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Executive Summary
Substantive Recommendations for the Illinois Medicaid Home and Community-Based
Services Waiver for Adults with Developmental Disabilities
and Related System Changes
1. In Chapter I, it was noted that the Illinois Division of Developmental Disabilities has a
vision, mission, beliefs and guiding principles consistent with best practice.
2. A comparative analysis was conducted in Chapter 1 comparing Illinois with states of
demographic similarity and states with developmental disabilities best practice
components. The analysis demonstrated that while Illinois is a relatively high wealth
state, it has not allocated its resources for developmental disabilities services and
supports comparable to most of the other nine states. It is recommended that at least
$70 million be added of state general revenue funds on a continuing basis to make
systemic improvements.
3. Chapter II demonstrated the progressive nature of the new 2005 Centers for Medicare
and Medicaid Services (CMS) Guidelines for Medicaid Home and Community-Based
Services waivers for aged and disabled including standards for participant directed
supports. In Chapter IV the CMS standards for individual budgeting systems were also
demonstrated.
4. Review of the current Illinois adult comprehensive waiver in Chapter I revealed that the
home based services definition is not consistent with supported living service and a
definition for supported living was proposed consistent with best practice.
5. It was recommended that Illinois adopt a 300% federal poverty level for waiver
eligibility consistent with the level in ICFs/DD and serve more needy individuals
with developmental disabilities, allow for the transition of some individuals from
congregate care to supported living, and eligibility for those who have income over the
Supplemental Security Income level and may be employed but far less than economically
self-sufficient. A similar recommendation was made within the 2003 Gettings report.
6. In Chapter I an issue was raised with the targeting of waiver proceeds to individuals
on a group basis rather than based on individual need. In Chapter IV, CMS standards
for individual budgeting systems were presented and Connecticut and Ohio systems were
discussed. It was recommended that Illinois, on an interim basis, adopt on a modified
basis a proven system within a CMS approved waiver. It could then work on developing
a new system based on the Supports Intensity Scale of the American Association on
Mental Retardation or some other needs assessment instrument and establishing
reliability and validity of the devices for allocating budgets based on need. There is also a
need for a simplified process for initial eligibility using a functional screen.
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7. There seems to be a strong need for a consistent and uniform process for assigning
authority and responsibility for a single point of entry system for individuals with
developmental disabilities, a function that can be performed by the Division or delegated
to another agency such as Independent Service Coordination agencies but not a direct
care provider. Within Chapter VI. standards for such a single point of entry system were
proposed by the author in five draft administrative rules covering functions, personnel
certification, Medicaid targeted case management and other sources of funding, standards
for the performance review by DDD of ISC agencies including provisions for accountability,
and standards for assessing quality assurance, personal satisfaction and quality outcomes
of individuals.
8. In Chapter III, a review of service definitions within the Illinois waiver was reviewed. It was
proposed that Illinois expand the service days within Residential Habilitation
Services (congregate care) from 320 days to at least 340 or 350 days, which is more
reasonable and consistent with individual needs.
9. In Chapter III a review of the home based services definition was made and it was
concluded that the definition does not comport with supported living. A supported living
definition by the author coupled with a Utah waiver approved service definition was
recommended for inclusion in the 2007 Illinois Medicaid HCBS waiver for adults.
10. In Chapter III, Behavioral Intervention services were conducted and the three-tiered
Utah approach combined with crisis-wrap around mobile services was proposed for
1,333 individuals per year.
11. In Chapter III, it was the author’s conclusion that most general service definitions in the
Illinois adult waiver are reasonable and well written with the exceptions in number 9
and 10 above. A review of state waivers did yield innovative practices related to
additional, well written service definitions of a range of states were presented on
residential habilitation, supported living, behavioral interventions, residential habilitation
absence days, one-time transition supports for individuals moving from congregate care to
supported living, participant directed supports including family and individual support
services and fiscal management services, and comprehensive day program definitions
including community based non-work. Addition of these service definitions to the
Illinois adult waiver would provide an expansion of the scope of services related to
best practice consistent with the new CMS guidelines.
12. Many advocates including service providers have expressed a need to create a
voluntary program for the providers of ICF/DD and nursing home facilities to
transition individuals to supported living services with the money following and the
bed closing behind. New federal legislation under the S. 1932 Deficit Reduction Act of
2005 provides such opportunities over the next six years. The Act would allow Illinois to
receive 75% of federal financial participation for one year for each such individual
moved and included in the community. It is recommended that the savings go to of
the cost of a license buy-back program at $25,000 per closed bed for the sole use of
the voluntary service provider. It was also recommended that all ICF/DD proceeds for
residential and day habilitation services follow and support each such transitioning
6

