

The agency has the primary responsibility to verify provider qualifications when the agency has
arranged the respite service.

BDS audits provider qualifications as part of its service review audits and evaluates compliance with
provider qualification standards.

Frequency of Verification:
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Verification of provider qualification happens prior to service delivery.

BDS conducts service review audits on a sampling of records on an annual basis.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Individual
Provider Type:

Respite Provider

Provider Qualifications
L icense (specify):

None

Certificate (specify):

Respite providers are unlicensed and uncertified personnel. In the event they are required to administer
medications, they are trained by anurse trainer per state administrative rule He-M 1201 to obtain
certification to administer medications. Under the Participant Directed and Managed Services method of
service delivery, NUR 404 will be followed.

Other Standard (specify):

State Administrative Rule He-M 513 provides qualifications and training required for direct service
providers. He-M 504 provides operating responsibilities for all providers and provider agencies and He-
M 506 provides qualifications and training required for all providers. State administrative rules He-M
521 and He-M 525 contain requirements for service provision when the individual choosesthe
participant directed and managed model of service delivery (PDMS).

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS)
agency.

Verification of Provider Qualifications
Entity Responsible for Verification:
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Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become aMedicaid provider in accordance with New
Hampshire administrative rule He-M 504.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative

rule He-M 504. In such case, verification of provider qualifications is done by the OHCDS.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
services.

The agency has the primary responsibility to verify provider qualifications when the agency has
arranged the respite service.

BDS audits provider qualifications as part of its service review audits and evaluates compliance with
provider qualification standards.

Frequency of Verification:

Verification of provider qualification happens prior to service delivery.

BDS conducts service review audits on a sampling of records on an annual basis.

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

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

Service Type:

Statutory Service

Service:

Case Management

Alternate Service Title (if any):

Service Coordination

HCBS Taxonomy:
Category 1 Sub-Category 1.
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
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Service Definition (Scope):
Category 4: Sub-Category 4

Service Coordination: Services which will assist eligible individuals in gaining access to needed waiver and or State
Plan services, as well as needed medical, social, educational and other services, regardless of the funding source.

Monitoring shall be completed in accordance with He-M 503.10 (m) as follows:
When an expanded service agreement has been approved by the individual, guardian, or representative and area
agency director, the services shall be implemented and monitored as follows:
(1) A person responsible for implementing any part of an expanded service agreement, including goals and support
services, shall collect and record information about services provided and summarize progress as required by the
service agreement or, at a minimum, monthly;
(2) Onat least amonthly basis, the service coordinator shall visit or have verbal contact with the individual or
persons responsible for implementing an expanded service agreement and document these contacts;
(3) The service coordinator shall visit the individual and contact the guardian, if any, at least quarterly, or more
frequently if so specified in the individual’ s expanded service agreement, to determine and document:

a. Whether services match the interests and needs of the individual;

b. Individual and guardian satisfaction with services; and

¢. Progress on the goals in the expanded service agreement; and
(4) If the individua receives services under He-M 1001, He-M 521 or He-M 524, at least 2 of the service
coordinator’s quarterly visits with the individual shall be in the home where the individual resides.

Service Coordination may be provided remotely through tel ehealth as determined necessary to ensure services are
delivered while considering individual choice, cost effectiveness and compliance with CM S requirements and
identified in the individual's person-centered plan. Required home visits may not be completed via remote service
provision. BDS will create and implement a Remote Services Checklist. The Remote Services Checklist will be
completed by 2/1/2022. The checklist will act as a safeguard to ensure that areview of community integration is
conducted throughout the person-centered planning process and that the individual is not isolated. The checklist will
ensure that the planning process has considered service needs and if these needs can be met by using atelehealth
method of service delivery. If theindividual requires hands-on assistance, remote service delivery shall not be an
option. The Remote Services Checklist will include consideration of the percentage of time that remote service
provision will be utilized. The amount of time chosen shall be determined during the person-centered planning
process and outlined in the individual service agreement. The Service Coordinator will complete the checklist during
the person-centered planning process in order to aid in the development of the annual individua service agreement,
aswell as during the quarterly monitoring activities required by He-M 503.10(m) (3) — (4). Remote service provision
is currently available through allowances from the Appendix K. Implementation of the checklist will commence
when the appendix K expires.

Service coordination activities completed as required in He-M 503.10 (m) (2) may be completed via remote service
delivery through telephone contact or video-call platforms. Service coordination activities completed as required in
He-M 503.10 (m) (3) may be completed via remote service delivery through a video-call platform in order to ensure
face to face contact. Service Coordination activities completed as required in He-M 503.10 (m) (4) must be
completed in-person. Participant Directed and Managed Services home visits must be completed in-person.

This service may be provided in an acute care hospital under the following conditions:

(A) Identified in an individual’ s person-centered service plan;

(B) Provided to meet needs of the individual that are not met through the provision of acute care hospital services,
(C) Not asubstitute for services that the hospital is obligated to provide through its conditions of participation or
under Federal or State law, or under another applicable requirement; and

(D) Designed to ensure smooth transitions between acute care hospitals and home and community-based settings,
and to preserve the individual’ s functional abilities.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
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The provision of Service Coordination in acute care hospitals will be reviewed and approved by the person-centered
planning team on a quarterly basis. Please refer to additional assurance language found in Main-Brief Waiver
Description under section "Main; B; Optional".

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):
[] L egally Responsible Person
Relative

[] Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Individual Service Coordinator

Agency Service Coordinator

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Service Coordination

Provider Category:
Individual
Provider Type:

Service Coordinator

Provider Qualifications
License (specify):

State administrative rule He-P 819 requires licensing of case management agencies defined therein.
Certificate (specify):

None

Other Standard (specify):

State Administrative Rule He-M 503 provides qualifications and training required for service
coordinators. He-M 504 provides operating responsibilities for all providers and provider agencies and
He-M 506 provides qualifications and training required for all providers.

All providers of this service must be an enrolled NH Medicaid Provider.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS)
agency.

Verification of Provider Qualifications
Entity Responsible for Verification:
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Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become aMedicaid provider in accordance with New
Hampshire administrative rule He-M 504.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
services.

BDS audits provider qualifications as part of its service review audits and evaluates compliance with
provider qualification standards.

Frequency of Verification:

Verification of provider qualification happens prior to service delivery.

BDS conducts service review audits on a sampling of records on an annual basis.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Service Coordination

Provider Category:
Agency
Provider Type:

Service Coordinator

Provider Qualifications
L icense (specify):

State administrative rule He-P 819 requires licensing of case management agencies defined therein.
Certificate (specify):

None

Other Standard (specify):

State Administrative Rule He-M 503 provides qualifications and training required for service
coordinators. He-M 504 provides operating responsibilities for all providers and provider agencies and
He-M 506 provides qualifications and training required for all providers.

All providers of this service must be an enrolled NH Medicaid Provider.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS)
agency.

Verification of Provider Qualifications
Entity Responsible for Verification:
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Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become aMedicaid provider in accordance with New
Hampshire administrative rule He-M 504.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
services.

BDS audits provider qualifications as part of its service review audits and evaluates compliance with
provider qualification standards.

Frequency of Verification:

Verification of provider qualification happens prior to service delivery.

BDS conducts service review audits on a sampling of records on an annual basis.

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

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

Service Type:

Statutory Service

Service:

Supported Employment

Alternate Service Title (if any):

HCBS Taxonomy:
Category 1: Sub-Category 1.
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:
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Employment services will provide access to community-based employment and make available, based upon
individual need and interest: employment supports, transportation to work, training and educational opportunities,
the use of co-worker supports and generic resources to the maximum extent possible.

All employment services shall be designed to:

Assist the individual to obtain employment, customized employment or self-employment, including the development
of microenterprises that are integrated in the community, that is based on the individua’s employment profile and

goasin the service agreement;

Provide the individual with opportunities to participate in a comprehensive career development process that helpsto
identify the individual’s employment profile;

Support the individual to develop appropriate skills for job searching, including:
Creating a resume and employment portfolio;

Practicing job interviews; and

Learning soft skillsthat are essential for succeeding in the workplace;

Assist the individual to become as independent as possiblein his or her employment, internships, and education and
training opportunities by:

Developing accommodations;

Utilizing assistive technology; and

Creating and implementing a plan to fade services,

Help the individua to:

Meet his or her goal for the desired number of hours of work as articulated in the service agreement; and

Earn wages of at least minimum wage or prevailing wage, unless the individual is pursuing income based on self-
employment;

Assess, cultivate, and utilize natural supports within the workplace to assist the individual to achieve independence
to the greatest extent possible;

Help the individua to learn about, and devel op appropriate social skillsto actively participate in, the culture of his or
her workplace;

Understand, respect, and address the business needs of the individual’s employer, in order to support the individual
to meet appropriate workplace standards and goal's;

Maintain communication with, and provide consultations to, the employer to:

Address employer specific questions or concerns to enable the individual to perform and retain his’her job; and
Explore opportunities for further skill development and advancement for the individual;

Help the individua to learn, improve, and maintain avariety of life skills related to employment, such as:
Traveling safely in the community;

Managing personal funds;
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Utilizing public transportation; and

Other life skillsidentified in the service agreement related to employment;
Promote the individual’ s health and safety;

Protect the individual’ s right to freedom from abuse, neglect, and exploitation; and

Provide opportunities for the individual to exercise personal choice and independence within the bounds of
reasonable risks.

SEP Level |: Intended primarily for individuals whose level of functioning is relatively high but who still require
intermittent supports on aregular basis;

SEP Level 1lI: Intended for individuals whose level of functioning requires substantial supports and supervision;
SEP Level 11: Intended for individuals with the most extensive and extraordinary medical or behavioral
management needs.

If the only safe and accessible setting for a participant is outside of New Hampshire, the participant may receive
Supported Employment services in another state, in a Medicaid approved setting in accordance with New
Hampshire's State Transition Plan, until a safe and accessible setting is available in New Hampshire. This
determination shall be documented in the service agreement. If the individual residesin a New Hampshire town that
is close to another state (border adjacent or not more than a 30 minute drive), and the out-of-state provider is
identified to be within the individual’ s community during person-centered planning, the participant may receive
Supported Employment services in an out-of-state setting, in a Medicaid approved setting in accordance with New
Hampshire's State Transition Plan, if they so choose, without the BDS Out-of-State Review, as outlined below. This
determination shall be documented in the service agreement. In such case, the provider qualifications must still be
met.

All settings must demonstrate that the provider meets expectations for the home and community based setting in
which the services are provided and complies with al applicable federal, State, and local law and regulation,
including, but not limited to, 42 C.F.R. § 441.301(c)(4), and any amendments thereto.

BDS Out-of-State Review
All out-of-state service provision must be reviewed and approved by BDS prior to the out of state service provision,
with the exception of out-of-state services selected due to border proximity, as outlined above. Requests for out-of-
state service provision shall include supporting documentation within the person-centered service agreement of :
» A transition plan that will articulated in the service agreement, with atimeframe for return to New Hampshire.
* Provider qualification criteria, as outlined for the Waiver service(s).
» The licensing/certification reports from the previous 5 years, or the maximum number available for providers
established within the previous 5 years, from any in-

state or out-of-state entity, including deficiency reports and compliance records.
* A plan that will be articulated in the service agreement to demonstrate how an individual will access acute care as
well as ongoing medical and clinical needs that are not covered

by the Waiver.
» A plan that will be articulated in the service agreement for oversight and monitoring of the service plan.

This service may be provided remotely through telehealth as determined necessary by the state to ensure services are
delivered while considering individual choice, cost effectiveness and compliance with CM S requirements and
identified in the individual's person-centered plan. BDS will create and implement a Remote Services Checklist. The
Remote Services Checklist will be completed by 2/1/2022. The checklist will act as a safeguard to ensure that a
review of community integration is conducted throughout the person-centered planning process and that the
individua is not isolated. The checklist will ensure that the planning process has considered service needs and if
these needs can be met by using a remote method of service delivery. If the individual requires hands-on assistance,
remote service delivery shall not be an option. The Remote Services Checklist will include consideration of the
percentage of time that telehealth service provision will be utilized. The amount of time chosen shall be determined
during the person-centered planning process and outlined in the individual service agreement. The Service
Coordinator will complete the checklist during the person-centered planning process in order to aid in the
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development of the annual individual service agreement, as well as during the quarterly monitoring activities
required by He-M 503.10(m) (3) — (4). Remote service provision is currently available through allowances from the
Appendix K. Implementation of the checklist will commence when the appendix K expires.

This service may be provided in an acute care hospital under the following conditions:

(A) Identified in an individual’ s person-centered service plan;

(B) Provided to meet needs of the individual that are not met through the provision of acute care hospital services,
(C) Not asubstitute for services that the hospital is obligated to provide through its conditions of participation or
under Federal or State law, or under another applicable requirement; and

(D) Designed to ensure smooth transitions between acute care hospitals and home and community-based settings,
and to preserve the individual’ s functional abilities.

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

The provision of Supported Employment in acute care hospitals will be reviewed and approved by the person-
centered planning team on a quarterly basis. Please refer to additional assurance language found in Main-Brief
Waiver Description under section "Main; B; Optional".

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):
[ L egally Responsible Person
Relative

[ Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Individual Employment Consultant

Agency Employment Consultant

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Supported Employment

Provider Category:

Individual

Provider Type:

Employment Consultant

Provider Qualifications
License (specify):

None

Certificate (specify):

None
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Other Standard (specify):

State Administrative Rule He-M 518 provides qualifications and training required for SEP providers.
He-M 504 provides operating responsibilities for all providers and provider agencies and He-M 506
provides qualifications and training required for all providers. State administrative rules He-M 521 and
He-M 525 contain requirements for service provision when the individual chooses the participant
directed and managed model of service delivery (PDMS).

All providers of this service must be an enrolled Medicaid provider.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS)

agency.

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Supported Employment, the
following documentation must be provided.

» The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.

Verification of Provider Qualifications
Entity Responsible for Verification:

Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become aMedicaid provider in accordance with New
Hampshire administrative rule He-M 504.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
Services.

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Supported Employment service definition and provider qualification criteria.

BDS audits provider qualifications as part of its service review audits and evaluates compliance with
provider qualification standards.

Frequency of Verification:

Verification of provider qualification happens prior to service delivery.
For out-of-state service providers, the Area Agency shall gather all necessary provider qualification

information and documentation annually. The Area Agency will provide thisinformation to BDS
annually, as outlined in the Supported Employment service definition and provider qualification criteria.

BDS conducts service review audits on a sampling of records on an annual basis.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Supported Employment

Provider Category:
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Agency
Provider Type:

Employment Consultant

Provider Qualifications
L icense (specify):

None

Certificate (specify):

None

Other Standard (specify):

State Administrative Rule He-M 518 provides qualifications and training required for SEP providers.
He-M 504 provides operating responsibilities for all providers and provider agencies and He-M 506
provides qualifications and training required for all providers. State administrative rules He-M 521 and
He-M 525 contain requirements for service provision when the individual chooses the participant
directed and managed model of service delivery (PDMS).

All providers of this service must be an enrolled Medicaid provider.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS)
agency.

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Supported Employment, the
following documentation must be provided.

« The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.
Verification of Provider Qualifications
Entity Responsible for Verification:

Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become a Medicaid provider in accordance with New
Hampshire administrative rule He-M 504.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
Services.

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Supported Employment service definition and provider qualification criteria.

BDS audits provider qualifications as part of its service review audits and evaluates compliance with

provider qualification standards.
Frequency of Verification:
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Verification of provider qualification happens prior to service delivery.
For out-of-state service providers, the Area Agency shall gather all necessary provider qualification

information and documentation annually. The Area Agency will provide thisinformation to BDS
annually, as outlined in the Supported Employment service definition and provider qualification criteria.

BDS conducts service review audits on a sampling of records on an annual basis.

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

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

Service Type:

Other Service

Asprovided in 42 CFR 8§440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

Service Title:

Assistive Technology

HCBS Taxonomy:
Category 1: Sub-Category 1:
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4 Sub-Category 4:
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This service covers assistive technology and any related assistive technology services. Assistive technology means
an item, piece of equipment, certification and training of a service animal (service animal as defined by the
American Disabilities Act (ADA)), or product system, whether acquired commercially, modified or customized, that
is used to increase, maintain or improve functional capabilities of participants. Assistive technology services means
aservice that directs/assists a participant in the selection, acquisition or use of an assistive technology device.

Assistive technology includes: (A) The evaluation of the assistive technology needs of a participant including a
functional evaluation of the impact of the provision of appropriate assistive technology and appropriate servicesto
the participant in the customary environment of the participant; (B) Services consisting of purchasing, leasing or
otherwise providing for the acquisition of assistive technology/devices for participants. (C) Services consisting of
selecting, designing, fitting, customizing, adapting, applying, maintaining, repairing or replacing assistive
technology devices such as therapies, interventions, or services associated with other servicesin the service plan.
(D) Coordination and use of necessary therapies, interventions or services associated with other servicesin the
service plan. (E) Training or technical assistance for the participant or where appropriate, the family members,
guardians, advocates or authorized representatives of the participant; and (F) Training or technical assistance for
professional or other individuals who provides services to, employ or are otherwise substantially involved in the
major life functions of participants.

Devices, controls, or appliances, specified in the individual service agreement that enable the individua to increase
their ability to perform activities of daily living, and/or perceive, control, or communicate with the environment in
which they live will be covered. Adaptive equipment may only include items of durable and non-durable medical
equipment necessary to address the individual’ s functional limitations and specified in the plan of care. Adaptive
equipment may be covered so long as the equipment is necessary to address the individual’ s functional limitations
and is not to be used for recreational purposes.

May include performance of assessments to identify type of equipment needed by the participant.

If the only safe and accessible setting for a participant is outside of New Hampshire, the participant may receive
Assistive Technology servicesin another state, in aMedicaid approved setting in accordance with New Hampshire's
State Transition Plan, until a safe and accessible setting is available in New Hampshire. This determination shall be
documented in the service agreement. If the individual residesin a New Hampshire town that is close to another
state (border adjacent or not more than a 30 minute drive), and the out-of-state provider is identified to be within the
individual’s community during person-centered planning, the participant may receive Assistive Technology services
in an out-of-state setting, in aMedicaid approved setting in accordance with New Hampshire's State Transition Plan,
if they so choose, without the BDS Out-of-State Review, as outlined below. This determination shall be documented
in the service agreement. In such case, the provider qualifications must still be met.

All settings must demonstrate that the provider meets expectations for the home and community based setting in
which the services are provided and complies with al applicable federal, State, and local law and regulation,
including, but not limited to, 42 C.F.R. § 441.301(c)(4), and any amendments thereto.

BDS Out-of-State Review
All out-of-state service provision must be reviewed and approved by BDS prior to the out of state service provision,
with the exception of out-of-state services selected due to border proximity, as outlined above. Requests for out-of-
state service provision shall include supporting documentation within the person-centered service agreement of :
» A transition plan that will be articulated in the service agreement, with atimeframe for return to New Hampshire.
* Provider qualification criteria, as outlined for the Waiver service(s).
» The licensing/certification reports from the previous 5 years, or the maximum number available for providers
established within the previous 5 years, from any in-

state or out-of-state entity, including deficiency reports and compliance records.
* A plan that will be articulated in the service agreement to demonstrate how an individual will access acute care as
well as ongoing medical and clinical needs that are not

covered by the Waiver.
* A plan that will be articulated in the service agreement for oversight and monitoring of the service plan.

This service may be provided remotely through telehealth as determined necessary by the state to ensure services are
delivered while considering individual choice, cost effectiveness and compliance with CM S requirements and
identified in the individual's person-centered plan. BDS will create and implement a Remote Services Checklist. The
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Remote Services Checklist will be completed by 2/1/2022. The checklist will act as a safeguard to ensure that a
review of community integration is conducted throughout the person-centered planning process and that the
individua is not isolated. The checklist will ensure that the planning process has considered service needs and if
these needs can be met by using a remote method of service delivery. If the individual requires hands-on assistance,
remote service delivery shall not be an option. The Remote Services Checklist will include consideration of the
percentage of time that telehealth service provision will be utilized. The amount of time chosen shall be determined
during the person-centered planning process and outlined in the individual service agreement. The Service
Coordinator will complete the checklist during the person-centered planning process in order to aid in the
development of the annual individual service agreement, as well as during the quarterly monitoring activities
required by He-M 503.10(m) (3) — (4). Remote service provision is currently available through allowances from the
Appendix K. Implementation of the checklist will commence when the appendix K expires.

This service may be provided in an acute care hospital under the following conditions:

(A) Identified in an individual’ s person-centered service plan;

(B) Provided to meet needs of the individual that are not met through the provision of acute care hospital services,
(C) Not asubstitute for services that the hospital is obligated to provide through its conditions of participation or
under Federal or State law, or under another applicable requirement; and

(D) Designed to ensure smooth transitions between acute care hospitals and home and community-based settings,
and to preserve the individual’ s functional abilities.

Rendering providers of this service may enter into an agreement with an OHCDS to be the qualified provider and
bill on their behalf. This agreement must be voluntary and does not alter the provider qualifications outlined in this
section.

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

Thereis aservice limitation cap of $10,000 over the course of afive year period of time.

Anindividual may be able to exceed this cap on a case by case basis with the prior approval of BDS. A prior
authorization for the amount requested above the service limit cap must include supporting documentation, identify
need, and correlate to the person centered plan.

Assistive technology provided through the waiver is over and above that which is available under the state plan or
that isthe obligation of the individual's employer.

Individual service agreement (I1SA) will specify the following:

1) Theitem;

2) The name of the healthcare practitioner recommending the item;

3) An evaluation or assessment regarding the appropriateness of the item;

4) A goal related to the use of the item;

5) The anticipated environment that the item will be used,;

6) Current modifications to item/product and anticipated future modifications and anticipated cost.

The provision of Assistive Technology in acute care hospitals will be reviewed and approved by the person-centered
planning team on a quarterly basis. Please refer to additional assurance language found in Main-Brief Waiver
Description under section "Main; B; Optional".

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):

[ L egally Responsible Person

[l Relative
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[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Individual Assistive Technology Provider
Agency Assistive Technology Provider

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Assistive Technology

Provider Category:
Individual
Provider Type:

Assistive Technology Provider

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
Specialized training in equipment, item or product.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through™ entity, in accordance with NH administrative
rule He-M 504.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS).

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Assistive Technology, the
following documentation must be provided.

» The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.
Verification of Provider Qualifications
Entity Responsible for Verification:
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Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become aMedicaid provider in accordance with New
Hampshire administrative rule He-M 504.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504. In such case, verification of provider qualifications is done by the OHCDS.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
services.

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Assistive Technology service definition and provider qualification criteria.

BDS audits provider qualifications as part of its service review audits and evaluates compliance with
provider qualification standards.

Frequency of Verification:

Verification of provider qualification happens prior to service delivery.
For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS

annually, as outlined in the Assistive Technology service definition and provider qualification criteria.

BDS conducts service review audits on a sampling of records on an annual basis.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Assistive Technology

Provider Category:

Agency

Provider Type:

Assistive Technology Provider

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
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Specialized training in equipment, item or product.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS).

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Assistive Technology, the
following documentation must be provided.

» The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.

Verification of Provider Qualifications
Entity Responsible for Verification:

Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become aMedicaid provider in accordance with New
Hampshire administrative rule He-M 504.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504. In such case, verification of provider qualifications is done by the OHCDS.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
Services.

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Assistive Technology service definition and provider qualification criteria.

BDS audits provider qualifications as part of its service review audits and evaluates compliance with
provider qualification standards.

Frequency of Verification:

Verification of provider qualification happens prior to service delivery.

For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS
annually, as outlined in the Assistive Technology Services service definition and provider qualification
criteria

BDS conducts service review audits on a sampling of records on an annual basis.

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

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
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the Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service
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As provided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not

specified in statute.
ServiceTitle:

Community Integration Services

HCBS Taxonomy:

Category 1

Category 2:

Category 3:

Service Definition (Scope):
Category 4:

Sub-Category 1.

Sub-Category 2:

Sub-Category 3:

Sub-Category 4:
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Community integration services utilize activity based interventions to address the assessed needs of an individual as
ameans to health and well being as outlined in the service agreement. Community integration services are designed
to support and enhance a person's level of functioning, independence and life activities, to promote health and
wellness as well as reduce or eliminate the activity limitations and restrictions to participation in life situations
caused by a disability.

A pass or membership for admission to community based activitiesis covered only when needed to address assessed
needs. Community based activity passes shall be purchased as day passes or monthly passes, whichever is the most
cost effective.

Community integration services include activities that promote and individual's health and well being. Fees for water
safety training are allowable. Community based camperships are allowable.

If the only safe and accessible setting for a participant is outside of New Hampshire, the participant may receive
Community Integration Servicesin another state, in aMedicaid approved setting in accordance with New
Hampshire's State Transition Plan, until a safe and accessible setting is available in New Hampshire. This
determination shall be documented in the service agreement. If the individual residesin a New Hampshire town that
is close to another state (border adjacent or not more than a 30 minute drive), and the out-of-state provider is
identified to be within the individual’ s community during person-centered planning, the participant may receive
Community Integration Servicesin an out-of-state setting, in a Medicaid approved setting in accordance with New
Hampshire's State Transition Plan, if they so choose, without the BDS Out-of-State Review, as outlined below. This
determination shall be documented in the service agreement. In such case, the provider qualifications must still be
met.

All settings must demonstrate that the provider meets expectations for the home and community based setting in
which the services are provided and complies with al applicable federal, State, and local law and regulation,
including, but not limited to, 42 C.F.R. § 441.301(c)(4), and any amendments thereto.

BDS Out-of-State Review
All out-of-state service provision must be reviewed and approved by BDS prior to the out of state service provision,
with the exception of out-of-state services selected due to border proximity, as outlined above. Requests for out-of-
state service provision shall include supporting documentation within the person-centered service agreement of :
» A transition plan that will be articulated in the service agreement, with atimeframe for return to New Hampshire.
* Provider qualification criteria, as outlined for the Waiver service(s).
» The licensing/certification reports from the previous 5 years, or the maximum number available for providers
established within the previous 5 years, from any in-

state or out-of-state entity, including deficiency reports and compliance records.
* A plan that will be articulated in the service agreement to demonstrate how an individual will access acute care as
well as ongoing medical and clinical needs that are not

covered by the Waiver.
* A plan that will be articulated in the service agreement for oversight and monitoring of the service plan.

This service may be provided remotely through telehealth as determined necessary by the State to ensure services
are delivered while considering individual choice, cost effectiveness and compliance with CM S requirements and
identified in the individual's person-centered plan. BDS will create and implement a Remote Services Checklist. The
Remote Services Checklist will be completed by 2/1/2022. The checklist will act as a safeguard to ensure that a
review of community integration is conducted throughout the person-centered planning process and that the
individua is not isolated. The checklist will ensure that the planning process has considered service needs and if
these needs can be met by using a remote method of service delivery. If the individual requires hands-on assistance,
remote service delivery shall not be an option. The Remote Services Checklist will include consideration of the
percentage of time that telehealth service provision will be utilized. The amount of time chosen shall be determined
during the person-centered planning process and outlined in the individual service agreement. The Service
Coordinator will complete the checklist during the person-centered planning process in order to aid in the
development of the annual individual service agreement, as well as during the quarterly monitoring activities
required by He-M 503.10(m) (3) — (4). Remote service provision is currently available through allowances from the
Appendix K. Implementation of the checklist will commence when the appendix K expires.

Rendering providers of this service may enter into an agreement with an OHCDS to be the qualified provider and
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bill on their behalf. This agreement must be voluntary and does not alter the provider qualifications outlined in this
section.

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

Community integration servicesinclusive of therapeutic services and camperships will have an $8,000 cap.

Any single community integration service over $2,000 will require alicensed healthcare practitioner’s
recommendation.

A health care practitioner's note is not needed for campership.

The coverage of this service authorizes the purchase of goods and services that are not otherwise offered in the
waiver or the state plan.

Individual service agreement (ISA) will specify the following:

1) The service;

2) The name of the healthcare practitioner recommending the item (for single services $2,000 and over);
3) An evaluation or assessment regarding the appropriateness of the service;

4) A goal related to the use of the service;

“Community Based Campership” is defined as a Summer Camp which is a disability-specific setting that is based in
the community that provides opportunities for skill building, socialization, development and maintenance of
independence and other activities that meet the needs of the individual as outlined in the Individualized Service
Agreement and based on an assessed need as determined by the individual’ s disability. The setting must be selected
by the individual from among setting options including non-disability settings.

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):
[ L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Community I ntegration Services (CIS) Provider
Individual Community Integration Services (CIS) Provider

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Community Integration Services

Provider Category:
Agency
Provider Type:

Community Integration Services (CIS) Provider
Provider Qualifications
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L icense (specify):

None

Certificate (specify):

None

Other Standard (specify):
Specialized training in equipment, item or product.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through” entity, in accordance with NH administrative
rule He-M 504.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS).

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Servicesin accordance with the standard in the service definition for Community Integration Services,
the foll owing documentation must be provided.

» The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.

Verification of Provider Qualifications
Entity Responsible for Verification:

Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become a Medicaid provider in accordance with New
Hampshire administrative rule He-M 504.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504. In such case, verification of provider qualifications is done by the OHCDS.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
services.

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Community Integration Services definition and provider qualification criteria.

BDS audits provider qualifications as part of its service review audits and evaluates compliance with
provider qualification standards.

Frequency of Verification:
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Verification of provider qualification happens prior to service delivery.

For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS
annually, as outlined in the Community Integration Services service definition and provider qualification
criteria

BDS conducts service review audits on a sampling of records on an annual basis.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Community Integration Services

Provider Category:
Individual
Provider Type:

Community Integration Services (CIS) Provider

Provider Qualifications
L icense (specify):

None

Certificate (specify):

None

Other Standard (specify):
Specialized training in equipment, item or product.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS).

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Community Integration Services,
the following documentation must be provided.

« The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.
Verification of Provider Qualifications
Entity Responsible for Verification:
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Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become aMedicaid provider in accordance with New
Hampshire administrative rule He-M 504.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504. In such case, verification of provider qualifications is done by the OHCDS.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
services.

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Community Integration Services definition and provider qualification criteria.

BDS audits provider qualifications as part of its service review audits and evaluates compliance with
provider qualification standards.

Frequency of Verification:

Verification of provider qualification happens prior to service delivery.

For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS
annually, as outlined in the Community Integration Services service definition and provider qualification
criteria.

BDS conducts service review audits on a sampling of records on an annual basis.

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

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

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

ServiceTitle:

Community Support Services

HCBS Taxonomy:
Category 1: Sub-Category 1:
Category 2: Sub-Category 2:
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Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4
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Community Support Services are intended for the individual who has developed, or is trying to develop, skillsto live
independently within the community. Community Support Services consist of assistance provided to an individual to
improve or maintain his or her skillsin basic daily living, transportation and community integration; to enhance his
or her personal development and well being in accordance with goals outlined in the individual's service agreement.

If the only safe and accessible setting for a participant is outside of New Hampshire, the participant may receive
Community Support Servicesin another state, in aMedicaid approved setting in accordance with New Hampshire's
State Transition Plan, until a safe and accessible setting is available in New Hampshire. This determination shall be
documented in the service agreement. If the individual residesin a New Hampshire town that is close to another
state (border adjacent or not more than a 30 minute drive), and the out-of-state provider is identified to be within the
individual’s community during person-centered planning, the participant may receive Community Support Services
in an out-of-state setting, in aMedicaid approved setting in accordance with New Hampshire's State Transition Plan,
if they so choose, without the BDS Out-of-State Review, as outlined below. This determination shall be documented
in the service agreement. In such case, the provider qualifications must still be met.

All settings must demonstrate that the provider meets expectations for the home and community based setting in
which the services are provided and complies with al applicable federal, State, and local law and regulation,
including, but not limited to, 42 C.F.R. § 441.301(c)(4), and any amendments thereto.

BDS Out-of-State Review
All out-of-state service provision must be reviewed and approved by BDS prior to the out of state service provision,
with the exception of out-of-state services selected due to border proximity, as outlined above. Requests for out-of-
state service provision shall include supporting documentation within the person-centered service agreement of :
» A transition plan that will be articulated in the service agreement, with atimeframe for return to New Hampshire.
* Provider qualification criteria, as outlined for the Waiver service(s).
» The licensing/certification reports from the previous 5 years, or the maximum number available for providers
established within the previous 5 years, from any in-

state or out-of-state entity, including deficiency reports and compliance records.
* A plan that will be articulated in the service agreement to demonstrate how an individual will access acute care as
well as ongoing medical and clinical needs that are not

covered by the Waiver.
» A plan that will be articulated in the service agreement for oversight and monitoring of the service plan.

This service may be provided remotely through telehealth as determined necessary by the State to ensure services
are delivered while considering individual choice, cost effectiveness and compliance with CM S requirements and
identified in the individual's person-centered plan. BDS will create and implement a Remote Services Checklist. The
Remote Services Checklist will be completed by 2/1/2022. The checklist will act as a safeguard to ensure that a
review of community integration is conducted throughout the person-centered planning process and that the
individua is not isolated. The checklist will ensure that the planning process has considered service needs and if
these needs can be met by using a remote method of service delivery. If the individual requires hands-on assistance,
remote service delivery shall not be an option. The Remote Services Checklist will include consideration of the
percentage of time that telehealth service provision will be utilized. The amount of time chosen shall be determined
during the person-centered planning process and outlined in the individual service agreement. The Service
Coordinator will complete the checklist during the person-centered planning process in order to aid in the
development of the annual individual service agreement, as well as during the quarterly monitoring activities
required by He-M 503.10(m) (3) — (4). Remote service provision is currently available through allowances from the
Appendix K. Implementation of the checklist will commence when the appendix K expires.

This service may be provided in an acute care hospital, only when the parent or guardian is not available and under
the following conditions:

(A) Identified in an individual’ s person-centered service plan;

(B) Provided to meet needs of the individual that are not met through the provision of acute care hospita services,
(C) Not asubstitute for services that the hospital is obligated to provide through its conditions of participation or
under Federal or State law, or under another applicable requirement; and

(D) Designed to ensure smooth transitions between acute care hospitals and home and community-based settings,
and to preserve the individual’ s functional abilities.
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Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Community Support Services are capped at 30 hours per week.

Services may begin and continue for up to 24 consecutive months (two years) while the individual is still residing
with higher family.

This service does not include costs related to room and board.

The BDS Administrator reserves the right to exceed the cap and/or time limitations placed on this service on a case
by case basis.

The provision of Community Support Servicesin acute care hospitals will be reviewed and approved by the person-
centered planning team on a quarterly basis. Please refer to additional assurance language found in Main-Brief
Waiver Description under section "Main; B; Optional".

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):
[] L egally Responsible Person
Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Direct Support Professional
Individual Direct Support Professional

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Community Support Services

Provider Category:
Agency
Provider Type:

Direct Support Professional

Provider Qualifications
License (specify):

None

Certificate (specify):

Direct Service providers are unlicensed and uncertified personnel. In the event they are required to
administer medications, they are trained by a nurse trainer per state administrative rule He-M 1201 to
obtain certification to administer medications. Under the Participant Directed and Managed Services
method of service delivery, NUR 404 will be followed.
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Other Standard (specify):

State Administrative Rule He-M 506 provides qualifications and training required for Community
Support Services providers. He-M 504 provides operating responsibilities for all providers and provider
agencies. State administrative rules He-M 521 and He-M 525 contain regquirements for service provision
when the individual chooses the participant directed and managed model of service delivery (PDMS).

All providers of this service must be an enrolled Medicaid provider.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS)

agency.

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Community Support Services, the
following documentation must be provided.

» The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.

Verification of Provider Qualifications
Entity Responsible for Verification:

Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become aMedicaid provider in accordance with New
Hampshire administrative rule He-M 504.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
Services.

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Community Support Services definition and provider qualification criteria.

BDS audits provider qualifications as part of its service review audits and evaluates compliance with
provider qualification standards.

Frequency of Verification:

Verification of provider qualification happens prior to service delivery.
For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS

annually, as outlined in the Community Support Services definition and provider qualification criteria.

BDS conducts service review audits on a sampling of records on an annual basis.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Community Support Services

Provider Category:
Individual

Provider Type:
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Direct Support Professional

Provider Qualifications
L icense (specify):

None

Certificate (specify):

Direct Service providers are unlicensed and uncertified personnel. In the event they are required to
administer medications, they are trained by a nurse trainer per state administrative rule He-M 1201 to
obtain certification to administer medications. Under the Participant Directed and Managed Services
method of service delivery, NUR 404 will be followed.

Other Standard (specify):

State Administrative Rule He-M 506 provides qualifications and training required for Community
Support Services providers. He-M 504 provides operating responsibilities for all providers and provider
agencies. State administrative rules He-M 521 and He-M 525 contain requirements for service provision
when the individual chooses the participant directed and managed model of service delivery (PDMS).

All providers of this service must be an enrolled Medicaid provider.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS)

agency.

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Community Support Services, the
following documentation must be provided.

« The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.

Verification of Provider Qualifications
Entity Responsible for Verification:

State Administrative Rule He-M 506 provides qualifications and training required for Community
Support Services providers. He-M 504 provides operating responsibilities for all providers and provider
agencies. State administrative rules He-M 521 and He-M 525 contain requirements for service provision
when the individual chooses the participant directed and managed model of service delivery (PDMS).

All providers of this service must be an enrolled Medicaid provider.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS)

agency.

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Community Support Services, the
following documentation must be provided.

» The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.

Frequency of Verification:
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Verification of provider qualification happens prior to service delivery.
For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS

annually, as outlined in the Community Support Services definition and provider qualification criteria.

BDS conducts service review audits on a sampling of records on an annual basis.

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

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

Service Type:

Other Service

Asprovided in 42 CFR 8§440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

Service Title:

Crisis Response Services

HCBS Taxonomy:
Category 1: Sub-Category 1:
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4 Sub-Category 4:
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Crisis Response Services: Include direct consultation, clinical evaluation, staffing supports and transportation to
individuals who are experiencing a behavioral, emotional or medical crisis or challenge. These services are intended
to address the individual's specific problems, thereby reducing the likelihood of harm to the individual or others,and
assisting the individual to return to his/her pre-crisis status.

If the only safe and accessible setting for a participant is outside of New Hampshire, the participant may receive
Crisis Response Services in another state, in aMedicaid approved setting in accordance with New Hampshire's State
Transition Plan, until a safe and accessible setting is available in New Hampshire. This determination shall be
documented in the service agreement. If the individual residesin a New Hampshire town that is close to another
state (border adjacent or not more than a 30 minute drive), and the out-of-state provider is identified to be within the
individual’s community during person-centered planning, the participant may receive Crisis Response Servicesin an
out-of-state setting, in aMedicaid approved setting in accordance with New Hampshire' s State Transition Plan, if
they so choose, without the BDS Out-of-State Review, as outlined below. This determination shall be documented in
the service agreement. In such case, the provider qualifications must still be met.

All settings must demonstrate that the provider meets expectations for the home and community based setting in
which the services are provided and complies with al applicable federal, State, and local law and regulation,
including, but not limited to, 42 C.F.R. § 441.301(c)(4), and any amendments thereto.

BDS Out-of-State Review
All out-of-state service provision must be reviewed and approved by BDS prior to the out of state service provision,
with the exception of out-of-state services selected due to border proximity, as outlined above. Requests for out-of-
state service provision shall include supporting documentation within the person-centered plan of:
» A transition plan that will be articulated in the service agreement, with atimeframe for return to New Hampshire.
» Provider qualification criteria, as outlined for the Waiver service(s).
» The licensing/certification reports from the previous 5 years, or the maximum number available for providers
established within the previous 5 years, from any in-

state or out-of -state entity, including deficiency reports and compliance records.
* A plan that will be articulated in the service agreement to demonstrate how an individual will access acute care as
well as ongoing medical and clinical needs that are not

covered by the Waiver.
» A plan that will be articulated in the service agreement for oversight and monitoring of the service plan.

This service may be provided remotely through telehealth as determined necessary by the state to ensure services are
delivered while considering individual choice, cost effectiveness and compliance with CM S requirements and
identified in the individual's person-centered plan. BDS will create and implement a Remote Services Checklist. The
Remote Services Checklist will be completed by 2/1/2022. The checklist will act as a safeguard to ensure that a
review of community integration is conducted throughout the person-centered planning process and that the
individua is not isolated. The checklist will ensure that the planning process has considered service needs and if
these needs can be met by using a remote method of service delivery. If the individual requires hands-on assistance,
remote service delivery shall not be an option. The Remote Services Checklist will include consideration of the
percentage of time that telehealth service provision will be utilized. The amount of time chosen shall be determined
during the person-centered planning process and outlined in the individual service agreement. The Service
Coordinator will complete the checklist during the person-centered planning process in order to aid in the
development of the annual individual service agreement, as well as during the quarterly monitoring activities
required by He-M 503.10(m) (3) — (4). Remote service provision is currently available through allowances from the
Appendix K. Implementation of the checklist will commence when the appendix K expires.

This service may be provided in an acute care hospital under the following conditions:

(A) Identified in an individual’ s person-centered service plan;

(B) Provided to meet needs of the individual that are not met through the provision of acute care hospita services,
(C) Not asubstitute for services that the hospital is obligated to provide through its conditions of participation or
under Federal or State law, or under another applicable requirement; and

(D) Designed to ensure smooth transitions between acute care hospitals and home and community-based settings,
and to preserve the individual’ s functional abilities.

Authorized provision of Crisis Response Services with review by BDS prior to service authorization may be
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provided for no more than 5 days, in accordance with the Crisis Policy, and only to ensure health and welfare of an
individual.

Rendering providers of this service may enter into an agreement with an OHCDS to be the qualified provider and
bill on their behalf. This agreement must be voluntary and does not alter the provider qualifications outlined in this
section.

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

Thiswaiver serviceis not available to individuals who are eligible to receive such service through the Medicaid
State Plan (including EPSDT benefits).

Limited to six month approval. Six month approvals may be renewed based on individual need.

The provision of Crisis Response Servicesin acute care hospitals will be reviewed and approved by the person-
centered planning team on a quarterly basis. Please refer to additional assurance language found in Main-Brief
Waiver Description under section "Main; B; Optional".

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):
[ L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Clinician, or consultant, behavioral specialist, or direct support staff
Individual Clinician, or consultant, behavioral specialist, or direct support staff

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Crisis Response Services

Provider Category:
Agency
Provider Type:

Clinician, or consultant, behavioral specialist, or direct support staff
Provider Qualifications

L icense (specify):

Certain provider types may require licensure depending on what service is provided.
Certificate (specify):

Certain provider types may require certification depending on service provided.
Other Standard (specify):
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Direct service staff would be required to meet, at minimum, requirements as outlined under day and
residential habilitation or meet the necessary specialized training in equipment, item or products, as
applicable.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS).

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Crisis Response Services, the
following documentation must be provided.

» The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.
Verification of Provider Qualifications
Entity Responsible for Verification:

Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become a Medicaid provider in accordance with New
Hampshire administrative rule He-M 504.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504. In such case, verification of provider qualifications is done by the OHCDS.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
Services.

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Crisis Response Services service definition and provider qualification criteria.

Frequency of Verification:

Verification of provider qualification happens prior to service delivery.

For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS
annually, as outlined in the Crisis Response Services service definition and provider qualification
criteria.

BDS conducts service review audits on a sampling of records on an annual basis.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Crisis Response Services

Provider Category:
Individual

Provider Type:
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Clinician, or consultant, behavioral specialist, or direct support staff

Provider Qualifications
L icense (specify):

Certain provider types may require licensure depending on what service is provided.
Certificate (specify):

Certain provider types may require certification depending on service provided.
Other Standard (specify):

Direct service staff would be required to meet, at minimum, requirements as outlined under day and
residential habilitation or meet the necessary specialized training in equipment, item or products, as
applicable.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through” entity, in accordance with NH administrative
rule He-M 504.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS).

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Crisis Response Services, the
following documentation must be provided.

» The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.
Verification of Provider Qualifications
Entity Responsible for Verification:

Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become a Medicaid provider in accordance with New
Hampshire administrative rule He-M 504.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through™ entity, in accordance with NH administrative
rule He-M 504. In such case, verification of provider qualifications is done by the OHCDS.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
services.

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Crisis Response Services service definition and provider qualification criteria.

Frequency of Verification:
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Verification of provider qualification happens prior to service delivery.

For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS
annually, as outlined in the Crisis Response Services service definition and provider qualification
criteria

BDS conducts service review audits on a sampling of records on an annual basis.

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

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

Service Type:

Other Service

Asprovided in 42 CFR 8§440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

Service Title:

Environmental and Vehicle Modification Services

HCBS Taxonomy:
Category 1: Sub-Category 1:
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4 Sub-Category 4:
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Environmental and Vehicle Modification Services. Include those physical adaptations to the private residence of the
participant, or vehicle that is the waiver participants primary means of transportation, required by the individual's
service plan, that are necessary to ensure the health, welfare and safety of the individual, or which enable the
individual to function with greater independence in the home and community, and without which, the individual
would require institutionalization.

Such adaptations may include the installation of ramps and grab-bars, widening of doorways, modification of
bathroom facilities, or installation of specialized electric and plumbing systems, which are necessary to
accommodate the medical equipment and supplies, which are necessary for the welfare of the individual.

Excluded are those adaptations or improvements to the home, which are of genera utility, and are not of direct
medical or remedial benefit to the individual, such as carpeting, roof repair, central air conditioning, etc.

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

All modifications will be provided in accordance with applicable State or local building codes.

Relative to vehicle modification, the following are excluded: Those adaptations or improvements to a vehicle that
are of general utility, and are not of direct medical or remedial benefit to the individual; purchase or lease of a
vehicle; and regularly scheduled upkeep and maintenance of a vehicle with the exception of upkeep and maintenance
of the modifications.

If the only safe and accessible setting for a participant is outside of New Hampshire, the participant may receive
Environmental and V ehicle Modification Servicesin another state, in a Medicaid approved setting in accordance
with New Hampshire's State Transition Plan, until a safe and accessible setting is available in New Hampshire. This
determination shall be documented in the service agreement. If the individual residesin a New Hampshire town that
is close to another state (border adjacent or not more than a 30 minute drive), and the out-of-state provider is
identified to be within the individual’ s community during person-centered planning, the participant may receive
Environmental and Vehicle Modification Servicesin an out-of-state setting, in aMedicaid approved setting in
accordance with New Hampshire's State Transition Plan, if they so choose, without the BDS Out-of -State Review,
as outlined below. This determination shall be documented in the service agreement. In such case, the provider
qualifications must still be met.

All settings must demonstrate that the provider meets expectations for the home and community based setting in
which the services are provided and complies with al applicable federal, State, and local law and regulation,
including, but not limited to, 42 C.F.R. § 441.301(c)(4), and any amendments thereto.

BDS Out-of-State Review
All out-of-state service provision must be reviewed and approved by BDS prior to the out of state service provision,
with the exception of out-of-state services selected due to border proximity, as outlined above. Requests for out-of-
state service provision shall include supporting documentation within the person-centered service agreement of :
» A transition plan that will be articulated in the service agreement, with atimeframe for return to New Hampshire.
* Provider qualification criteria, as outlined for the Waiver service(s).
» The licensing/certification reports from the previous 5 years, or the maximum number available for providers
established within the previous 5 years, from any in-

state or out-of-state entity, including deficiency reports and compliance records.
* A plan that will be articulated in the service agreement to demonstrate how an individual will access acute care as
well as ongoing medical and clinical needs that are not

covered by the Waiver.
» A plan that will be articulated in the service agreement for oversight and monitoring of the service plan.

This service may be provided in an acute care hospital under the following conditions:

(A) Identified in an individual’ s person-centered service plan;
(B) Provided to meet needs of the individual that are not met through the provision of acute care hospita services,
(C) Not asubstitute for services that the hospital is obligated to provide through its conditions of participation or
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under Federal or State law, or under another applicable requirement; and
(D) Designed to ensure smooth transitions between acute care hospitals and home and community-based settings,
and to preserve the individual’ s functional abilities.

Rendering providers of this service may enter into an agreement with an OHCDS to be the qualified provider and
bill on their behalf. This agreement must be voluntary and does not ater the provider qualifications outlined in this
section.

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

For individuals with unsafe wandering and running behaviors, outdoor fencing may be provided under thiswaiver.
Waiver funds allocated toward the cost of such afence shall not exceed $2,500 which can provide approximately
3,500 square feet of a safe area.

Exceptionsto this service limitation may be made on a case by case basis.

Payment may not be made to adapt the vehicles that are owned or leased by paid providers of waiver services.

The provision of Environmental and Vehicle Modifications in acute care hospitals will be reviewed and approved by
the person-centered planning team on a quarterly basis. Please refer to additional assurance language found in Main-

Brief Waiver Description under section "Main; B; Optional".

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):

[ L egally Responsible Person
[ Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Private Contractor, or other similarly qualified provider
Individual Private Contractor, or other similarly qualified provider

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Environmental and Vehicle M odification Services

Provider Category:
Agency
Provider Type:

Private Contractor, or other similarly qualified provider
Provider Qualifications

L icense (specify):

Asrequired by state law or local ordinance
Certificate (specify):
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Asrequired by state law or local ordinance
Other Standard (specify):

Permits relative to state and/or local building codes.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS).

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Environmental and VVehicle
Modification Services, the following documentation must be provided.

« The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.

Verification of Provider Qualifications
Entity Responsible for Verification:

Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become a Medicaid provider in accordance with New
Hampshire administrative rule He-M 504.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
services.

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Environmental and Vehicle Modification Services service definition and provider
qualification criteria.

Frequency of Verification:

Verification of provider qualification happens prior to service delivery.

For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide this information to BDS
annually, as outlined in the Environmental and V ehicle Modification Services service definition and
provider qualification criteria.

BDS conducts service review audits on a sampling of records on an annual basis.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Environmental and Vehicle M odification Services
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Provider Category:
Individual
Provider Type:

Private Contractor, or other similarly qualified provider
Provider Qualifications
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L icense (specify):

Asrequired by state law or local ordinance.
Certificate (specify):

Asrequired by state law or local ordinance.
Other Standard (specify):

Permits relative to state and/or local building codes.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS).

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Environmental and Vehicle
Modification Services, the following documentation must be provided.

» The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.

Verification of Provider Qualifications

Entity Responsible for Verification:

Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become a Medicaid provider in accordance with New
Hampshire administrative rule He-M 504.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504. In such case, verification of provider qualifications is done by the OHCDS.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
services.

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Environmental and Vehicle Modification Services service definition and provider
qualification criteria.

Frequency of Verification:
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Verification of provider qualification happens prior to service delivery.

For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS
annually, as outlined in the Environmental and V ehicle Modification Services service definition and
provider qualification criteria.

BDS conducts service review audits on a sampling of records on an annual basis.

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

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

Service Type:

Other Service

Asprovided in 42 CFR 8§440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

Service Title:

Individual Goods and Services

HCBS Taxonomy:
Category 1: Sub-Category 1:
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4 Sub-Category 4:
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Individual Goods and Services are services, equipment, or supplies not otherwise provided through this waiver or
through the Medicaid State Plan that address an identified need in the individual service agreement (1SA) (including
improving and maintaining the participant's opportunities for full membership in the community) and meet the
following requirements: Theitem or service would decrease the need for other Medicaid services; and/or promote
inclusion in the community; and/or increase the participant's safety in the home environment; and the participant and
their family does not have the funds to purchase the item or service is not available through other sources. Must not
be an otherwise covered state plan service.

Goods and Services are purchased based on needs identified in the individual service agreement. Experimental or
prohibited treatments are excluded. Individual Goods and Services must be documented in the | SA.

The coverage of these services permits a state to authorize the purchase of goods and services that are not otherwise
offered in the waiver or the state plan. The goods and services purchased under this coverage may not circumvent
other restrictions on the claiming for the costs of room and board.

If the only safe and accessible setting for a participant is outside of New Hampshire, the participant may receive
Individual Goods and Services in another state, in aMedicaid approved setting in accordance with New Hampshire's
State Transition Plan, until a safe and accessible setting is available in New Hampshire. This determination shall be
documented in the service agreement. If the individual residesin a New Hampshire town that is close to another
state (border adjacent or not more than a 30 minute drive), and the out-of-state provider is identified to be within the
individual’s community during person-centered planning, the participant may receive Individual Goods and Services
in an out-of-state setting, in aMedicaid approved setting in accordance with New Hampshire's State Transition Plan,
if they so choose, without the BDS Out-of-State Review, as outlined below. This determination shall be documented
in the service agreement. In such case, the provider qualifications must still be met.

All settings must demonstrate that the provider meets expectations for the home and community based setting in
which the services are provided and complies with al applicable federal, State, and local law and regulation,
including, but not limited to, 42 C.F.R. § 441.301(c)(4), and any amendments thereto.

BDS Out-of-State Review
All out-of-state service provision must be reviewed and approved by BDS prior to the out of state service provision,
with the exception of out-of-state services selected due to border proximity, as outlined above. Requests for out-of-
state service provision shall include supporting documentation within the person-centered service agreement of :
» A transition plan that will be articulated in the service agreement, with atimeframe for return to New Hampshire.
* Provider qualification criteria, as outlined for the Waiver service(s).
» The licensing/certification reports from the previous 5 years, or the maximum number available for providers
established within the previous 5 years, from any in-

state or out-of -state entity, including deficiency reports and compliance records.
* A plan that will be articulated in the service agreement to demonstrate how an individual will access acute care as
well as ongoing medical and clinical needs that are not

covered by the Waiver.
» A plan that will be articulated in the service agreement for oversight and monitoring of the service plan.

This service may be provided remotely through telehealth as determined necessary by the state to ensure services are
delivered while considering individual choice, cost effectiveness and compliance with CM S requirements and
identified in the individual's person-centered plan. BDS will create and implement a Remote Services Checklist. The
Remote Servies Checklist will be completed by 2/1/2022. The checklist will act as a safeguard to ensure that a
review of community integration is conducted throughout the person-centered planning process and that the
individua is not isolated. The checklist will ensure that the planning process has considered service needs and if
these needs can be met by using aremote method of service delivery. If the individual requires hands-on assistance,
remote service delivery shall not be an option. The Remote Services Checklist will include consideration of the
percentage of time that telehealth service provision will be utilized. The amount of time chosen shall be determined
during the person-centered planning process and outlined in the individual service agreement. The Service
Coordinator will complete the checklist during the person-centered planning process in order to aid in the
development of the annual individual service agreement, as well as during the quarterly monitoring activities
required by He-M 503.10(m) (3) — (4). Remote service provision is currently available through allowances from the
Appendix K. Implementation of the checklist will commence when the appendix K expires.
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This service may be provided in an acute care hospital under the following conditions:

(A) Identified in an individual’ s person-centered service plan;

(B) Provided to meet needs of the individual that are not met through the provision of acute care hospital services,
(C) Not a substitute for services that the hospital is obligated to provide through its conditions of participation or
under Federal or State law, or under another applicable requirement; and

(D) Designed to ensure smooth transitions between acute care hospitals and home and community-based settings,
and to preserve the individual’ s functional abilities.

Rendering providers of this service may enter into an agreement with an OHCDS to be the qualified provider and
bill on their behalf. This agreement must be voluntary and does not alter the provider qualifications outlined in this
section.

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

Thereis an annual $1,500 service limit. Anindividual may exceed this service limit cap with prior authorization
approval from BDS. A prior authorization for the amount requested beyond the service limit cap must include
supporting documentation, identify need and correlate to the person centered plan.

Theitem or service must be identified as necessary in the individual service agreement. A goal related to the use of
theitem or service should be available in the individual service agreement, anendments to the service agreement
should indicate thisitem if it wasn't in the original service agreement.

Documentation related to the use of the item should be available for review in monthly notes. This item should have
an anticipated shelf life. The frequency of purchase would be contingent upon the continued need of the item and the
item’s ability to continue to meet that need.

The provision of Individual Goods and Servicesin acute care hospitals will be reviewed and approved by the person-
centered planning team on a quarterly basis. Please refer to additional assurance language found in Main-Brief
Waiver Description under section "Main; B; Optional".

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):
[ L egally Responsible Person

[l Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Individual Individual
Agency Person Centered Planning Team

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Individual Goods and Services

Provider Category:
Individual
Provider Type:
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Individua

Provider Qualifications
L icense (specify):

None

Certificate (specify):

None

Other Standard (specify):

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS).

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Individual Goods and Services, the
following documentation must be provided.

« The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.

Verification of Provider Qualifications
Entity Responsible for Verification:

Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become a Medicaid provider in accordance with New
Hampshire administrative rule He-M 504.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
Services.

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qudlification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Individual Goods and Services service definition and provider qualification criteria.

Frequency of Verification:

Verification of provider qualification happens prior to service delivery.

For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS
annually, as outlined in the Individual Goods and Services service definition and provider qualification
criteria.

Verification of provider qualification happens prior to service delivery.
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Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Individual Goods and Services

Provider Category:
Agency
Provider Type:

Person Centered Planning Team

Provider Qualifications
L icense (specify):

None

Certificate (specify):

None

Other Standard (specify):

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS).

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Individual Goods and Services, the
following documentation must be provided.

« The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.

Verification of Provider Qualifications
Entity Responsible for Verification:

Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become a Medicaid provider in accordance with New
Hampshire administrative rule He-M 504.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through” entity, in accordance with NH administrative
rule He-M 504. In such case, verification of provider qualifications is done by the OHCDS.

The FMSis responsible for verification of provider qualifications for participants who self-direct their
services.

For out-of -state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Individual Goods and Services service definition and provider qualification criteria.

Frequency of Verification:
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Verification of provider qualification happens prior to service delivery.

For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS
annually, as outlined in the Individual Goods and Services service definition and provider qualification
criteria.

BDS conducts service review audits on a sampling of records on an annual basis.

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

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

Service Type:

Other Service

Asprovided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

Service Title:

Non-Medical Transportation

HCBS Taxonomy:
Category 1: Sub-Category 1.
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4 Sub-Category 4:
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Transportation services are designed specifically to improve the individua's and the caregiver's ability to access
community activities within their own community in response to needs/choices identified through the individua's
service agreement. Transportation services can include, but are not limited to:

1. Transport for safe movement from one place to another;

2. Travel training such as supporting the individual in learning how to access and use informal and public transport
for independence and community integration;

3. Transportation service provided by different modalities, including; public and community transportation, taxi
services, transportation specific to prepaid transportation cards, mileage reimbursement, volunteer transportation,
and non-traditional transportation providers, and

4. Prepaid transportation vouchers and cards.

5. Parking and toll fees

If the only safe and accessible setting for a participant is outside of New Hampshire, the participant may receive
Non-Medical Transportation servicesin another state, in a Medicaid approved setting in accordance with New
Hampshire' s State Transition Plan, until a safe and accessible setting is available in New Hampshire. This
determination shall be documented in the service agreement. If the individual residesin a New Hampshire town that
is close to another state (border adjacent or not more than a 30 minute drive), and the out-of-state provider is
identified to be within the individual’ s community during person-centered planning, the participant may receive
Non-Medical Transportation servicesin an out-of-state setting, in aMedicaid approved setting in accordance with
New Hampshire's State Transition Plan, if they so choose, without the BDS Out-of-State Review, as outlined below.
This determination shall be documented in the service agreement. In such case, the provider qualifications must still
be met.

All settings must demonstrate that the provider meets expectations for the home and community based setting in
which the services are provided and complies with al applicable federal, State, and local law and regulation,
including, but not limited to, 42 C.F.R. § 441.301(c)(4), and any amendments thereto.

BDS Out-of-State Review
All out-of-state service provision must be reviewed and approved by BDS prior to the out of state service provision,
with the exception of out-of-state services selected due to border proximity, as outlined above. Requests for out-of-
state service provision shall include supporting documentation within the person-centered service agreement of :
» A transition plan that will be articulated in the service agreement, with atimeframe for return to New Hampshire.
* Provider qualification criteria, as outlined for the Waiver service(s).
» The licensing/certification reports from the previous 5 years, or the maximum number available for providers
established within the previous 5 years, from any in-

state or out-of-state entity, including deficiency reports and compliance records.
* A plan that will be articulated in the service agreement to demonstrate how an individual will access acute care as
well as ongoing medical and clinical needs that are not

covered by the Waiver.
* A plan that will be articulated in the service agreement for oversight and monitoring of the service plan.

Rendering providers of this service may enter into an agreement with an OHCDS to be the qualified provider and
bill on their behalf. This agreement must be voluntary and does not ater the provider qualifications outlined in this
section.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
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Payment for transportation under the waiver is limited to the costs of transportation needed to access awaiver
service included in the participant’ s service plan or access to other activities and resources identified in the service
plan.

Non-Medical Transportation is capped at $5,000 annually.

Up to $10,000 annual is allowable for individuals that require specialized transportation including wheelchair
van/lift and/or avan that allows the individual being transported to “not” be within arm’s reach of the driver for
safety reasons. Verification of an individual's need for specialized transportation will be required upon request to
the Bureau of Developmental Services.

The Bureau of Developmental Services Administrator reserves the right to approve requests that exceed the cap on a
case by case basis. Proof of this need to exceed the cap will be required upon request to the Bureau of
Developmental Services.

When the provider istransporting the individual, the individual is with the caretaker and the only transportation that
may be covered is when the transportation that occursis directly related to the individual's disability or specificto a
caretaker providing the transportation to activities determined in the individual service agreement.

Caretakers will provide proof of insurance, complete all required registry checks, and have a completed driving
record check. Y outh under the age of 16 shall not be reimbursed for public transportation expenses.

The following are specifically excluded:

1. Adaptations or improvements to the vehicle that are of genera utility, and are not of
direct medical or remedial benefit to the individual;

2. Purchase or lease of avehicle; and

3. Regularly scheduled upkeep and maintenance of a vehicle except upkeep and
maintenance of the modifications.

Coverage of non-medical transportation may be permitted when non-medical transportation is not otherwise
available through a service in the waiver or the state 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):

[] L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Direct Support Professional
Individual Direct Support Professional

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Non-M edical Transportation

Provider Category:
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Agency
Provider Type:

Direct Support Professional

Provider Qualifications
L icense (specify):

Any direct support professional driving awaiver participant shall have a current driver's license.
Certificate (specify):

None

Other Standard (specify):

A driving record check completed, a criminal record check completed, and proof of insurance and a
waiver on file, if applicable. The Bureau of Elderly and Adult Services (BEAS) registry isrequired to be
checked aswell. A transportation agency registered with the state to provide public transportation is an
approved standard as a provider for this service.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through” entity, in accordance with NH administrative
rule He-M 504.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS).

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Non-Medical Transportation, the
following documentation must be provided:

» The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.
Verification of Provider Qualifications
Entity Responsible for Verification:

Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become a Medicaid provider in accordance with New
Hampshire administrative rule He-M 504.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through™ entity, in accordance with NH administrative
rule He-M 504. In such case, verification of provider qualifications is done by the OHCDS.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
services.

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Non-Medical Transportation service definition and provider qualification criteria.

Frequency of Verification:
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Verification of provider qualification happens prior to service delivery.

For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS
annually, as outlined in the Non-Medical Transportation service definition and provider qualification
criteria

BDS conducts service review audits on a sampling of records on an annual basis.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Non-Medical Transportation

Provider Category:
Individual
Provider Type:

Direct Support Professional

Provider Qualifications
L icense (specify):

Any direct support professional driving awaiver participant shall have a current driver's license.
Certificate (specify):

None

Other Standard (specify):

A driving record check completed, a criminal record check completed, and proof of insurance and a
waiver on file, if applicable. The Bureau of Elderly and Adult Services (BEAS) registry isrequired to be
checked aswell. A transportation agency registered with the state to provide public transportation is an
approved standard as a provider for this service.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS).

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Non-Medical Transportation, the
following documentation must be provided:

» The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.
Verification of Provider Qualifications
Entity Responsible for Verification:
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Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become aMedicaid provider in accordance with New
Hampshire administrative rule He-M 504.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504. In such case, verification of provider qualifications is done by the OHCDS.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
services.

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Non-Medical Transportation service definition and provider qualification criteria.

Frequency of Verification:

Verification of provider qualification happens prior to service delivery.

For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS
annually, as outlined in the Non-Medical Transportation service definition and provider qualification
criteria.

BDS conducts service review audits on a sampling of records on an annual basis.

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

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

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

Service Title:

Personal Emergency Response Services

HCBS Taxonomy:
Category 1: Sub-Category 1:
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
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Service Definition (Scope):
Category 4 Sub-Category 4:

Smart technology including electronic devices that enable participants at risk of institutionalization to summon help
in an emergency. Covered devices include wearable or portable devices that allow for safe mobility, response
systems that are connected to the participant’ s telephone and programmed to signal a response center when
activated, staffed and monitored response systems that operate 24 hours/day, seven days/week and any device that
informs of elopement such as wandering awareness aerts. Other covered items include seatbelt release covers, ID
bracelets, GPS devices, monthly expenses that are affiliated with maintenance contracts and/or agreementsto
maintain the operations of the device/item.

Devices can be an option to consider as a part of a multifaceted safety plan, specific to a participant's unique needs.

If the only safe and accessible setting for a participant is outside of New Hampshire, the participant may receive
Personal Emergency Response Servicesin another state, in a Medicaid approved setting in accordance with New
Hampshire' s State Transition Plan, until a safe and accessible setting is available in New Hampshire. This
determination shall be documented in the service agreement. If the individual residesin a New Hampshire town that
is close to another state (border adjacent or not more than a 30 minute drive), and the out-of-state provider is
identified to be within the individual’s community during person-centered planning, the participant may receive
Personal Emergency Response Services in an out-of-state setting, in a Medicaid approved setting in accordance with
New Hampshire' s State Transition Plan, if they so choose, without the BDS Out-of-State Review, as outlined below.
This determination shall be documented in the service agreement. In such case, the provider qualifications must still
be met.

All settings must demonstrate that the provider meets expectations for the home and community based setting in
which the services are provided and complies with al applicable federal, State, and local law and regulation,
including, but not limited to, 42 C.F.R. § 441.301(c)(4), and any amendments thereto.

BDS Out-of-State Review
All out-of-state service provision must be reviewed and approved by BDS prior to the out of state service provision,
with the exception of out-of-state services selected due to border proximity, as outlined above. Requests for out-of-
state service provision shall include supporting documentation within the person-centered service agreement of :
* A transition plan that will be articulated in the service agreement, with atimeframe for return to New Hampshire.
* Provider qualification criteria, as outlined for the Waiver service(s).
* The licensing/certification reports from the previous 5 years, or the maximum number available for providers
established within the previous 5 years, from any in-

state or out-of-state entity, including deficiency reports and compliance records.
* A plan that will be articulated in the service agreement to demonstrate how an individual will access acute care as
well as ongoing medical and clinical needs that are not

covered by the Waiver.
* A plan that will be articulated in the service agreement for oversight and monitoring of the service plan.

This service may be provided in an acute care hospital under the following conditions:

(A) identified in an individual’ s person-centered service plan;

(B) provided to meet needs of the individual that are not met through the provision of acute care hospital services;
(C) not a substitute for services that the hospital is obligated to provide through its conditions of participation or
under Federal or State law, or under another applicable requirement; and

(D) designed to ensure smooth transitions between acute care hospitals and home and community-based settings, and
to preserve the individual’ s functional abilities.

Rendering providers of this service may enter into an agreement with an OHCDS to be the qualified provider and
bill on their behalf. This agreement must be voluntary and does not alter the provider qualifications outlined in this
section.
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Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Thereis an annual $2,000 service limit. Anindividua may exceed this service limit cap with prior authorization
approval from BDS. A prior authorization for the amount requested beyond the service limit cap must include
supporting documentation, identify need and correlate to the person centered plan.

Any device that might be considered restrictive will be part of a modification plan (behavior plan) and will be
approved by the individual, guardian and the local Human Rights Committee.

The provision of Personal Emergency Response Servicesin acute care hospitals will be reviewed and approved by
the person-centered planning team on a quarterly basis. Please refer to additional assurance language found in Main-
Brief Waiver Description under section "Main; B; Optional".

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):

[] L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Private Contractor, or other similarly qualified provider
Individual Private Contractor, or other similarly qualified provider

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Personal Emer gency Response Services

Provider Category:
Agency
Provider Type:

Private Contractor, or other similarly qualified provider
Provider Qualifications

L icense (specify):

Asrequired by state law or local ordinance.
Certificate (specify):

Asrequired by state law or local ordinance.
Other Standard (specify):
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All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through™ entity, in accordance with NH administrative
rule He-M 504.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS).

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Personal Emergency Response
Services, the following documentation must be provided.

» The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.
Verification of Provider Qualifications
Entity Responsible for Verification:

Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become aMedicaid provider in accordance with New
Hampshire administrative rule He-M 504.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504. In such case, verification of provider qualifications is done by the OHCDS.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
Services.

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Personal Emergency Response Services service definition and provider qualification
criteria.

Frequency of Verification:

Verification of provider qualification happens prior to service delivery.

For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS
annually, as outlined in the Personal Emergency Response Services service definition and provider
qualification criteria.

BDS conducts service review audits on a sampling of records on an annual basis.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Personal Emer gency Response Services

Provider Category:
Individual
Provider Type:

Private Contractor, or other similarly qualified provider
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Provider Qualifications
License (specify):

Asrequired by state law or local ordinance.
Certificate (specify):

Asrequired by state law or local ordinance.
Other Standard (specify):

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS).

In instances of out-of-state service provision that has been approved by the Bureau of Developmental
Services in accordance with the standard in the service definition for Personal Emergency Response
Services, the following documentation must be provided.

» The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.

Verification of Provider Qualifications
Entity Responsible for Verification:

Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become a Medicaid provider in accordance with New
Hampshire administrative rule He-M 504.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through” entity, in accordance with NH administrative
rule He-M 504. In such case, verification of provider qualifications is done by the OHCDS.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
services.

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Personal Emergency Response Services service definition and provider qualification
criteria.

Frequency of Verification:

Verification of provider qualification happens prior to service delivery.

For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS
annually, as outlined in the Personal Emergency Response Services service definition and provider
qualification criteria.

BDS conducts service review audits on a sampling of records on an annual basis.
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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 CM S upon request through

the Medicaid agency or the operating agency (if applicable).

Service Type:
Other Service

Asprovided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not

specified in statute.
Service Title:

Removable Prosthodontic Services

HCBS Taxonomy:

Category 1.

11 Other Health and Therapeutic Services

Category 2:

Category 3:

Service Definition (Scope):
Category 4:

Sub-Category 1.

11070 dental services

Sub-Category 2:

Sub-Category 3:

Sub-Category 4:
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Removable Prosthodontic Services under this waiver are limited to the provision of dentures, routine post-delivery
care and other associated procedures connected to the prosthodontic service that are not included in the New
Hampshire Medicaid State Plan, "Adult Dental Services'.

Removable Prosthodontic Services are intended to assist individuals as a means to prevent functional limitationsin
order to support community integration and avoid isolation or institutionalization and when, if not otherwise
provided:

-Theindividua’s health would be compromised through reduced food options and result in restrictive nutritional
intake, impacting overall health; and/or

-When considerations interfere with supported employment or social development. For example, an individual who
has a severe dental deformity may receive

treatment if during person-centered-planning, it is determined that provision of dentures would enhance the
individual’ s opportunities for community

integration.

Covered servicesinclude:

-Complete Dentures, including immediate prosthetic appliances and routine post-delivery care
-Partial Dentures, including immediate prosthetic appliances and routine post-delivery care
-Adjustments to dentures

-Repairsto complete and partial dentures

-Denture rebase procedures

-Denture reline procedures

Removable Prosthodontic Services must be rendered by a qualified provider through the approved Prepaid
Ambulatory Health Plan (PAHP), as outlined in the associated Provider Qualifications section for this service.

Services provided through this waiver are intended to support those services that exceed the New Hampshire
Medicaid State Plan coverage for fitting, maintenance and other services associated with the removable
prosthodontic item.

A goal isnot required in the individual’ s service agreement, however, the need for this service shall be reflected. If
this service was selected to support community integration and prevent isolation, the decision to select this service
shall be made by the individual and guardian, as applicable, during the person-centered planning process. All
treatment notes, radiographic images, laboratory prescriptions and laboratory invoices should be made part of the
individual's treatment record with the PAHP and be made available upon request to support any treatment provided.

Out-of -state Removable Prosthodontic Services provision is limited to individuals who are participating in Bureau of
Developmental Services-approved out-of-state residential services, as outlined in the Residential Services definition
in Appendix C, or if theindividual residesin a New Hampshire town that is close to another state (border adjacent or
not more than a 30 minute drive), and the out-of-state provider is identified to be within the individual’ s community
during person-centered planning.

Removable Prosthodontic Services may be provided in an acute care hospital if the service is alternatively not
available and with prior approval from the PAHP if the serviceis:

-Identified in the individual’ s person-centered service agreement;

-Provided to meet needs of the individual that are not met through the provision of acute care hospital services,

-Not a substitute for services that the hospital is obligated to provide through its conditions of participation or under
Federal or State law, or under

another applicable requirement; and

-Designed to ensure smooth transitions between acute care hospitals and home and community-based settings, and to
preserve the individua’ s functional

abilities.

The provision of Removable Prosthodontic Servicesin acute care hospitals will be reviewed and approved by the
person-centered planning team on a quarterly basis. Please refer to additional assurance language found in, “Brief
Waiver Description” under section, "Main, B. Optional.”

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
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Removable Prosthodontic Services are limited to additional servicesfor individuals over the age of 21 that are not
otherwise covered under the New Hampshire Medicaid State Plan. All medically necessary Removable
Prosthodontic Services and Dental Services for individuals under the age of 21 are covered under New Hampshire
State Plan Dental Services as a Children’s Medicaid benefit. This waiver service isonly provided to individuals age
21 and over.

There isa $1500 annual service limit for Removable Prosthodontic Services. Anindividual may be able to exceed
this cap due to medical necessity, on a case-by-case basis, with prior approval from New Hampshire DHHS. A prior
authorization for the amount requested above the service limit cap must include supporting documentation, identify
need, and correlate to the person centered plan. Removable Prosthodontic Services are overseen by the approved
Prepaid Ambulatory Health Plan (PAHP) and payment for this service isincluded in the PAHP agreement. Medicaid
payment is considered payment in-full. Except for members with a"spend down," members cannot be charged
beyond the Medicaid fee. Deposits, down-payments or advance payments are prohibited.

Dentures may be provided no more than once in afive-year period. This service limit may be exceeded with prior
approval from DHHS.

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):

[] L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category|Provider TypeTitle

Agency Dentist

Individual Dentist

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Removable Prosthodontic Services

Provider Category:
Agency
Provider Type:

Dentist

Provider Qualifications
License (specify):

A rendering service provider shall be alicensed dentist in the state where they practice and have the
necessary professional licenses and credentials required by federal, state and local statutes and
regulations, as applicable.

Unlicensed dental interns and dental students of university-based dental programs may provide services
under the general supervision of alicensed, New Hampshire Medicaid enrolled and participating dentist
but cannot act as atreating provider or bill Medicaid for covered services.
Certificate (specify):
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Other Standard (specify):

Removable Prosthodontic Services must be rendered by a qualified provider and coordinated through the

NH Medicaid approved Prepaid Ambulatory Health Plan.

Verification of Provider Qualifications

Entity Responsible for Verification:

The Prepaid Ambulatory Health Plan (PAHP) shall ensure that participating providers are enrolled with
NH Medicaid as Medicaid Providers consistent with the provider disclosure, screening and enrollment
requirements. The PAHP shall demonstrate that its participating providers are credentialed. The State
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Medicaid Agency will screen and enroll all PAHP-participating providers.
Frequency of Verification:

The State Medicaid Agency will revalidate all Prepaid Health Plan-participating providers every five

years.

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Removable Prosthodontic Services

Provider Category:
Individual
Provider Type:

Dentist

Provider Qualifications
L icense (specify):

A rendering service provider shall be alicensed dentist in the state where they practice and have the

necessary professional licenses and credentials required by federal, state and local statutes and
regulations, as applicable.

Unlicensed dental interns and dental students of university-based dental programs may provide services
under the general supervision of alicensed, New Hampshire Medicaid enrolled and participating dentist

but cannot act as atreating provider or bill Medicaid for covered services.
Certificate (specify):

Other Standard (specify):

Removable Prosthodontic Services must be rendered by a qualified provider and coordinated through the

NH Medicaid approved Prepaid Ambulatory Health Plan.

Verification of Provider Qualifications
Entity Responsible for Verification:

10/18/2023



Application for 1915(c) HCBS Waiver: NH.0053.R07.07 - Jul 01, 2023 (as of Jul 01, 2023) Page 125 of 275

The Prepaid Ambulatory Health Plan (PAHP) shall ensure that participating providers are enrolled with
NH Medicaid as Medicaid Providers consistent with Provider disclosure, screening and enrollment
requirements. The PAHP shall demonstrate that its participating providers are credentialed. The State
Medicaid Agency will screen and enroll all Prepaid Health Plan-participating providers.

Frequency of Verification:

The State Medicaid Agency will revalidate al Prepaid Health Plan-participating providers every five
years.

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

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

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

Service Title:

Specialty Services

HCBS Taxonomy:
Category 1: Sub-Category 1:
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:
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Specialty Services. Areintended for recipients whose needs in the areas of medical, behavioral, therapeutic, health
and personal well-being require services which are specialized pertaining to unique conditions and aspects of
developmental disabilities. Specialty Services are utilized to provide assessments and consultations and are used to
contribute to the design, development and provision of services, training support staff to provide appropriate
supports as well as the evaluation of service outcomes and transportation if applicable.

If the only safe and accessible setting for a participant is outside of New Hampshire, the participant may receive
Speciaty Servicesin another state, in aMedicaid approved setting in accordance with New Hampshire's State
Transition Plan, until a safe and accessible setting is available in New Hampshire. This determination shall be
documented in the service agreement. If the individual residesin a New Hampshire town that is close to another
state (border adjacent or not more than a 30 minute drive), and the out-of-state provider is identified to be within the
individual’s community during person-centered planning, the participant may receive Specialty Servicesin an out-
of-state setting, in a Medicaid approved setting in accordance with New Hampshire' s State Transition Plan, if they
so choose, without the BDS Out-of-State Review, as outlined below. This determination shall be documented in the
service agreement. In such case, the provider qualifications must still be met.