individual on a continuing basis according to the needs and preferences of each such
transitioned individual.
13. Within Chapter VII, funding recommendations were proposed to meet the variety of
proposals contained in Chapters 1-VI. Illinois needs to add $75 million to the waiver
for adults in Fiscal Year 2008 and approximately $14 million per year thereafter
through the fifth year of the waiver in Fiscal Year 2012. The funding proposals include;
a. Expansion of service days for Residential Habilitation by 30 days per year.
License buyback program at $25,000 per bed to the provider voluntarily
downsizing, bed closure and transition to supported living services and a three
percent cost of living adjustment per year.
b. Option II Supported Living Services would be expanded for 2,500 individuals
over five years targeting individuals living with aging caretakers, those with
emergency needs, and those otherwise residentially unserved.
c. The number of days for Day services are recommended to be expanded by
20 additional days giving increased funding for individuals under the waiver,
within ICFs/DD, and those currently not served under the waiver included under
supported living services expansion. There is also a recommendation to increase
day program funding per capita by $3,000 immediately for all individuals in day
services including under the waiver and ICF/DD programs.
d. The ICF/DD voluntary downsizing initiative is proposed for 1,500 individuals
over the five-year waiver as allowed by a new federal grant. A license buyback
program is proposed to each such participating provider of $25,000 per year
e. Proposed Doubling of funding for behavioral interventions to $8 million per
year under revised general service definitions with services for 1,333 individuals
per year.
f.

Because of Need it is recommended that Independent Service Coordination
agencies expand their service population and receive additional funding
accordingly matching all state dollars with Medicaid under Targeted Case
Management Services and Medicaid Administrative
Claiming.

g. Propose that Illinois look to provide a housing supplement to all individuals
under supported living services for room and board expense.
14. Within Chapter VII. Funding analyses were given initial review along with the 2003
Gettings recommendations. Because of the need for substantive data from the state and
the disposition of the Gettings recommendations, this fiscal analysis will be added when
the data elements, disposition and discovery is made.
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15. Within Chapter VII. Projections were made for the amount of Illinois General Revenue
Funds that would be needed to make the comprehensive changes so that Illinois
could achieve systemic changes consistent with national standards for best
practice namely increased self-determination, a system that advocates for
individuals, and an array of services and supports consistent with best practice.
While the recommendations seek to move the system to less congregate care and more
individually constructed services like supported living, it is still recommended that
residential habilitation Option I services gain cost of living adjustments and day
program support is recommended to increase by $3,000 per individual immediately
across the board with congregate care providers like ICFs/DD also receiving that
increase. The fiscal recommendations are therefore system-wide and do not throw out
the old to bring in an array of new services and supports. From Chapter VII. the
following summary chart details the required funding from Illinois General Revenue Funds
for the five year period from Fiscal year 2008-2012.