All settings must demonstrate that the provider meets expectations for the home and community based setting in
which the services are provided and complies with al applicable federal, State, and local law and regulation,
including, but not limited to, 42 C.F.R. § 441.301(c)(4), and any amendments thereto.

BDS Out-of-State Review
All out-of-state service provision must be reviewed and approved by BDS prior to the out of state service provision,
with the exception of out-of-state services selected due to border proximity, as outlined above. Requests for out-of-
state service provision shall include supporting documentation within the person-centered service agreement of :
» A transition plan that will be articulated in the service agreement, with atimeframe for return to New Hampshire.
* Provider qualification criteria, as outlined for the Waiver service(s).
» The licensing/certification reports from the previous 5 years, or the maximum number available for providers
established within the previous 5 years, from any in-

state or out-of-state entity, including deficiency reports and compliance records.
* A plan that will be articulated in the service agreement to demonstrate how an individual will access acute care as
well as ongoing medical and clinical needs that are not

covered by the Waiver.
» A plan that will be articulated in the service agreement for oversight and monitoring of the service plan.

This service may be provided remotely through telehealth as determined necessary by the state to ensure services are
delivered while considering individual choice, cost effectiveness and compliance with CM S requirements and
identified in the individual's person-centered plan. BDS will create and implement a Remote Services Checklist. The
Remote Services Checklist will be completed by 2/1/2022. The checklist will act as a safeguard to ensure that a
review of community integration is conducted throughout the person-centered planning process and that the
individua is not isolated. The checklist will ensure that the planning process has considered service needs and if
these needs can be met by using a remote method of service delivery. If the individual requires hands-on assistance,
remote service delivery shall not be an option. The Remote Services Checklist will include consideration of the
percentage of time that telehealth service provision will be utilized. The amount of time chosen shall be determined
during the person-centered planning process and outlined in the individual service agreement. The Service
Coordinator will complete the checklist during the person-centered planning process in order to aid in the
development of the annual individual service agreement, as well as during the quarterly monitoring activities
required by He-M 503.10(m) (3) — (4). Remote service provision is currently available through allowances from the
Appendix K. Implementation of the checklist will commence when the appendix K expires.

This service may be provided in an acute care hospital under the following conditions:

(A) Identified in an individual’ s person-centered service plan;

(B) Provided to meet needs of the individual that are not met through the provision of acute care hospital services,
(C) Not asubstitute for services that the hospital is obligated to provide through its conditions of participation or
under Federal or State law, or under another applicable requirement; and

(D) Designed to ensure smooth transitions between acute care hospitals and home and community-based settings,
and to preserve the individual’ s functional abilities.
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Rendering providers of this service may enter into an agreement with an OHCDS to be the qualified provider and
bill on their behalf. This agreement must be voluntary and does not alter the provider qualifications outlined in this
section.

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

Any items provided under this category must be based on an assessed need by a qualified provider and cannot be
available as a benefit under the NH State Medicaid Plan.

The provision of Specialty Servicesin acute care hospitals will be reviewed and approved by the person-centered
planning team on aquarterly basis. Please refer to additional assurance language found in Main-Brief Waiver
Description under section "Main; B; Optional".

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):
[ L egally Responsible Person

[l Relative

[ Legal Guardian
Provider Specifications:

Provider . .
Category Provider TypeTitle
Aden Psychiatrist, psychologist, forensic specialist, or other consulting health care or disability professional
gency with specialized knowledge.
. Psychiatrist, psychologist, forensic specialist, or other consulting health care or disability professional
Individual . o
with specialized knowledge.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Specialty Services

Provider Category:
Agency
Provider Type:

Psychiatrist, psychologist, forensic specialist, or other consulting health care or disability professional with
specialized knowledge.

Provider Qualifications
L icense (specify):

Psychiatrist, Psychologist or other consulting health care of disability professional requiring licensure
under state law to practice, the provider is required to have the appropriate licensure or certification as
outlinein state law.

Certificate (specify):

None.

Other Standard (specify):
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Other consulting healthcare or disability professionals with specialized knowledge will not need state
licensure or certification, but will require meeting the requirements for their specialized field. Forensic
specialist are masters level clinicians with the expertise and experience to provide supportsto
individuals with acquired brain disorder who are at risk for unsafe sexual behaviors or arson.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through™ entity, in accordance with NH administrative
rule He-M 504.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS).

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Specialty Services, the following
documentation must be provided.

» The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.
Verification of Provider Qualifications
Entity Responsible for Verification:

Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become aMedicaid provider in accordance with New
Hampshire administrative rule He-M 504.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504. In such case, verification of provider qualifications is done by the OHCDS.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
Services.

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Specialty Services service definition and provider qualification criteria

BDS audits provider qualifications as part of its service review audits and evaluates compliance with
provider qualification standards.

Frequency of Verification:

Verification of provider qualification happens prior to service delivery.
For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS

annually, as outlined in the Specialty Services service definition and provider qualification criteria.

BDS conducts service review audits on a sampling of records on an annual basis.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service
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Service Type: Other Service
Service Name: Specialty Services

Provider Category:
Individual
Provider Type:

Psychiatrist, psychologist, forensic specialist, or other consulting health care or disability professional with
specialized knowledge.
Provider Qualifications

L icense (specify):

Psychiatrist, Psychologist or other consulting health care or disability professional requiring licensure
under state law to practice, the provider is required to have the appropriate licensure or certification as
outlinein state law.

Certificate (specify):

None.

Other Standard (specify):

Other consulting healthcare or disability professionals with specialized knowledge will not need state
licensure or certification, but will require meeting the requirements for their specialized field. Forensic
specialist are masters level clinicians with the expertise and experience to provide supportsto
individual s with acquired brain disorder who are at risk for unsafe sexual behaviors or arson.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through” entity, in accordance with NH administrative
rule He-M 504.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS).

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Specialty Services, the following
documentation must be provided.

» The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.
Verification of Provider Qualifications
Entity Responsible for Verification:
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Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become aMedicaid provider in accordance with New
Hampshire administrative rule He-M 504.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504. In such case, verification of provider qualifications is done by the OHCDS.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
services.

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Specialty Services service definition and provider qualification criteria.

BDS audits provider qualifications as part of its service review audits and evaluates compliance with
provider qualification standards.

Frequency of Verification:

Verification of provider qualification happens prior to service delivery.
For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS

annually, as outlined in the Specialty Services service definition and provider qualification criteria.

BDS conducts service review audits on a sampling of records on an annual basis.

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

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

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

ServiceTitle:

Wellness Coaching

HCBS Taxonomy:
Category 1: Sub-Category 1:
Category 2: Sub-Category 2:
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Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4
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Plan, direct, coach and mentor individuals with disabilities in community based, inclusive exercise activities based
on alicensed recreational therapist or certified personal trainer’ s recommendation. Develop specific goals for the
individual’s service agreement, including activities that are carried over into the individual’ s home and community;
demonstrate exercise techniques and form, observe participants, explain to them corrective measures necessary to
improve their skills, and transportation if applicable. Collaborate with the individual, his or her guardian (if
applicable) and other caregivers and with other health and wellness professional s as needed. The Services must not
otherwise be covered by NH State Plan.

If the only safe and accessible setting for a participant is outside of New Hampshire, the participant may receive
WEellness Coaching services in another state, in aMedicaid approved setting in accordance with New Hampshire's
State Transition Plan, until a safe and accessible setting is availablein New Hampshire. This determination shall be
documented in the service agreement. If the individual residesin a New Hampshire town that is close to another
state (border adjacent or not more than a 30 minute drive), and the out-of-state provider is identified to be within the
individual’s community during person-centered planning, the participant may receive Wellness Coaching servicesin
an out-of -state setting, in a Medicaid approved setting in accordance with New Hampshire's State Transition Plan, if
they so choose, without the BDS Out-of-State Review, as outlined below. This determination shall be documented in
the service agreement. In such case, the provider qualifications must still be met.

All settings must demonstrate that the provider meets expectations for the home and community based setting in
which the services are provided and complies with al applicable federal, State, and local law and regulation,
including, but not limited to, 42 C.F.R. § 441.301(c)(4), and any amendments thereto.

BDS Out-of-State Review
All out-of-state service provision must be reviewed and approved by BDS prior to the out of state service provision,
with the exception of out-of-state services selected due to border proximity, as outlined above. Requests for out-of-
state service provision shall include supporting documentation within the person-centered service agreement of
» A transition plan that will be articulated in the service agreement, with atimeframe for return to New Hampshire.
» Provider qualification criteria, as outlined for the Waiver service(s).
» The licensing/certification reports from the previous 5 years, or the maximum number available for providers
established within the previous 5 years, from any in-

state or out-of-state entity, including deficiency reports and compliance records.
* A plan that will be articulated in the service agreement to demonstrate how an individual will access acute care as
well as ongoing medical and clinical needs that are not

covered by the Waiver.
* A plan that will be articulated in the service agreement for oversight and monitoring of the service plan.

This service may be provided remotely through telehealth as determined necessary by the state to ensure services are
delivered while considering individual choice, cost effectiveness and compliance with CM S requirements and
identified in the individual's person-centered plan. BDS will create and implement a Remote Services Checklist. The
Remote Services Checklist will be completed by 2/1/2022. The checklist will act as a safeguard to ensure that a
review of community integration is conducted throughout the person-centered planning process and that the
individua is not isolated. The checklist will ensure that the planning process has considered service needs and if
these needs can be met by using a remote method of service delivery. If the individual requires hands-on assistance,
remote service delivery shall not be an option. The Remote Services Checklist will include consideration of the
percentage of time that telehealth service provision will be utilized. The amount of time chosen shall be determined
during the person-centered planning process and outlined in the individual service agreement. The Service
Coordinator will complete the checklist during the person-centered planning process in order to aid in the
development of the annual individual service agreement, as well as during the quarterly monitoring activities
required by He-M 503.10(m) (3) — (4). Remote service provision is currently available through allowances from the
Appendix K. Implementation of the checklist will commence when the appendix K expires.

This service may be provided in an acute care hospital under the following conditions:

(A) Identified in an individual’ s person-centered service plan;

(B) Provided to meet needs of the individual that are not met through the provision of acute care hospita services,
(C) Not asubstitute for services that the hospital is obligated to provide through its conditions of participation or
under Federal or State law, or under another applicable requirement; and

(D) Designed to ensure smooth transitions between acute care settings and home and community-based settings, and
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to preserve the individual’ s functional abilities.

Rendering providers of this service may enter into an agreement with an OHCDS to be the qualified provider and
bill on their behalf. This agreement must be voluntary and does not alter the provider qualifications outlined in this
section.

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

Service limit: Wellness coaching services has an annual cap of $5,000.

The provision of Wellness Coaching in acute care hospitals will be reviewed and approved by the person-centered
planning team on aquarterly basis. Please refer to additional assurance language found in Main-Brief Waiver
Description under section "Main; B; Optional".

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):
[ L egally Responsible Person
Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Personal Trainer, Certified Instructor or Physical Therapist
Individual Personal Trainer, Certified Instructor or Physical Therapist

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Wellness Coaching

Provider Category:
Agency
Provider Type:

Personal Trainer, Certified Instructor or Physical Therapist
Provider Qualifications

L icense (specify):

Licensed physical therapist
Certificate (specify):

Certified personal trainer, certified occupational therapist or other relevant certifications.
Other Standard (specify):
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All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through™ entity, in accordance with NH administrative
rule He-M 504.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS).

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Wellness Coaching, the following
documentation must be provided.

» The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.
Verification of Provider Qualifications
Entity Responsible for Verification:

Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become aMedicaid provider in accordance with New
Hampshire administrative rule He-M 504.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504. In such case, verification of provider qualifications is done by the OHCDS.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
Services.

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Wellness Coaching service definition and provider qualification criteria

Frequency of Verification:

Verification of provider qualification happens prior to service delivery.
For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS

annually, as outlined in the Wellness Coaching service definition and provider qualification criteria

BDS conducts service review audits on a sampling of records on an annual basis.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Wellness Coaching

Provider Category:
Individual
Provider Type:

Personal Trainer, Certified Instructor or Physical Therapist

Provider Qualifications
License (specify):
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Licensed physical therapist
Certificate (specify):

Certified personal trainer, certified occupational therapist or other relevant certifications.
Other Standard (specify):

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through" entity, in accordance with NH administrative
rule He-M 504.

Individuals providing services for participants self-directing their services must meet the standards noted
above and submit forms and documentation as required by the Fiscal Management Service (FMS).

In instances of out-of-state service provision that has been approved by the Bureau of Devel opmental
Services in accordance with the standard in the service definition for Wellness Coaching, the following
documentation must be provided.

» The home-state license and/or certification for the applicable setting, service provided and/or
providers.
« If applicable, accreditations for home and community based services.
Verification of Provider Qualifications
Entity Responsible for Verification:

Provider qualification verification happens by the Department's Program Integrity Unit and the Bureau
of Developmental Services upon enrollment to become a Medicaid provider in accordance with New
Hampshire administrative rule He-M 504.

All providers must be enrolled NH Medicaid Providers except in circumstances where an entity uses an
organized health care delivery system as a "pass-through™ entity, in accordance with NH administrative
rule He-M 504. In such case, verification of provider qualifications is done by the OHCDS.

The FMSisresponsible for verification of provider qualifications for participants who self-direct their
services.

For out-of-state service providers, the Area Agency is responsible to gather necessary provider
qualification information and documentation. The Area Agency will provide thisinformation to BDS, as
outlined in the Wellness Coaching service definition and provider qualification criteria.

Frequency of Verification:

Verification of provider qualification happens prior to service delivery.
For out-of-state service providers, the Area Agency shall gather all necessary provider qualification
information and documentation annually. The Area Agency will provide thisinformation to BDS

annually, as outlined in the Wellness Coaching service definition and provider qualification criteria.

BDS conducts service review audits on a sampling of records on an annual basis.

Appendix C: Participant Services
C-1: Summary of Services Covered (2 of 2)
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b. Provision of Case Management Servicesto Waiver Participants. Indicate how case management is furnished to waiver
participants (select one):

O Not applicable - Case management is not furnished as a distinct activity to waiver participants.

O Applicable - Case management is furnished as a distinct activity to waiver participants.
Check each that applies:

Asawaiver service defined in Appendix C-3. Do not complete item C-1-c.

[] AsaMedicaid state plan service under §1915(i) of the Act (HCBS as a State Plan Option). Complete item
C-1-c

[] AsaMedicaid state plan service under §1915(g)(1) of the Act (Targeted Case M anagement). Complete item
C-1-c

[ Asan administrative activity. Complete item C-1-c.
[] Asaprimary care case management system service under a concurrent managed car e authority. Complete
item C-1-c.

c. Delivery of Case Management Services. Specify the entity or entities that conduct case management functions on behalf
of waiver participants:

Appendix C: Participant Services
C-2: General Service Specifications (1 of 3)

a. Criminal History and/or Background I nvestigations. Specify the state's policies concerning the conduct of criminal
history and/or background investigations of individuals who provide waiver services (select one):

O No. Criminal history and/or background investigationsare not required.

® ves Criminal history and/or background investigationsare required.
Specify: (a) the types of positions (e.g., personal assistants, attendants) for which such investigations must be
conducted; (b) the scope of such investigations (e.g., state, national); and, (¢) the process for ensuring that mandatory

investigations have been conducted. State laws, regulations and policies referenced in this description are available to
CMS upon request through the Medicaid or the operating agency (if applicable):
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He-M 506.03 provides minimum staff qualifications for all provider agency staff.

Pursuant to He-M 506.03(f), a provider agency may hire a person with a criminal record for a single offense that
occurred 10 or more years ago in accordance with (g) and (h) below. In such instances, theindividual, his or her
guardian if applicable, and the area agency shall review the person’s history prior to approving the person’s
employment.

(9) Employment of a person pursuant to (f) above shall only occur if such employment:

(1) Isapproved by theindividual, his or her guardian if applicable, and the area agency;

(2) Does not negatively impact the health or safety of the individual(s); and

(3) Does not affect the quality of servicesto individuals.

(h) Upon hiring a person pursuant to (f) above, the provider agency shall document and retain the following
information in the individual’ s record:

(1) Identification of the region, according to He-M 505.04, in which the provider agency islocated;

(2) Thedate(s) of the approvalsin (f) above;

(3) The name of theindividual or individuals for whom the person will provide services,

(4) The name of the person hired;

(5) Description of the person’s criminal offense;

(6) Thetype of service the person is hired to provide;

(7) The provider agency’s name and address;

(8) The certification number and expiration date of the certified program, if applicable;

(9) A full explanation of why the provider agency is hiring the person despite the person’s criminal record,;
(10) Signature of theindividual(s), or of the legal guardian(s) if applicable, indicating agreement with the
employment and date signed;

(11) Signature of the staff person who obtained the individual’s or guardian’ s signature and date signed;
(12) Signature of the area agency’s executive director or designee approving the employment; and

(13) The signature and phone number of the person being hired.

The State ensures that criminal background checks and state registry screenings were completed for non-licensed
and non-certified providers during Developmental Disability Waiver service record audits. The State ensures that
criminal background checks and state registry screenings were completed for licensed and certified providers during
inspections by the Health Facilities Administration.

b. Abuse Registry Screening. Specify whether the state requires the screening of individuals who provide waiver services
through a state-maintained abuse registry (select one):

O No. The state does not conduct abuse registry screening.

® Yes. The state maintains an abuse registry and requires the screening of individualsthrough this
registry.

Specify: (a) the entity (entities) responsible for maintaining the abuse registry; (b) the types of positions for which
abuse registry screenings must be conducted; and, (c) the process for ensuring that mandatory screenings have been
conducted. State laws, regulations and policies referenced in this description are available to CM S upon request
through the Medicaid agency or the operating agency (if applicable):

The DHHS maintains an abuse, neglect, and exploitation registry pursuant to state statute RSA 169-C:35 and state
statute RSA 161-F:49. Information about this registry can be found at:
http://www.dhhs.nh.gov/dchbcs/beas/registry.htm

The State ensures that criminal background checks and state registry screenings are completed during on-site service
review audits of DD Waiver service records.

Appendix C: Participant Services
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C-2: General Service Specifications (2 of 3)

Note: Required information from this page (Appendix C-2-c) is contained in responseto C-5.

Appendix C: Participant Services
C-2: General Service Specifications (3 of 3)

d. Provision of Personal Careor Similar Services by Legally Responsible Individuals. A legally responsible individual is
any person who has a duty under state law to care for another person and typically includes: (a) the parent (biological or
adoptive) of aminor child or the guardian of aminor child who must provide care to the child or (b) a spouse of awaiver
participant. Except at the option of the State and under extraordinary circumstances specified by the state, payment may
not be made to alegally responsible individual for the provision of personal care or similar services that the legally
responsible individual would ordinarily perform or be responsible to perform on behalf of awaiver participant. Select one:

® No. The state does not make payment to legally responsible individuals for furnishing personal careor similar
services.

O Yes. The state makes payment to legally responsible individualsfor furnishing personal careor similar services
when they are qualified to provide the services.

Specify: (a) the legally responsible individuals who may be paid to furnish such services and the services they may
provide; (b) state policies that specify the circumstances when payment may be authorized for the provision of
extraordinary care by alegally responsible individual and how the state ensures that the provision of servicesby a
legally responsible individual isin the best interest of the participant; and, (c) the controls that are employed to ensure
that payments are made only for services rendered. Also, specify in Appendix C-1/C-3 the personal care or similar
services for which payment may be made to legally responsible individuals under the state policies specified here.

[ salf-directed
[] Agency-oper ated

e. Other State Policies Concerning Payment for Waiver Services Furnished by Relatives/L egal Guardians. Specify

state policies concerning making payment to relatives/legal guardians for the provision of waiver services over and above
the policies addressed in Item C-2-d. Select one:

O The state does not make payment to relatives/legal guardiansfor furnishing waiver services.

O The state makes payment to relatives/legal guardians under specific circumstances and only when the
relative/guardian is qualified to furnish services.

Specify the specific circumstances under which payment is made, the types of relatives/legal guardians to whom
payment may be made, and the services for which payment may be made. Specify the controls that are employed to
ensure that payments are made only for services rendered. Also, specify in Appendix C-1/C-3 each waiver service for
which payment may be made to relatives/legal guardians.

® Relatives/legal guardians may be paid for providing waiver serviceswhenever therelative/legal guardian is
qualified to provide services as specified in Appendix C-1/C-3.

Specify the controls that are employed to ensure that payments are made only for services rendered.
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When relatives/legal guardians are paid for the provision of direct support, they are contracted or employed as direct
support providers of the provider agency. On an annual basis a sampling of waiver participants records will be
reviewed by BDS to ensure verification that payments are only made for services rendered.

O other policy.

Specify:

f. Open Enrollment of Providers. Specify the processes that are employed to assure that all willing and qualified providers
have the opportunity to enroll as waiver service providers as provided in 42 CFR 8431.51:

Choice, control, and self-direction are fundamental elements of NH's Devel opmental Services System. Each participant
is afforded choice of service provider(s). NH's Developmental Service System currently utilizes more than 65
developmental services agencies.

Anindividual and/or guardian may select any qualified provider to deliver one or more of the services identified in the
individual's service agreement. The service agreement documents that the individual and/or guardian were offered a
choice of providers.

All providers shall comply with the rules pertaining to the service(s) offered and meet the provisions specified within the
individual's service agreement.

Waiver participants/guardians may select any willing and qualified provider without regard to whether or not that
provider is currently aprovider in the NH Developmental Services System. Any qualified prospective provider not
already providing waiver services can be selected by the family or individual and thus become a provider within NH's
developmental services system.

Appendix C: Participant Services
Quality Improvement: Qualified Providers

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

a. Methodsfor Discovery: Qualified Providers

The state demonstrates that it has designed and implemented an adequate system for assuring that all waiver services
are provided by qualified providers.

i. Sub-Assurances:

a. Sub-Assurance: The State verifiesthat providersinitially and continually meet required licensure and/or
certification standards and adhere to other standards prior to their furnishing waiver services.

Perfor mance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sateto
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.
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Performance Measure;

Number and per cent of providersdemonstrating that required certification and/or
licensure standards wereinitially met prior to providing waiver services. Numerator:
Number of providersdemonstrating that required certification and/or licensure
standardswere initially met prior to providing waiver services. Denominator:
Number of new providers.

Data Sour ce (Select one):
Record reviews, off-site
If 'Other' is selected, specify:

Responsible Party for
data
collection/gener ation

(check each that applies):

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

Sampling Approach
(check each that applies):

Office of Legal and

Regulatory Services

State Medicaid LI weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
Other Annually [ stratified
Specify: Describe Group:
New Hampshire
Department of
Health and Human
Services, Bureau of
Health Facilities
Administration,

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:
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Responsible Party for data
aggregation and analysis (check each

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

that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[ Other
Specify:
Annually
[] Continuously and Ongoing
[ Other
Specify:
Performance Measure;

Number and per cent of providersdemonstrating that required certification and/or

licensur e standar ds wer e continually met. Numerator: Number of providers
demonstrating that required certification and/or licensure standar ds wer e continually
met; Denominator: Number of existing providers.

Data Sour ce (Select one):

Record reviews, off-site

If 'Other’ is selected, specify:

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 L1 weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative

Sample
Confidence
Interval =
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Other Annually [] Stratified

New Hampshire
Department of
Health and Human
Services, Bureau of
Health Facilities
Administration,
Office of Legal and
Regulatory Services

Specify: Describe Group:

[] Continuously and [] Other

Ongoing Specify:
[] Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
[] State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[ Sub-State Entity [] Quarterly
Other
Specify:
Annually

NH DHHS Bureau of Health
Facilities Administration

[ Continuously and Ongoing

[] Other
Specify:
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b. Sub-Assurance: The State monitors non-licensed/non-certified providers to assure adherence to waiver

requirements.

For each performance measure the State will use to assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate 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:

Number and per cent of non-licensed/non-certified providers demonstrating that
waiver requirementswereinitially met. Numerator: Number of non-licensed/non-

certified providersdemonstrating that waiver requirementswereinitially met.
Denominator: Number of new non-licensed/non-certified providersreviewed.

Data Sour ce (Select one):

Record reviews, off-site

If 'Other' is selected, specify:

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 LI weekly [ 100% Review
Agency
Operating Agency ] Monthly L essthan 100%
Review
[ Sub-State Entity [l Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with a5%
margin of error.
L other Annually L stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[ Other
Specify:
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[] Other
Specify:

Data Aggregation and Analysis:

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

[ Continuously and Ongoing

[] Other
Specify:

Performance Measure;

Number and per cent of non-licensed/non-certified providers demonstrating that
waiver requirementswer e continually met. Numerator: Number of non-licensed/non-
certified providersdemonstrating that waiver requirementswer e continually met.
Denominator: Number of existing non-licensed/non-certified providersreviewed.

Data Sour ce (Select one):
Record reviews, off-site
If 'Other' is selected, specify:

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

State Medicaid [T weekly [ 100% Review

Agency
Operating Agency [ Monthly L essthan 100%
Review
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[ Sub-State Entity

[] Quarterly

Representative
Sample
Confidence
Interval =

95%
confidence
level with 5%
margin of error

[ Other
Specify:

Annually

[ stratified
Describe Group:

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

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
Specify:
Annually

[] Continuously and Ongoing

[ Other
Specify:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

¢. Sub-Assurance: The State implementsits policies and procedures for verifying that provider trainingis
conducted in accordance with state requirements and the approved waiver.

For each performance measure the Sate will use to assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate 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 ar e formulated, where appropriate.

Performance Measure:

Number and per cent of provider recordsreviewed that included evidence that the
provider met training requirements per He-M 506. Numer ator: Number of provider
recordsreviewed that included evidence that the provider met training requirements
per He-M 506. Denominator: Total number of provider recordsreviewed.

Data Sour ce (Select one):
Record reviews, off-site
If 'Other' is selected, specify:

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
State Medicaid [T weekly [ 100% Review
Agency
[] Operating Agency [] Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =
95%
confidence

level with a5%
margin of error.

L other Annually [ stratified
Specify: Describe Group:
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[] Continuously and [] Other
Ongoing Specify:
[ Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [ Weekly
Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing

[] Other
Specify:
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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.

b. Methodsfor Remediation/Fixing I ndividual Problems

i. Describe the States 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.
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The Bureau of Developmental Services (BDS) will communicate any area found to be out of compliance to the
area agency viawritten reports. If necessary, a corrective action plan will be requested within 30 days of receipt of

the written report.

ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)
Frequency of data aggregation and analysis
(check each that applies):

Responsible Party(check each that applies):

State Medicaid Agency [ Weekly
Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[] Other
Specify:
Annually

[ 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 Qualified Providersthat are currently non-operational.

©No

O vYes
Please provide a detailed strategy for assuring Qualified Providers, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix C: Participant Services
C-3: Waiver Services Specifications

Section C-3 'Service Specifications' isincorporated into Section C-1 'Waiver Services.'

Appendix C: Participant Services
C-4: Additional Limitson Amount of Waiver Services

a. Additional Limitson Amount of Waiver Services. Indicate whether the waiver employs any of the following additional
[imits on the amount of waiver services (select one).

O Not applicable- The state does not impose alimit on the amount of waiver services except as provided in Appendix
C-3.
® Applicable - The state imposes additional limits on the amount of waiver services.
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When alimit is employed, specify: (a) the waiver services to which the limit applies; (b) the basis of the limit,
including its basisin historical expenditure/utilization patterns and, as applicable, the processes and methodologies
that are used to determine the amount of the limit to which a participant's services are subject; (c) how the limit will
be adjusted over the course of the waiver period; (d) provisions for adjusting or making exceptions to the limit based
on participant health and welfare needs or other factors specified by the state; (€) the safeguards that are in effect
when the amount of the limit is insufficient to meet a participant's needs; (f) how participants are notified of the
amount of the limit. (check each that applies)

Limit(s) on Set(s) of Services. Thereisalimit on the maximum dollar amount of waiver servicesthat is
authorized for one or more sets of services offered under the waiver.
Furnish the information specified above.
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New Hampshire's Bureau of Developmental Services (BDS) has implemented service caps in the areas of
Residential Habilitation, Respite, Assistive Technology, Community Integration Services, Community Support
Services, Crisis Response, Environmental and Vehicle Modification Services, Individual Goods and Services,
Non-Medical Transportation, Personal Emergency Response Services, Specialty Services and Wellness
Coaching.

The service caps manage and preserve the primary use of the Developmental Disability Waiver for services
which assist the individual to develop skills that promote greater independence, community participation, and
the ability to remain living in the community.

Service limits are as follows:

Residential Habilitation: Thiswaiver serviceis not available to individuals who are eligible to receive such
service through the Medicaid State Plan (including EPSDT benefits). Payment is not made for the cost of room
and board, building maintenance, upkeep, nor improvement.

Respite: When respite is provided as a service in a Participant Directed and Managed Service (PDMS), the
total respite shall not exceed 20% of the overall PDMS budget. In aPDMS budget, the cost of training family
managed employees will be outside of the total funds available for respite. The cost of training will not count
toward the 20% respite service limitation. The BDS Bureau Chief has the ability to determine limits on acase
by case basis due to capacity issues.

Assistive Technology: Thereisaservice limitation cap of $10,000 over the course of afive year period of
time. Anindividual may be able to exceed this cap on a case by case basis with the prior approval of BDS. A
prior authorization for the amount requested above the service limit cap must include supporting
documentation, identify need, and correlate to the person centered plan. Assistive technology provided through
the waiver is over and above that which is available under the state plan or that is the obligation of the
individual's employer. Individual service agreement (1SA) will specify the following:

1) Theitem;

2) The name of the healthcare practitioner recommending the item;

3) An evauation or assessment regarding the appropriateness of the item;

4) A goal related to the use of the item;

5) The anticipated environment that the item will be used;

6) Current modifications to item/product and anticipated future modifications and anticipated cost.

Community Integration Services: Community integration services inclusive of therapeutic services and
camperships will have an $8,000 cap. Any community integration services over $2,000 will require alicensed
healthcare practitioner’s recommendation. A health care practitioner's note is not needed for campership.

Community Support Services: Community Support Services are capped at 30 hours per week. Services may
begin and continue for up to 24 consecutive months (two years) while the individual is still residing with
his/her family. This services does not include costs related to room and board. The BDS Administrator reserves
the right to exceed time limitations placed on this service on a case by case basis.

Crisis Response: Thiswaiver serviceis not available to individuals who are eligible to receive such service
through the Medicaid State Plan (including EPSDT benefits). Limited to six month approval.

Environmental and Vehicle Modification Services. For individuals with unsafe wandering and running
behaviors, outdoor fencing may be provided under this waiver. Waiver funds allocated toward the cost of such
afence shall not exceed $2,500 which can provide approximately 3,500 square feet of a safe area. Exceptionsto
this service limitation may be made on a case by case basis.

Individual Goods and Services. Thereisan annual $1,500 service limit. An individual may exceed this service
limit cap with prior authorization approval from BDS. A prior authorization for the amount requested beyond
the service limit cap must include supporting documentation, identify need and correlate to the person-centered
plan.
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Theitem or service must be identified as necessary in the individual service agreement. A goal related to the
use of the item or service should be available in the individual service agreement, amendments to the service
agreement should indicate thisitem if it wasn't in the original service agreement.

Documentation related to the use of the item should be available for review in monthly notes. Thisitem should
have an anticipated shelf life. The frequency of purchase would be contingent upon the continued need of the
item and the item's ability to continue to meet that need.

Non-Medical Transportation: Non-Medical Transportation is capped at $5,000 annually. Up to $10,000 annual
isalowable for individuals that require specialized transportation including wheelchair van/lift and/or avan
that allows the individual being transported to “not” be within arm’s reach of the driver for safety reasons.
Verification of an individual's need for specialized transportation will be required upon request to the Bureau of
Developmental Services. The Bureau of Developmental Services Administrator reserves the right to approve
requests that exceed the cap in extreme cases when the cap must be exceeded to preserve the individual's health
and safety. Proof of this need to exceed the cap will be required upon request to the Bureau of Developmental
Services. When the provider is transporting the individual, the individual is with the caretaker and the only
transportation that may be covered is when the transportation that occursiis directly related to the individual's
disability or specific to a caretaker providing the transportation to activities determined in the individual service
agreement that are not otherwise covered by NH State Plan or other state authorities. Caretakers will provide
proof of insurance, complete al registry checks, and have a completed driving record check. Y outh under the
age of 16 shall not be reimbursed for public transportation expenses.

Personal Emergency Response Services: There isan annua $2,000 service limit. An individua may exceed
this service limit cap with prior authorization approval from BDS. A prior authorization for the amount
requested beyond the service limit cap must include supporting documentation, identify need and correlate to
the person centered plan. Any device that might be considered restrictive will be part of amodification plan
(behavior plan) and will be approved by the individual, guardian and the local Human Rights Committee.

Specialty Services: Any items provided under this category must be based on an assessed need by a qualified
provider and cannot be available as a benefit under the NH State Medicaid Plan.

WEellness Coaching: Service limit: 100 hours per calendar year; BDS may authorize additional funds upon the
written recommendation of alicensed professional, the recommendation of the area agency and the availability
of funds.

Removable Prosthodontic Services: There is a $1500 annua service limit for the New Hampshire Medicaid
State Plan Adult Dental Benefit, including Removable Prosthodontic Services. Dentures may be provided no
more than once in afive-year period. This service limit may be exceeded with prior approval from DHHS.

[] Prospective Individual Budget Amount. Thereisalimit on the maximum dollar amount of waiver services
authorized for each specific participant.
Furnish the information specified above.

[ Budget Limitsby L evel of Support. Based on an assessment process and/or other factors, participants are
assigned to funding levels that are limits on the maximum dollar amount of waiver services.
Furnish the information specified above.

[] Other Type of Limit. The state employs another type of limit.
Describe the limit and furnish the information specified above.
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Appendix C: Participant Services
C-5: Home and Community-Based Settings

Explain how residential and non-residential settings in this waiver comply with federal HCB Settings requirements at 42 CFR
441.301(c)(4)-(5) and associated CM S guidance. Include:

1. Description of the settings and how they meet federal HCB Settings requirements, at the time of submission and in the
future.

2. Description of the means by which the state Medicaid agency ascertains that all waiver settings meet federal HCB Setting
requirements, at the time of this submission and ongoing.

Note instructions at Module 1, Attachment #2, HCB Settings Waiver Transition Plan for description of settings that do not meet
requirements at the time of submission. Do not duplicate that information here.
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The State of New Hampshire has two groups leading the efforts to address the CM S Home and Community Based Services
(HCBYS) expectations for settings.

First, the Waiver Transition Team, which includes the bureau chiefs for the New Hampshire Bureau of Developmental Services
and the Bureau of Elderly and Adult Services, subject matter experts from the Department of Health and Human Servicesin the
area of long-term supports and services, a project director, and an HCBS Project Coordinator, both from the University of New
Hampshire Institute on Disability - University Center for Excellence in Disability (UCED).

The second group is the Advisory Task Force (ATF), which is made up of 16 members and was established in March 2015 to
provide participant and stakeholder feedback on the development and implementation activities for the Statewide Transition
Plan. The ATF will continue to meet quarterly regarding ongoing monitoring of settings. The group is advisory in nature and
includes representatives from a broad array of stakeholders, including those most impacted by HCBS Settings requirements. The
ATF includes representation from the following groups:

» Adult Day Services Association
 Brain Injury Association

» Case Management Agencies

» Community Support Network, Inc.

» Developmental Disability Council

« Disability Rights Center

« Elder Rights Coalition

* Granite State Independent Living

* NH Association of Counties

» NH Association of Residential Care Homes
* NH Health Care Association

* NH Legal Assistance

« Office of Long Term Care Ombudsman
* People First of New Hampshire

* Private Provider Network

Initial and ongoing HCBS expectation compliance of settings is completed through a comprehensive review process that
included the New Hampshire Department of Health and Human Services Health Facilities Administration, Office of Legal and
Regulatory Services, the University of New Hampshire Institute on Disability - UCED, and the Waiver Transition Team with
input from the Advisory Task Force. The following areas are reviewed:

* Certification visits.
» Quarterly Satisfaction Surveys with any identified areas of follow up being facilitated by the Service Coordinator.
* Visit from Service Coordinators to monitor HCBS expectations during in person visitsto individuals homes.
» Ongoing monitoring visits to a percentage of HCBS settings with any areas of noncompliance  being identified and
remediation completed.
» Complaint data regarding al of the HCBS expectations with appropriate follow-up identified by the complaint investigator.
Thisincludes coercion and
restraint.
« Employment data, identifying where individual s are employed.
» Modification plans (approved by the local Human Rights Committee).
» Embedding the Final Settings Rule expectationsinto He-M 310, "Rights of Persons Receiving Developmental Services or
Acquired Brain Disorder Servicesin
The Community" for education.
« Annual training on the final rule and its expectations for both participants and providers.

Resources to be developed to ensure ongoing compliance:

» Human Rights Committee tool for modification reviews to ensure that al requirements for a modification are met.
» The development of a database for creating reports to monitor, analyze and trend data, including the ability to create systemic,
provider and setting
reports in order to share information with:
0 Advisory Task Force
o Individuas, families and other stakeholders
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By using the information obtained through the data identified above, ongoing compliance will be monitored on a consistent
basis. Data regarding ongoing compliance with the HCBS expectations will be shared with the Advisory Task Force every six
months. Additionally, Service Coordinators monitor choice and satisfaction of participants on a quarterly basis. If an individual,
guardian, family member, provider or member of the community feels that an individual’s rights are being violated (including
the Final Settings Rule expectations) a complaint can be filed and an investigation will occur, resulting in recommendations, as

appropriate.

In addition to the efforts noted above, new providers will be expected to be trained on the Final Settings Rule, submit relevant
policies and procedures, and complete a self-assessment specific to the Final Settings Rule. The ongoing monitoring team will
review the information submitted and give feedback as needed.

NH DHHS, BDS, allows the option of service provision outside of the state for the following waiver services: Community
Participation Services, Residential Habilitation, Supported Employment, Assistive Technology, Community Integration Services,
Community Support Services, Crisis Response Services, Environmental and Vehicle Modifications, Individual Goods and
Services, Non-Medical Transportation, Personal Emergency Response Services, Specialty Services and Wellness Coaching. The
corresponding process and provider qualifications are listed under each waiver service.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (1 of 8)

State Participant-Centered Service Plan Title:
Individual Service Agreement

a. Responsibility for Service Plan Development. Per 42 CFR 8441.301(b)(2), specify who isresponsible for the
development of the service plan and the qualifications of these individuals (select each that applies):

[ Registered nurse, licensed to practicein the state

[ Licensed practical or vocational nurse, acting within the scope of practice under state law
[] Licensed physician (M.D. or D.O)

Case Manager (qualifications specified in Appendix C-1/C-3)

[ Case Manager (qualifications not specified in Appendix C-1/C-3).
Foecify qualifications:

[] Social Worker
Soecify qualifications:

[ Other
Foecify the individuals and their qualifications:

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (2 of 8)

b. Service Plan Development Safeguards. Select one:
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O Entitiesand/or individualsthat have responsibility for service plan development may not provide other
direct waiver servicesto the participant.

® Entities and/or individualsthat have responsibility for service plan development may provide other
direct waiver servicesto the participant.

The state has established the following safeguards to ensure that service plan development is conducted in the best
interests of the participant. Specify:

The waiver isimplemented by the State in collaboration with New Hampshire's ten Area Agencies, designated in
accordance with New Hampshire administrative Rule He-M 505, to plan, establish and maintain a comprehensive
service delivery system. Area Agencies determine initial eligibility for developmental services, in accordance with
NH RSA 171-A. Following this determination, area agencies assists individuals to apply for the Developmental
Disahilities Waiver and will provide information and resources to assist them in selecting a Service Coordination
entity. Person-centered service planning and the individualized service agreement (ISA) are completed by a service
coordinator. Many area agencies provide Service Coordination Services aswell as other direct waiver services,
which is permissible so long as they do not provide both to the same participant.

In limited circumstances, as outlined in the Bureau of Developmental Services (BDS) Only Willing and Qualified
Provider (OWQP) palicy, the State may approve an entity to provide both Service Coordination Services and other
direct waiver servicesto the same individual. Agencies that are approved to provide both services must have a
firewall in place to mitigate conflict in accordance with the OWQP. Additionally, during the person-centered service
planning process, individuals/guardians will be educated on conflict of interest requirements in cases where a
conflict is present.

Safeguards to ensure that service plan development is conducted in the best interest of the participant include the
following:

1. The ISA is housed within the IntellectAbility platform, which offers a statewide template that all Service
Coordinators must utilize for ISA development. The template for the ISA requires that individual choice of service
providersis offered as an option during the person centered planning process.

2. Annually during the person-centered service planning process, the individual and his/her legal guardianis
informed of their "client rights' which include choice of services and providers.

3. BDS staff will review to ensure that choice of providersis offered during annual quality oversight process.

4. The BDS Complaint Processisin place if an individual/guardian feels as though hisher rights are being violated
and/or needs are going unmet. The complaint processis utilized to improve quality of services statewide.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (3 of 8)

¢. Supporting the Participant in Service Plan Development. Specify: (a) the supports and information that are made
available to the participant (and/or family or legal representative, as appropriate) to direct and be actively engaged in the
service plan development process and (b) the participant's authority to determine who isincluded in the process.
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Service planning and development should prioritize opportunities for the waiver participant to lead service planning, even
if he or she has alegal guardian.

He-M 503 requires that the Service Coordinator maximize the extent to which an individual participatesin hisor her
person-centered service planning process by:

-Explaining to the individual his or her rights;

-Explaining to the individual the service planning process,

-Eliciting information from the individual regarding his or her personal preferences, goals, and service needs that shall be
afocus of service planning

meetings;

-Reviewing with the individual issues to be discussed during service planning meetings; and

-Explaining to the individual the limits of the decision making authority of the guardian as described in He-M 310, if
applicable, and the individual's right to make all other decisions related to services.

The planning process includes a discussion on strategies for solving conflict or disagreements within the process,
including clear conflict of interest guidelines for al planning participants.

As part of the person-centered service planning process, the individual/guardian is provided the opportunity to fully
participate and have the lead voice in the decision-making process in areas including:

-The number and length of meetings;

-The location and time of meetings;

-The meeting participants;

-Topics to be discussed;

-Whether any additional assessments or evaluations are necessary; and
-Reflect level of support needed to choose and direct services.

In addition, as outlined in He-M 503, at least 45 days prior to the annual person-centered service planning process, the
service coordinator must:

-Ensure that all evaluations are up to date and then shared and discussed with the individual and guardian;
-ldentify risk factors and plans to minimize them, if applicable;

-Assess the individual's interest in, or satisfaction with, employment; and

-Discuss the individual's progress on goals and prepare for the devel opment of new goals to be included in the new
service agreement.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (4 of 8)

d. Service Plan Development Process. In four pages or less, describe the process that is used to develop the participant-
centered service plan, including: (a) who devel ops the plan, who participates in the process, and the timing of the plan; (b)
the types of assessments that are conducted to support the service plan development process, including securing
information about participant needs, preferences and goals, and health status; (c) how the participant isinformed of the
services that are available under the waiver; (d) how the plan devel opment process ensures that the service plan addresses
participant goals, needs (including health care needs), and preferences; (e) how waiver and other services are coordinated;
(f) how the plan development process provides for the assignment of responsibilities to implement and monitor the plan;
and, (g) how and when the plan is updated, including when the participant's needs change. State laws, regulations, and
policies cited that affect the service plan development process are available to CM S upon request through the Medicaid
agency or the operating agency (if applicable):
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According to New Hampshire Administrative Rule He-M 503 "Eligibility and the Process of Providing Services', service
coordinators are required to develop service agreements within the following requirements:

Within 21 days of a completed application for eligibility for New Hampshire's Developmental Services system, the area
agency shall have conducted sufficient preliminary planning with the individual and guardian (if applicable) or
representative to identify and document the specific services needed. At thistime, the Area Agency must discuss with the
individual whether they wish to access the Developmental Disabilities Waiver and if so, shall submit a Functional Screen
to the Bureau of Developmental Services (BDS) in order for the State to determineif the individual meets the level of
care to access the waiver. Following determination of level of care, the Area Agency will provide information and
resources to the individual in order for them to make an informed choicein the selection of any qualified Service
Coordination entity.

Within 15 business days of the selection of, and acceptance by a service coordination entity, the service coordinator shall
hold an initial person-centered service planning meeting with the individual, guardian or representative, and any other
persons identified by the individual. The service coordinator shall develop the service agreement within 14 days of the
initial service planning meeting. The service coordinator will provide the completed and signed service agreement with
theindividual and guardian or representative within 5 days of completion.

The service coordinator is responsible for monitoring services identified in the service agreement and assessing
individual, guardian, or representative satisfaction quarterly. Service agreement meetings can be requested when the
individual/guardian indicates the need, when a change to a service is desired, when the individual has crisis, or when the
service agreement is not being carried out. Service agreements are reviewed and updated annually, at minimum.

All service planning occurs through a person-centered service planning process that:

-Maximizes the decision-making of the individual,

-Isdirected by the individual and/or guardian,

-Facilities personal choice by providing information and support to assist the individual and/or guardian to direct the
process, including information

describing the array of services and service providers available and options regarding self-direction of services,
-Includes participants freely chosen by the individual and/or guardian,

-Reflects cultural considerations of the individual and is conducted in clearly understandable language and form,
-Occurs at times and alocation of convenience to the individual and/or guardian,

-Includes strategies for solving conflict or disagreement within the process, including clear conflict of interest guidelines
for al planning

participants,

-Is consistent with the individual's rights to privacy, dignity, respect, and freedom from coercion and restraint,
-Includes the process for the individual and/or guardian to request amendments to the service agreement,

-Records the alternative home and community based settings that were considered by the individual, guardian or
representative,

-Includes information obtained through utilization of the SIS, when applicable, and HRST,

-Includes information obtained through arisk assessment if applicable,

-Includes information from specialty medical and health assessments and clinical assessments as needed,

-Includes information for personal safety assessments if applicable,

-Includes strategies to address co-occurring severe mental illness or behavioral challenges which are interfering with the
individual's functioning,

-Includes individualized back up plans and strategies for when usual providers are unavailable,

-Includes strategies for solving disagreements,

-Uses a strengths based approach to identify the positive attributes of the individual,

-Includes the provision of auxiliary services as applicable,

-Provides the individual with information regarding the services and service providers available to enable the individual
to make informed decisions as

to whom they would like to provide services,

-Considers historical information about the individual's experiences,

-Includes a discussion of the need for assistive technology that could be utilized to support all services and activities
identified in the proposed

service agreement without regard to the individual's current use of assistive technology,
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-Addresses the individual's concerns about current or contemplated guardianship or other legal assignment of rights.
Theindividual, guardian or representative determines the following elements of the service planning process:

-Number and length of meetings,
-Location, date, and time of meetings,
-Meeting participants, and

-Topics to be discussed,

Service agreements are devel oped using a person-centered service planning approach, focusing on the life trajectory of
the individual and how to best support their vision of agood life.

Service agreements shall describe the reporting mechanisms under He-M 503.10 Service Agreements and include:

-The specific waiver services to be provided including the amount, scope, frequency, and duration,
-The results of the SIS and the HRST,
-Service documentation requirements sufficient to describe progress on goals and the services received,
-If applicable, reporting mechanisms under self-directed services regarding budget updates and individual and guardian
satisfaction with services,
-For individuals who reside in a provider owned or controlled residential setting, the service agreement shall document
any modifications of the
individual’srightsin said setting to:

(1) Privacy intheir sleeping or living unit, including doors lockable by the individual with only appropriate staff
having keysto doors as

needed;

(2) Freedom and support to control their own schedule and activities,

(3) Accesstofood at any time;

(4) Having visitors of their choosing at any time; and

(5) Freedom to furnish and decorate sleeping or living units.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (5 of 8)

e. Risk Assessment and Mitigation. Specify how potential risks to the participant are assessed during the service plan
development process and how strategies to mitigate risk are incorporated into the service plan, subject to participant needs
and preferences. In addition, describe how the service plan development process addresses backup plans and the
arrangements that are used for backup.
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In accordance with He-M 503, service agreements for participants are completed at least annually, or as changes warrant.
The service agreement addresses all aspects of the individual's service needs.

He-M 503.08 requires that at least 45 days prior to the expiration of the service agreement, the service coordinator ensure
all assessments, including risk assessments, have been completed, and also requires the identification of risk factors and
plans to minimize them.

He-M 503.09 requires service planning to include information obtained through arisk assessment, which shall be
administered as follows:

a. Toeachindividual with ahistory of, or exhibiting signs of, behaviors that pose a potentially serious likelihood of
danger to self or others, or a serious threat of substantial damage to real property, such as, but not limited to, the
following:

1. Sexud offending;
2. Violent aggression; or
3. Arson;
b. Upon the earlier of service planning or the individua’s receiving services under He-M 500;

c. Prior to any significant change in the level of the individual’ s treatment or supervision;

d. At any time an individual who previously has not had arisk assessment begins to engage in behaviors referenced
in a. above; and

e. By an evaluator with specialized experience, training, and expertise in the treatment of the types of behaviors
referenced in a. above;

Additionally, 503.09 also requires that service planning include individualized backup plans and strategies.

503.10 requires that service plansinclude, if applicable, risk factors and the measures required to be in place to minimize
them, including backup plans and strategies.

The service plan must also include the number of visits to be performed by the service coordinator. Health Risk
Screening Tools are required to be completed annually and a Health Care Level must be indicated in the participant'sfile

and reviewed annually.

Additionally, provider agencies are required to be available 24 hours a day.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (6 of 8)

f. Informed Choice of Providers. Describe how participants are assisted in obtaining information about and selecting from
among qualified providers of the waiver servicesin the service plan.
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Each individual is afforded choice of service provider(s) and may choose any qualified provider.

Individuals and/or guardians meet with their selected service coordinator to identify what services are appropriate to mest
their needs and to develop a plan to meet identified needs.

When making provider selections, or at any time subsequent to initial selection, service coordinators will work closely
with individuals/guardians to assist them to access available listings of all qualified providers. Individual s/guardians
select the provider they wish to interview among all qualified providers.

Providers must meet the requirements specified for each of the individual service components, and in addition, each
applicant for employment must;

-Meet the educational qualifications, or the equivalent combination of education and experience, identified in the job
description;

-Agreeto 2 reference checks;

-Meet certification and licensure requirements of the position, if any;

-Agree to acriminal records check, in accordance with He-M 504 and 506, to ensure that the applicant has no history of a
felony conviction;

-A check of the state Bureau of Elderly and Adult Services for founded reports of abuse, neglect and exploitation; and
-Be aminimum of eighteen years of age. However, on an individual basis and upon agreement between the
individual/guardian and the area agency, persons as young as fifteen may be chosen as a provider.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (7 of 8)

g. Process for Making Service Plan Subject to the Approval of the Medicaid Agency. Describe the process by which the
service plan is made subject to the approval of the Medicaid agency in accordance with 42 CFR §441.301(b)(1)(i):

The service agreement is reviewed by the Bureau of Developmental Services (BDS) for initial authorization and annual
reauthorizations of waiver services.

One hundred percent of service agreements are reviewed by BDS staff, annually. Thereafter, afull review is conducted
whenever significant changes occur, as indicated by the annual level of care redetermination, and annually.

All HCBS services must be approved by BDS and included in the service agreement to be billable.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (8 of 8)

h. Service Plan Review and Update. The service plan is subject to at least annual periodic review and update to assess the

appropriateness and adequacy of the services as participant needs change. Specify the minimum schedule for the review
and update of the service plan:

O Every three months or mor e frequently when necessary
O Every six months or mor e frequently when necessary
® Every twelve months or mor e frequently when necessary

O Other schedule
Foecify the other schedule:

i. Maintenance of Service Plan Forms. Written copies or electronic facsimiles of service plans are maintained for a
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minimum period of 3 years as required by 45 CFR §92.42. Service plans are maintained by the following (check each that
applies):

[ M edicaid agency

[] Operating agency

Case manager

[ Other
Foecify:

Appendix D: Participant-Centered Planning and Service Delivery
D-2: Service Plan Implementation and Monitoring

a. Service Plan Implementation and Monitoring. Specify: (a) the entity (entities) responsible for monitoring the
implementation of the service plan and participant health and welfare; (b) the monitoring and follow-up method(s) that are
used; and, (c) the frequency with which monitoring is performed.
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When a service agreement has been approved by the individual or guardian, services are implemented and monitored as
follows:

A provider responsible for implementing elements of a service agreement records information about services provided
and summarizes progress as required by the service agreement, at a minimum monthly.

On at least amonthly basis, the service coordinator has written or verbal communications to monitor the implementation
of the service agreement with the individual and/or persons responsible for implementing a service agreement.

On at least quarterly, or more frequently if specified in the service agreement, the service coordinator documents whether
services:

a. Match the interests and needs of the individual;
b. Meet with the individual's/guardian’s satisfaction;
c. Meet the terms of the service agreement.

He-M 503 indicates that the service coordinator shall be responsible for monitoring services identified in the service
agreement and for assessing individual/guardian satisfaction at least quarterly.

An area agency, service coordinator, provider, individual, guardian, or representative shall have the authority to request a
service planning meeting at any time.

Service agreement amendments may be proposed at any time.

If theindividual, guardian, or provider disapproves of the service agreement or service agreement amendment, the dispute
shall be resolved:

(1) Through informal discussions between the individual, guardian, or representative and service coordinator;
(2) By reconvening a service planning meeting; or
(3) By theindividual, guardian, or representative filing an appeal to the bureau pursuant to He-C 200.

In addition, the BDS Liaison is a mechanism for receiving and following up on areas of individual or systemic concern.
Participants and/or guardians have access to area agency aswell as State BDS Liaisons to discuss issues and concerns.

Systemic issues are also identified and addressed during the annual servicefile review aswell asthe five year area
agency redesignation process.
b. Monitoring Safeguar ds. Select one;

O Entitiesand/or individualsthat have responsibility to monitor service plan implementation and
participant health and welfare may not provide other direct waiver servicesto the participant.

® Entitiesand/or individualsthat have responsibility to monitor service plan implementation and
participant health and welfare may provide other direct waiver servicesto the participant.

The state has established the following safeguards to ensure that monitoring is conducted in the best interests of the
participant. Specify:

In limited circumstances, as outlined in the Bureau of Developmental Services (BDS) Only Willing and Qualified
Provider (OWQP) policy, the State may approve an entity to provide both Service Coordination Services and other
direct waiver servicesto the sameindividual. Agencies that are approved to provide both services must have a
firewall in place to mitigate conflict in accordance with the OWQP. Additionally, during the person centered service
planning process, individual guardians will be educated on conflict of interest requirementsin cases where a
conflict is present.

Appendix D: Participant-Centered Planning and Service Delivery

10/18/2023



Application for 1915(c) HCBS Waiver: NH.0053.R07.07 - Jul 01, 2023 (as of Jul 01, 2023) Page 163 of 275
Quality I'mprovement: Service Plan

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

a. Methodsfor Discovery: Service Plan Assurance/Sub-assurances

The state demonstrates it has designed and implemented an effective system for reviewing the adequacy of service plans
for waiver participants.

i. Sub-Assurances:

a. Sub-assurance: Service plans address all participants assessed needs (including health and safety risk
factors) and personal goals, either by the provision of waiver services or through other means.

Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

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 M easure:

Number and per cent of service agreements reviewed that addr ess participants
assessed needs, including health and welfarerisks. Numerator: Number of service
agreementsreviewed that address participants assessed needs, including health and
welfarerisks. Denominator: Number of Service Agreementsreviewed.

Data Sour ce (Select one):
Record reviews, off-site
If 'Other' is selected, specify:

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
[ state Medicaid [T weekly [ 100% Review
Agency
Operating Agency [ Monthly Lessthan 100%
Review
] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with a5%
margin of error
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[] Other Annually [] Stratified
Specify: Describe Group:

[ Continuously and [ Other

Ongoing Specify:
[] Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency L1 weekly
Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually
[] Continuously and Ongoing
[ Other
Specify:
Performance Measure:

Number and per cent of service agreementsthat address participants individualized
goals. Numerator: Number of service agreements reviewed that addr ess participants
individualized goals. Denominator: Number of service agreementsreviewed.

Data Sour ce (Select one):
Record reviews, off-site
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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 [T weekly [ 100% Review
Agency
Operating Agency [ Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with 5%
margin of error
[] Other Annually [ Stratified
Specify: Describe Group:

[ Continuously and
Ongoing

[ Other
Specify:

[] Other
Specify:

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 M edicaid Agency u Weekly
Operating Agency LI Monthiy
[ Sub-State Entity [ Quarterly
[ Other Annually
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
Specify:
[] Continuously and Ongoing
[ Other
Specify:
Performance Measure:
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The number and percent of participantswith a Health Care Level (HCL) of 3 or over

who have received a clinical review by a nursetrainer within 60 days of the score.
Numerator: Number of participantswith a HCL of 3 or over who have received a
clinical review by a nursetrainer within 60 days. Denominator: Total number of

participantswith aHCL of 3 or over.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
HRST Customized Report

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
State Medicaid [ weekly 100% Review
Agency
Operating Agency [ Monthly [ Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[] Other Annually [ Stratified
Specify: Describe Group:
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[] Continuously and [] Other
Ongoing Specify:
[ Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [ Weekly
Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing

[] Other
Specify:

b. Sub-assurance: The State monitors service plan development in accordance with its policies and
procedures.

Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate 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 formul ated, where appropriate.
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¢. Sub-assurance: Service plans are updated/revised at least annually or when warranted by changesin the
waiver participants needs.

Perfor mance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

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.

Per formance M easur e

Number and per cent of service agreementsthat were updated and revised when
warranted by changesin the waiver participants needs. Numerator: Number of

service agreementsthat wer e updated and revised when warranted by changesin the
waiver participants needs. Denominator: Total number of participant records
reviewed that reflect a changein the participants needs.

Data Sour ce (Select one):

Record reviews, off-site

If 'Other' is selected, specify:

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 [T weekly [ 100% Review
Agency
[] Operating Agency [ Monthly Lessthan 100%
Review
] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with a5%
margin of error.
[] Other Annually [] Stratified
Specify: Describe Group:

[ Continuously and
Ongoing

[ Other
Specify:
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[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
Operating Agency [ Monthly
Sub-State Entit Quarter
[ Other
Specify:
Annually
[ Continuously and Ongoing
[ Other
Specify:
Performance M easure:
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Number and per cent of service agreementsthat had been updated at least annually or

had an approved amendment on file which extended the annual review. Numerator:
Number of service agreementsthat had been updated at least annually or had an
approved amendment on file which extended the annual review. Denominator: Total

Number of reviewed service agreements.

Data Sour ce (Select one):
Record reviews, off-site
If 'Other' is selected, specify:

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):
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State Medicaid [T weekly [ 100% Review
Agency
[ Operating Agency [ Monthly L essthan 100%
Review
[ Sub-State Entity [ Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with a5%
margin of error
[] Other Annually [ Stratified
Specify: Describe Group:

[ Continuously and [ Other
Ongoing Specify:
[] Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data
aggregation and analysis (check each

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

that applies):
State Medicaid Agency LI weekly
Operating Agency ] Monthly
[ Sub-State Entity [ Quarterly
[ Other
Specify:
Annually

10/18/2023



Application for 1915(c) HCBS Waiver: NH.0053.R07.07 - Jul 01, 2023 (as of Jul 01, 2023) Page 171 of 275

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

[] Continuously and Ongoing

[ Other
Specify:

d. Sub-assurance: Services are delivered in accordance with the service plan, including the type, scope,
amount, duration and frequency specified in the service plan.

Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate 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;

Number and per cent of participants whose services wer e delivered in accor dance
with the service agreement including the type, scope, amount, duration and
frequency. Numerator: Number of participants whose services were delivered in
accor dance with the service agreement including the type, scope, amount, duration
and frequency. Denominator: Total number of service agreementsreviewed.

Data Sour ce (Select one):
Record reviews, off-site
If 'Other' is selected, specify:

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/gener ation (check each that applies):
(check each that applies):
State Medicaid LI weekly [ 100% Review
Agency
Operating Agency [] Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =
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95%
confidence
level with a5%
margin of error

L other Annually [ stratified

Specify:

Describe Group:

[] Continuously and [] Other
Ongoing Specify:
[] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
State Medicaid Agency [] Weekly
Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[] Other
Specify:
Annually

[] Continuously and Ongoing

[ Other
Specify:
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e. Sub-assurance: Participants are afforded choice: Between/among waiver services and providers.
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For each performance measure the State will use to assess compliance with the statutory assurance (or

sub-assurance), complete the following. Where possible, include numerator/denominator .

For each performance measure, provide information on the aggregated data that will enable the Sate 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 M easure:

The number and percent of participants whose service agr eements document that
they have been provided choice among waiver servicesand providers. Numerator:

The number of participants whose service agr eements document that they have been
provided choice among waiver services and providers. Denominator: Total number of
service agreementsreviewed.

Data Sour ce (Select one):
Record reviews, off-site

If 'Other' is selected, specify:

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 LI weekly [ 100% Review
Agency
Operating Agency ] Monthly L essthan 100%
Review
[ Sub-State Entity [l Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with a5%
margin of error
L other Annually L stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[ Other
Specify:
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[] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
State Medicaid Agency [ Weekly
Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing

[] Other
Specify:
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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.

b. Methodsfor Remediation/Fixing I ndividual Problems

i. Describe the States 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.

The Bureau of Developmental Services will communicate any area found to be out of compliance with the area
agency viawritten report. If necessary, a corrective action plan will be requested within 30 days of receipt of the

written report.
ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)
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Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

State M edicaid Agency [ Weekly
Operating Agency O Monthly
[] Sub-State Entity [] Quarterly
[] Other
Specify:
Annually

[ 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 Service Plans that are currently non-operational .
® No

O ves
Please provide a detailed strategy for assuring Service Plans, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix E: Participant Direction of Services

Applicability (from Application Section 3, Components of the Waiver Request):

® Yes Thiswaiver provides participant direction opportunities. Complete the remainder of the Appendix.

O No. Thiswaiver does not provide participant direction opportunities. Do not complete the remainder of the
Appendix.

CMSurges states to afford all waiver participants the opportunity to direct their services. Participant direction of services
includes the participant exercising decision-making authority over workers who provide services, a participant-managed budget
or both. CMSwill confer the Independence Plus designation when the waiver evidences a strong commitment to participant
direction.

Indicate whether I ndependence Plus designation isrequested (select one):

O Yes Thestate regueststhat thiswaiver be considered for | ndependence Plus designation.
® No. I ndependence Plus designation is not requested.

Appendix E: Participant Direction of Services
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E-1: Overview (1 of 13)

a. Description of Participant Direction. In no more than two pages, provide an overview of the opportunities for participant
direction in the waiver, including: (a) the nature of the opportunities afforded to participants; (b) how participants may take
advantage of these opportunities; (c) the entities that support individuals who direct their services and the supports that
they provide; and, (d) other relevant information about the waiver's approach to participant direction.
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In NH, there are two methods of service delivery within the PDM S model for Devel opmental Disability Waiver services.
They include the following;:

1.) Fiscal/Employer Agent (F/EA). Under this PDM S model, the participant (or a representative of their choosing) isthe
employer of the support workers they hire. The F/EA or Financial Management Services (FMS) entity is the agent to the
employer (not the employer of support workers) and operates under Section 3504 of the IRS code and Revenue Procedure
2013-39. The participant can select a F/EA FMS entity to receive and disburse their individual budget funds, manage
their support worker's payroll and related taxes, and perform some employer-related tasks (i.e., processing employment-
related paperwork, conducting background and registry checks, processing and paying invoices for approved goods and
services related to the participant's care needs and facilitating the receipt and payment of worker's compensation
insurance). The F/EA FMS entity ensures the participant is compliant with any applicable Internal Revenue Services
(IRS) and Department of Labor rules. Under this PDM S model, the participant may hire and manage support workers and
purchase approved goods and services related to the participant's care needs.

2.) Agency of Choice Madel (AoC). Under this PDMS model, the employment relationship is shared with the AoC FMS
entity (Agency) and the participant or representative of their choosing as joint employers of participant's support workers.
The Agency performs the employer tasks describe in the F/EA model and issues an IRS Form W-2 to support workers as
their employer. However, unlike the F/EA model, the Agency also performs tasks directly related to the support worker
(i.e., hiring, training and formally dismissing, providing regular and backup support workers as needed). The participant,
or the representative of their choosing, is the "managing employer" of their support workers, responsible for recruiting
and referring support worker candidates to the Agency for hire, establishing work schedules, managing the day-to-day
performance and determining the rate of pay for their workers, providing evaluation feedback to the Agency on their
support workers, dismiss their support workers from their homes and inform the Agency and manages the backup plan
for their support workers.

The state is familiar with all state and federal requirements pertaining to FMS.

Participant Directed and Managed Services (PDMYS) is available statewide and provides for the selection of two basic
participant direction opportunities and these opportunities may be used in combination, which is common.

These opportunities include;

Participant Employer Authority. The participant is supported to recruit, hire, supervise, and direct the workers who

furnish supports. In some cases, the participant is the co-employer of record of these workers who are referred to as
Family Managed Employees (FME). The participant is responsible to document the training of the employee on the
unique aspects of the person to whom they are assisting. Additional training responsibilities are outlined within the

waiver and further identified in He-M 525 and He-M 506.

Participant Budget Authority. The participant has the authority and accepts the responsibility to manage their support
plan and budget. The participant has the authority to make decisions about the acquisition of waiver goods and services
that are authorized and documented in the individual’ s service plan and to make decisions based on a budget. Participants
are expected to approve expenses within the budget and be provided assistance to prioritize the use of their funds, if
needed.

When used in combination the above authorities promote a comprehensive, participant directed plan.

Two types of support are available to facilitate participant direction. The support furnished as a Medicaid administrative
activity arein accordance with NH’ s approved cost allocation plan. Financial Management Services are furnished for two
purposes. (a) to address federal, state, and local employment tax, labor and worker’s compensation insurance rules and
various requirements that apply when the participant functions as the employer and (b) to address changesin the
recipient's wishes to demonstrate how the budget will be spent and to document expenditures and keep receipts from
expenses in order to support the individual’s service plan. Monthly documentation of both services chosen, and
corresponding expenses are expected to be documented and available for annual audits during the servicefile reviews
conducted by the BDS.

The services available through the Devel opmental Disabilities Waiver are allowed to be delivered through the participant
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directed and managed service delivery model. Participants are defined as: (a) the individual acting independently on their
own behalf; (b) the legal guardian(s) of the individual accessing the waiver and acting on behalf of the individual; and,
(c) anon-legal, chosen representative to act on behalf of the waiver recipient.

Services provided through the waiver are specifically tailored to the competencies, interests, preferences, and needs of the
participant and/or his/her guardian and are respectful of the personal values and lifestyle of the participant.

In extending the participant choice and control over their service agreements, the service coordinator provides
information and assistance to facilitate and optimize participation, direction, and management of services.

Responsiveness to participant preferences and requests occur within the context of state and federal laws and regulations
and policies of the provider agencies, service coordination agencies and area agencies.

Beginning with the initial discussion and education about Developmental Disability Waiver services, area agency staff
share information with the participant regarding such expectations, requirements, and limitations.

The Division of Long Term Supports and Services (DLTSS), PDM S committee, will be making recommendations
relative to the following:

-Adoption of a PDM S self-assessment screening tool;

-Development of a PDM S handbook;

-Development and implementation of Orientation, Remediation and Transition palicies;

-Expectations relative to delegating direct services to another entity; and

-Clarification regarding opportunities to purchase additional assistance relative to documentation, recruitment, or
supervision, if applicable.

Service agreements document choice and control as well as responsibilities of the different parties involved in the service
arrangement and compliance with laws and regulations.

PDM S enabl es people to maximize self-direction and affords participants the option to fully exercise choice and control
over the menu of waiver services. PDMS s utilized by those participants/guardians who want to be actively engaged in
the planning, design, provision, and or delegation of the monitoring of services and allocation of authorized service
funding.

PDMS is amethod of service delivery of services and assistance for individuals with developmental disabilitiesin order
to improve and maintain opportunities and experiences in living, working, socializing, recreating, personal growth, safety
and hedlth.

The participant, guardian, area agency, service coordinator, provider agencies and the Bureau of Developmental Services
(BDS) collaborate to identify the necessary level of service provision and funding while ensuring supervision, safety,
satisfaction, and effective utilization of authorized funds.

In cases where services are to be provided by relatives or friends, these individuals must meet all relevant provider
qualifications.

Service coordinators work with individuals and their team to develop an individualized service agreement identifying all
supports, services and total cost. The service plan must identify services that are available through the waiver, any needs
that are met outside of the waiver, aswell as any unmet needs.

Individual service agreements (ISA) are created for all individuals and include the following:

- The participant or guardian may decide what services are needed based on assessments/eval uations such as the Support
Intensity Scale (SIS), Health Risk Screening Tool (HRST), Risk Assessments, etc. and how those services are provided
within the scope of available resources;

- Funding is portable and service rates will be consistent statewide based on level of need;

- Utilization review is conducted by BDS to ensure the maximization of funding; and

- Allocated funds will be directed and spent where needed.
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For participants that have aHRST, Health Care Level (HCL) score of 3 or over, aclinical review will be conducted by a
Nurse Trainer.

Area agencies and service coordinators will be responsible to educate and hold individuals that utilize PMDS accountable
on fraud, waste, and abuse. In cases where criteriafor PDM S is not met, atransition policy will be implemented to assist
individuals in accessing services outlined in the service agreement.

Appendix E: Participant Direction of Services
E-1. Overview (2 of 13)

b. Participant Direction Opportunities. Specify the participant direction opportunities that are available in the waiver.
Select one:

O Partici pant: Employer Authority. As specified in Appendix E-2, Item a, the participant (or the participant's
representative) has decision-making authority over workers who provide waiver services. The participant may

function as the common law employer or the co-employer of workers. Supports and protections are available for
participants who exercise this authority.

O Partici pant: Budget Authority. As specified in Appendix E-2, Item b, the participant (or the participant's
representative) has decision-making authority over a budget for waiver services. Supports and protections are
available for participants who have authority over a budget.

® Both Authorities. The waiver provides for both participant direction opportunities as specified in Appendix E-2.
Supports and protections are available for participants who exercise these authorities.

c. Availability of Participant Direction by Type of Living Arrangement. Check each that applies:

Participant direction opportunities are available to participantswho livein their own privateresidence or the
home of a family member.

Participant direction opportunities are available to individualswho residein other living arrangementswhere
services (regar dless of funding source) are furnished to fewer than four persons unrelated to the proprietor.

The participant direction opportunities ar e available to personsin the following other living arrangements

Specify these living arrangements:

Participant directed and managed services are available to all individuals with the exception of those in congregate
service arrangements or programs where individuals, families, or guardians do not have the opportunity to direct and
manage the services [as defined in State Administrative rule He-M 525] and the approved funding.

In addition, individuals who present with high risk behaviors may be subject to review prior to the development of a
participant directed and managed service plan in order to determine if direction and management by the individual
could result in risk of serious harm to the individual or the community.

Appendix E: Participant Direction of Services
E-1: Overview (3 of 13)

d. Election of Participant Direction. Election of participant direction is subject to the following policy (select one):

O waiver is designed to support only individuals who want to direct their services.

® Thewaiver isdesigned to afford every participant (or the participant's representative) the opportunity to
elect to direct waiver services. Alternate service delivery methods are available for participants who
decide not to direct their services.

O Thewaiver isdesigned to offer participants (or their representatives) the opportunity to direct some or
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all of their services, subject to the following criteria specified by the state. Alternate service delivery
methods ar e available for participantswho decide not to direct their servicesor do not meet thecriteria.

Foecify the criteria

Appendix E: Participant Direction of Services
E-1: Overview (4 of 13)

e. Information Furnished to Participant. Specify: (a) the information about participant direction opportunities (e.g., the
benefits of participant direction, participant responsibilities, and potential liabilities) that is provided to the participant (or
the participant's representative) to inform decision-making concerning the election of participant direction; (b) the entity or
entities responsible for furnishing this information; and, (¢) how and when this information is provided on atimely basis.

Individuals and/or their guardians interested in the Developmental Disabilities (DD) Waiver are provided information
regarding the Participant Directed and Managed Services (PDMS) method of service delivery upon initial eligibility for
the DD waiver and annually thereafter. Information provided to individual s/guardians by the area agency (when new to
service, prior to service planning) or the service coordinator (if aready participating in services) include:

- The services that can be participated in through PDMS;

- Requirements and expectations for service planning and monitoring;

- Provider qualification requirements and rolesin parties responsible to complete background checks and other
reguirements;

- The responsibilities of the area agency, service coordinator, providers and individual guardians in the participation in
and provision of services and supports;

- The flexibility available to individual s/guardians to have budget and employer authority;

- Expectations and protections when having providers come into the home environment; and

- Expectations and requirements if the individual is taking medication as well as the supports available to administer the
medication safely.

A PDMS long term supports and services committee has been developed with broad stakeholder participation.
The goal (s) of the committee include the:

1)) Identification of a self-assessment tool to assist individual s/guardians to determine if PDM S s an option for them.
2.) Development a PDM S Participant Handbook

The handbook will include all relevant information for an individual/guardian to understand the use of Medicaid funds.
The handbook will include the rights and responsibilities associated with the management of Medicaid funds, onboarding
staff including the recruitment, training, supervision and necessary background checks, as well as covered servicesin the
approved waiver.

Appendix E: Participant Direction of Services
E-1. Overview (5of 13)

f. Participant Direction by a Representative. Specify the state's policy concerning the direction of waiver servicesby a
representative (select one):

O The state does not providefor thedirection of waiver servicesby arepresentative.

® Thesgate providesfor thedirection of waiver services by representatives.
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Specify the representatives who may direct waiver services. (check each that applies):

Waiver servicesmay be directed by a legal representative of the participant.

[] Waiver servicesmay be directed by a non-legal representative freely chosen by an adult participant.
Specify the policies that apply regarding the direction of waiver services by participant-appointed
representatives, including safeguards to ensure that the representative functions in the best interest of the
participant:

Appendix E: Participant Direction of Services
E-1: Overview (6 of 13)

g. Participant-Directed Services. Specify the participant direction opportunity (or opportunities) available for each waiver
service that is specified as participant-directed in Appendix C-1/C-3.

Waiver Service Employer Authority|Budget Authority
Respite

Residential Habilitation

I
I

X]
X]

Service Coordination

XI
XI

Supported Employment

XI]
XI]

Environmental and Vehicle M odification Services

I
I

Assistive Technology

X]
X]

Community Participation Services

X]
X]

Community Integration Services

XI]
XI]

Crisis Response Services

I
I

Wellness Coaching

X]
X]

Specialty Services

XI
XI

Personal Emer gency Response Services

XI]
XI]

Community Support Services

Individual Goods and Services

I
I

X]
X]

Non-Medical Transportation

Appendix E: Participant Direction of Services
E-1: Overview (7 of 13)

h. Financial M anagement Services. Except in certain circumstances, financial management services are mandatory and
integral to participant direction. A governmental entity and/or another third-party entity must perform necessary financial
transactions on behalf of the waiver participant. Select one:

® ves. Financial Management Services ar e furnished through a third party entity. (Complete item E-1-i).

Specify whether governmental and/or private entities furnish these services. Check each that applies:
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[ Governmental entities

Private entities

O No. Financial M anagement Services are not furnished. Standard Medicaid payment mechanisms are used. Do
not complete Item E-1-i.

Appendix E: Participant Direction of Services
E-1: Overview (8 of 13)

i. Provision of Financial Management Services. Financial management services (FMS) may be furnished as a waiver
service or as an administrative activity. Select one:

O FMSare covered asthe waiver service specified in Appendix C-1/C-3

Thewaiver service entitled:

® FMSare provided as an administrative activity.
Provide the following information

i. Types of Entities: Specify the types of entities that furnish FM S and the method of procuring these services:

State designated area agencies are the only types of entitiesin New Hampshire that will be allowed to furnish
financial management services (FMS) as an Medicaid administrative activity.

ii. Payment for FM S. Specify how FM S entities are compensated for the administrative activities that they perform:

Costsrelated to FM S are a Medicaid administrative billing activity.

iii. Scope of FM S. Specify the scope of the supports that FM S entities provide (check each that applies):

Supports furnished when the participant is the employer of direct support workers:

Assist participant in verifying support worker citizenship status
Collect and process timesheets of support workers

Process payroll, withholding, filing and payment of applicable federal, state and local employment-
related taxes and insurance

Other

Specify:

Assists with processing criminal background checks on prospective workers

Supports furnished when the participant exercises budget authority:

Maintain a separate account for each participant's participant-directed budget
Track and report participant funds, disbursements and the balance of participant funds
Process and pay invoices for goods and services approved in the service plan

Provide participant with periodic reports of expenditures and the status of the participant-directed
budget

[ Other servicesand supports
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Specify:

Additional functiong/activities:

Execute and hold Medicaid provider agreements as authorized under a written agreement with the
Medicaid agency

Receive and disburse fundsfor the payment of participant-directed services under an agreement
with the M edicaid agency or operating agency

Provide other entities specified by the state with periodic reports of expendituresand the status of
the participant-directed budget

[ Other

Soecify:

iv. Oversight of FM S Entities. Specify the methods that are employed to: (a) monitor and assess the performance of
FMS entities, including ensuring the integrity of the financial transactions that they perform; (b) the entity (or
entities) responsible for this monitoring; and, (c) how frequently performance is assessed.

BDS conducts a post payment review of PDM S services.