Total Illinois
General
Revenue Fund
requirements
Option I
Residential
Habilitation
Required
GRF

FY 2008

FY 2009

FY 2010

FY 2011

FY 2012

$21,582,606

$21,205,510

$20,672,888

$20,021,948

$19,300,552

Option II
Supported
Living
Required
GRF

$8,000,000

$16,480,000

$25,461,600

$34,967,264

$45,020,352

ICF/DD
License
Buyback

$3,518,148

$3,518,148

$3,518,148

$3,518,148

$3,518,148

$28,400,000

$33,629,500

$39,147,210

$44,965,716

$51,098,100

$2,000,000

$2,060,000

$2,121,800

$2,185,454

$2,251,018

Day Services
Required
GRF
Behavioral
Supports
Required
GRF
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Total Illinois
General
Revenue Fund
requirements
ISC Funding

$12,450,000

$13,306,000

$14,195,405

$15,119,449

$16,079,410

Total Illinois
GRF for the
Medicaid
HCBS Adult
DD Waiver

$75,950,754

$90,199,158

$105,117,052

$120,777,979

$137,267,580

It was noted that since these recommendations are beneficial to most stakeholders and not one
group universally, all stakeholders in the Illinois developmental disabilities community need
to unite and speak with one voice for the necessary funding of this proposal by Illinois
legislative and executive officials. Only through united action on these major systemic changes
can success be accomplished. Finally this consultant believes these recommendations are totally
congruent with the Illinois Division of Developmental Disabilities Vision, Mission, Beliefs, and
Guiding Principles. Adoption of these recommendations will bring the DDD Vision to life
comparable to what many other states are doing. People with disabilities and their families
are urgently waiting for us to take the necessary action to make these recommendations
reality sooner than later.
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Chapter I: Introductory Comments, Review, Analysis, and Baseline Recommendations
Please note: Within this study, there was a major lack of statewide data to complete reasonable
fiscal analyses and projections. When the data is available through whatever means, the author
will conduct the fiscal analysis with projections to ensure the validity and integrity of some
recommendations that are proposed but not substantiated by accurate data sets. Those analyses
and projections will become a part of Chapter VII of this study and sent to all members of the
Institute.
The mission of this study is to review the Illinois home and community-based services waiver for
adults with developmental disabilities as currently constituted and to make recommendations for
the renewal of this waiver to incorporate as applicable best practices from other states that will
lead to a more comprehensive waiver with expanded opportunities for self-determination by the
individuals so served. It is important early on to make a distinction between 1) self-determination
and 2) self-directed, consumer-directed, and participant-directed services and supports. Selfdetermination involves consumer choice of services and supports based on needs and
preferences, selection of providers and agencies, selection of other life situations such as whom
one will live with and where. Self-directed, consumer-directed, and participant-directed services
and supports is where the individual and not an agency handles all the financial affairs with a
certified public accountant and applicable support brokerage. Self-determination can occur within
provider-directed services and supports when the individual is afforded choice and fully does
occur within self-directed supports.
Within this context, the Illinois Department of Human Services, Division of Developmental
Disabilities under Director Jeri Johnson has the following vision:
“The Illinois Division of Developmental Disabilities will strive to be a national leader in the design
and implementation of an effective system of person-centered, customer-driven, and consumerdirected supports and services tailored to meet individual choice, needs and preference so that
citizens with developmental disabilities have the same opportunities as anyone else to fully
participate in daily life.”
The mission, beliefs and guiding principles can be found in Exhibit A. The Division and Director
Johnson are to be highly commended for the adoption of this vision which is in synchronicity with
a broad range of federal agencies such as the Centers of Medicare and Medicaid (CMS), the
National Association for State Directors for Developmental Disabilities Services, related national
organizations for people with developmental disabilities, professional organizations, and most
state developmental disabilities agencies. This vision sets the tone for system change and
reforms that are needed by the State of Illinois to recapture a position of prominence in disability
services.
A review was made of the renewed Illinois waiver effective July 2002, July 2003 amendments,
and the July 2004 amendments. Current practice has focused on the utilization of congregate
care as the major and prevailing way to serve individuals with disabilities. In reviewing the most
recent amendments to the current waiver, Factor D is the projected cost of all waiver services and
Factor G is the projected average cost of intermediate care facilities for developmentally disabled
and state operated developmental centers. In the five-year span from Fiscal Year 2003 through
11