The post payment review starts with a self-assessment process conducted by the area agency and then verified by
BDS on-site monitoring. Post payment review includes:

-verification that receipts/invoices are available to support all expenditures charged to the individual;
-expenditures that have been paid are supported by the individual's service agreement;

-reimbursement for wages paid include details regarding who was paid, on what dates, hours and rate of pay per
hour;

-verification of detailed accounting records payroll records; timesheets or similar payroll documents signed by the
employee and approved by their supervisor;

-that all expenditures are DD Waiver allowable expenses;

-review of utilization within the service authorization to confirm that individual Sguardians are provided with
regular reports of actual spending versus allocated funding amount.

Appendix E: Participant Direction of Services
E-1: Overview (9 of 13)

j- Information and Assistance in Support of Participant Direction. In addition to financial management services,
participant direction is facilitated when information and assistance are available to support participants in managing their
services. These supports may be furnished by one or more entities, provided that there is no duplication. Specify the
payment authority (or authorities) under which these supports are furnished and, where required, provide the additional
information requested (check each that applies):
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[ Case Management Activity. Information and assistance in support of participant direction are furnished as an
element of Medicaid case management services.

Soecify in detail the information and assistance that are furnished through case management for each participant
direction opportunity under the waiver:

Waiver Service Coverage.

Information and assistance in support of
participant direction are provided through the following waiver service coverage(s) specified in Appendix C-1/C-3
(check each that applies):

Participant-Directed Waiver Service Information and Assistance Provided through this Waiver Service Coverage

Respite D
Residential
Habilitation

Service
Coordination

Supported
Employment

]

X]

Environmental
and Vehicle M odification Services

Assistive
Technology

Community
Participation Services

Removable
Prosthodontic Services

Community
Integration Services

CrisisResponse
Services

Wellness Coaching

Specialty Services

Personal
Emer gency Response Services

Community
Support Services

Individual Goods
and Services

Non-M edical D
Transportation

Olgyoo|jgfo)lolgoyoyof o) o

[] Administrative Activity. Information and assistance in support of participant direction are furnished as an
administrative activity.

Foecify (a) the types of entities that furnish these supports; (b) how the supports are procured and compensated; ()
describe in detail the supports that are furnished for each participant direction opportunity under the waiver; (d) the
methods and frequency of assessing the performance of the entities that furnish these supports; and, (€) the entity or
entities responsible for assessing performance:
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Appendix E: Participant Direction of Services
E-1: Overview (10 of 13)

k. Independent Advocacy (select one).

O No. Arrangements have not been made for independent advocacy.

® ves Independent advocacy is availableto participantswho direct their services.

Describe the nature of this independent advocacy and how participants may access this advocacy:

People First of New Hampshire (PFNH):

Since 1992, BDS has assisted with funding for PFNH, a statewide independent self-advocacy organization.
Currently, there are 14 recognized self-advocacy chapters and atotal of 17 groups located throughout NH.
Individuals with disabilities are members of local self-advocacy chapters and each chapter el ects two representatives
to serve on the board of directors of PFNH. PFNH is a non-profit entity run and governed completely by individuals
with disabilities.

People First of New Hampshire's mission isto assist individuals to take control of their lives through learning how
to make decisions and choices which increase their level of independence as well as becoming aware of both their
rights and responsibilities. People First exists to help individuals speak up and speak out about their beliefs and
needs and believe in amore accessible future, where disability is just another form of diversity. 1n 2017, they
changed their mission statement to read as follows: "We are multi-cultural champions of equality who advocate for
people with disabilities to achieve their full potential”.

Advocate New Hampshire:

Asaresult of asummit hosted by the Administration on Developmental Disabilities and Self Advocates Becoming
Empowered, NH established a group named, Advocate NH. More than half of the members of this group are
individuals with intellectual or developmental disabilities. The others are representatives of the University Centers
for Excellence in Developmental Disabilities, DHHS/Bureau of Developmental Services, NH state disability
councils, and Protection and Advocacy agencies. Advocate NH has hosted an annual statewide advocacy conference
since 2013 and continues to host this conference on an annual basis. Thisisthe only conference in NH where the
spotlight session presenters include an individual with disabilities and an individual without disabilities.

Self-Advocacy Leadership Team (SALT):

SALT began as atask force of the New Hampshire Council on Developmental Disabilities and has since taken on a
life of itsown. The group consists of more than 10 adults with disabilities who are committed to ensuring that
disability does not prevent them or anyone else from living life to the fullest. The mission of SALT isto support
people who have disabilities to ensure they have the ability to live quality lives in the community.

New Hampshire's system allows individuals to select any willing and qualified service coordinator of their
choosing.

Appendix E: Participant Direction of Services
E-1: Overview (11 of 13)

I. Voluntary Termination of Participant Direction. Describe how the state accommodates a participant who voluntarily
terminates participant direction in order to receive services through an alternate service delivery method, including how
the state assures continuity of services and participant health and welfare during the transition from participant direction:

10/18/2023



Application for 1915(c) HCBS Waiver: NH.0053.R07.07 - Jul 01, 2023 (as of Jul 01, 2023) Page 186 of 275

Anindividual or guardian may withdraw voluntarily from any service(s) at any time or from participant direction of any
service. Likewise, anindividual or guardian may withdraw voluntarily from the Developmental Disability (DD) waiver.

The DD waiver is designed to support individuals to be involved with Participant Directed and Managed Services to the
extent they wish, and this may be altered at any time. Thiswaiver allows individuals to direct and manage their services
along a continuum; if they no longer have any interest in directing and managing their services, they would be supported
to transition to traditional services available through the Developmental Disabilities Waiver.

Specific attention to the individual's health and welfare is provided through ongoing contacts with the individual by the
service coordinator such as home visits, monthly contact and quarterly discussions around satisfaction of service
participation and provision.

Appendix E: Participant Direction of Services
E-1: Overview (12 of 13)

m. Involuntary Termination of Participant Direction. Specify the circumstances when the state will involuntarily
terminate the use of participant direction and require the participant to receive provider-managed services instead,
including how continuity of services and participant health and welfare is assured during the transition.

Individuals may be disallowed or terminated from managing and directing their services under the following
circumstances:

Incident(s) of behaviors that pose a risk to community safety with or without police or court involvement, or a history of
civil commitment under RSA 171-B, NH's Statute for involuntary commitment;

A formal risk assessment conducted within the past year by a N.H. licensed psychologist or psychiatrist that finds the
individual to pose a moderate or high risk to community safety and includes recommendations on the level of security,

services, and treatment necessary for the individual; and

Recommendation from the area agency’ s human rights committee, established pursuant to RSA 171-A:17, |, that services
under He-M 525 would not provide the degree of security, services, or treatment needed by the individual.

In the cases identified above, the individual may obtain a second opinion from a New Hampshire licensed psychologist or
psychiatrist.

The human rights committee shall consider the findings of the assessment conducted as noted above;

If @ human rights committee convenes, the committee shall meet, if requested, with the individual and the individual’s
representative to explain its decision.

Individuals who are not permitted to direct or manage their services are assisted to access traditional DD Waiver services.

Individuals and their guardians have the right to appeal a decision to disallow or terminate participant direction and
management.

Appendix E: Participant Direction of Services
E-1: Overview (13 of 13)

n. Goalsfor Participant Direction. In the following table, provide the state's goals for each year that the waiver isin effect
for the unduplicated number of waiver participants who are expected to el ect each applicable participant direction
opportunity. Annually, the state will report to CM S the number of participants who elect to direct their waiver services.
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TableE-1-n

Budget Authority Only or Budget Authority in Combination

Employer Authority Only with Employer Authority

Waiver
Year

Number of Participants Number of Participants

Year 1

Year 2

Year 3

Year 4

Year 5

Appendix E: Participant Direction of Services

E-2: Opportunitiesfor Participant Direction (1 of 6)

a. Participant - Employer Authority Complete when the waiver offers the employer authority opportunity as indicated in
Item E-1-b:

i. Participant Employer Status. Specify the participant's employer status under the waiver. Select one or both:

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

Specify the types of agencies (a.k.a., agencies with choice) that serve as co-employers of participant-sel ected
staff:

Both strategies are supported.

The individual/guardian retains ultimate authority over delivery of serviceswhen participating in a co-
employer or a participant common law arrangement in that payment for services to the employee, provider,
or the employing agency is contingent upon signature verification of the individual/guardian that the services
have been provided as agreed by all parties.

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

ii. Participant Decision M aking Authority. The participant (or the participant's representative) has decision making

authority over workers who provide waiver services. Select one or more decision making authorities that
participants exercise:

Recruit staff

Refer staff to agency for hiring (co-employer)

Select staff from worker registry

Hire staff common law employer

Verify staff qualifications

Obtain criminal history and/or background investigation of staff

Specify how the costs of such investigations are compensated:
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The Bureau of Developmental Services has an arrangement with the NH Department of Safety for reduced
fee criminal records checks. In addition, BDS participates directly in paying half the cost of the reduced fee;
the remaining cost is paid by the area agency as part of its administrative responsibilities.

Specify additional staff qualifications based on participant needs and preferences so long as such
qualifications ar e consistent with the qualifications specified in Appendix C-1/C-3.

Specify the state's method to conduct background checksif it varies from Appendix C-2-a:

The state's method to conduct background checks does not vary from as described in C-2-a

Deter mine staff duties consistent with the service specificationsin Appendix C-1/C-3.
Deter mine staff wages and benefits subject to state limits

Schedule staff

Orient and instruct staff in duties

Supervise staff

Evaluate staff performance

Verify timeworked by staff and approve time sheets

Dischar ge staff (common law employer)

Dischar ge staff from providing services (co-employer)

[ Other

Specify:

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (2 of 6)

b. Participant - Budget Authority Complete when the waiver offers the budget authority opportunity asindicated in Item E-
1-b:

i. Participant Decision Making Authority. When the participant has budget authority, indicate the decision-making
authority that the participant may exercise over the budget. Select one or more:

Reallocate funds among servicesincluded in the budget

Determine the amount paid for serviceswithin the state's established limits
Substitute service providers

Schedule the provision of services

Specify additional service provider qualifications consistent with the qualifications specified in
Appendix C-1/C-3

Specify how services are provided, consistent with the service specifications contained in Appendix C-
1C-3

I dentify service providersand refer for provider enrollment
Authorize payment for waiver goods and services

Review and approve provider invoicesfor servicesrendered
] Other
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Specify:

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (3 of 6)

b. Participant - Budget Authority

ii. Participant-Directed Budget Describe in detail the method(s) that are used to establish the amount of the
participant-directed budget for waiver goods and services over which the participant has authority, including how
the method makes use of reliable cost estimating information and is applied consistently to each participant.
Information about these method(s) must be made publicly available.

The method for establishing the amount of the Participant Directed and Managed Services budget is as follows:

The Service Coordinator conducts person-centered service planning with the individual to identify the assessed
needs of the individual and the services needed. Service needs are determined with consideration of the
individual's goals and aspirations as well as information and evaluations shared by the individual and/or guardian
that may have been previously conducted through the participant's school or from a private practitioner,
evaluations conducted as part of the eligibility determination process, and results from the Supports I ntensity
Scale (SIS), Health Risk Screening Tool (HRST) and any other relevant evaluations. Selected services are
outlined in the individual service agreement and an individualized budget for servicesis developed. Individual
budget proposals are submitted to the Bureau of Developmental Services (BDS), which makes all final budget
determinations based on the cost effectiveness of proposed services.

The method that BDS uses to consistently apply budget development to each participant is based on the average
cost for services within this waiver. Budgets are adjusted either up or down to match the individual's needs.

While residential habilitation services are the primary service within PDMS, individual s have the flexibility to
reallocate among the approved services within the service agreement, including increasing or decreasing the
hourly wage of direct service providers to meet specific needs of theindividual. A strength of this approach is
that individual s/guardians can negotiate different payment levels for staff and providers, based on provider skill
set and the individual's needs.

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (4 of 6)

b. Participant - Budget Authority
iii. Informing Participant of Budget Amount. Describe how the state informs each participant of the amount of the

participant-directed budget and the procedures by which the participant may request an adjustment in the budget
amount.
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The individualized budgeting process starts with identification of the individual's service needs as part of the
person-centered service planning process. Information gathered through the eligibility process, the guardian
and/or legal representative (which may include existing eval uations through the participant's school or private
practitioner), the supports intensity scale (SIS), HRST, and any other relevant evaluations needed to determine
appropriate services and support level needed.

Theindividual service agreement (ISA) is developed jointly using the information outlined in the above paragraph
with the individual/guardian and the service coordinator. Service needs identified drive the development of an
individualized budget request which is submitted to BDS for review/approval/denial/renegotiation.

Once the individualized budget is approved by BDS, the communication of final budget approval to the
individual/guardian is done through the service coordinator.

If an individual's service needs change, as demonstrated by assessments, adjustments are made to hisher service
agreement viaan amendment. If additional service funding is needed, subsequent requests follow the same
process as an initial funding request in that the service coordinator develops with the individual/guardian the
revised service agreement based on changes in needs and thisis costed out in the individualized budget and
submitted to BDS for approval.

Individuals/guardians have the right to appeal BDS' decisions.

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (5 of 6)

b. Participant - Budget Authority

iv. Participant Exercise of Budget Flexibility. Select one;

O Modificationsto the participant directed budget must be preceded by a changein the service plan.
® The participant hasthe authority to modify the servicesincluded in the participant directed
budget without prior approval.

Specify how changes in the participant-directed budget are documented, including updating the service plan.
When prior review of changesisrequired in certain circumstances, describe the circumstances and specify the
entity that reviews the proposed change:
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The service coordinator communicates with the individual/guardian or representative regarding available
funds remaining in the individual’ s budget. Monthly reports of the status of each individual's budget and
expenditures are provided to the individual/guardian. Discrepancies relative to planned spending versus
actual spending are addressed by the service coordinator and individual/guardian jointly. Utilization is
carefully monitored by the service coordinator.

If additional funds are needed as aresult of increased service needs, the service agreement is modified and a
request for additional funding is submitted to BDS.

Conversely, when funds are projected to be underutilized on a short-term basis, the underutilized funding
amount may be reallocated to another waiver eligible individual for one-time needs (such asan
Environmental Modification).

Flexibility in this regard plays a significant role in the Participant Directed and Managed Services model. If
significant changes are desired, for example, ending one service and adding a new service not previously
included in the service agreement, a modification of the service agreement would be required. Aslong as
these changes are budget neutral, meet the requirements for the Devel opmental Disabilities Waiver, and do
not exceed service limits, there may be no need for BDS to review/approve such changes. All budgets and
service arrangements are reviewed on at least an annual basis.

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (6 of 6)

b. Participant - Budget Authority

v. Expenditur e Safeguar ds. Describe the safeguards that have been established for the timely prevention of the
premature depletion of the participant-directed budget or to address potential service delivery problems that may be
associated with budget underutilization and the entity (or entities) responsible for implementing these safeguards:

The service coordinator communicates with the individual/guardian relative to available funds. Monthly reports
of the status of each individual's budget and expenditures are provided and discussed with the individual.
Utilization is carefully monitored.

If a participant/guardian appear to be utilizing the funding at a higher/lower rate than the monthly average, the
service coordinator monitors the spending and works with the individual/guardian to understand if the
overspending or underspending in any given quarter isrelated to changes in service needs.

If additional funds are needed as aresult of increased service needs, the service agreement is modified (based on
updated assessments) and a request for additional funding is submitted to the Bureau of Developmental Services.
All requests for increased funds must be accompanied by appropriate justifications to support the change. This
includes information from recent or updated assessments/eval uations/screenings such Supports Intensity Scale,
Health Risk Screening Tool, risk assessment, and/or any other relevant evaluation.

Conversely, when funds are projected to be underutilized on a short-term basis, the underutilized funding amount
may be reallocated to another waiver eligible individual for one time needs (such as an Environmental
Modification).

The service coordinator ensures that the funds budgeted for an individual are appropriately and fully utilized by
theindividual. Discrepancies relative to planned spending vs. actual spending are addressed by the service
coordinator and individual jointly on an on-going basis.

Appendix F: Participant Rights
Appendix F-1: Opportunity to Request a Fair Hearing

The state provides an opportunity to request a Fair Hearing under 42 CFR Part 431, Subpart E to individuas: () who are not
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given the choice of home and community-based services as an aternative to the institutional care specified in Item 1-F of the
request; (b) are denied the service(s) of their choice or the provider(s) of their choice; or, (c) whose services are denied,
suspended, reduced or terminated. The state provides notice of action as required in 42 CFR 8431.210.

Proceduresfor Offering Opportunity to Request a Fair Hearing. Describe how the individual (or his’her legal representative)
isinformed of the opportunity to request afair hearing under 42 CFR Part 431, Subpart E. Specify the notice(s) that are used to
offer individuals the opportunity to request a Fair Hearing. State laws, regulations, policies and notices referenced in the
description are available to CM S upon request through the operating or Medicaid agency.

Pursuant to He-M 517, anyone who has been denied waiver services because the Department determines he/she does not meet
the eligibility criteriafor waiver services may appeal the decision within 30 working days of receipt of the decision. Such appeal
reguest shall be made by forwarding the request to the bureau administrator, in writing, in care of the department’ s office of
client and legal services, and shall then be forward to the department’ s administrative appeals unit, which will schedule and
conduct the hearing. If afair hearing is requested, the following actions occur: For current waiver services recipients, services
and payments continue as a consequence of an appeal for afair hearing until a decision has been made; and If BDS decision is
upheld, benefits will cease 60 days from the date of the denial letter or 30 days from the hearing decision, whichever is later.
Copies of the Department’ s denial would be located in the Medicaid Management Information System (MMIS) system under
the applicant's name

Pursuant to administrative rule He-M 503, any determination, action, or inaction by an area agency or provider agency may be
appealed by an individual, guardian, or representative, and can be appealed by forwarding an appeal request in writing to the
bureau administrator in care of the department’ s office of client and legal services. Once received, the appeal request will be
forwarded to the department’ s administrative appeal s unit, which will schedule and conduct the hearing. The following actions
are subject to the notification requirements:

(1) Adverse digibility actions under He-M 503; (2) Denial of services by the bureau pursuant to He-M 503; and (3) A
determination to terminate services under He-M 503. Written and verbal notice shall be provided to the applicant and
representative of the specified actions, including: (1) The specific rules that support, or the federal or state law that requires, the
action; (2) Notice of the individual’ s right to appeal in accordance with He-C 200 within 30 days and the process for filing an
appeal, including the contact information to initiate the appeal with the bureau administrator; (3) Notice of the individual’s
continued right to services pending appeal, when applicable; (4) Notice of the right to have representation with an appeal by: a.
Legal counsel; b. A relative; c. A friend; or d. Another spokesperson; (5) Notice that neither the area agency, provider agency nor
the bureau is responsible for the cost of representation; (6) Notice of organizations with their addresses and phone numbers that
might be available to provide legal assistance and advocacy, including the Disabilities Rights Center and pro bono or reduced fee
assistance. If ahearing is requested, the following shall occur:

1) For current recipients, services and payments shall be continued as a consequence of an appeal for a hearing until a decision
has been made, and if the decision is upheld, benefits shall cease 60 days from the date of the denial letter, or 30 days from the
hearing decision, whichever islater, or

2) In the instance of termination of services, services shall cease one year after the initial decision to terminate services or 30
days from the hearing decision, whichever is later.

Appendix F: Participant-Rights
Appendix F-2: Additional Dispute Resolution Process

a. Availability of Additional Dispute Resolution Process. Indicate whether the state operates another dispute resolution
process that offers participants the opportunity to appea decisions that adversely affect their services while preserving
their right to a Fair Hearing. Select one:

O No. This Appendix does not apply
® Yes Thestate operates an additional disputeresolution process

b. Description of Additional Dispute Resolution Process. Describe the additional dispute resolution process, including: (a)
the state agency that operates the process; (b) the nature of the process (i.e., procedures and timeframes), including the
types of disputes addressed through the process; and, (¢) how theright to aMedicaid Fair Hearing is preserved when a
participant elects to make use of the process: State laws, regulations, and policies referenced in the description are
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available to CM S upon request through the operating or Medicaid agency.
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The Prepaid Ambulatory Health Plan (PAHP) operates a member grievance and appeal process, which are specific to
Removabl e Prosthodontic Services only, as thisisthe only service in thiswaiver that is delivered by the PAHP. The
PAHP grievance and appeal processes do not supplant the waiver participant's ability to request State afair hearing.

PAHP Grievance Process

The PAHP shall permit a Member, or the Member’ s authorized representative with the Member’ s written consent, to file
agrievance with the PAHP either oraly or in writing at any time. [42 CFR 438.402(c)(1)(i-ii); 42 CFR 438.408; 42 CFR
438.402(c)(2)(i); 42 CFR 438.402(c)(3)(i)]

The Grievance Process shall address Member’s expression of dissatisfaction with any aspect of their care other than an
adverse benefit determination. Subjects for grievances include, but are not limited to:

-The quality of care or services provided;

-Aspects of interpersonal relationships such as rudeness of a Provider or employes;

-Failure to respect the Member’ srights;

-Dispute of an extension of time proposed by the PAHP to make an authorization decision;

The PAHP shall complete the resolution of a grievance and provide notice to the affected parties as expeditiously as the
Member’s health condition requires, but not later than forty-five (45) calendar days from the day the PAHP receives the
grievance or within fifty-nine (59) calendar days of receipt of the grievance for grievances extended for up to fourteen
(14) calendar days even if the PAHP does not have all the information necessary to make the decision. [42 CFR
438.408(a); 42 CFR 438.408(b)(1)]

The PAHP may extend the timeframe for processing a grievance by up to fourteen (14) calendar days:

-If the Member requests the extension; or

-If the PAHP shows that there is need for additional information and that the delay isin the Member’s interest (upon
State request). [42 CFR 438.408(c)(1)(i-ii); 438.408(b)(1)]

If the PAHP extends the timeline for a grievance not at the request of the Member, the PAHP shall:

-Make reasonabl e efforts to give the Member prompt oral notice of the delay; and

-Give the Member written notice, within two (2) calendar days, of the reason for the decision to extend the timeframe and
inform the Member of theright to file agrievance if he or she disagrees with

that decision. [42 CFR 438.408(c)(2)(i-ii); 42 CFR 438.408(b)(1)

The PAHP shall notify Members of the resolution of grievances. The notification may be orally or in writing for
grievances not involving clinical issues. Notices of resolution for clinical issues shall be in writing. [42 CFR

438.408(d)(1); 42 CFR 438.10]

Members shall not have theright to a State fair hearing in regard to the resolution of a grievance.

PAHP Appeal Process

The PAHP shall permit a Member, or the Member’ s authorized representative, or a Provider acting on behalf of the
Member and with the Member’ s written consent, to request an appeal orally or in writing of any PAHP action. [42 CFR
438.402(c)(3)(ii); 42 CFR 438.402(c)(1)(ii)]

The PAHP shall include as parties to the appeal, the Member and the Member’ s authorized representative, or the legal
representative of the deceased Member’s State. [42 CFR 438.406(b)(6)]

The PAHP shall permit aMember to file an appeal, either orally or in writing, within sixty (60) calendar days of the date
on the PAHP s notice of action. [42 CFR 438.402(c)(2)(ii)]

The PAHP shall ensure that oral inquiries seeking to appeal an action are treated as appeals. [42 CFR 438.406(b)(3)]

If the Department receives arequest to appeal an action of the PAHP, the Department shall forward relevant information
to the PAHP and the PAHP shall contact the Member and acknowledge receipt of the appeal. [42 CFR 438.406(b)(1); 42
CFR 438.228(a)]
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The PAHP shall ensure that any decision to deny a service authorization request or to authorize a service in an amount,
duration, or scope that isless than requested, shall be made by a health care professional who has appropriate clinical
expertise in treating the Member’s condition or disease.

The PAHP shall permit the Member a reasonable opportunity to present evidence, and allegations of fact or law, in
person as well asin writing [42 CFR 438.406(b)(4)]. The PAHP shall inform the Member of the limited time available
for thisin the case of expedited resolution.

The PAHP shall provide the Member and the Member’ s representative an opportunity to receive the Member’'s casefile,
including medical records, and any other documents and records considered during the Appeal Process free of charge
prior to the resolution. [42 CFR 438.406(b)(5); 438.408(b-C)]

The PAHP may offer peer-to-peer review support, with alike clinician, upon request from a Member’s Provider prior to
the appeal decision. Any such peer-to-peer review should occur in atimely manner.

The PAHP shall resolve standard Member appeal s within thirty (30) calendar days from the date the appeal wasfiled
with the PAHP. [42 CFR 438.408(a); 42 CFR 438.408(b)(2)]

The date of filing shall be considered either the date of receipt of an oral request for appeal or a written request for appeal
from either the Member or Provider, whichever date is the earliest.

If the PAHP fails to adhere to notice and timing requirements, established in 42 CFR 438.408, then the Member is
deemed to have exhausted the PAHP' s appeal s process, and the Member may initiate a State fair hearing. [42 CFR
438.408; 42 CFR 438.402(c)(1)(i)(A)]

The PAHP shall permit the appeal of any action taken by the PAHP. Actions shall include, but are not limited to the
following:

-Denial or limited authorization of arequested service, including the type or level of service;

-Reduction, suspension, or termination of a previously authorized service;

-Denidl, inwhole or in part, of payment for a service. [42 CFR 438.400(b)(3)];

-Failure to provide servicesin atimely manner, as defined by this Agreement;

-Untimely service authorizations;

-Failure of the PAHP to act within the timeframes outlined in the PAHP Agreement; and

-At such times, if any, that the Department has an Agreement with fewer than two (2) PAHPs, for arural arearesident
with only one (1) PAHP, the denial of a Member’s request to obtain services outside

the network, in accordance with 42 CFR 438.52(b)(2)(ii).

Expedited Appeal

For appeals when the PAHP determines, as the result of a request from the Member, or a Provider request on the
Member’s behalf or supporting the Member’ s request, that taking the time for a standard resolution could seriously
jeopardize the Member’'slife or health or ability to attain, maintain, or regain maximum function. [42 CFR 438.410(a)]

The PAHP shall inform Members of the limited time available to present evidence and testimony, in person and in
writing, and make legal and factual arguments sufficiently in advance of the resolution timeframe for expedited appeals.
[42 CFR 438.406(b)(4); 42 CFR 438.408(b); 42 CFR 438.408(c)]

The PAHP shall make a decision on the Member’ s request for expedited appeal and provide notice, as expeditioudly as
the Member’s health condition requires, but no later than seventy-two (72) hours after the PAHP receives the appeal. [42
CFR 438.408(a); 42 CFR 438.408(b)(3)]

The PAHP may extend the seventy-two (72) hour time period by up to fourteen (14) calendar days if the Member
reguests an extension, or if the PAHP justifies a need for additional information and how the extension isin the
Member’s interest. [42 CFR 438.408(c)(1); 42 CFR 438.408(b)(2)] The PAHP shall also make reasonable efforts to
provide oral notice.
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The date of filing of an expedited appeal shall be considered either an oral request for appeal or awritten request from
either the Member or Provider, whichever date is the earliest.

If the PAHP extends the timeframes not at the request of the Member, it shall:

-Make reasonabl e efforts to give the Member prompt oral notice of the delay by providing a minimum of three (3) oral
attempts to contact the Member at various times of the day, on different days within

two (2) calendar days of the PAHP' s decision to extend the timeframe as detailed in He-W 506.08());

-Within two (2) calendar days give the Member written notice of the reason for the decision to extend the timeframe and
inform the Member of theright to file agrievance if he or she disagrees with

that decision;

-Resolve the appeal as expeditiously as the Member’s health condition requires and no later than the date the extension
expires. [42 CFR 438.408(c)(2)(i-iii); 42 CFR 438.408(b)(2)-(3)]

The PAHP shall ensure that punitive action is not taken against a Provider who requests an expedited resolution or
supports a Member’s appeal.

If the PAHP denies arequest for expedited resolution of an appeal, it shall transfer the appeal to the timeframe for
standard resolution and make reasonabl e efforts to give the Member prompt oral notice of the denial, and follow up
within two (2) calendar days with awritten notice. [42 CFR 438.410(c); 42 CFR 438.408(b)(2); 42 CFR 438.408(c)(2)]

The Member has aright to file a grievance regarding the PAHPs denial of arequest for expedited resolution. The PAHP
shall inform the Member of hisher right and the proceduresto file a grievance in the notice of denial.

Appendix F: Participant-Rights
Appendix F-3: State Grievance/Complaint System

a. Operation of Grievance/Complaint System. Select one:

O No. This Appendix does not apply

® ves Thestate operates a grievance/complaint system that affords participants the opportunity to register
grievances or complaints concerning the provision of services under thiswaiver

b. Operational Responsibility. Specify the state agency that is responsible for the operation of the grievance/complaint
system:

Pursuant to 171-A:19 the NH Department of Health and Human Services has established a Client and Legal Services
Section; its functions and responsibilities include but are not limited to:

-Assisting the Commissioner in responding to inquiries and complaints by or on behalf of mentaly ill or developmentally
disabled persons;

-Assisting the Commissioner in securing needed services and information for mentally ill persons, developmentally
disabled persons, or their respective families; and

-Assisting the Commissioner in assuring that the human rights of mentally ill persons and of developmentally disabled
clientsin the service delivery system are protected.

c. Description of System. Describe the grievance/complaint system, including: (a) the types of grievances/complaints that
participants may register; (b) the process and timelines for addressing grievances/complaints; and, (c) the mechanisms that
are used to resolve grievances/complaints. State laws, regulations, and policies referenced in the description are available
to CM S upon request through the Medicaid agency or the operating agency (if applicable).
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The Office of Client and Legal Services (OCLS) administers and directly implements the complaint system outlined in
He-M 202. OCL S maintains a 24-hour hotline to receive complaints. User friendly brochures are shared with all
participants, guardians, area agency staff, providers, and stakeholders on an on-going basis to ensure awareness of the
process and numbersto call.

Complaints are generally reported when there is an allegation, assertion, or indication that the following have occurred
with respect to an individual: abuse, neglect, exploitation, or arights violation pursuant to He-M 310 by an employee of,
or contractor, consultant, or volunteer for an area agency or program; DHHS, the area agency, or any other program.

The OCLS has 3 people designated as complaint investigators at all times. Additional investigators are hired if more are
needed to carry out all the duties of the complaint investigation process within the timelines required by He-M 202.

OCL S assigns each complaint to a complaint investigator as soon as possible but not later than one business day
following receipt of the complaint.

Complaints involving abuse, neglect, or exploitation are investigated prior to any other complaints and the complaint is
also shared with Adult Protective Services or the Division for Children, Y outh and Families depending on the age of the
participant. Other complaints are investigated in the order in which they are received.

In any complaint, area agencies are required to assure participants are protected pending completion of any investigation.

The complaint investigator investigates and attempts to resolve the complaint to the satisfaction of the individual or hisor
her guardian or representative within 15 business days following the process outlined in He-M 202.07. A formal report
must be issued within the 15 business day timeline. The timeline may be extended by an additional 10 business daysiif
any of the following factors makes it impossible to issue areport as required:

(1) The number of allegations to be investigated;

(2) The number or availability of witnesses to be contacted;
(3) Theavailahility of evidence; or

(4) Other similar complicating circumstances.

The full report is provided to the individual or his or her guardian, the area agency executive director, and the program
involved, if any. If the report includes recommendations for resolution that require area agency or program action, the
action must be taken within 20 business days of the date of the final report, unless a shorter timeline is specified. The
area agency or program must send written documentation of such actions to the complaint investigator. If implementation
of the action will take longer than 20 days, the area agency or program shall send documentation to the complaint
investigator of the planned action within 20 business days from the date of the report, and shall send written
documentation demonstrating implementation of the action to the complaint investigator upon completion.

As part of the overall complaint investigation process, the following is also required in He-M 202 and He-M 503:

Each area agency must annually share information to all programs, participants, families, and stakeholders the procedures
and contact information for filing a complaint. Additionally, each area agency must have this information posted
internally within their offices and to their website.

At aminimum, the service coordinator must discuss and provide information in writing, to the individual, guardian,
and/or family the procedures and contact information for filing a complaint during the annual person-centered planning
meeting.

Appendix G: Participant Safeguards
Appendix G-1. Responseto Critical Eventsor Incidents

a. Critical Event or Incident Reporting and M anagement Process. Indicate whether the state operates Critical Event or
Incident Reporting and Management Process that enables the state to collect information on sentinel events occurring in
the waiver program.Select one:

® Yes Thestate operatesa Critical Event or Incident Reporting and M anagement Process (complete Items b
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through €)

O No. This Appendix does not apply (do not complete Items b through €)
If the state does not operate a Critical Event or Incident Reporting and Management Process, describe the process that
the state uses to dlicit information on the health and welfare of individual s served through the program.

b. State Critical Event or Incident Reporting Requirements. Specify the types of critical events or incidents (including
alleged abuse, neglect and exploitation) that the state requires to be reported for review and follow-up action by an
appropriate authority, the individuals and/or entities that are required to report such events and incidents and the timelines
for reporting. State laws, regulations, and policies that are referenced are available to CMS upon request through the
Medicaid agency or the operating agency (if applicable).
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Pursuant to State Administrative Rule He-M 202, any agency staff who suspects a participant has been the victim of
abuse, neglect or exploitation must call in acomplaint to the Office of Client and Legal Services (OCLS).

The Department of Health and Human Services (DHHS) has a policy regarding critical events, referred to as the Bureau
of Quality Assurance and Improvement (BQAI) PO.1003 Sentinel Event Reporting and Review Poalicy, as part of a
comprehensive quality assurance program with BQAI that establishes the reporting and review requirements of sentinel
eventsinvolving individuals served by the Department. Both community providers and DHHS divisions or bureaus that
provide direct care services shall report sentinel events as directed by this policy. Statutory authority for reviews of
sentinel eventsis set forthin NH RSA 126-A:4, |V.

A sentingl event is an unexpected occurrence involving death or serious physical or psychological injury, or risk thereof.
Serious injury specifically includes loss of limb or function. The Bureau of Quality Assurance and Improvement (BQAI)
has adopted the following categories of reportable sentinel events.

Client-centered sentinel events, in which the individual is either avictim and/or perpetrator, include:

1. Any sudden, unanticipated, or accidental death, not including homicide or suicide, and not related to the natural course
of an individua’sillness or underlying condition.

2. Permanent loss of function, not related to the natural course of an individual’sillness or underlying condition, resulting
from such causes including but not limited to:

A medication error, and/or

An unauthorized departure or abduction from afacility providing care, and/or

A delay or failure to provide requested and/or medically necessary services due to waitlists, availability, insurance
coverage, or  resource limits.

3. Homicide.
4. Suicide.

5. Suicide attempt, such as self-injurious behavior with a non-fatal outcome, with explicit or implicit evidence that the
person intended to die, and medical intervention was needed.

6. Rape or any other sexual assault.

7. Serious physical injury to or by aclient.

8. Serious psychological injury that jeopardizes the person’s health that is associated with the planning and delivery of
care.

9. Injuries due to physical or mechanical restraints.

10. High profile event, such as:

media coverage;

police involvement when the involvement is related to a crime or suspected crime; and/or,

an issue that may present significant risk to DHHS staff or operations.

Reportable sentinel events shall be those sentinel events that involve individuals who:

« Are receiving Department funded services,
« Have received Department funded services within the preceding 30 days; or
« Are the subject of a Child or Adult Protective Services report.

All providers of servicesthrough DHHS and the Bureau of Developmental Services (BDS) are required to report sentinel
events that involve an individual who is receiving BDS funded services; has received BDS funded services within the
preceding 30 days; is employed in a BDS funded program; or isvisiting a BDS funded program when an event occurs.

Notification shall be provided to the BDS Bureau Administrator or designee in accordance with the timeframes and
methods outlined in the Sentinel Event Reporting and Review Policy.

Bureau of Quality Assurance and Improvement (BQAI) PO.1003 Sentinel Event Reporting and Review Poalicy:
https.//www.dhhs.nh.gov/bgai/documents/sentinel -event.pdf

Upon the discovery of a sentinel event by acommunity provider or by a DHHS Division or Bureau (whether by direct
report by a provider, other mandatory reporting mechanisms, or a more general discovery), that person or entity shall

provide verbal notification to the appropriate DHHS Bureau Administrator or designee within 24 hours. Written
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notification of the sentinel event shall be provided by the reporting person or designated agency staff to the appropriate
DHHS Office within 72 hours of the event.

c. Participant Training and Education. Describe how training and/or information is provided to participants (and/or
families or legal representatives, as appropriate) concerning protections from abuse, neglect, and exploitation, including
how participants (and/or families or legal representatives, as appropriate) can notify appropriate authorities or entities
when the participant may have experienced abuse, neglect or exploitation.

Therights of all individuals with developmental disabilities to be free from abuse, neglect, and exploitation are detailed
in NH State Administrative Rule He-M 310. In accordance with He-M 310 and He-M 503, provider agencies are required
to notify individuals and guardians or representatives of individuals' rightsin accordance with He-M 310 upon initial
participation in any service, upon any changein provider agency or community residence, and at least once a year after
initial participation. The required notification also includes informing individuals, their guardian or representative, of the

process for filing a complaint pursuant to State Administrative rule He-M 202.

. Responsibility for Review of and Responseto Critical Eventsor Incidents. Specify the entity (or entities) that receives
reports of critical events or incidents specified in item G-1-a, the methods that are employed to evaluate such reports, and

the processes and time-frames for responding to critical events or incidents, including conducting investigations.
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The Office of Client and Legal Services (OCLS) receives complaints of abuse, neglect, exploitation and unexplained
death. OCL S maintains a 24 hour hot line to receive such complaints. The OCLS has 3 persons designated as complaint
investigators at al times. Additional investigators are hired if more are needed to carry out all the duties of the complaint
investigation process within the timelines required by He-M 202.

OCL S assigns each complaint to a complaint investigator as soon as possible but not later than one business day
following receipt of the complaint.

The complaint investigator investigates and attempts to resolve the complaint to the satisfaction of the individual or hisor
her guardian or representative within 15 business days following the process outlined in He-M 202.07. The timeline may
be extended by an additional 10 business days if any of the following factors makes it impossible to issue areport as
required:

(1) The number of allegations to be investigated;

(2) The number or availability of witnesses to be contacted;

(3) Theavailahility of evidence; or

(4) Other similar complicating circumstances.

At the conclusion of the investigation, the complaint investigator prepares areport that includes:

(1) A summary of the issues presented, including any issues that arose during the investigation;

(2) The names of persons interviewed during the investigation;

(3) A list of all documents and other evidence reviewed;

(4) The dates of any reports made to BEAS or DCYF, if applicable;

(5) Investigatory findings of fact;

(6) A discussion of the investigatory findings of fact, a determination of whether the allegations are founded or
unfounded, and an explanation of why such determination was made;

(7) A discussion of systemic factors that caused, contributed to, or exacerbated the violation; and

(8) The proposed resolution and, as applicable, the proposed corrective action by the area agency, program, or bureau.