Fiscal Year 2007, the D value for the average cost of Medicaid HCBS waiver services goes from
$27,492 to $28,468, an increase of approximately $1,000. At the same time the G value for
institutional care within state operated developmental centers and ICF/DD goes from $65,900 to
$80,328, an increase of approximately $14,000 per person. For every increased dollar for
community-based waiver services, fourteen ($14) were spent on institutional care.
Another measure was evaluated, namely where dollars have been allocated to the waiver within
the current five-year waiver period, comparing residential habilitation services versus home
based-services. Table I provides a comparison between Fiscal Years 2003 and 2007 for such
allocations.
The prevailing assignment of initial and new monies has been to licensed facilities under Option 1
Residential Habilitation. The average expenditure under residential habilitation is $26,615 and
under home-based services is $6,650 for Fiscal Year 2003. $60.6 million additional dollars were
assigned in Fiscal Year 2007, apparently from increased state appropriations, with over ninety
percent going for residential habilitation and ten percent to home-based services. By Fiscal Year
2007 residential habilitation services have a projected average expenditure of $31,483 and 825
new waiver slots, while home-based services have an average expenditure of $10,517 and 75
new waiver slots. It is certainly questionable whether the home-based services allocation of
$10,000 could ever support an individual to live independent of a family member or the home of
someone else who provides a type of foster care. It is also noted that some supported living
services may be done by agencies under Option I Residential Habilitation Services.
A review of the transition over time from July 2002 through July 2003 and 2004 amendments were
reviewed. Originally, a waiver service for supported living was included. In the 2003 amendment
this service was replaced by home-based services. Home based-services can essentially be
provided in the home of a family member or in the home of an unrelated person for up to two
people.
“Supported living is defined as services and supports provided to an individual with
developmental disabilities whereby the individual shall have authority to choose 1) the
services and supports that are to be given in accordance with assessed needs, ensuring
health and safety, and within budgetary allocations by the state and generic sources; 2) up
to two other individuals with developmental disabilities with whom to reside; 3) the
providers of direct care services and supports; and 4) traditional housing such as the
home of a relative, an apartment or other housing arrangement used by the general public
under the control of the individual or other persons who are not the providers of direct
services and supports unless they are a family member. Housing shall abide by the
general zoning codes of the locale and not be subject to licensure or further regulation by
the state.”
This definition is consistent with self-determination and person-centered planning, giving the
individual with developmental disabilities, the same choices that citizens without disabilities have,
demand, and have a right in managing their own lives. As a point of reference, this particular
definition was adopted by the State of Ohio in August 1989 and has been utilized as the principle
way of doing new business in Ohio since then for Medicaid home and community-based services
waivers. This definition has been modified from three other individuals with developmental
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Table I
Illinois Medicaid Home and Community-Based Services Waiver for Adults with
Developmental Disabilities July 2004
Comparison of Residential Habilitation and Home-Based Support Services
Enrollment and Funding
Fiscal Year
2003
Option 1
Residential
Habiitation
Res Hab 24 hr
Res Hab
Intermittent
Res Hab Host
Family
Res Hab CLF
Total
Average
Expenditure

Enrollees

Fiscal Year
2007
Allocated
Dollars

Average
Expenditure

Allocated
Dollars

5,825

$178,769,250

6,650

$227,696,000

900

$1,060,200

850

$11,424,000

200
125
7,050

$6,138,000
$1,666,250
$187,633,700

200
175
7,875

$6,848,000
$1,960,000
$247,928,000

$60,294,300

$31,483

$7,656

$26,615
Fiscal Year
2003

Option 2
Home Based
Support
Services
HBS Service
Facilitator
Personal
Support
Respite
Residential
Transportation
Personal
Emergency
Response
System
Nursing