Thefull report is provided to the individual or his or her guardian, the area agency executive director, and the executive
director of the program involved, if any. If the report includes recommendations for resolution that require area agency or
program action, the action must be taken within 20 business days of the date of the final report, unless a shorter timeline
isspecified. The area agency or program must send written documentation of such actions to the complaint investigator.
If implementation of the action will take longer than 20 days, the area agency or program shall send documentation to the
complaint investigator of the planned action within 20 business days from the date of the report, and shall send written
documentation demonstrating implementation of the action to the complaint investigator upon completion.

The BQAI policy for reporting Sentinel Events requires the community agencies (Area Agencies) to make verbal
notification to the State within 24 hours of the discovery of a sentingl event, and to provide written notification to the
State on the required Sentinel Event form within 72 hours of the Sentinel Event. For sentinel events reported to BDS that
do not require acomplaint investigation in accordance with He-M 202, the BDS clinical administrator will review the
sentinel event and assure it is provided to the appropriate BDS staff for follow up with the area agency and/or program.

Each agency is expected to complete its own review of areportable sentinel event consistent with the applicable DHHS
administrative rules and its agency policies regarding incidents and events that are consistent with the BQAI definition of
asentinel event. Thereview of the event shall identify recommendations for follow-up activity to address identified
systemic issues, if any and shall be reported to BDS on a quarterly basis.

e. Responsibility for Oversight of Critical Incidents and Events. Identify the state agency (or agencies) responsible for

overseeing the reporting of and response to critical incidents or events that affect waiver participants, how this oversight is
conducted, and how frequently.
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If complaint investigation reports issued by the Office of Client and Legal Services (OCLS) contain recommendations for
remedial action, the agency is required to provide aresponse to the plan, and documentation to demonstrate the actions to
comply with the remedial action. The OCLS maintains a database that includes whether agencies provide the required
documentation to support the remedial action.

During the redesignation process, the Bureau of Developmental Services reviews Area Agency compliance with all rules,
including He-M 202. If the Area Agency is determined to not be in compliance with providing documentation to support
compliance, BDS will note this and require remedial action.

During annual governance audits, BDS staff require area agencies to provide their policy to demonstrate compliance with
the BQAI sentinel event reporting policy. In addition, BQAI maintains a database of all reported sentinel events.

In theindividual complaint investigation reports, the OCL S complaint investigators note any systemic factors that
contributed to the complaint and include recommendations to prevent similar occurrences in the future.

Building a stronger incident management system is apriority for BDS. The state is working with Health Risk Screening
(HRS) to build a module into the existing HRS platform to track incident reports electronically which will allow for
streamlined data collection and reporting. Oversight of incident reporting/sentinel event reporting and complaint
outcomes are ongoing.

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concer ning Restraints and Restrictive I nterventions (1 of
3)

a. Use of Restraints. (Select one): (For waiver actions submitted before March 2014, responses in Appendix G-2-a will
display information for both restraints and seclusion. For most waiver actions submitted after March 2014, responses
regarding seclusion appear in Appendix G-2-c.)

O The gtate does not permit or prohibitsthe use of restraints

Specify the state agency (or agencies) responsible for detecting the unauthorized use of restraints and how this
oversight is conducted and its frequency:

® Theuseof redtraintsis permitted during the cour se of the delivery of waiver services. Complete ltems G-2-a-i
and G-2-aii.

i. Safeguards Concerning the Use of Restraints. Specify the safeguards that the state has established
concerning the use of each type of restraint (i.e., personal restraints, drugs used as restraints, mechanical
restraints). State laws, regulations, and policiesthat are referenced are available to CM S upon reguest through
the Medicaid agency or the operating agency (if applicable).
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Pursuant to He-M 310, individuals are assured the right to freedom from restraint including:

a. For individuals under the age of 18, the right to limitations on the use of restraint pursuant to RSA 126-U;
and

b. Theright to be free from seclusion and physical, mechanical, or pharmacological restraint except that in
cases of emergency such as the occurrence or serious threat of extreme violence, personal injury, or
attempted suicide where no less restrictive alternative would be effective:

1. Such means of restraint as are authorized by a prescribing practitioner and approved by a human rights
committee pursuant to RSA 171-A:17, I1(c), may be used as part of atreatment plan to which the individual
or individual’s guardian or representative, if any, has consented, having made an informed decision to do so;
and

2. The minimum necessary degree of restraint may also be used:

(i) Inanemergency to prevent harm to the individual or others or prevent substantial damage to property;

(ii) Aspart of abehavior change program that limits an individual’ s rights and is approved by a human
rights committee pursuant to RSA 171-A:17, 11, (c); or

(iii) When the person is involuntarily admitted in accordance with RSA 171-B.

RSA 171:A requires that each area agency have a Human Rights Committee (HRC)of 5 or more people, the
majority of the members are people who represent the interests of individuals with developmental disabilities
and who are not employees of the department.

The duties of the HRC include, but are not limited to:

-Evaluating the treatment and habilitation provided;

-Regularly monitoring the implementation of individual service agreements,

-Monitoring the use of restrictive or intrusive interventions designed to address challenging behavior;
-Fostering the capacity of individuals served by the area agency to exercise more choice and control in their
lives, and

-Promoting advocacy programs on behalf of the clients.

ii. State Oversight Responsibility. Specify the state agency (or agencies) responsible for overseeing the use of

restraints and ensuring that state safeguards concerning their use are followed and how such oversight is
conducted and its frequency:
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The Bureau of Developmental Services (BDS) monitors the authorized and unauthorized use of restraints
through the following mechanisms;

Quiarterly reports are submitted from each Human Rights Committee (HRC) within each area agency that
identifies monitoring and review of any use of authorized restraints and unauthorized restraints broken down
by waiver. The report must identify follow-up action if an unauthorized restraint was used.

Complaint Investigations are conducted by the NH Office of Client and Legal Servicesfor al allegations of
abuse, neglect or exploitation of all BDS waiver participants. Reportsindicate if an unauthorized use of
restraint was used and recommendations for corrective action are made.

Asdescribed in section G-1(b), if an incident occurred that falls under the definition of the DHHS Sentinel
Event process, BDS would be immediately notified. The outcome of the Sentinel Event Review would
indicate corrective actions necessary.

Health information is reviewed and updated at least annually (by the area agency) using the Health Risk
Screening Tool that includes utilization of psychotropic medications. BDS runs quarterly reports to monitor
changes in health risk screening levels.

As part of service review audits, service agreements are reviewed along with progress notes, approved
behavior plans, documentation of approval from the HRC, satisfaction surveys, and data from all relevant
evaluations, assessments and screenings including the Supports Intensity Scale, Health Risk Screening Tool,
Risk Assessment (if applicable)and any other relevant evaluations.

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concer ning Restraints and Restrictive I nterventions (2 of
3)

b. Use of Restrictive I nterventions. (Select one):

O The gtate does not permit or prohibitsthe use of restrictiveinterventions

Specify the state agency (or agencies) responsible for detecting the unauthorized use of restrictive interventions and
how this oversight is conducted and its frequency:

® Theuseof redrictive interventionsis permitted during the cour se of the delivery of waiver services Complete
Items G-2-b-i and G-2-b-ii.

i. Safeguards Concerning the Use of Restrictive I nterventions. Specify the safeguards that the state hasin
effect concerning the use of interventions that restrict participant movement, participant access to other
individuals, locations or activities, restrict participant rights or employ aversive methods (not including
restraints or seclusion) to modify behavior. State laws, regulations, and policies referenced in the specification
are available to CM S upon request through the Medicaid agency or the operating agency.

10/18/2023



Application for 1915(c) HCBS Waiver: NH.0053.R07.07 - Jul 01, 2023 (as of Jul 01, 2023) Page 205 of 275

Pursuant to He-M 310, individuals are assured the right to freedom from restraint including:

a. For individuals under the age of 18, the right to limitations on the use of restraint pursuant to RSA 126-U;
and

b. Theright to be free from seclusion and physical, mechanical, or pharmacological restraint except that in
cases of emergency such as the occurrence or serious threat of extreme violence, personal injury, or
attempted suicide where no less restrictive alternative would be effective:

1. Such means of restraint as are authorized by a prescribing practitioner and approved by a human rights
committee pursuant to RSA 171-A:17, I1(c), may be used as part of atreatment plan to which the individual
or individual’s guardian or representative, if any, has consented, having made an informed decision to do so;
and

2. The minimum necessary degree of restraint may also be used:

(i) Inanemergency to prevent harm to the individual or others or prevent substantial damage to property;
(ii) Aspart of abehavior change program that limits an individual’ s rights and is approved by a human
rights committee pursuant to RSA 171-A:17, 11, (c); or

(iii) When the person isinvoluntarily admitted in accordance with RSA 171-B.

RSA 171:A requires that each area agency have a Human Rights Committee of 5 or more people, the
majority of the members are people who represent the interests of people with developmental disabilities and
who are not employees of the department.

The duties of the HRC include, but are not limited to:

-Evaluating the treatment and habilitation provided;

-‘Regularly monitoring the implementation of individual service agreements;

-‘Monitoring the use of restrictive or intrusive interventions designed to address challenging behavior;
-Fostering the capacity of individuals served by the area agency to exercise more choice and control in their
lives; and

-Promoting advocacy programs on behalf of the clients.

ii. State Oversight Responsibility. Specify the state agency (or agencies) responsible for monitoring and
overseeing the use of restrictive interventions and how this oversight is conducted and its frequency:

BDS monitors the authorized and unauthorized use of restrictive interventions through the following
mechanisms:

Quarterly reports are submitted from each Human Rights Committees (HRCs) within each area agency that
identifies monitoring and review of any use of authorized restrictive intervention and unauthorized restrictive
intervention broken down by waiver. The report must identify follow-up action if an unauthorized restrictive
intervention was used.

Complaint Investigations conducted by the NH Office of Client and Legal Servicesfor all allegations of
abuse, neglect or exploitation of all BDS waiver participants. Reportsindicate if an unauthorized use of
restrictive intervention was used and recommendations for corrective action are made.

Asdescribed in section G-1(b), if an incident occurred that falls under the definition of the DHHS sentinel
event process, BDS would be immediately notified. The outcome of the sentinel event review would indicate
corrective actions necessary.

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concer ning Restraints and Restrictive I nterventions (3 of
3)

¢. Use of Seclusion. (Select one): (This section will be blank for waivers submitted before Appendix G-2-c was added to
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WMSin March 2014, and responses for seclusion will display in Appendix G-2-a combined with information on
restraints.)

O The state does not permit or prohibitsthe use of seclusion

Specify the state agency (or agencies) responsible for detecting the unauthorized use of seclusion and how this
oversight is conducted and its frequency:

® Theuseof seclusion is permitted during the course of the delivery of waiver services. Complete Items G-2-c-i
and G-2-c-ii.

i. Safeguards Concer ning the Use of Seclusion. Specify the safeguards that the state has established
concerning the use of each type of seclusion. State laws, regulations, and policies that are referenced are
available to CM S upon request through the Medicaid agency or the operating agency (if applicable).

Pursuant to He-M 310, individuals are assured the right to freedom from restraint (and seclusion) including:

a. For individuals under the age of 18, the right to limitations on the use of restraint pursuant to RSA 126-U;
and

b. The right to be free from seclusion and physical, mechanical or pharmacological restraint except that in
cases of emergency such as the occurrence or serious threat of extreme violence, personal injury, or
attempted suicide where no less restrictive alternative would be effective:

1. Such means of restraint as are authorized by a prescribing practitioner and approved by a human rights
committee pursuant to RSA 171-A:17, 11(c), may be used as part of atreatment plan to which the individual
or individual’ s guardian or representative, if any, has consented, having made an informed decision to do so;
and

2. The minimum necessary degree of restraint may also be used:

(i) In an emergency to prevent harm to the individua or others or prevent substantial damage to property;

(i) As part of a behavior change program that limits an individual’ s rights and is approved by a human rights
committee pursuant to RSA 171-A:17, 11, (c); or

(iii) When the person isinvoluntarily admitted in accordance with RSA 171-B.

ii. State Oversight Responsibility. Specify the state agency (or agencies) responsible for overseeing the use of
seclusion and ensuring that state safeguards concerning their use are followed and how such oversight is
conducted and its frequency:

BDS monitors the authorized limited use of seclusion through the following mechanisms:

Quarterly reports are submitted from each Human Rights Committees (HRC) within each area agency that
identifies monitoring and review of any use of seclusion broken down by waiver. The report must identify
follow-up action if seclusion was used.

Complaint investigations conducted by the NH Office of Client and Legal Servicesfor all allegations of
abuse, neglect or exploitation of all BDS waiver recipients. Reportsindicate if unauthorized use of seclusion
was used and recommendations for corrective action are made.

As described in section G-1(b), if an incident occurred that falls under the definition of the DHHS Sentinel

Event process, BDS would be immediately notified. The outcome of the Sentinel Event Review would
indicate corrective actions necessary.
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Appendix G: Participant Safeguards

Appendix G-3: Medication Management and Administration (1 of 2)

This Appendix must be completed when waiver services are furnished to participants who are served in licensed or unlicensed
living arrangements where a provider has round-the-clock responsibility for the health and welfare of residents. The Appendix
does not need to be completed when waiver participants are served exclusively in their own personal residences or in the home of
a family member.

a. Applicability. Select one:

O No. This Appendix is not applicable (do not complete the remaining items)

® ves This Appendix applies (complete the remaining items)

b. Medication Management and Follow-Up

i. Responsibility. Specify the entity (or entities) that have ongoing responsibility for monitoring participant

medi cation regimens, the methods for conducting monitoring, and the frequency of monitoring.

In the event that awaiver participant opts for staff that is employed directly by a provider agency, and is expected
to administer medication, staff must be He-M 1201 trained for medication administration.

The employer of the medication authorized staff is responsible for the ongoing monitoring of participant
medication regimens. Training, medication monitoring and oversight is conducted by a Registered Nurse trainer
who isemployed or contracted with the associated area agency in accordance with He-M 1201.

All authorized medication providers must have areview of competency and a direct observation of a medication
pass by a Registered Nurse Trainer completed annually. The Registered Nurse Trainer completes a quality review
no less than every six months in accordance with He-M 1201.

All medication errors must be reported in accordance with He-M 1201. Each provider agency submits a six month
nurse trainer report and each area agency submits a six month agency report to the Medication Committee. These
reports address all medication errors within a specific six month time frame, identify trends within the region and
inform the Medication Committee of the number of individuals within that region who are receiving 4 or more
psychotropic and/or antipsychotic medications.

When any behavior modifying medication is being used (pharmaceutical restraint) the Human Rights Committee
(HRC) at the area agency must review and approve the use of the medication. The Registered Nurse Trainer must
develop a PRN protocol consistent with the physician’s order that outlines the perimeters and indications for when
that medication can be administered. All staff who are authorized to administer those PRN medi cations must
receive training on the PRN protocol and instruction, specific to theindividual receiving the medication, from the
Registered Nurse Trainer.

ii. Methods of State Oversight and Follow-Up. Describe: (a) the method(s) that the state uses to ensure that

participant medications are managed appropriately, including: (a) the identification of potentially harmful practices
(e.g., the concurrent use of contraindicated medications); (b) the method(s) for following up on potentially harmful
practices; and, (c) the state agency (or agencies) that is responsible for follow-up and oversight.

10/18/2023



Application for 1915(c) HCBS Waiver: NH.0053.R07.07 - Jul 01, 2023 (as of Jul 01, 2023) Page 208 of 275

Semi-annual medication administration reports are submitted by the area agencies and reviewed by the statewide
medi cation committee and co-facilitated by the BDS Nurse Administrator and the BDS Medical Director.

All medication errors must be reported in accordance with He-M 1201. Each provider agency submits a six month
nurse trainer report and each area agency submits a six month agency report to the Medication Committee. On a
scheduled semiannual basis, representatives from each area agency meet with the Medication Committee to
review their submitted reports and collaborate on recommendations, concerns or corrective action if applicable.

The Medication Committee may request additional follow up, unannounced visits to a specific setting or interim
reporting be completed as a quality assurance measure.

Appendix G: Participant Safeguards
Appendix G-3: Medication Management and Administration (2 of 2)

c. Medication Administration by Waiver Providers

i. Provider Administration of Medications. Select one:

O Not applicable. (do not complete the remaining items)

® waiver providersareresponsiblefor the administration of medicationsto waiver participantswho
cannot self-administer and/or have responsibility to over see participant self-administration of
medications. (complete the remaining items)

ii. State Policy. Summarize the state policies that apply to the administration of medications by waiver providers or
waiver provider responsibilities when participants self-administer medications, including (if applicable) policies
concerning medication administration by non-medical waiver provider personnel. State laws, regulations, and
policies referenced in the specification are available to CM S upon request through the Medicaid agency or the
operating agency (if applicable).

Area agencies and vendor agencies through their State designated nurse trainers in conjunction with State
Administrative Rule He-M 1201: Healthcare Coordination and Administration of Medications or under certain
circumstances, State Administrative Rule NUR 404, Delegation of Medication Administration.

Nurse Trainers are required to have 2 years of licensed nursing experience within the past 5 years, at least one of

which was as aregistered nurse and to have completed a 6-hour orientation program conducted by the Division of
Developmental Services.

The scope of monitoring is specific to timely and accurate administration of medications.

Medication administration practices that are potentially harmful identified and managed in the quality review
process noted below.

All medications not administered by family members must be administered in conjunction with He-M 1201 which
reguires a number of overlapping protective practices.

iii. Medication Error Reporting. Select one of the following:

® providersthat are responsible for medication administration arerequired to both record and report
medication errorsto a state agency (or agencies).
Complete the following three items:

(a) Specify state agency (or agencies) to which errors are reported:
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The Bureau of Developmental Services has appointed a Medication Committee to review information
regarding medication errors. This committee is co-chaired by the medical director of the Bureau, the nurse
administrator of the Bureau, two registered nurses from provider agencies and two non-nurse representatives
from provider agencies. NH He-M 1201.11 governs the Medication Committee and the oversight of the
Committee.

(b) Specify the types of medication errors that providers are required to record:

A medication error is defined as any deviation in the administration of a medication as prescribed or in the
documentation of such administration, with the exception of an individual’srefusal. Thisincludes: wrong
medi cation, wrong time, wrong dose, wrong person, wrong route, omission of a medication and
documentation errorsinvolving a medication. All such errors must be reported to a nurse trainer and
recorded as such.

(c) Specify the types of medication errors that providers must report to the state:

In accordance with He-M 1201, specific forms are provided for medication error reporting to the medication
committee. Thetype of errors that must be reported to the state on these forms are: wrong medication,
wrong time, wrong dose, wrong person, wrong route, omission of medication and documentation error
involving amedication. Each error type has arequired field on the provided forms that must be completed.
Accompanying information is required if any adverse effects or outcomes occurred as aresult of a
medication error. Additionally, patterns of non-compliance and identified negative trends with medication
administration are also required to be reported to the medication committee.

O Providersresponsible for medication administration are required to record medication errorsbut make
information about medication errors available only when requested by the state.

Specify the types of medication errors that providers are required to record:

iv. State Over sight Responsibility. Specify the state agency (or agencies) responsible for monitoring the performance
of waiver providersin the administration of medications to waiver participants and how monitoring is performed
and its frequency.
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He-M 1201 requires a Quality Review including:

(a) A registered nurse shall review the following for all individuals whose medications are administered by
authorized providers:

(1) Documentation that the provider administering the medication(s) holds a current authorization;

(2) Medication orders and PRN protocols;

(3) Medication labels and medications listed on the medication log to ensure that they match the prescribing
practitioner's orders;

(4) Medication logs to ensure that documentation indicates:

a. That medication was administered as prescribed;

b. Refusal by the individual to take medication, if applicable;

¢. Any medication occurrences; and

d. Thefull signatures of all authorized providers who initial the log; and

(5) Medication storage to ensure compliance with He-M 1201.07.

(b) Reviews pursuant to (a) above shall be performed according to the following timeframes:

(2) For family residences with 3 or fewer individuals and services provided pursuant to He-M 521, reviews shall
occur at least semiannually; and

(2) For al other settings in which authorized providers administer medications, reviews shall occur at least
monthly.

(c) Thereview pursuant to He-M 1201.08(a) shall be documented, dated, and signed by the registered nurse and
retained for at least 6 years by the provider agency.

He-M 1201.10 outlines the requirement for a State Medication Committee:

(a) The Director shall appoint a medication committee

(b) The committee shall be composed of at |east the following:

(1) The medical director of the division or physician designee who shall serve as chairperson of the committee;
(2) Two registered nurses from provider agencies;

(3) Two non-nurse representatives from provider agencies; and

(4) A representative of the Division.

(c) Each provider agency shall complete and submit semiannually to the area agency Form 1201-a according to
table 12.1.1 for each service in which authorized providers administer medications.

(d) Form 1201-arequired by (c) above shall include the following:

(1) The name of the provider agency;

(2) The name and type of service;

(3) The dates during which information was collected;

(4) The number of individuals receiving medications from authorized providers;

(5) The total number of doses administered;

(6) The total number of providers authorized;

(7) The average number of hours of supervision provided by the nurse trainer per month;

(8) The number and type of department-issued He-M 1201 certification deficiencies pursuant to He-M 1001.14
and He-M 507.03;

(9) The total number of medication occurrences listed by specific medication(s) involved, type of occurrence, and
the immediate corrective action taken;

(10) A narrative summary of systemic trends, if any, associated with occurrences within the setting;

(11) A corrective action plan that identifies specific steps to be taken to prevent future occurrences,

(12) The signature of the nurse trainer completing the form; and

(13) The signature of the provider agency director or designee and the date on which the report is submitted.
(e) Using Form 1201-b, an area agency shall report on each provider agency's performance regarding medication
administration based on the information submitted through 1201-a forms. The area agency shall submit Forms
1201-aand 1201-b to the medication committee semiannually, according to table 12.1.1.

(f) The Form 1201-b required by (e) above shall include the following:

(1) The name of the area agency and the provider agency;

(2) The type of service;

(3) The dates during which information was collected;

(4) Thetotal number of doses administered;

(5) The total number of providers authorized;

(6) A summary of the number and type of medication occurrences for each provider agency;
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(7) A summary of the provider agency's corrective action plan;
(8) The area agency's plan for monitoring, oversight and quality improvement; and
(9) The signature of the area agency director or designee.

The Statewide Medication Committee is responsible to identify areas of non-compliance and recommend to the
Bureau Nurse Administrator and BDS Medical Director that corrective action be taken by those provider agencies
that, as demonstrated by the reports, have failed to comply with the provisions of He-M 1201.

(i) For those provider agencies for which areas of non-compliance have been identified, the medication committee
shall make recommendations regarding the area agency's plan for monitoring, oversight and quality improvement.

(k) The Director shall review all recommendations for corrective action made pursuant to (i)(3) and (j) above. For
those provider agencies for which corrective action has been identified, the Director shall require such action to be
taken if he or she determines that the action is necessary for the provider agency to be in compliance with the
provisions of He-M 1201.

() An agency which isin receipt of arequirement for corrective action from the Director pursuant to (k) above
shall, within 30 days of such receipt, forward a corrective action plan to the medication committee and begin
implementation of such a plan.

Appendix G: Participant Safeguards
Quality Improvement: Health and Welfare

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

a. Methodsfor Discovery: Health and Welfare
The state demonstrates it has designed and implemented an effective system for assuring waiver participant health and
welfare. (For waiver actions submitted before June 1, 2014, this assurance read "The Sate, on an ongoing basis,
identifies, addresses, and seeks to prevent the occurrence of abuse, neglect and exploitation.")
i. Sub-Assurances:

a. Sub-assurance: The state demonstrates on an ongoing basis that it identifies, addresses and seeksto
prevent instancesof abuse, neglect, exploitation and unexplained death. (Performance measuresin this
sub-assurance include all Appendix G performance measures for waiver actions submitted before June 1,
2014.)

Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate 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 number and percent of participants' recordsreflecting documentation of an
annual discussion about rights, including how to report a complaint regarding abuse,
neglect and exploitation. N: Number of participants' recordsreflecting
documentation of an annual discussion about rights, including how to report a
complaint regarding abuse, neglect and exploitation. D: Number of recordsreviewed.

Data Sour ce (Select one):
Record reviews, off-site
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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 [T weekly [ 100% Review
Agency
Operating Agency [ Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with a5%
margin of error.
[] Other Annually [ Stratified
Specify: Describe Group:

[ Continuously and
Ongoing

[ Other
Specify:

[] Other
Specify:

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 M edicaid Agency u Weekly
Operating Agency LI Monthiy
[ Sub-State Entity [ Quarterly
[ Other Annually
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Responsible Party for data
aggregation and analysis (check each

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

that applies):
Specify:
[] Continuously and Ongoing
[ Other
Specify:
Performance Measure:

The number and percent of abuse, neglect, exploitation complaints and unexplained
death that wereinvestigated within the required timelines. N: Number of abuse,
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neglect, exploitation complaints and unexplained death that wereinvestigated within

therequired timelines. Denominator: Total number of abuse, neglect, exploitation

complaints and unexplained death that wereinvestigated.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Abuse, neglect and exploitation complaints

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 [ weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[] Other Annually [ Stratified
Specify: Describe Group:
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[] Continuously and [] Other
Ongoing Specify:
[ Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually
ontinuously and Ongoing
[ continuously and Ongoi
[] Other
Specify:
Performance Measure:

The number and percent of complaint investigationsin which documentation of
implementation of recommendations wer e received. Numerator: Number of
complaint investigationsin which documentation of implementation of
recommendations wer e received. Denominator: Total number of complaint
investigations with recommendations.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Implementation plan(s) received from the Area Agency

Responsible Party for Frequency of data Sampling Approach
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data
collection/generation

(check each that applies):

collection/generation
(check each that applies):

(check each that applies):

State Medicaid [T weekly 100% Review
Agency
Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ other Annually [ stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

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

Specify: Annually
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

[] Continuously and Ongoing

[ Other
Specify:

Performance Measure:

Number and per cent of sentinel eventsregarding abuse, neglect, exploitation and
unexplained death that werereferred to investigative entities. Numerator: Number of
sentinel eventsregarding abuse, neglect, exploitation and unexplained death that
werereferred to investigative entities. Denominator: Number of sentinel events
regarding abuse, neglect, exploitation and unexplained death.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Supplemental information provided with submission of sentinel event forms

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[] Other Annually [ Stratified
Specify: Describe Group:

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

Data Aggregation and Analysis:

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

[ Continuously and Ongoing

[ Other
Specify:

b. Sub-assurance: The state demonstrates that an incident management system isin place that effectively
resolves those incidents and prevents further similar incidents to the extent possible.

Perfor mance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator .

For each performance measure, provide information on the aggregated data that will enable the Sate 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.

Perfor mance M easur €
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The number and percent of sentinel eventsthat are analyzed to identify trends.
Numerator: The number of sentinel eventsthat are analyzed to identify trends.
Denominator: Number of sentinel events.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Bureau of Developmental Services (BDS) sentinel event data

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 LI weekly 100% Review
Agency
Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [ Quarterly [ Representative
Sample
Confidence
Interval =
U other Annually [ stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[] Other
Specify:

[] Other
Specify:

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

L1 weekly
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing

[] Other
Specify:

Performance Measure;

The number and percent of sentinel event trendsidentified from the sentinel event
analysisthat received recommendations of interventions. N: The number of sentinel
event trendsidentified from the sentinel event analysisthat received
recommendations of intervention. D: Number of sentinel event trends identified.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Bureau of Developmental Services (BDS) sentinel event data

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

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [ Weekly
Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually
[ Continuously and Ongoing
[] Other
Specify:
Performance M easure:

Thenumber and percent of identified sentinel event trendswith improved

performance. Numerator: The number of identified sentinel event trendswith
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improved performance. Denominator: Number of top sentinel event trendsidentified

for performance improvement.

Data Sour ce (Select one):
Other
If 'Other' is selected, specify:

Bureau of Developmental Services (BDS) sentinel event data.
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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 [T weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ other Annually [ stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

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

[] Continuously and Ongoing

[ Other
Specify:

c. Sub-assurance: The state policies and procedures for the use or prohibition of restrictive interventions
(including restraints and seclusion) are followed.

Performance M easur es

For each performance measure the Sate will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate 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 number and percent of area agencies with documentation that policiesarein
place regarding the use of restraint and seclusion. Numerator: The number of area
agencieswith documentation that policies arein placeregarding the use of restraint
and seclusion. Denominator: Total number of area agencies.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

The agencieswill provide the above policiesto the Bureau of Developmental Services
during the gover nance audit.

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
State Medicaid LI weekly 100% Review
Agency
[J operating Ageney | L Monthly [ | essthan 100%
Review
Sub-State Entity [] Quarterly [] Representative
Sample
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Confidence
Interval =

Specify:

[] Other Annually [] Stratified

Describe Group:

[ Continuously and [ Other
Ongoing

Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
Operating Agency [ Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually
[] Continuously and Ongoing
[] Other
Specify:
Performance Measure:
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The number and percent of instances of restrictive interventions (including restraint
and seclusion) in which agency policies and procedur es wer e followed. N: The
number of instances of restrictiveinterventions (including restraint and seclusion) in

which agency policies and procedur es wer e followed. D: Total number of restrictive

interventions (including restraint and seclusion).

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Quarterly data submission from area agency

Responsible Party for
data
collection/gener ation

(check each that applies):

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

Sampling Approach
(check each that applies):

State Medicaid LI weekly 100% Review
Agency
Operating Agency [] Monthly [] Lessthan 100%

Review

[ Sub-State Entity

Quarterly

[ Representative

Sample
Confidence
Interval =
U other LI Annually [ stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[] Other
Specify:

[] Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[] Other
Specify:
Annually

[] Continuously and Ongoing

[ Other
Specify:

d. Sub-assurance: The state establishes overall health care standards and monitors those standards based
on the responsibility of the service provider as stated in the approved waiver.

Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include humerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate 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 ar e formul ated, where appropriate.

Performance Measure;

The number and percent of participantswho have a current Health Risk Screening
Tool (HRST) completed. Numerator: The number of participants who have an
current Health Risk Screening Tool (HRST) completed. Denominator: Total number
of participantsreviewed receiving Developmental Disability waiver services

Data Sour ce (Select one):
Record reviews, off-site
If 'Other' is selected, specify:

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

(check each that applies):

State Medicaid LI weekly [ 100% Review
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Agency

Operating Agency

[ Monthly

L essthan 100%
Review

[ Sub-State Entity

[] Quarterly

Representative
Sample
Confidence
Interval =

95%
confidence
level with a5%
margin of error.

[ Other
Specify:

Annually

[ stratified
Describe Group:
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[] Continuously and [] Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
State Medicaid Agency [ Weekly
Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing
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Responsible Party for data

that applies):

aggregation and analysis (check each

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

[ Other

Specify:

Per formance M easur e

Page 227 of 275

The number and percent of participants who have a current Supports Intensity Scale
(SIS) completed. Numerator: The number of participants who have a current
SupportsIntensity Scale (Sl S) completed. Denominator: Total number of participants
reviewed receiving Developmental Disability waiver services.

Data Sour ce (Select one):
Record reviews, off-site
If 'Other' is selected, specify:

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 LI weekly [ 100% Review
Agency
Operating Agency | LI Monthly L ess than 100%
Review
[] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with a5%
margin of error.
L other Annually [ stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[] Other
Specify:
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[] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [ Weekly
Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[ Other
Specify:
Annually
[ Continuously and Ongoing
[] Other
Specify:
Performance M easure:

The number and percentage of administered medication doses with no medication

errors. Numerator: The number of administered medication doses with no

medication errors. Denominator: Thetotal number of medication dosesthat were

administered.

Data Sour ce (Select one):

Record reviews, off-site

If 'Other' is selected, specify:

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 [T weekly 100% Review
Agency
Operating Agency [ Monthly [ L essthan 100%

Review
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[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[] Other Annually [ Stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[] Other
Specify:
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[] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
State M edicaid Agency [ Weekly
Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[] Other
Specify:
Annually

[ Continuously and Ongoing

[ Other
Specify:
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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.

b. Methods for Remediation/Fixing I ndividual Problems
i. Describe the States 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.

Individual complaint investigation reports contain recommendations for remedial action when appropriate.

If complaint investigation reportsissued by the Office of Client and Legal Services (OCLS) contain

recommendations for remedial action, the agency is required to provide aresponse to the plan, and documentation
to demonstrate the actions to comply with the remedial action. The OCL S maintains a database that includes
whether agencies provide the required documentation to support the remedial action. During the redesignation
process, the Bureau of Developmental Services reviews area agency compliance with all rules, including He-M

202. If the area agency is determined to not be in compliance with providing documentation to support

compliance, BDS will note this and require remedial action.

ii. Remediation Data Aggregation

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

Responsible Party(check each that Frequency of data aggregation and
applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[T other
Specify:
[] Annually
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 Health and Welfare that are currently non-operational.

® No
oYes

Please provide a detailed strategy for assuring Health and Welfare, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.
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Appendix H: Quality Improvement Strategy (1 of 3)

Under 8§1915(c) of the Socia Security Act and 42 CFR 8441.302, the approval of an HCBS waiver requires that CM S determine
that the state has made satisfactory assurances concerning the protection of participant health and welfare, financial accountability
and other elements of waiver operations. Renewal of an existing waiver is contingent upon review by CMS and afinding by CMS
that the assurances have been met. By completing the HCBS waiver application, the state specifies how it has designed the
waiver'scritical processes, structures and operational features in order to meet these assurances.

= Quality Improvement isacritical operational feature that an organization employsto continually determine whether it
operates in accordance with the approved design of its program, meets statutory and regulatory assurances and
requirements, achieves desired outcomes, and identifies opportunities for improvement.

CMS recognizes that a state’ s waiver Quality Improvement Strategy may vary depending on the nature of the waiver target
population, the services offered, and the waiver’s relationship to other public programs, and will extend beyond regulatory
requirements. However, for the purpose of this application, the state is expected to have, at the minimum, systemsin placeto
measure and improve its own performance in meeting six specific waiver assurances and requirements.

It may be more efficient and effective for a Quality Improvement Strategy to span multiple waivers and other long-term care
services. CM S recognizes the value of this approach and will ask the state to identify other waiver programs and long-term care
services that are addressed in the Quality Improvement Strategy.

Quality Improvement Strategy: Minimum Components

The Quality Improvement Strategy that will be in effect during the period of the approved waiver is described throughout the
waiver in the appendices corresponding to the statutory assurances and sub-assurances. Other documents cited must be available
to CMS upon request through the Medicaid agency or the operating agency (if appropriate).

In the QIS discovery and remediation sections throughout the application (located in Appendices A, B, C, D, G, and l) , astate
spells out:

= The evidence based discovery activities that will be conducted for each of the six major waiver assurances; and
= Theremediation activities followed to correct individual problems identified in the implementation of each of the
assurances.

In Appendix H of the application, a state describes (1) the system improvement activities followed in response to aggregated,
analyzed discovery and remediation information collected on each of the assurances; (2) the correspondent roles/responsibilities
of those conducting assessing and prioritizing improving system corrections and improvements; and (3) the processes the state
will follow to continuously assess the effectiveness of the OlSand revise it as necessary and appropriate.

If the state's Quality Improvement Strategy is not fully developed at the time the waiver application is submitted, the state may
provide awork plan to fully develop its Quality Improvement Strategy, including the specific tasks the state plans to undertake
during the period the waiver isin effect, the major milestones associated with these tasks, and the entity (or entities) responsible
for the completion of these tasks.

When the Quality Improvement Strategy spans more than one waiver and/or other types of long-term care services under the
Medicaid state plan, specify the control numbers for the other waiver programs and/or identify the other long-term services that
are addressed in the Quality Improvement Strategy. In instances when the QIS spans more than one waiver, the state must be able
to stratify information that is related to each approved waiver program. Unless the state has requested and received approval from
CMS for the consolidation of multiple waivers for the purpose of reporting, then the state must stratify information that is related
to each approved waiver program, i.e., employ arepresentative sample for each waiver.

Appendix H: Quality Improvement Strategy (2 of 3)
H-1: Systems I mprovement

a. System I mprovements

10/18/2023



Application for 1915(c) HCBS Waiver: NH.0053.R07.07 - Jul 01, 2023 (as of Jul 01, 2023) Page 232 of 275

i. Describe the process(es) for trending, prioritizing, and implementing system improvements (i.e., design changes)
prompted as aresult of an analysis of discovery and remediation information.
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NH has had a multi-prong approach to address its continued quality improvement initiatives.

NH has worked with the oversight and assistance of the Centers for Medicaid and Medicare Services (CMS), to
ensure waiver participants are receiving services that do not present a conflict of interest (COIl) and ensure the
ability for providersto bill Medicaid directly.

The HCBS Final Rule and all of its elements have been the primary focus of many committees' efforts during the
past four years. In addition, ensuring that individuals can select any qualified provider for services, ensuring that
service coordination is free from conflict, growing the service coordination provider network, developing new rate
structures, defining the Financial Management Service and the designated area agencies responsibilities has been
asignificant undertaking.

New Hampshire (NH) was the recipient of a Living Well Grant from the Administration for Community Living
(ACL) which was written and managed by the NH University Center for Excellencein Disability (UCED),
Institute on Disability (IOD). Theintent of the grant isto ensure a strong infrastructure to address a number of
quality measures, but most importantly, to address the Office of Inspector General’s (OIG) concerns related to the
quality of incident management systems for people with intellectual and developmental disabilities.

Resources from the ACL grant have been prioritized to target BDS improvements of incident management over
the course of five years. NH isin its fourth year of implementing the quality framework plan and there has been
progress in the adoption of anew incident management system by the area agencies, and newly implemented data
points regarding waiver participant’s experiences of selecting their services and their providers. BDS works
closely with the |OD whose mission includes the advancement of policies and practices that improve the quality
of lifefor children and adults with disabilities.

Additionally, the Living Well Quality Frameworks grant has supported BDS to identify data elements that can be
obtained electronically to support the trending and analysis of quality monitoring data. Data elements include
individual satisfaction, provider choice, CMS final rule monitoring, regulatory compliance and file review
auditing. Funding was used to enhance the current data platform, allowing for data to be pulled on a consistent
basis to support ongoing quality monitoring efforts.

NH has been inspired by Wisconsin's, “| Respect | Self Direct” (IRIS) program and will be developing an
ongoing statewide Participant Directed and Managed Services (PDMS) Committee that reviews and adopts
relevant sections of the program to enhance the long terms supports and services for NH’s waiver recipients.

The goal of the Participant Directed and Managed Services Committee isto assist individuals/guardians to receive
the necessary assistance to manage the many aspects of budget authority and employment authority that
accompany a participant directed and managed service model.

The committee will be responsible for understanding the feedback from the listening sessions and public comment
and ensure that concerns by individuals/guardians inform future policies. The adoption of a comprehensive
educational manual with clear rights and responsihilities including understanding fraud will be a component of the
manual that will be developed as part of NH's Quality Improvement Strategy.

The adoption of a statewide self-assessment tool for potential PDM S participants is worthy of consideration and
should be determined by the PDM S committee. This may aid agenciesin better understanding the supports that
individuals need to be successful with their employer and budget authorities. In addition to understanding the
importance of approving expenses, afocus on timesheets and timeliness of monthly progress reports will be
substantive.