Enrollees

Funding
Increase

Enrollees

Fiscal Year
2007
Allocated
Dollars

Enrollees

Funding
Increase
Allocated
Dollars

1,450

$2,088,000

1,500

$1,995,000

1,175

$7,050,000

1,375

$13,612,500

25
550

$25,000
$550,000

50
425

$65,000
$561,000

25
25
1,475

$11,700
$84,000
$9,808,700

25
25
1,550

$10,000
$58,000
$16,301,500

$6,492,800

$10,517

$4,189

$6,650
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Neither of these two types of services meets the real definition of supported living, which is as
follows as traditionally used by this author:
“Supported living is defined as services and supports provided to an individual with
developmental disabilities whereby the individual shall have authority to choose 1) the
services and supports that are to be given in accordance with assessed needs, ensuring
health and safety, and within budgetary allocations by the state and generic sources; 2) up to
two other individuals with developmental disabilities with whom to reside; 3) the providers of
direct care services and supports; and 4) traditional housing such as the home of a relative,
an apartment or other housing arrangement used by the general public under the control of
the individual or other persons who are not the providers of direct services and supports
unless they are a family member. Housing shall abide by the general zoning codes of the
locale and not be subject to licensure or further regulation by the state.”
This definition is consistent with self-determination and person-centered planning, giving the
individual with developmental disabilities, the same choices that citizens without disabilities have,
demand, and have a right in managing their own lives. As a point of reference, this particular
definition was adopted by the State of Ohio in August 1989 and has been utilized as the principle
way of doing new business in Ohio since then for Medicaid home and community-based services
waivers. This definition has been modified from three other individuals with developmental
disabilities to two to create a more home like situation and is consistent with the new CMS
guidelines. Congregate care through group homes has largely been downsized to supported living
and the average size of Ohio group homes for individuals with developmental disabilities is four.
In 1991, Ohio chose to use this definition for the services under its Individual Options waiver and
is the prevailing way of doing business with over 11,000 people being supported within supported
living, compared with 6,000 in ICF;MRs, 3,000 in private licensed group homes, and less than
1,400 in state operated developmental centers. Drawing a line in the sand is an important concept
in systems change such as embodied within self-determination.
Further review of the Illinois Medicaid home and community-based services waiver for adults with
developmental disabilities yielded the following questions and or recommendations:
1. There seems to be a strong need for a consistent and uniform process for assigning
authority and responsibility for a single point of entry, a function that can be performed by
the Division or delegated to another agency but not a direct care provider (See Chapter
VI.).
2. There is a need for a simplified process for initial eligibility using a functional screen (See
Chapter IV).
3. There is a need for an improved process for assessing need in a consistent and uniform
manner and assigning budgetary allocations based on assessed needs and not as an
amount that is commonly given to every eligible individual. A few states have developed
instrumentation with validation to assign individual budgets based on assessed need and
provide adjustments based on cost of living in various geographic areas. It appears that
Illinois, like many other states, over-allocates to some individuals and under-allocates to
others. In times of scarce resources, states will increasingly need individual budgeting
systems for both residential and day services. Individual budgeting is referenced in the
new CMS template and will be discussed later in this study within Chapter IV.
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4. Within the course of the waiver amendments, Illinois changed its eligibility index based on
the poverty level from 85% to 100% of the federal poverty level. It is noteworthy that a
300% poverty level is apparently used for eligibility for intermediate care facilities for
developmentally disabled in Illinois, thereby making it is easier for an individual with
developmental disabilities to qualify for the less integrated service versus the more or most
integrated services under the waiver respectively under residential habilitation services or
supported living services. It is recommended that Illinois adopt the 300% level which
avoids a potentially discriminatory practice and will allow individuals that we promote to be
gainfully employed to retain more income and be less reliant but not unqualified for
governmental services and supports. It will also have an impact of financial eligibility redeterminations making spend down or even dis-enrollment of individuals above the 100%
poverty level and below 300% less likely.
5. There is about $3.5 million spent on Behavioral Interventions/Therapy. Another state has
delineated Behavioral Intervention I, II, and III with progressive intensity of both service
and professional qualifications. It also is recommended that Illinois adopt a Crisis
intervention system on a mobile basis that can respond to crises within an hour to provide
necessary behavioral interventions to assist the individual in the crisis and being
maintained in the community, the family or significant others, as well as assisting the
providers of direct care services and supports in effectively managing and intervening in a
responsible manner.
One of the major concerns in this Illinois waiver, as reviewed is the level of financial support by
the State of Illinois. To document this concern in an objective manner, Table 2 is provided. This
table was developed by the author from multiple sources including the actual waiver documents
for the various states reviewed, United States Census Bureau population estimates, personal
income statistics from the United States Bureau of Economic Analysis, U.S. Department of
Commerce, the federal reimbursement rate is from the Centers for Medicare and Medicaid
Services, and general revenue fund expenditures for FY 2005 from the National Governors
Association, “Fiscal Survey of the States, June 2006. This table intends to demonstrate concrete,
objective information from these sources as to the funding practices of the State of Illinois related
to this waiver.
Table 2
An Analysis of Other Demographically Comparable States as well as Some Best Practice
States with Illinois
Medicaid Home and Community-Based Services Waivers for Adults with Developmental
Disabilities
Fiscal Year 2006
See Exhibit B
The reference fiscal year for HCBS waiver comparative data is 2006 except for Pennsylvania,
which is 2005. On the budgetary expenditures divided by population, Illinois at $1,911 is
comparable to most states including Ohio and Pennsylvania, states of comparable size based on
population. On personal income, Illinois at $36,120 ranks 14th and is fairly close to both Ohio
15

($32,478, 26th) and Pennsylvania ($34,987, 18th). It is noteworthy to mention Wisconsin, which
historically has been one of the most progressive states in relation to developmental disability
services and supports has half the population of Illinois, a larger per capita GRF amount of $2,142
and personal income of $33,565 ranking 21st in the country. On Gross State Product, Illinois ranks
third of this group including being ahead of Florida, Ohio and Pennsylvania as a measure of
wealth.
As previously recommended, it is documented that most comparable states are using a 300%
level for poverty and eligibility for the HCBS waiver. The factor D is the estimate of waiver
expenditures for fiscal year 2006. The amount for Illinois of $28,468 ranks seventh of the ten
reference states and trails Ohio and Pennsylvania, two comparable states by approximately
$21,000. It is also noteworthy that Illinois ranks ninth on the Factor G expenditures for institutional
care provided in ICFs/DD and state operated facilities.
On the number of individuals served on the waiver, Illinois and Ohio are comparable at around
12,000 individuals. Pennsylvania is probably comparable as well but children make up the 17,000
individuals, as is the case with Wisconsin. The total projected waiver costs are from each states
approved waiver in the justification of the D Factor. Illinois has the lowest Medicaid
reimbursement rate of the comparison states based on economic factors. The state contribution
from general revenue funds is calculated by multiplying the federal waiver projected expenditures
by each state’s required contribution (100%-minus federal reimbursement percentage). Illinois
lags behind Ohio by $69 million per year for similar enrollments.
Illinois has the lowest estimated length of stay days on the waiver and this seems to require a
rationale for both residential and day services. Length of stay days is a CMS requirement for a
Medicaid HCBS waiver and refers to the estimated number of service days for a recipient. Most
states seem to use a figure of 340 days or more for residential services and an estimated 220
days for day services. Illinois ranks ninth on the total waiver expenditures divided by state
population. Ohio at $21.06 spends fifty percent more on waiver services per capita for individuals
with developmental disabilities. On the comparison of waiver general revenue funds versus total
general revenue funds expended based on Fiscal year 2005, Illinois ranks last among the
comparison states.
In comparing particular residential habilitation, supported living and day program services, Illinois
is comparable to Ohio on residential habilitation services provided in licensed facilities under the
waiver. However, Illinois ranks ninth on its average expenditures for supported living services.
Illinois has allocated only 16% of waiver monies for home-based services, which don’t fully
comport with the supported living definition as previously described. Ohio has 74.5 percent of its
waiver enrollees on supported living as compared to residential habilitation in licensed settings
and spends an average of $22,000 more than Illinois on the average for SLS. It is noteworthy that
in the most recent waiver amendments, Illinois added $66 million in new general revenue funds to
the waiver adding $60 million for residential habilitation and only $6 million for home-based
services.