The ability to transition from PDM S to traditional services shall be available after an examination of the needs of
the individual have been identified and a remediation plan has been documented. In the event the areas of
concern(s) are not addressed the individual/guardian may be asked to transition services to a third entity. The
PDMS committee would review He-M 525 to make recommendations to BDS in order to best support waiver
recipients who utilize PDMS and a transition policy will be developed and implemented as necessary.

The implementation of the quality framework has included the addition and modification of various templates to
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address consistency across the geographical areas of the state. Specifically, the addition of the statewide service
agreement template, amendment template and adoption of the Planning Process and Acknowledgement Form
have successfully provided uniformity resulting in a comprehensive, assessment based, person centered planning
process for each individual resulting in atailored written service agreement. The statewide service agreement
template has been amended to include information related to Home and Community Based Services (HCBS)
settings expectations, the inclusion of the Health Risk Screening Tool’s (HRST) service and training and
considerations, the Support Intensity Scale (SIS) results as well as the symbol for atragjectory of on€'slife.

As part of the BDS internal analysis of existing quality improvement processes, BDS determined that there was
opportunity to improve the overall approach to quality assurance and added routine service file reviews for al
waivers and the adoption of an annual governance audit for the area agencies.

The previous methodology relied on the area agency redesignation process that occurred over a complete review
of al 10 area agencies over a5 year period, with two regional area agencies reviewed per year. As part of the
overhaul of the area agency redesignation process, as outlined in He-M 505, BDS created an annual quality
improvement process that systematically reviews essential data from several key areas to inform the BDS, area
agencies, DHHS, stakeholders and CM S on the overall performance, quality, and satisfaction with services.

Information from the annual service file reviews serve to inform the redesignation process and also provides
meaningful data on an on-going basis to help inform BDS regarding the performance of area agencies. The annual
service file reviews identify issues with compliance and/or quality of services that ultimately assists individuals to
receive the services within their written service agreement and provide information for area agencies to update
their area plans, also referenced as strategic plans, to ensure area agency services are meeting waiver participant’s
needs. The standardized and timely reporting schedule of redesignation and service file reviews provides BDS
with the opportunity to review and discuss the results and develop recommendations and or remediation plans of
correction.

Discussions related to the results of quality initiatives are an important aspect of regular internal and external
meetings such as regularly scheduled meetings with the BDS Liaisons, joint meetings with certification staff from
DHHS Licensing and Certification, monthly meetings with AA Executive Directors, Business Managers, Service
Coordinator Supervisors, Medical Care Advisory Committee, and with the NH Developmental Disabilities
Quality Council.

New criteria has been developed for individuals with a Health Care Level of 3 or over. The criteriaincludes:

- A clinical review by a 1201 nurse trainer: and
- A request to the Managed Care Organization for complex care coordination.

The following topics are related to the annual governance reviews of area agencies.

- Area agency board composition

- Current board by-laws, policies, and procedures

- Executive Director qualifications

- Current area plan and any amendments

- Board of Directors meeting minutes

- Information on how the area agency assures individuals, families and stakeholders are involved in planning for
the provision of and satisfaction of the services

- Information on how area agencies communicate with sub-contract agencies
- Report of the area agency's on-going quality assurance activities

- Contract Compliance

- Compliance with NH's conflict of interest Corrective Action Plan

The Key Indicator Data includes the following:
- Financia Stahility
- Medicaid Billing Activity

- Certification Data, including Final Rule compliance monitoring
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- Human Rights Committee Reports

- Complaint Investigations Reports — Semi -annual data, indicating that recommendations have been implemented

and or adhered to per the investigative findings.

- HRST Data - Custom reports indicating who received a nurse trainer clinical for participants with a health care

level of 3 or more.

- Regional forum(s) are held for individuals and incorporated into self-advocacy meeting agendas.
- Regional forum(s) are held for families/guardians and incorporated into family support committee meeting

agendas.

- Surveys are conducted with provider agencies, individuals and families/guardians.

ii. System Improvement Activities

Responsible Party(check each that applies): Frequency of M Onit:]c;ti ;Sp?irg)énalysi S(check each
State Medicaid Agency [ Weekly
Operating Agency [ Monthly
[] Sub-State Entity [] Quarterly
[] Quality Improvement Committee [ Annually
- g;zcei:‘y: Othgr ‘
Specify:
Ongoi ng

b. System Design Changes

i. Describe the process for monitoring and analyzing the effectiveness of system design changes. Include a
description of the various roles and responsibilities involved in the processes for monitoring & ng system
design changes. If applicable, include the state's targeted standards for systems improvement.

Asindicated in section a. System Improvements above, a systematic and standardized approach for reviewing

Key Indicator datais reviewed by internal DHHS staff, area agency staff, provider staff and stakeholders. The
dataisreviewed as part of regularly scheduled meetings to engage al levels of the system to better understand
performance data and the importance of remediation, as necessary, to ensure a meaningful and timely quality

improvement process.

BDSwill remain engaged with all of its stakeholdersin its efforts to continuously monitor and improve the
quality of and satisfaction with services. The new approach will aso be subject to continuous evaluation and

refinement as we learn lessons from implementation.

ii. Describe the processto periodically evaluate, as appropriate, the Quality Improvement Strategy.

At least annually, the BDS Waiver Manager will review the information needed to assess waiver quality and
whether aspects of the quality improvement system require revision. The analysis and any recommendations, if
necessary, will be shared with the BDS Management Team and staff for initial review and then broadly shared

with area agencies and stakeholders.

Appendix H: Quality Improvement Strategy (3 of 3)

H-2: Use of a Patient Experience of Care/Quality of Life Survey
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a. Specify whether the state has deployed a patient experience of care or quality of life survey for its HCBS population
in thelast 12 months (Select one):
O No
® Y es (Complete item H.2b)

b. Specify thetype of survey tool the state uses:

O HCBSCAHPSSurvey :

® Ne Survey :

O NCI AD Survey :

O Other (Please provide a description of the survey tool used):

Appendix | : Financial Accountability
[-1: Financial Integrity and Accountability

Financial Integrity. Describe the methods that are employed to ensure the integrity of payments that have been made for
waiver services, including: (&) reguirements concerning the independent audit of provider agencies; (b) the financial audit
program that the state conducts to ensure the integrity of provider billings for Medicaid payment of waiver services,
including the methods, scope and freguency of audits; and, (c) the agency (or agencies) responsible for conducting the
financial audit program. State laws, regulations, and policies referenced in the description are available to CMS upon
request through the Medicaid agency or the operating agency (if applicable).
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New Hampshire has a layered approach to ensuring the integrity of payments for Medicaid services. This approach
includes regulatory governance of provider agencies, contractual and regulatory gover nance of area agencies, operational
oversight of area agencies and provider agencies, post payment audits, and area agency-supported system oversight and
monitoring.

Area agencies and direct service providers are enrolled Medicaid providers within the NH MMIS. Area agencies and direct
service providers must have a current BDS approved and issued Prior Authorization to bill for HCBS-DD. Payment for
claims without an appropriate Prior Authorization will be denied by MMIS NH's fiscal intermediary for Medicaid
payments. New Hampshire' s administrative rule He-M 504, effective July 1, 2023, outlines when suspension and
termination may be appropriate due to provider mismanagement of Medicaid funds. This rule operationalizes the oversight
authority of BDSto collaborate with Program Integrity and temporarily or permanently revoke a provider’s enrollment ID,
suspend payment, and initiate processes for recoupment.

There are multiple stepsin the approval of a Prior Authorization for HCBS-DD waiver services. BDS utilizes databases
that contain budget and service information for every NH HCBS-DD participant. This information is maintained and
verified by BDS staff for each request for a Prior Authorization.

In addition to multiple programmatic tasks, BDS staff also have responsibilities including:

-Area Agency contract monitoring;

-Approving requests for Prior Authorizations of HCBS-DD services from the standpoint of available funds and
appropriateness of proposed services;

-Ensuring alignment of service agreement and funding requested;

-Approval of proposals for changesin amount, scope, duration, and/or frequency of services for which changesin funding
are requested.

So that BDS staff can complete their prior authorization review, as of 7/1/23, service coordinators are responsible for
submitting a four part service authorization request to the bureau. The four partsinclude a service authorization screen in
the state's I T system, a copy of the |SA, a copy of the budget which includes rendering provider rate and scope information,
and a provider attestation verifying the servicesto be rendered. These electronic file submissions enable BDS staff to
confirm that services have been planned for and will be delivered in a Medicaid compliant way. BDS staff review includes
but is not limited to, verification that services have not been requested outside of established service limitations, that
appropriate rates for services have been requested, and that no unauthorized services have been requested.

In conjunction with their financial responsibilities, BDS conducts an annual representative sample review utilizing a 95%
confidence level with a 5% margin of error (unless otherwise indicated, such as a 100% review) of area agency billing to
assure Medicaid payments align with attendance/service provision records indicating date(s) of service, units of service,
service provider, and that the required contact notes/progress notes are complete. An area agency may neither exceed the
authorization on any given Prior Authorization for any given individual nor the aggregate amount of services as defined in
each BDS contract.

In addition to the area agency reviews, BDS staff collaborate with area agencies to complete service file reviews for
enrolled providers. New Hampshire' s ten area agencies, as the designated area agency system, will provide quality oversite
of provider agencies. The area agencieswill review a BDS selected sample of Medicaid HCBS-DD service authorizations
as part of the annual servicefilereview. The area agencies will also review and monitor waiver servicesto ensure
complainance with waiver requirements, along with contact notes/progress notes to ensure they are complete and align
with attendance/service provision records. A provider may not exceed the authorization on any given Prior Authorization
for any given individual. On those occasions where Medicaid payment has been made but service records are not adequate
upon review/audit, recoupments are made.

-The Sate requires each provider of HCBS Waiver servicesto submit a cost report no less frequently than every 5 years
including independently audited financials. The results of this cost report are submitted to the Sate no later than 3 months
after the end of the organization’ s fiscal year, unless an extension has been granted by the department.

-The Sate Office of Program Integrity is the lead office for auditing HCBS service providers. This office ensures that
annual audits are conducted in accordance with the provisions of the Sngle Audit required under OMB Circular A-133 for
state agencies. Program Integrity (P1) provides oversight and monitoring of Medicaid providers for fraud, waste and abuse.
Pl does queries on services and looks for anomalies on all Medicaid services, including Home and Community Based Care
Services. If Pl finds anomalies, they follow up with the provider to do an audit. In addition, Pl audits providersif they get

referrals or complaints.
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-New Hampshire holds a contract with each area agency. The contract provides the explanation of ratios, days of cash on
hand, and other financial metricsthat are required. “ Negative financial signal” isin reference to the area agency not
meeting the financial metrics outlined in the contract.

In accordance with He-M 505 and the State's contract with BDS each area agency is required to provide the State an
annual independent audit performed by a Certified Public Accountant. The contracts are with the area agencies; therefore,
these reviews are conducted with area agencies and not all provider agencies.

Financial reporting requirementsin the area agency contracts includes the following:

On a monthly basis: Balance Sheet, Summary of Revenues and Expenditures, and their State Fiscal Year approved budget
to actual analysis within 30 days of the preceding month's end.

On aquarterly basis: A statistical report, and program reports within 30 days of the preceding quarter's end.

On a quarterly basis: For entities which are controlled by, under common ownership with, or an affiliate of, or related
party to the area agency, the area agency must submit a Summary of Revenues and Expenditures and a Balance Sheet
within 30 days of the preceding quarter's end.

On an on-going basis: BDS collects and analyzes area agency and provider certified financial audits. Reviews are
completed by the Bureau of Improvement and Integrity. As a result, a Satewide Report of Financial Condition is prepared.
This report represents the financial condition of the developmental services system. It assists the systemin several respects,
including:

-Serving as an early warning system for financially distressed services providers;

-Evaluating the economic impact of policy decisions that affect reimbursement or expenditures;

-Assessing the overall financial health of the service system and critical statewide operating trends over a five-year period;
-Establishing important objectives and specific criteria that can be used by BDSin contract negotiations;

-Devel oping standards and best practices that can be used by providers and BDSfor benchmarking; and

‘Informing providers, legislators, and other interested parties.

The waiver unit operates as the BDS contact for Medicaid Management Information System (MMIS), NH's Medicaid
financial intermediary. Thisrole requires that the waiver unit be able to address provider billing issues relative to
procedure codes, Medicaid, HCBS-DD €dligibility, Medicaid eligibility determination, and claims processing interfaces.
Conduent is contracted with the State of NH DHHS to oversee their MMIS as the NH’ s fiscal intermediary for Medicaid
payments.

Finally, area agenciesare BDS partnersin ensuring Medicaid fidelity. As a part of their Medicaid Administrative
responsibilities area agencies must provide guidance to provider in their catchment region about appropriate use of
Medicaid funds. Important to this process are area agency business managers who possess Medicaid finance subject matter
expertise. BDS disseminates information to business managers about the states expectations. Business Managers
representing all 10 area agencies meet with members of the BDS Management Team each month to explore system,
program, financial management and accountability issues in an effort to enhance statewide consistency in methodology and
operations related to Medicaid. Topics addressed include:

-Review of Key Financial Indicator Reports: Monthly Medicaid Utilization Report and Monthly/Quarterly AA Fiscal Health
Reports;

-Budget development;

-Other financial monitoring;

-Documentation requirements to support Medicaid hilling;

-System modification requests;,

-Implementation of legislative and legal initiatives;

-Fiscal intermediary operations; and

-Prior Authorization Process.

-NH sought a good faith exemption to delay implementation of Electronic Visit Verification (EVV ) until January 1, 2023.
Services that are subject to EVV include Personal Care and Respite. An approved EVV system was not implemented by

January 1, 2023. The Sate has been paying the penalty for Personal Care and Respite services since January 1, 2023.
10/18/2023



Application for 1915(c) HCBS Waiver: NH.0053.R07.07 - Jul 01, 2023 (as of Jul 01, 2023) Page 239 of 275

Appendix |: Financial Accountability
Quality I mprovement: Financial Accountability

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

a. Methods for Discovery: Financial Accountability Assurance:
The State must demonstrate that it has designed and implemented an adeguate system for ensuring financial
accountability of the waiver program. (For waiver actions submitted before June 1, 2014, this assurance read " Sate
financial oversight exists to assure that claims are coded and paid for in accordance with the reimbur sement methodol ogy
specified in the approved waiver.")
i. Sub-Assurances:

a. Sub-assurance: The State provides evidence that claims are coded and paid for in accordance with the
reimbursement methodol ogy specified in the approved waiver and only for services rendered.
(Performance measures in this sub-assurance include all Appendix | performance measures for waiver
actions submitted before June 1, 2014.)

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate 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 ar e formulated, where appropriate.

Performance Measure:

The number and percent of claims coded and paid for in accordance with the
reimbursement methodology specified in the approved waiver. Numerator: Number of
claims coded and paid for in accordance with the reimbursement methodology specified
in the approved waiver. Denominator: Number of claims.

Data Source (Select one):

Other

If 'Other’ is selected, specify:

Medicaid Management I nformation System (MMIS)

Responsible Party for Frequency of data Sampling Approach(check
data collection/generation | collection/generation each that applies):
(check each that applies): | (check each that applies):
State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
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Soecify:

[] Other Annually [] Stratified
Describe Group:

[ Continuously and [ Other
Ongoing

Specify:

[l Other

Specify:

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
Specify:
Annually

[] Continuously and Ongoing

[ Other
Soecify:

Performance Measure:
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Number and percent of coded claims paid for individualsthat are enrolled and eligible
for services. Numerator: Number of coded claims paid for individuals that are enrolled
and eligible for services. Denominator: Number of coded claims.
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If 'Other' is selected, specify:

Medicaid Management Information System (MMIS)
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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 [T weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ other Annually [ stratified
Foecify: Describe Group:

[] Continuously and
Ongoing

[ Other
Foecify:

] Other
Soecify:

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
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Responsible Party for data aggregation | Frequency of data aggregation and
and analysis (check each that applies): | analysis(check each that applies):
Specify:
[] Continuously and Ongoing
[] Other
Soecify:
Performance Measure:

The number and percent of participantswith a financial record review with sufficient
documentation that services paid were actually rendered. Numerator: The number of
participants with a financial record review with sufficient documentation that services
paid were actually rendered. Denominator: Number of records reviewed.

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

Responsible Party for Frequency of data Sampling Approach(check
data collection/generation | collection/generation each that applies):
(check each that applies): | (check each that applies):
State Medicaid [T weekly [ 100% Review
Agency
[] Operating Agency [] Monthly Lessthan 100%
Review
-State Entity uarterly epresentative
[ sub-state Enti [T Quarter! R i
Sample
Confidence
Interval =
The state will
utilize a 95%
confidence

level with a 5%
margin of error
in accordance

with RaoSoft
sampling
methodol ogy
[] Other Annually [] Stratified
Soecify: Describe Group:
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[] Continuously and [] Other
Ongoing Specify:

] Other
Soecify:

Data Aggregation and Analysis:

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

State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Secify:
Annually

[ Continuously and Ongoing

[ Other
Soecify:

b. Sub-assurance: The state provides evidence that rates remain consistent with the approved rate
methodology throughout the five year waiver cycle.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

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
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identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:

The number and percent of waiver ratesthat follow the approved methodol ogy.
Numerator: The number and percent of waiver rates that follow the approved

methodology. Denominator:

Data Source (Select one):
Other
If 'Other' is selected, specify:

Number of waiver rates.

Medicaid Management Information System (MMIS)

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 [T weekly 100% Review
Agency
Operating Agency [ Monthly [ Lessthan 100%
Review
] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
L other L1 Annually [ stratified
Soecify: Describe Group:

Continuously and
Ongoing

] Other
Soecify:

[ Other
Soecify:

Data Aggregation and Analysis:
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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

Soecify:
Annually
[] Continuously and Ongoing
[ Other
Soecify:
Performance Measure:

The number and percent of participant records reviewed that document waiver service
claims paid correspond to those specified in the service agreement. Numerator: The

number of participant records reviewed that document waiver service claims paid
correspond to those specified in the service agreement. Denominator: Number of
participant records reviewed.

Data Source (Select one):
Record reviews, off-site

If 'Other' is selected, specify:

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

LI weekly

[ 1009 Review

Operating Agency

[ Monthly

Less than 100%
Review

[ Sub-State Entity

[ Quarterly

Representative
Sample
Confidence
Interval =

95% confidence
level with a 5%
margin of

error.

[ Other

Annually

L] stratified
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Soecify:

Describe Group:

[] Continuously and [] Other
Ongoing

Foecify:

[l Other

Specify:

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
Secify:
Annually

[ Continuously and Ongoing

[ Other
Soecify:

Page 246 of 275

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

b. Methods for Remediation/Fixing Individual Problems

i. Describe the Sates 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
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the methods used by the state to document these items.

If payment errors are noted, the Sate requires that payments be recouped through the Medicaid Management
Information System (MMIS).

Saff in the Bureau of Improvement and Integrity monitor financial claims for NH's Medicaid plan. They review
all provider claims for fraud, waste or abuse. The unit also recovers overpayments. If there appearsto be a case
of fraud, it isreferred to the Attorney General's office for further review. They also conducts reviews to determine
if recipients are inappropriately using certain types of medications.

The Bureau of Improvement and Integrity provides management of the Quality Improvement Organization (QIO)
contract, which isresponsible for the review of all hospital admissions for medical necessity and quality of care.

Foecific activitiesinclude:

-On-site audits and desk reviews of provider bills and medical records;

-Monitor the Quality Inpatient Organization Contract for in-patient claims;

-Review of pended provider claims;

-Verification of recipient medical services,

-Monitor provider sanctions received by Medical Boards;

-Make recommendations for claims processing system modifications;

-Assess and report on program outcomes and recommend policy and procedure changes as necessary; and
-Review of new provider enrollment applications as necessary

ii. Remediation Data Aggregation

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

Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[] Other
Soecify:
[ Annually

Continuously and Ongoing

[] Other
Soecify:

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.

® No

O vYes
Please provide a detailed strategy for assuring Financial Accountability, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.
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Appendix | : Financial Accountability
[-2: Rates, Billing and Claims (1 of 3)

a. Rate Determination Methods. In two pages or less, describe the methods that are employed to establish provider payment
rates for waiver services and the entity or entities that are responsible for rate determination. Indicate any opportunity for
public comment in the process. If different methods are employed for various types of services, the description may group
services for which the same method is employed. Sate laws, regulations, and policies referenced in the description are
available upon request to CMSthrough the Medicaid agency or the operating agency (if applicable).
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The rate methodol ogy is the methodol ogy as developed and approved in the DD Waiver for FY2011-2015. NH’scurrent
rate methodology is based on a common rate schedule which is used by all Medicaid enrolled providers.

BDSis unable to locate detailed information documenting the rate methodology. It is presumed that the fee schedule was
derived using standard rate setting methodol ogy that identifies labor and other costs associated with the provision of
services. This rate methodology has been continued, in relationship to funds appropriated by the General Assembly, in
the development of Individual Budgets. The new service rates were established as follows. Community Integration
Services (CIS) is an independently determined rate; Non-Medical Transportation has two procedure codes, oneis a rate
per trip (equal to the CFI Waiver rate) and the other an independently determined rate per trip; and, Personal
Emergency Response Services (PERS) is an independently determined rate per monthly service. The independently
determined rates allow for cost estimates to be based on customary expenses for the area and services being planned.

In tandem with the work to implement direct bill and comply with BDS current CAP, BDS has contracted with a rate
setting vendor to develop a new rate methodology. The new rate methodology will be a "brick” build that is based upon
DSP wage estimates. Other estimates likely to be included in the rates will be program support, productivity, training,
employee benefits, and program administration. These rates will be cost-based; in the Fall of 2022, BDSreleased a
detailed cost survey to its provider community. Providers have since returned these cost reports, sharing information
about their program costs, labor costs, fees, personnel functions, and more. The contracted rate setting vendor has
reviewed these cost reports for accuracy and completeness and is using the information to develop new rates and a new
methodology. The state is planning to begin utilizing the new rate methodol ogy by end of 2023. Robust stakehol der
engagement is part of the vendor’s work, including a rate workgroup with stakeholders.

Current rate schedules can be found at thislink: https://nhmmis.nh.gov/portal s'wps/portal/DocumentsandFor msth

The Sate's 10 Designated Area Agencies previously contracted for individual’s services with devel opmental service
providersin their region. By July 1, 2023, all providerswill be enrolled with Medicaid to bill directly for services
rendered. Billing will be completed using the state’ s uniform rate schedule until the new rate methodology isin effect.

NH’s current method of using Individualized Budgets to distribute funding, based on needed services as outlined in their
individual service agreement, does need to be updated to full rate setting via a new waiver reimbursement rate redesign
in order for NH to come into compliance with CMS Direct Bill Pay CAP and to establish and/or build an independent
provider pool to sustain the Developmental Services systemin NH. Thiswork is planned to occur during CY21-22.
However, the Sate does review its rate schedule on a periodic basis.

Individuals whom select to self-direct services use the same individual budget development process as those accessing
“traditional” service modality types. Self-directed services utilize standard and customary rates—i.e. the sameratesin
the uniformrate table.

Moving forward, NH is moving to a rate build up methodology that will have, as its foundation, wages and other staffing
costs of the direct support professionalsto better promote market rates that are sufficient for the different regions within
the Sate and support a strong wor kfor ce.

The common rate schedule is used to prepare every waiver participant’s individualized budget. The States does a formal
review and approval of individual budgets to authorize services within NH's Medicaid Management |nformation System.
The Sate, to the ability that it is able, increases rates to support the provider network, including two 3.1 percent rate
increases implemented during the last biennium. Moving forward, as the state conducts a redesign of itsrate

methodol ogy, including new cost report templates, it is anticipated that reviewing and ensuring rate sufficiency will be
mor e streamlined and timely.

b. Flow of Billings. Describe the flow of billings for waiver services, specifying whether provider billings flow directly from

providers to the state's claims payment system or whether billings are routed through other intermediary entities. If
billings flow through other intermediary entities, specify the entities:
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The NH Developmental Services System utilizes more than 65 devel opmental services agencies who, effective 7/1/23, will
be enrolled with Medicaid to bill directly for services rendered or work with a third-party vendor to bill on their behalf.
Enrolled providers will have a Medicaid Provider Agreement with the NH State Medicaid Agency and be enrolled in
MMIS.

Providers must have a current BDS approved and issued Prior Authorization to bill for any individual receiving HCBS
DD services.

Billing is done on a fee for services basis in that providers do not bill for HCBS services until rendered and
documentation to support each bill must be maintained and available for review by the Sate Medicaid Agency.

The 10 area agencies will serve as the state's OHCDSin order to provide "pass-through” billing, in accordance with NH
Administrative Rule He-M 504. Pass-through services include Assistive technology, Environmental modifications,
Individual Goods and Services, Crisis Services, Non-medical Transportation, PERS, Community Integrated Services,
Wellness Coaching, Respite, and Specialty Services. In these cases, the area agency will submit a claimfor billing and
ensure timely payment to the rendering provider.

As of 7/1/23, in alignment with direct bill compliance, prior service authorizations must be converted to replace the
current area agency rendering provider with the newly enrolled Medicaid providers, by service. Residential Habilitation,
Community Participation Services and Supported Employment Services prior service authorizations will also have to be
converted to align units to 365-day billing with 30 |eave of absence days, using a newly created revenue code. In order to
ensure that services are not reduced and the provider network is maintained, the Sate is creating a new independently
determined Residential Habilitation level 8, Community Participation Services level 7, and Supported Employment level
4 procedure codes. These codes will be used for the purpose of data conversion only and is not linked to an individual's
level of support needed. This approach is an administrative change to support provider billing and maintains the use of
current funding levels aligned with the level of support an individual needs as outlined within their person-centered
service agreement and the service definitions for Residential Habilitation, Community Participation Services, and
Supported Employment. The conversion levels are for tracking and auditing purposes for the Sate only and will not
change the current rate methodol ogy. Rendering providerswill still receive the same total reimbursement using the same,
already approved rate methodol ogy.

Appendix | : Financial Accountability
|-2: Rates, Billing and Claims (2 of 3)

c. Certifying Public Expenditures (select one):

® No. state or local government agencies do not certify expenditures for waiver services.

O Yes. state or local government agencies directly expend funds for part or all of the cost of waiver services
and certify their state government expenditures (CPE) in lieu of billing that amount to Medicaid.

Select at least one:

[] Certified Public Expenditures (CPE) of State Public Agencies.

Soecify: (a) the state government agency or agencies that certify public expenditures for waiver services; (b)
how it is assured that the CPE is based on the total computable costs for waiver services; and, (¢) how the state
verifies that the certified public expenditures are eligible for Federal financial participation in accordance with
42 CFR 8433.51(b).(Indicate source of revenue for CPEsin Item1-4-a.)

[] Certified Public Expenditures (CPE) of Local Government Agencies.

Soecify: (a) the local government agencies that incur certified public expenditures for waiver services; (b) how it
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isassured that the CPE is based on total computable costs for waiver services; and, (c) how the state verifies
that the certified public expenditures are eligible for Federal financial participation in accordance with 42 CFR
8433.51(b). (Indicate source of revenue for CPEsin Item1-4-b.)

Appendix | : Financial Accountability
|-2: Rates, Billing and Claims (3 of 3)

d. Billing Validation Process. Describe the process for validating provider billings to produce the claim for federal financial
participation, including the mechanism(s) to assure that all claims for payment are made only: (a) when the individual

was eligible for Medicaid waiver payment on the date of service; (b) when the service was included in the participant's
approved service plan; and, (c) the services were provided:

All HCBS billing is processed through the NH Medicaid Management Information System (MMIS). All billing for HCBS
DD servicesrequires a Prior Authorization be open and current in MMIS. Prior Authorizationsincludes only the
services outlined in the individual's service agreement. If anindividual’s Medicaid status changes, claims are not paid
until or unlessthe individual has open Medicaid status for the time period included on the claim(s).

Providers are not authorized to hill for services without documentation that the services have been provided. Prior

Authorizations are issued for a period not to exceed one year and are only issued by Sate staff who have determined
Level of Care after the approval of the State BDS Liaison.

Individual's Prior Authorizations list all waiver services/procedure codes approved for that individual. No payments are
made for any HCBS-DD waiver service without a current Prior Authorization. Payment for claims without an
appropriate Prior Authorization would be denied by the MMIS,

e. Billing and Claims Record Maintenance Requirement. Records documenting the audit trail of adjudicated claims
(including supporting documentation) are maintained by the Medicaid agency, the operating agency (if applicable), and
providers of waiver services for a minimum period of 3 yearsasrequired in 45 CFR §92.42.

Appendix |: Financial Accountability
|-3: Payment (1 of 7)

a. Method of payments-- MMI S (select one):

® Payments for all waiver services are made through an approved Medicaid Management | nformation System
(MMLS).

o Payments for some, but not all, waiver services are made through an approved MMIS.
Foecify: (a) the waiver services that are not paid through an approved MMIS (b) the process for making such

payments and the entity that processes payments; (c) and how an audit trail is maintained for all state and federal

funds expended outside the MMIS; and, (d) the basis for the draw of federal funds and claiming of these expenditures
on the CMS-64:

o Payments for waiver services are not made through an approved MMI S.

Soecify: (a) the process by which payments are made and the entity that processes payments; (b) how and through
which system(s) the payments are processed; (c) how an audit trail is maintained for all state and federal funds
expended outside the MMIS, and, (d) the basis for the draw of federal funds and claiming of these expenditures on
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the CMS-64:

O Payments for waiver services are made by a managed care entity or entities. The managed care entity ispaid a
monthly capitated payment per eligible enrollee through an approved MMI S.

Describe how payments are made to the managed care entity or entities:

Appendix |: Financial Accountability
[-3: Payment (2 of 7)

b. Direct payment. In addition to providing that the Medicaid agency makes payments directly to providers of waiver
services, payments for waiver services are made utilizing one or more of the following arrangements (select at least one):

[ The Medicaid agency makes payments directly and does not use a fiscal agent (comprehensive or limited) or a
managed care entity or entities.

The Medicaid agency pays providers through the same fiscal agent used for the rest of the Medicaid program.
[] The Medicaid agency pays providers of some or all waiver servicesthrough the use of a limited fiscal agent.
Soecify the limited fiscal agent, the waiver services for which the limited fiscal agent makes payment, the functions

that the limited fiscal agent performsin paying waiver claims, and the methods by which the Medicaid agency
over sees the operations of the limited fiscal agent:

[] Providers are paid by a managed care entity or entitiesfor servicesthat are included in the state's contract with the
entity.

Soecify how providers are paid for the services (if any) not included in the state's contract with managed care
entities.

Appendix | : Financial Accountability
I-3: Payment (3 of 7)

c. Supplemental or Enhanced Payments. Section 1902(a)(30) requires that payments for services be consistent with
efficiency, economy, and quality of care. Section 1903(a)(1) provides for Federal financial participation to states for
expenditures for services under an approved state plan/waiver. Specify whether supplemental or enhanced payments are
made. Select one;

® No. The state does not make supplemental or enhanced payments for waiver services.

O Yes. The state makes supplemental or enhanced payments for waiver services.
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Describe: (a) the nature of the supplemental or enhanced payments that are made and the waiver services for which
these payments are made; (b) the types of providers to which such payments are made; (c) the source of the non-
Federal share of the supplemental or enhanced payment; and, (d) whether providers eligible to receive the
supplemental or enhanced payment retain 100% of the total computable expenditure claimed by the state to CMS.
Upon request, the state will furnish CMSwith detailed information about the total amount of supplemental or
enhanced payments to each provider type in the waiver.

Appendix | : Financial Accountability
|-3: Payment (4 of 7)

d. Paymentsto state or Local Government Providers. Specify whether state or local government providers receive payment
for the provision of waiver services.

® No. State or local government providers do not receive payment for waiver services. Do not complete Item |-3-e.
O Yes. State or local government providers receive payment for waiver services. Complete Item[-3-e.

Foecify the types of state or local government providers that receive payment for waiver services and the services that
the state or local government providers furnish:

Appendix |: Financial Accountability
|-3: Payment (5 of 7)

e. Amount of Payment to State or Local Government Providers.

Foecify whether any state or local government provider receives payments (including regular and any supplemental
payments) that in the aggregate exceed its reasonable costs of providing waiver services and, if so, whether and how the
state recoups the excess and returns the Federal share of the excess to CMS on the quarterly expenditure report. Select
one:

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

O The amount paid to state or local government providersisthe same as the amount paid to private providers
of the same service.

O Theamount paid to state or local government providers differs from the amount paid to private providers of
the same service. No public provider receives paymentsthat in the aggregate exceed its reasonable costs of
providing waiver services.

O Theamount paid to state or local government providers differs from the amount paid to private providers of
the same service. When a state or local government provider receives payments (including regular and any
supplemental payments) that in the aggregate exceed the cost of waiver services, the state recoups the excess
and returnsthe federal share of the excessto CMS on the quarterly expenditure report.

Describe the recoupment process:
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Appendix |: Financial Accountability
[-3: Payment (6 of 7)

f. Provider Retention of Payments. Section 1903(a)(1) provides that Federal matching funds are only available for
expenditures made by states for services under the approved waiver. Select one:

® Providersreceive and retain 100 percent of the amount claimed to CMS for waiver services.
O Providersare paid by a managed care entity (or entities) that is paid a monthly capitated payment.

Soecify whether the monthly capitated payment to managed care entitiesis reduced or returned in part to the state.

Appendix | : Financial Accountability
[-3: Payment (7 of 7)

g. Additional Payment Arrangements

i. Voluntary Reassignment of Paymentsto a Governmental Agency. Select one:

® No. The state does not provide that providers may voluntarily reassign their right to direct payments
to a governmental agency.

O Yes. Providers may voluntarily reassign their right to direct payments to a governmental agency as
provided in 42 CFR 8§447.10(e).

Foecify the governmental agency (or agencies) to which reassignment may be made.

ii. Organized Health Care Delivery System. Select one:

O No. The state does not employ Organized Health Care Delivery System (OHCDS) arrangements
under the provisions of 42 CFR §447.10.

® Yes Thewaiver provides for the use of Organized Health Care Delivery System arrangements under
the provisions of 42 CFR §447.10.

Soecify the following: (a) the entities that are designated as an OHCDS and how these entities qualify for
designation as an OHCDS; (b) the procedures for direct provider enrollment when a provider does not
voluntarily agree to contract with a designated OHCDS; (c) the method(s) for assuring that participants have
free choice of qualified providers when an OHCDS arrangement is employed, including the selection of
providers not affiliated with the OHCDS; (d) the method(s) for assuring that providers that furnish services
under contract with an OHCDS meet applicable provider qualifications under the waiver; (€) how itis
assured that OHCDS contracts with providers meet applicable reguirements; and, (f) how financial
accountability is assured when an OHCDS arrangement is used:
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In accordance with RSA 171-A and He-M 505, BDS contracts with 10 private, non-profit community
501(c)(3) providers known as area agencies. He-M 504, effective 7/1/23, authorizes area agenciesto act as
the state's organized health care delivery system (OHCDS). Further, it outlines requirements for completing
billing as an OHCDS entity. To be granted OHCDS authority, an area agency must be designated pursuant
to He-M 505.

The 10 area agencies will be able to provide billing as the OHCDS for certain services, known as "pass-
through", in accordance with NH administrative rule He-M 504. These arrangements must be voluntary, and
rendering providers will have the opportunity to enroll to bill Medicaid directly at any time. If an individual,
guardian, or representative elects to receive a service froma provider who is not currently associated with
an area agency, the area agency will assist the provider with establishing a contract or other agreement. The
area agency will submit a claimfor billing and ensure timely payment to the rendering provider. The area
agency will be responsible for ensuring the provider of the service meets the provider qualifications as
outlined in the waiver for the service being provided.

Pursuant to He-M 505 all designated area agencies are:

-Locally Controlled: Governed by independent Boards of Directors made up of volunteer families and
community business professionals;

-Family Driven: Advised by Regional Family Support Councils;

-Regionally Based: Responsible for providing services to individuals with developmental disabilities and
their families within their catchment area; and

-Over seen by the Bureau of Developmental Service: Redesignated every 5 years.

Area agencies are considered successful, operating efficiently and eligible for redesignation when:

-Thereisa high level of involvement of those who use and depend on servicesin all aspects of system
planning, design, and devel opment;

-The area agency demonstrates through its coordination of services and supports a commitment to a mission
which embraces community membership for persons with developmental disabilities;

-Ongoing inquiry regarding individual/guardian satisfaction is a common practice;

-Recipients of services and supports are satisfied;

-The area agency is fiscally sound and manages resour ces effectively to support its mission;

-The area agency board of directors demonstrates effective gover nance of the agency management and
functions;

-Supports and services are flexible and represent the needs, preferences, and capacities of
individuals/guardians;

-The area agency promotes preventative services and supports which reduce the need or the intensity of
long-termcare;

-The area agency, through multiple means, demonstrates its commitment to individual rights and safeguards;
-The area agency seeks to achieve continuous quality improvement in managing its operations and services,
and

-There is adherence to state and federal requirements.

Approval of an area agency's request for redesignation is granted if, based on the following information, the
area agency is found to be in compliance with He-M 505:

-Public comments regarding the area agency's demonstrated ability to provide local services and supportsto
people with developmental disabilities and their families;

-A comprehensive self-assessment of the area agency's current abilities and past performance;

-Input from a wide range of individuals, agencies, or groups who are either recipients, providers, or people
who collaborate in the provision of services and supports;

-Documentation pertaining to area agency operations available regionally and at the department; and
-Input from department staff who have direct contact with and knowledge of area agency operations.

iii. Contractswith MCOs, PIHPs or PAHPs.
® The state does not contract with M COs, PIHPs or PAHPs for the provision of waiver services.

10/18/2023



Application for 1915(c) HCBS Waiver: NH.0053.R07.07 - Jul 01, 2023 (as of Jul 01, 2023) Page 256 of 275

O The state contracts with a Managed Care Organization(s) (MCOs) and/or prepaid inpatient health plan(s)
(PIHP) or prepaid ambulatory health plan(s) (PAHP) under the provisions of §1915(a)(1) of the Act for the
delivery of waiver and other services. Participants may voluntarily elect to receive waiver and other services
through such MCOs or prepaid health plans. Contracts with these health plansare on file at the state
Medicaid agency.

Describe: (a) the MCOs and/or health plans that furnish services under the provisions of §1915(a)(1); (b) the
geographic areas served by these plans; (c) the waiver and other services furnished by these plans; and, (d)
how payments are made to the health plans.

O Thiswaiver isa part of a concurrent §1915(b)/§1915(c) waiver. Participants are required to obtain waiver
and other servicesthrough a MCO and/or prepaid inpatient health plan (PIHP) or a prepaid ambulatory
health plan (PAHP). The §1915(b) waiver specifies the types of health plansthat are used and how
payments to these plans are made.

O Thiswaiver isa part of a concurrent ?1115/?1915(c) waiver. Participants are required to obtain waiver and
other servicesthrough a MCO and/or prepaid inpatient health plan (PIHP) or a prepaid ambulatory health
plan (PAHP). The ?1115 waiver specifiesthe types of health plansthat are used and how payments to these
plans are made.