Day treatment services including adult day care, prevocational services, supported employment
and transportation were reviewed. The $9,290 spent by Illinois compared to $13,994 by Ohio may
reflect Illinois restrictions on days of services. Ohio has used a figure of 230 days per year
deducting holidays and vacation days.
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Chapter II. New Guidelines from the Centers for Medicare and Medicaid Services for Home
and Community Based-Services Waivers
This section is excerpted from the draft CMS guidelines in April 2005 and is given as a template
for comparative purposes with the recommendations on service definitions in Chapter III. It is
worthwhile reading to appreciate the significant new direction that the Centers fro Medicare and
Medicaid services are taking for the future of Medicaid Home and Community-based Services.
Many items in this documented have long been the position of advocates for self-determination,
person-centered planning, and serving individuals in the most integrated environment. Also, many
times the agreed upon components in this guide were attempted by Medicaid state officials and
other advocates only to be categorically rejected in past practice. Final guidelines were approved
effective October 2005. The April version is given here for better readability.

DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop S2-14-26
Baltimore, Maryland 21244-1850

Center for Medicaid and State Operations
Disabled and Elderly Health Programs Group (DEHPG)
TO:

State Medicaid Directors
State HCBS Waiver Operating Agencies

FROM:

Gale Arden
Director
Disabled and Elderly Health Programs Group (DEHPG)

SUBJ:

1915 (C) HCBS Waiver Application

DATE:

APRIL 27, 2005

For the past 18 months, CMS staff and representatives of the State Associations (National
Association of States Units on Aging (NASUA), National Association of States Directors of
Developmental Disability Services (NASDDDS), National Association of State Medicaid
Directors (NASMD), National Association of State Head Injury Administrators (NASHIA) and the
Cash and Counseling States) have been working on the development of a new 1915 (c) Waiver
Application. The first internal draft was one that staff in Baltimore and the Regional Offices
developed through a series of many conference calls. The second draft was released to the State
Associations and CMS staff for comment in August, 2004. The third draft, incorporating the
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comments received, along with the Instructions/Technical Guide/Review Criteria, was released to
the states and CMS staff for comment in March, 2005.
As we review and incorporate the comments we receive on the March, 2005 draft, we will also
begin development of a web-based version of the application with the intentions of conducting a
beta test in the fall of 2005. Following beta testing of the web-based application, we will conduct
a formal evaluation of the new application.
The collaboration between the State Associations and CMS over the past 18 months has been
extraordinary. As a result, the final document will represent the best thinking of both the states and
CMS.
A number of states have expressed interested in using the waiver application in its draft state.
Recognizing that we can all learn from using the draft application even as we incorporate the most
recent comments and move toward finalization, we have agreed to allow its use in draft form. We
have developed this version designed for state use: the Draft Application Version 3.1 for Use by
States. This draft application may be used to
a. request a new waiver,
b. request renewal of an existing waiver, or
c. requesting amendments.
In all cases, including requesting amendments, the entire application must be completed.
The draft application, which has been through several iterations and has had the benefit of several
comment periods, is still a new and untested document. There are new questions, modifications to
policy and revised definitions. In order to assure that we are consistent in our review and
interpretation of this new application, to learn as quickly as possible about changes that are needed
and to make the process as positive as possible, we are implementing a temporary protocol
designed to:
(a) support the state by responding to questions promptly
(b) assure consistency in our review decisions
(c) process the application and decisions as promptly as possible
(d) assure that we learn from the use of the draft application
While Central Office staff will continue to be responsible for new waiver applications and
Regional office staff for all renewals, all submission using the new draft version will be reviewed
by both the Central and Regional Office analysts. In addition, Deidra Abbott, Technical Director
for the HCBS Programs, will take the lead in overseeing the process and decision making for all
submissions using the Draft Application Version 3.1 for Use by States.
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Purpose

These Instructions provide information to assist states in designing a Medicaid
§1915(c) Home and Community-Based Services (HCBS) waiver and in
completing the revised waiver application. Since the revised application
differs significantly from the 1995 standard waiver application format, it is
important that states have clear instructions concerning its completion.