O | the state uses more than one of the above contract authorities for the del ivery of waiver services, please
select thisoption.

In the textbox below, indicate the contract authorities. In addition, if the state contracts with MCOs, PIHPs,
or PAHPs under the provisions of §1915(a)(1) of the Act to furnish waiver services: Participants may
voluntarily elect to receive waiver and other services through such MCOs or prepaid health plans. Contracts
with these health plans are on file at the state Medicaid agency. Describe: (a) the MCOs and/or health plans
that furnish services under the provisions of §1915(a)(1); (b) the geographic areas served by these plans; (c)
the waiver and other services furnished by these plans; and, (d) how payments are made to the health plans.

Appendix | : Financial Accountability
|-4. Non-Federal Matching Funds (1 of 3)

a. State Level Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the state source or sources of the
non-federal share of computable waiver costs. Select at least one:

Appropriation of State Tax Revenues to the State Medicaid agency

[] Appropriation of State Tax Revenues to a State Agency other than the Medicaid Agency.
If the sour ce of the non-federal share is appropriations to another state agency (or agencies), specify: (a) the state
entity or agency receiving appropriated funds and (b) the mechanismthat is used to transfer the fundsto the
Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer (IGT), including any matching

arrangement, and/or, indicate if the funds are directly expended by state agencies as CPEs, as indicated in Item |-2-
C

[ Other State Level Source(s) of Funds.
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Foecify: (a) the source and nature of funds; (b) the entity or agency that receives the funds; and, (c) the mechanism
that is used to transfer the funds to the Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer
(IGT), including any matching arrangement, and/or, indicate if funds are directly expended by state agencies as
CPEs, asindicated in Item |-2-c:

Appendix | : Financial Accountability
I-4: Non-Federal Matching Funds (2 of 3)

b. Local Government or Other Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the source or
sources of the non-federal share of computable waiver costs that are not from state sources. Select One:

® Not Applicable. There are no local government level sources of funds utilized as the non-federal share.

O Applicable
Check each that applies:

[ Appropriation of Local Government Revenues.

Soecify: (a) the local government entity or entities that have the authority to levy taxes or other revenues; (b) the
source(s) of revenue; and, (c) the mechanismthat is used to transfer the funds to the Medicaid Agency or Fiscal
Agent, such as an Intergovernmental Transfer (IGT), including any matching arrangement (indicate any
intervening entities in the transfer process), and/or, indicate if funds are directly expended by local government
agencies as CPEs, as specified in Item |-2-c:

[ Other Local Government Level Source(s) of Funds.

Secify: (a) the source of funds; (b) the local government entity or agency receiving funds; and, (c) the
mechanism that is used to transfer the funds to the state Medicaid agency or fiscal agent, such asan
Intergovernmental Transfer (1GT), including any matching arrangement, and/or, indicate if funds are directly
expended by local government agencies as CPEs, as specified in [tem |-2-c:

Appendix |: Financial Accountability
I-4: Non-Federal Matching Funds (3 of 3)

¢. Information Concerning Certain Sources of Funds. Indicate whether any of the fundslisted in Items |-4-a or |-4-b that
make up the non-federal share of computable waiver costs come from the following sources: (a) health care-related taxes
or fees; (b) provider-related donations; and/or, (c) federal funds. Select one:

® Noneof the specified sources of funds contribute to the non-federal share of computable waiver costs

O The following source(s) are used
Check each that applies:

[ Health care-related taxes or fees
] Provider-related donations
[ Federal funds
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For each source of funds indicated above, describe the source of the funds in detail:

Appendix | : Financial Accountability
[-5: Exclusion of Medicaid Payment for Room and Board

a. Services Furnished in Residential Settings. Select one:

O No services under thiswaiver are furnished in residential settings other than the private residence of the
individual.
® As specified in Appendix C, the state furnishes waiver servicesin residential settings other than the personal home
of theindividual.
b. Method for Excluding the Cost of Room and Board Furnished in Residential Settings. The following describes the
methodol ogy that the state uses to exclude Medicaid payment for room and board in residential settings:

Room and board are not allowable budget items and BDS ensures that Medicaid waiver funds are not used for Room and
Board by requiring that a budget is submitted for each individual clearly delineating non-Medicaid revenues which are
used to pay for Room and Board, typically, Social Security income. The Room and Board amount is clearly reflected in
each individual's budget and it is subtracted from the amount total prior to the Medicaid funding amount being
expressed.

Room and Board payments are made fromindividual's income by the individual or guardian directly to the agency or
entity providing residential services.

Appendix |: Financial Accountability
[-6: Payment for Rent and Food Expenses of an Unrelated Live-1n Caregiver

Reimbursement for the Rent and Food Expenses of an Unrelated Live-1n Personal Caregiver. Select one:

® No. The state does not reimburse for the rent and food expenses of an unrelated live-in personal caregiver who
residesin the same household as the participant.

O Yes. Per 42 CFR 8441.310(a)(2)(ii), the state will claim FFP for the additional costs of rent and food that can
be reasonably attributed to an unrelated live-in personal caregiver who residesin the same household asthe
waiver participant. The state describes its coverage of live-in caregiver in Appendix C-3 and the costs
attributable to rent and food for the live-in caregiver are reflected separately in the computation of factor D
(cost of waiver services) in Appendix J. FFP for rent and food for a live-in caregiver will not be claimed when
the participant livesin the caregiver's home or in aresidence that is owned or leased by the provider of
Medicaid services.

The following is an explanation of: (a) the method used to apportion the additional costs of rent and food attributable to
the unrelated live-in personal caregiver that are incurred by the individual served on the waiver and (b) the method
used to reimburse these costs:

Appendix |: Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (1 of 5)
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a. Co-Payment Requirements. Specify whether the state imposes a co-payment or similar charge upon waiver participants
for waiver services. These charges are calculated per service and have the effect of reducing the total computable claim
for federal financial participation. Select one:

® No. The state does not impose a co-payment or similar charge upon participants for waiver services.
O Yes. The gtate imposes a co-payment or similar charge upon participants for one or more waiver services.

i. Co-Pay Arrangement.

Foecify the types of co-pay arrangements that are imposed on waiver participants (check each that applies):

Charges Associated with the Provision of Waiver Services (if any are checked, complete Items |-7-a-ii
through I-7-a-iv):

(1 Nominal deductible
[] Coinsurance
[ Co-Payment
[] Other charge

Soecify:

Appendix |: Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (2 of 5)

a. Co-Payment Requirements.

ii. Participants Subject to Co-pay Charges for Waiver Services.

Answers provided in Appendix | -7-a indicate that you do not need to complete this section.

Appendix | : Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (3 of 5)

a. Co-Payment Requirements.

iii. Amount of Co-Pay Charges for Waiver Services.

Answers provided in Appendix | -7-a indicate that you do not need to complete this section.

Appendix | : Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (4 of 5)

a. Co-Payment Requirements.

iv. Cumulative Maximum Charges.

Answers provided in Appendix |-7-a indicate that you do not need to complete this section.

Appendix | : Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (5 of 5)
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b. Other State Requirement for Cost Sharing. Specify whether the state imposes a premium, enrollment fee or similar cost
sharing on waiver participants. Select one:

® No. The state does not impose a premium, enrollment fee, or similar cost-sharing arrangement on waiver
participants.

O Yes The gtate imposes a premium, enrollment fee or similar cost-sharing arrangement.
Describe in detail the cost sharing arrangement, including: (a) the type of cost sharing (e.g., premium, enrollment
fee); (b) the amount of charge and how the amount of the charge isrelated to total gross family income; (c) the

groups of participants subject to cost-sharing and the groups who are excluded; and, (d) the mechanisms for the
collection of cost-sharing and reporting the amount collected on the CMS 64:

Appendix J: Cost Neutrality Demonstration
J-1: Composite Overview and Demonstration of Cost-Neutrality Formula

Composite Overview. Complete the fieldsin Cols. 3, 5 and 6 in the following table for each waiver year. Thefieldsin Cols.
4,7 and 8 are auto-calculated based on entriesin Cols 3, 5, and 6. Thefieldsin Col. 2 are auto-cal culated using the Factor
D data from the J-2-d Estimate of Factor D tables. Col. 2 fields will be populated ONLY when the Estimate of Factor D
tablesin J-2-d have been completed.

Level(s) of Care: ICF/IID

Col. 1} Col.2 Col. 3 Col. 4 Col. 5 Col. 6 Col. 7 Col. 8
Year [Factor D| Factor D' Total: D+D' Factor G Factor G' Total: G+G'|Difference (Col 7 less Column4),
1 [67905.2 12183.87) 80089.10 158067.0 33816.51) 191883.51 111794.41
2 [70078.7 25206.99) 95285.74 164000.0 33816.51) 197816.51 102530.77
3 [71934.1 25523.12) 97457.23 168000.0 33816.51j 201816.51 104359.28
4 |73739.3 26023.12) 99762.45 172000.0 33816.51) 205816.51 106054.06
5 [75683.2 26523.12§ 102206.39 176000.0 33816.51) 209816.51 107610.12

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (1 of 9)

a. Number Of Unduplicated Participants Served. Enter the total number of unduplicated participants from Item B-3-a who
will be served each year that the waiver isin operation. When the waiver serves individuals under more than one level of
care, specify the number of unduplicated participants for each level of care:

Table: J-2-a: Unduplicated Participants

Distribution of Unduplicated Participants by
. Total Unduplicated Number of Participants Level of Care (if applicable)
Waiver Year
(from Item B-3-a) Level of Care:
ICF/IID
Year 1 4790
Year 2 4892
Year 3 5024
Year 4 5164
Year 5 5303
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J-2: Derivation of Estimates (2 of 9)

b. Average Length of Stay. Describe the basis of the estimate of the average length of stay on the waiver by participantsin

item J-2-a.

The Sate used the actual average length of stay (ALOS) as submitted on 372's for FY2014 through FY2019. These actual
ALOSwere used to calculate an average trend, for FY2014 through FY2019, of 0.30%. This trend was used to calculate

FY2020 through FY2026. The updated yearly ALOS are as follows:

WY Fiscal Year
FY22
FY23
FY24
FY25
FY26

ga b wNPE

"Projected ALOS J-2-b"

324
325
326
327
328

The Sate has no reason to doubt what the average trend percentage is calculating to be and therefore used it to assist in

our projections.

The 0.30% was cal culated using the Average Trend formula, rounded to 3 decimal places as follows:

=ROUND((FY19/FY14)(1/5)-1,3) . If the rounding function is eliminated, the percentage becomes 0.33%; however, the

projected numbers do not change.

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (3 of 9)

c. Derivation of Estimates for Each Factor. Provide a narrative description for the derivation of the estimates of the

following factors.

i. Factor D Derivation. The estimates of Factor D for each waiver year are located in Item J-2-d. The basis and

methodol ogy for these estimates is as follows:
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Factor D equalstotalsin J-2-d divided by total projected participants in each year of the waiver.

The 3.1% rate increase was a result of the Sate' s Biennial budget legislation of 2019. This increase was applied
to all services under the current, approved DD Waiver, including: Community Participation Services, Residential
Habilitation/Personal Care Services, Respite, Service Coordination, Supported Employment, Assistive
Technology Support Services, Community Support Services, Crisis Response Services, Environmental and Vehicle
Maodification Services, Soecialty Services and Wellness Coaching.

Five (5) tables were created that were used to populate the WY templates in J-2-d-i. The completion of the J-2-d-i
for each WY calculated a projected total expenditure. The total was divided by the projected utilization to
calculate Factor D for each WY1 through WY5.

The source of data for the Developmental Disabilities (DD) waiver for State Fiscal Year (SFY) 14-19 was
gueried in NH's Medicaid Management Information System (MMIS). In addition, NH's Bureau of Elderly and
Adult Services (BEAS), Choices for Independence (CFI) waiver for SFY14-19 was queried to assist in projecting
new services to the DD waiver: Assistive Technology, for which CFl Special Medical Equipment service was used
for, asthey are similar services; and, Personal Emergency Response System (PERS). The additional new DD
services: Individual Goods and Services (items/services otherwise not covered by NH Sate Plan); Non-Medical
Transportation; Community | ntegration Services (inclusive of thereauptic, recreation and campership); and
Wellness Coaching, were projected based on feedback from Bureau experience and public session input. The
data calculated in each table is as follows and each WY table in J-2-d-i was entered into WMS
Table 1. Number of Users— Projected # of Unduplicated Count by service, based on % of Total Waiver
Unduplicated count, per submitted 372 reports, multiplied by updated projected utilization in B-3.

a. SFY14-19 unduplicated counts for DD services, mentioned above, were averaged. The average was divided
by the average total projected DD unduplicated count for SFY14-19 to determine the % of total unduplicated
individuals. These percentages were used to project the unduplicated count per services as a percentage of the
DD waiver renewal updated projected utilization in B-3.

b. SFY14-19 unduplicated counts for CFI services, mentioned above, were averaged. The average was divided
by the average total CFI unduplicated count for SFY14-19 to determine the % of total unduplicated individuals.
These percentages wer e used to project the unduplicated count per services as a percentage of the DD waiver
renewal updated projected utilization in B-3.

c. For the additional new DD services, the percentage used was based on Bureau expertise and public session
input, to project the unduplicated count per services as a percentage of the DD waiver renewal projected
utilization in B-3.

Table 2: Units per User part 1 - Actual Units Billed in MMIS by year.

a. Actual unitsbilled in MMISby year, for the current DD services, was used to calculate an average trend by
service. In addition, the average units for FY14-19 was calculated by service. The average trend was applied to
the average units for FY14-19 as the base to project units used for FY22 through FY26.

b. Actual unitsbilled in MMISby year, for the CFI services (listed above), was used to calculate an average
trend by service. In addition, the average units for FY14-19 was calculated by service. The average trend was
applied to the average units for FY14-19 as the base to project units used for FY22 through FY26.

Table 3: Units per User part 2 - Units Billed per service (Table 2) divided by WY projected Utilization by service
(Table 1). The numbers are entered into J-2-d-i.

a. Projected units by service (Table 2), for the current DD services, was divided by WY projected utilization by
service (Table 1) to arrive at a units per user number.

b. Projected units by service (Table 2), for the CFI services (see above), was divided by WY projected utilization
by service (Table 1) to arrive at a units per user number.

c. For the additional new DD services, the unit per user used was based on Bureau expertise and public session
input, to project the unit per user per service.

Table 4: Avg. Cost per unit of service - Rates (to include 3.1% rate increase) & CAPS per service, if applicable.
a. Theservicesfor current DD and CFI that have rates are listed. A 3.1% rate increase calculation was done
and added to the rate to show the rate that will be in effect 1/1/21.

b. The servicesthat have a CAP are listed.

c. Theservicesthat are independently determined, based on an individual’ s needs using customary costs within
their region, was listed. The rate increase, for independently determined services, is not shown asit is calculated
when the prior authorization (PA) is approved in MMIS. For these services, the Avg. Cost per unit of service are
calculated.
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Table 5: Projected expenditure per service - Actual 372 Expenditures, for DD & CFl services, as explained
above, by year for FY14-19 were used to calculate an average trend percentage. In addition, the average
expenditures for FY14-19 was calculated by service. The average trend was applied to the average expenditures
for FY14-19 as the base to project expenditures used for FY22 through FY26.

Factor D’s are projected to increase due to additional services added to the DD Waiver and to increasing staffing
costs due to workfor ce shortages.

The addition of the Removable Prosthodontic Services is effective April 1, 2023.

The addition of Removable Prosthodontic Services will increase Factor D based on the calculationsin the
attached workbook titled “ DRAFT of Projected DD, ABD & CFI Waiver Amendment for Denture Service 10-27-
22v2 UPDATED 1-29-23.xIsx” and below

Developmental Disabilities (DD)

Removable Prosthodontic Services Amendment Factor D WY1 WY2 WY3 WY4 WY5
CMS Approved Waiver Unduplicated Individuals (Utilization) - Appendix J-2-a 4,790 4,892 5,024
5164 5,303

# of individuals per 1,000 utilization 489 502 516 530

# of Individuals per 1000 (Exhibit C of Milliman Report) 8 8 8 8

Pent up Demand Adjustment of 1.20 (Page 8 of Milliman Report) 120 120 120 1.20
DCG (Milliman Health Cost Guidelines - Dental (TM) Adjustment of 1.013 (Page 10 of Milliman Report)
1.013 1013 1013 1.013

Updated Utilization per 1,000 9725 9.725 9725 9.725

Amendment Additional Denture Service

Utilization (WY2 = 5 months; WY3-5 = 12 months) 20 49 51 52

Avg Units per User 1 1 1 1

Avg Charge (Exhibit C of Milliman Report) $414.74  $414.74  $414.74  $414.74

Total Cost $8,294.80 $20,322.26 $21,151.74  $21,566.48

Current Total Waiver Expenditures  $325,266,049.48  $342,610,313.17  $360,129,577.94
$379,524,568.36  $400,087,441.51
Amendment Total Waiver Expenditures  $325,266,049.48  $342,618,607.97  $360,149,900.20
$379,545,720.10  $400,109,007.99

Amendment Factor D (It will calculate once add the new service)  $67,905.23  $70,036.51  $71,685.89
$73,498.40  $75,449.56

The additional dollars added, as a result of the new Removable Prosthodontic Services, were calculated by WY as
follows:

Updated Utilization per 1,000 is a result of multiplying the # of individuals per 1000 (Exhibit C of the Milliman
Report); Pent up Demand Adjustment of 1.20 (Page 8 of the Milliman Report); and, DCG (Milliman Health Cost
Guidelines— Dental ™ Adjustment of 1.013, Page 10 of the Milliman Report).

Utilization is a result of multiplying the # of individuals per 1,000 utilization (Waiver unduplicated individuals)
by the Updated Utilization per 1,000. For WY1 this equals 0 as the new Removable Prosthodontic Service doesn’t
start until WY2. For WY2 it is based on 5 months of service. For WY3-5 it is calculated based on 12 months of
service.

Avg. Chargeis from Exhibit C of the Milliman Report, $414.74.

The Total Cost is derived by multiplying the Utilization, Avg Units per User and Avg Charge per WY.

Per Appendix B-5-c-1, for the 7-1-23 waiver amendment, NH added the total projected cost of care or cost share
to residential services, that has been applied to individuals receiving DD services as they are billed each month,
as beginning 7-1-23 only residential services will have a cost of care. The cost of care was added to residential
WY2 for 2 months only and for full yearsfor WYs 3-5. As a result, WY2-5 Factor D's changed slightly.

ii. Factor D' Derivation. The estimates of Factor D' for each waiver year areincluded in Item J-1. The basis of these

estimates is as follows:
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The projected numbers for Factor D', were updated to mirror the CMS approved current DD Waiver WY1, 3-5
due to being obligated by the Maintenance of Effort (MOE), of the ARP, to not make a reduction in services or
individuals being served. In addition, WY2 is projected to be the same as WY1 as the current waiver shows a
decrease in WY2, which is not allowed as a result of the MOE of the ARP. The updated numbers are as follows:
WY Year Projected Factor D'

WY1l FY22 $12,183.87

WY2 FY23 $12,183.87

WY3 FY24 $12,500.00

WY4 FY25 $13,000.00

WY5 FY26 $13,500.00

Factor G’ isgreater than Factor D’ because the acuity of individualsin the ICF-I1D institution, Cedarcrest, is
much higher than the acuity of individuals on the DD Waiver. In addition, managed care is making a difference
in home and community based care, with cost being deferred to the MCO, thus reducing Factor D’.

The addition of Dental servicesto Medicaid Sate Plan services will be increased by the attached workbook titled
“ DRAFT of Projected DD, ABD & CFI Waiver Amendment for Denture Service 10-27-22v2 UPDATED 1-29-
23.xIsx" and below:

Developmental Disabilities (DD)

Removabl e Prosthodontic Services Amendment Factor D' WY1 WY2 WY3 WY4 WY5

Current Factor D' $12,183.87 $12,183.87 $12,500.00 $13,000.00 $13,500.00

Avg Charge for all Dental minus Dentures ($1,500 yrly limit on dental services minus Avg Charge for dentures,
page 1 of Milliman Report) $13,023.12 $13,023.12 $13,023.12 $13,023.12

Amendment Factor D' (Current +Avg Charge for Dental minus Dentures) $12,183.87  $25,206.99
$25,523.12 $26,023.12 $26,523.12

The additional dollars added, as a result of the new Removable Prosthodontic Services, were calculated by using
the $1,500.00 yearly limit on dental services, per page 1 of the Milliman Report, and subtracting the average
charge for dentures of $414.74, per Exhibit C of the Milliman Report.

Factor G Derivation. The estimates of Factor G for each waiver year are included in Item J-1. The basis of these
estimatesis as follows:

The projected numbers for Factor G were updated to mirror the current CMS approved current DD Waiver due
to being obligated by the Maintenance of Effort (MOE), of the ARP, to not make a reduction in services or
individuals being served as follows:

WY Year Projected Factor G

WY1l FY22 $158,067.00

WY2 FY23 $164,000.00

WY3 FY24 $168,000.00

WY4 FY25 $172,000.00

WY5 FY26 $176,000.00

In addition, the 2020 & 2021 numbers were increased by the rate increases of 3.1% given January 1, 2020 &
January 1, 2021.

Projected expenditures, for Factor G, are not anticipated to be higher than what is already projected in WYs 2-5,
of the current approved waiver, as a result of adding the Removable Prosthodontic Services.

iv. Factor G' Derivation. The estimates of Factor G' for each waiver year are included in Item J-1. The basis of these

estimates is as follows:
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The 3.1% increase given to all Medicaid servicesin January 1, 2020 and 2021 was not a Medical Consumer
Price Index increase but rather a State of NH Legislative mandate as part of its S-Y20-21 biennial budget. In
addition, as part of the Sate of NH Legislative SFY22-23 biennial budget, an additional 5% rate increase was
given for SFY22.

Due to being obligated by the Maintenance of Effort (MOE), of the ARP, to not make a reduction in services or
individuals being served, Factor G' was updated in Appendix J-1 as follows:

WY Year Projected Factor G'
WY1l FY22 $33816.51
WY2 FY23 $33816.51
WY3 FY24 $33816.51
WY4 FY25 $33816.51
WY5 FY26 $33,816.51.

Projected expenditures, for Factor G’, are not anticipated to be higher than what is already projected in WYs 2-5,
of the current approved waiver, as a result of adding the Removable Prosthodontic Services.

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (4 of 9)

Component management for waiver services. If the service(s) below includes two or more discrete services that are reimbursed
separately, or isa bundled service, each component of the service must be listed. Select “ manage components’ to add these
components.

Waiver Services

Community Participation Services

Residential Habilitation
Respite
Service Coordination

Supported Employment

Assistive Technology

Community Integration Services

Community Support Services

Crisis Response Services

Environmental and Vehicle Modification Services

Individual Goods and Services

Non-Medical Transportation

Personal Emergency Response Services

Removable Prosthodontic Services
Specialty Services

Wellness Coaching

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (5 of 9)

d. Estimate of Factor D.

ii. Concurrent 81915(b)/81915(c) Waivers, or other authorities utilizing capitated arrangements (i.e., 1915(a), 1932(a),
Section 1937). Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User,
and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that
service. Select Save and Calculate to automatically cal culate and popul ate the Component Costs and Total Costs fields.
All fieldsin this table must be completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.
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Waiver Service/
Component

Capi-
tation

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Community
Participation
Services Total:

90868457.60

Community
Participation
Services

|15 minutes

2608

4028.00]

8.69)

90868457.60

Residential
Habilitation
Total:

125585737.20

Residential
Habilitation

IDay

2130)

252.00

233.97]

125585737.20

Respite Total:

2186601.20

Respite

|15 minutes

994

647.00

3.40]

2186601.20

Service
Coordination
Total:

9713568.48

Service
Coordination

IMonth

3224

11.00)

27356

9713568.48

Supported
Employment
Total:

9934034.32

Supported
Employment

|15 Minutes

474

2542.00]

8.21]

9934034.32

Assistive
Technology
Total:

512583.98

Assistive
Technology

Iltem

311

46.00]

35.83

512583.98

Community
Integration
Services Total:

53801280.00

Community
Integration
Services

IEach

1437]

4.69

8000.00]

53801280.00

Community
Support Services
Total:

3923337.60

Community
Support
Services

J15 Minutes

499

1170.00]

6.72)

3923337.60

Crisis Response
Services Total:

2050560.00

Crisis
Response
Services

J15 Minutes

120]

2225.00]

7.69)

2050560.00

Environmental
and Vehicle
Modification
Services Total:

632870.58

GRAND TOTAL:

Total: Servicesincluded in capitation:
Total: Services not included in capitation:
Total Estimated Unduplicated Participants:

Factor D (Divide total by number of participants):

Servicesincluded in capitation:
Services not included in capitation:

Average Length of Stay on the Waiver:

325266049.48

325266049.48

4790

67905.23

67905.23

324
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Waiver Service/
Component

Capi-
tation

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Environmental
and Vehicle
Modification
Services

]

[Each

159|

1.00)

4005.51|

632870.58

Individual Goods
and Services
Total:

373500.00

Individual
Goods and
Services

|Each

249

1.00)

1500.00)

373500.00

Non-Medical
Transportation
Total:

18837800.00

Non-Medical
Transportation

IEach

719l

5.24)

5000.00]

18837800.00

Personal
Emergency
Response Services
Total:

1319990.88

Personal
Emergency
Response
Services

IMonth

2587

12.00)

42.52)

1319990.88

Removable
Prosthodontic
Services Total:

0.00

Removable
Prosthodontic
Services

|Each

1.00)

41474

0.00

Specialty Services
Total:

4202292.64

Specialty
Services

[Each

2908

13.00)

111.16|

4202292.64

Wellness
Coaching Total:

1323435.00

Wellness
Coaching

1 hour

249|

100.00]

53.15|

1323435.00

GRAND TOTAL:

Total: Servicesincluded in capitation:
Total: Services not included in capitation:
Total Estimated Unduplicated Participants:

Factor D (Divide total by number of participants):

Servicesincluded in capitation:
Services not included in capitation:

Average Length of Stay on the Waiver:

325266049.48

325266049.48

4790

67905.23

67905.23

324)

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (6 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/81915(c) Waivers, or other concurrent managed care authorities utilizing capitated payment
arrangements. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User,
and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that
service. Select Save and Calculate to automatically cal culate and popul ate the Component Costs and Total Costs fields.
All fieldsin this table must be completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 2

10/18/2023
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Waiver Service/
Component

Capi-
tation

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Community
Participation
Services Total:

94929106.09

Community
Participation
Services

15 minute

2663

3913.00]

9.11

94929106.09

Residential
Habilitation
Total:

133229625.00

Residential
Habilitation

IDay

2174

250.00

245.02]

133229625.00

Respite Total:

2223205.25

Respite

|15 minutes

1014

617.00

3.55

2223205.25

Service
Coordination
Total:

9921200.52

Service
Coordination

|M0nth

3297,

11.00)

27356

9921200.52

Supported
Employment
Total:

10600146.00

Supported
Employment

15 Minutes

2566.00]

8.50]

10600146.00

Assistive
Technology
Total:

551955.78

Assigtive
Technology

Iltem

314

47.00]

36.93

551955.78

Community
Integration
Services Total:

56997200.00

Community
Integration
Services

[Each

1469

4.85

8000.00]

56997200.00

Community
Support Services
Total:

3899939.40

Community
Support
Services

15 minutes

510]

1071.00]

7.14)

3899939.40

Crisis Response
Services Total:

2220951.44

Crisis
Response
Services

15 minutes

122]

2287.00]

7.96)

2220951.44

Environmental
and Vehicle
Modification
Services Total:

636035.33

Environmental
and Vehicle

636035.33

GRAND TOTAL:

342825232.97

Total: Servicesincluded in capitation:
342825232.97
4892
70078.75

Total: Services not included in capitation:

Total Estimated Unduplicated Participants:
Factor D (Divide total by number of participants):
Servicesincluded in capitation:

70078.75

325

10/18/2023

Services not included in capitation:

Average Length of Stay on the Waiver:
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Waiver Service/
Component

Capi-
tation

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Modification
Services

[Each

161||

1.00)

3950.53]

Individual Goods
and Services
Total:

381000.00

Individual
Goods and
Services

|Each

2|

1.00)

1500.00)

381000.00

Non-Medical
Transportation
Total:

19964800.00

Non-Medical
Transportation

IEach

3|

5.44

5000.00]

19964800.00

Personal
Emergency
Response Services
Total:

1348054.08

Personal
Emergency
Response
Services

IMonth

2642 |

12.00)

42.52)

1348054.08

Removable
Prosthodontic
Services Total:

8294.80

Removable
Prosthodontic
Services

|Each

1.00)

41474

8294.80

Specialty Services
Total:

4563709.28

Specialty
Services

[Each

N
©
N

LQ |

13.00)

118.24|

4563709.28

Wellness
Coaching Total:

1350010.00

Wellness
Coaching

1 hour

100.00]

53.15|

1350010.00

GRAND TOTAL:

Total: Servicesincluded in capitation:
Total: Services not included in capitation:
Total Estimated Unduplicated Participants:

Factor D (Divide total by number of participants):

Servicesincluded in capitation:
Services not included in capitation:

Average Length of Stay on the Waiver:

342825232.97

342825232.97

4892

70078.75

70078.75

325

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (7 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/81915(c) Waivers, or other concurrent managed care authorities utilizing capitated payment
arrangements. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User,
and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that
service. Select Save and Calculate to automatically cal culate and popul ate the Component Costs and Total Costs fields.
All fieldsin this table must be completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 3

10/18/2023
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Waiver Service/
Component

Capi-
tation

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Community
Participation
Services Total:

99195168.00

Community
Participation
Services

15 minute

2734

3778.00]

9.60]

99195168.00

Residential
Habilitation
Total:

142143164.80

Residential
Habilitation

IDay

2234

247.00

257.60

142143164.80

Respite Total:

2255409.00

Respite

|15 minutes

1042}

585.00

3.70)

2255409.00

Service
Coordination
Total:

9262741.60

Service
Coordination

|M0nth

3384

10.00)

27356

9262741.60

Supported
Employment
Total:

11324904.80

Supported
Employment

15 Minutes

499

2579.00]

8.80]

11324904.80

Assistive
Technology
Total:

594453.30

Assigtive
Technology

Iltem

327

49.00]

37.19

594453.30

Community
Integration
Services Total:

60400560.00

Community
Integration
Services

[Each

1507]

5.01|

8000.00]

60400560.00

Community
Support Services
Total:

3886737.26

Community
Support
Services

15 minutes

523

974.00

7.63

3886737.26

Crisis Response
Services Total:

2405403.00

Crisis
Response
Services

15 minutes

126

2314.00]

8.25

2405403.00

Environmental
and Vehicle
Modification
Services Total:

639214.54

Environmental
and Vehicle

639214.54

GRAND TOTAL:

361396963.68

Total: Servicesincluded in capitation:
Total: Services not included in capitation: 361396963.68
5024

71934.11

Total Estimated Unduplicated Participants:
Factor D (Divide total by number of participants):
Servicesincluded in capitation:

Services not included in capitation: 71934.11

326

10/18/2023

Average Length of Stay on the Waiver:
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Waiver Service/
Component

Capi-
tation

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Modification
Services

[Each

16|

1.00)

3850.69]

Individual Goods
and Services
Total:

391500.00

Individual
Goods and
Services

|Each

261]]|

1.00)

1500.00)

391500.00

Non-Medical
Transportation
Total:

21149700.00

Non-Medical
Transportation

IEach

|

5.61|

5000.00]

21149700.00

Personal
Emergency
Response Services
Total:

1384281.12

Personal
Emergency
Response
Services

IMonth

2713

12.00)

42.52)

1384281.12

Removable
Prosthodontic
Services Total:

20322.26

Removable
Prosthodontic
Services

|Each

1.00)

41474

20322.26

Specialty Services
Total:

4956189.00

Specialty
Services

[Each

3050}

14.00)

116.07]

4956189.00

Wellness
Coaching Total:

1387215.00

Wellness
Coaching

1 hour

261]||

100.00]

53.15|

1387215.00

GRAND TOTAL:

Total: Servicesincluded in capitation:
Total: Services not included in capitation:
Total Estimated Unduplicated Participants:

Factor D (Divide total by number of participants):

Servicesincluded in capitation:
Services not included in capitation:

Average Length of Stay on the Waiver:

361396963.68

361396963.68

5024

71934.11

71934.11

326

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (8 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/81915(c) Waivers, or other concurrent managed care authorities utilizing capitated payment
arrangements. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User,
and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that
service. Select Save and Calculate to automatically cal culate and popul ate the Component Costs and Total Costs fields.
All fieldsin this table must be completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 4

10/18/2023
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Waiver Service/
Component

Capi-
tation

Unit #Users

Avg. Units Per User

Component

Cost Total Cost

Avg. Cost/ Unit

Community
Participation
Services Total:

103616439.66

Community
Participation
Services

15 minute | | 2811|

3646.00]

10.1 1| 103616439.66

Residential
Habilitation
Total:

150484340.16

Residential
Habilitation

P I 2294

243.00

26972I 150484340.16

Respite Total:

2294403.30

Respite

|15 minutes I | 1071'

555.00

3. 86| 2294403.30

Service
Coordination
Total:

9522623.60

Service
Coordination

|M0nth I | 3481'

10.00)

273. 56| 9522623.60

Supported
Employment
Total:

12098756.16

Supported
Employment

15 Minutes | | 513|

2586.00]

9 12I 12098756.16

Assistive
Technology
Total:

640200.96

Assigtive
Technology

= I 334

51.00)

3736' 640200.96

Community
Integration
Services Total:

63942720.00

Community
Integration
Services

[Each | | 1545%

5.16

8000. Oq 63942720.00

Community
Support Services
Total:

3885220.80

Community
Support
Services

15 minutes | | 538|

885.00

8 16| 3885220.80

Crisis Response
Services Total:

2605167.90

Crisis
Response
Services

15 minutes | | 12q

2362.00]

8 55' 2605167.90

Environmental
and Vehicle
Modification
Services Total:

642411.30

Environmental
and Vehicle

642411.30

GRAND TOTAL:

Total: Servicesincluded in capitation:

Total: Services not included in capitation:

Total Estimated Unduplicated Participants:
Factor D (Divide total by number of participants):
Servicesincluded in capitation:

Services not included in capitation:

Average Length of Stay on the Waiver:

380789899.54
380789899.54
5164

73739.33

73739.33

327

10/18/2023
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Waiver Service/
Component

Capi-
tation

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Modification
Services

[Each

17of||

1.00)

3778.89]

Individual Goods
and Services
Total:

403500.00

Individual
Goods and
Services

|Each

269||

1.00)

1500.00)

403500.00

Non-Medical
Transportation
Total:

22397500.00

Non-Medical
Transportation

IEach

79|

5.79

5000.00]

22397500.00

Personal
Emergency
Response Services
Total:

1423059.36

Personal
Emergency
Response
Services

IMonth

2789

12.00)

42.52)

1423059.36

Removable
Prosthodontic
Services Total:

21151.74

Removable
Prosthodontic
Services

|Each

1.00)

41474

21151.74

Specialty Services
Total:

5382669.60

Specialty
Services

[Each

3135

14.00)

122.64|

5382669.60

Wellness
Coaching Total:

1429735.00

Wellness
Coaching

1 hour

269||

100.00]

53.15|

1429735.00

GRAND TOTAL:

Total: Servicesincluded in capitation:
Total: Services not included in capitation:
Total Estimated Unduplicated Participants:

Factor D (Divide total by number of participants):

Servicesincluded in capitation:
Services not included in capitation:

Average Length of Stay on the Waiver:

380789899.54

380789899.54

5164

73739.33

73739.33

327|

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (9 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/81915(c) Waivers, or other concurrent managed care authorities utilizing capitated payment
arrangements. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User,
and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that
service. Select Save and Calculate to automatically cal culate and popul ate the Component Costs and Total Costs fields.
All fieldsin this table must be completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 5

10/18/2023
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Waiver Service/
Component

Capi-
tation

Unit #Users

Avg. Units Per User

Component

Cost Total Cost

Avg. Cost/ Unit

Community
Participation
Services Total:

108304090.83

Community
Participation
Services

[5 mine Il 2884

3523.7o|

10.65' 108304090.83

Residential
Habilitation
Total:

159312139.20

Residential
Habilitation

P I 2354

240.00

281. 51| 159312139.20

Respite Total:

2331758.00

Respite

|15 minutes I | 110q

526.00

4 03| 2331758.00

Service
Coordination
Total:

9777034.40

Service
Coordination

|M0nth I | 3574'

10.00)

273. Sq 9777034.40

Supported
Employment
Total:

12923489.25

Supported
Employment

15 Minutes | | 527|

2595.00]

9 45| 12923489.25

Assistive
Technology
Total:

689527.35

Assigtive
Technology

[rem I 3459

53.00)

37.7 1| 689527.35

Community
Integration
Services Total:

67712960.00

Community
Integration
Services

[Each | | 1591|

5.32

8000. Oq 67712960.00

Community
Support Services
Total:

3890742.10

Community
Support
Services

15 minutes | | 553|

805.00

8.7 4| 3890742.10

Crisis Response
Services Total:

2821041.72

Crisis
Response
Services

15 minutes | | 133|

2394.00]

8. 86| 2821041.72

Environmental
and Vehicle
Modification
Services Total:

645624.00

Environmental
and Vehicle

645624.00

GRAND TOTAL:

Total: Servicesincluded in capitation:

Total: Services not included in capitation:

Total Estimated Unduplicated Participants:
Factor D (Divide total by number of participants):
Servicesincluded in capitation:

Services not included in capitation:

Average Length of Stay on the Waiver:

401348372.79
401348372.79
5303

75683.27

75683.27

329

10/18/2023
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Waiver Service/
Component

Capi-
tation

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Modification
Services

[Each

175

1.00)

3689.28]

Individual Goods
and Services
Total:

414000.00

Individual
Goods and
Services

|Each

276

1.00)

1500.00

414000.00

Non-Medical
Transportation
Total:

23730750.00

Non-Medical
Transportation

IEach

795

5.97]

5000.00]

23730750.00

Personal
Emergency
Response Services
Total:

1461327.36

Personal
Emergency
Response
Services

IMonth

2864

12.00)

42.52)

1461327.36

Removable
Prosthodontic
Services Total:

21566.48

Removable
Prosthodontic
Services

|Each

1.00)

41474

21566.48

Specialty Services
Total:

5845382.10

Specialty
Services

[Each

3219|

15.00)

121.08

5845382.10

Wellness
Coaching Total:

1466940.00

Wellness
Coaching

| hour

276

100.00]

53.15|

1466940.00

GRAND TOTAL:

Total: Servicesincluded in capitation:
Total: Services not included in capitation:
Total Estimated Unduplicated Participants:

Factor D (Divide total by number of participants):

Servicesincluded in capitation:
Services not included in capitation:

Average Length of Stay on the Waiver:

401348372.79

401348372.79

5303

75683.27

75683.27

329

10/18/2023