HCBS Waiver
Program: Purpose
and Description

Operating an HCBS waiver program permits a state to furnish an array of
home and community-based services that promote community living for
Medicaid beneficiaries and, thereby, avoid institutionalization. Waiver
services complement and/or supplement the services that are available to
waiver participants through the Medicaid State plan and other federal, state
and local public programs as well as the supports that families and
communities provide.
States have broad discretion in designing waivers. In particular, a state may:
• Determine the target group(s) of Medicaid beneficiaries that the waiver
serves;
• Select the services that are furnished to support waiver participants in the
community;
• Incorporate opportunities for participants to direct and manage their
waiver services;
• Specify the qualifications of waiver providers and the methods to assure
the health and welfare of waiver participants; and,
• Design and implement a Quality Management Strategy to ensure that the
waiver meets the fundamental federal statutory assurances and to improve
the effectiveness of the waiver in meeting participant needs.
The Centers for Medicare & Medicaid Services (CMS) recognizes that the
design and operational features of an HCBS waiver will vary depending on
the specific needs of the target population, the resources available to a state,
service delivery system structure, state goals and objectives, and other factors.
States have the latitude to design waivers that are cost-effective and employ a
variety of service delivery approaches, including participant direction of
services.
The waiver application is based on the HCBS Quality Framework (see
Attachment A).
The Framework focuses attention on seven broad,
participant-centered desired outcomes for the delivery of waiver services,
including assuring participant health and welfare, and stresses the importance
of respecting the preferences and autonomy of waiver participants. The
Framework also identifies the essential elements for assuring and improving
the quality of waiver services: design, discovery, remediation and
improvement. State agency associations and CMS collaborated to develop the
HCBS Quality Framework.
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b. Alternate Provision
of Case Management
Services to Waiver
Participants

In the context of an HCBS waiver, case management usually entails (but is
not limited to) conducting the following functions:
• Evaluation and/or reevaluation of level of care;
• Assessment and/or reassessment of the need for waiver services;
• Development and/or review of the service plan;
• Coordination of multiple services and/or providers;
• Monitoring the implementation of the service plan and participant health
and welfare,
• Addressing problems in service provision;
• Responding to participant crises; and
• Determining the cost effectiveness or waiver services for an individual.
Case management may be covered as a waiver service. Case management
also may be covered in whole or in part under other payment authorities,
including as a State plan service under §1915(g)(1) of the Act or as an
administrative activity, performed by state or local government employees or
contractors engaged by the Medicaid agency. Case management coverage
options are discussed in more detail in the Part 4 of State Medicaid Manual,
Section 4442.3.13.
When case management is covered as a waiver services, the waiver
application’s service specification provides information about the scope of
such services. When case management is not covered as a waiver services,
select the payment authority under which case management is provided and
complete Item C-1-c. In rare instances (e.g., small, highly specialized
waiver programs), case management may not be furnished as a distinct
activity but instead is furnished as a component of other waiver services. If
this is the case, select “not applicable.”

ii. Larger Facilities

When residential facilities serve more than three unrelated individuals
(regardless of funding source), describe how a home and community
character is maintained. That is, describe how the facility is communitybased, provides an environment that is like a home, provides full access to
typical facilities in a home such as a kitchen cooking facilities, small dining
areas, provides for privacy and easy access to resources and activities in the
community.

b. Prospective
Individual Budget
Amount

“Prospective individual budget amount” means a dollar amount that is
assigned to an individual participant in advance of service plan development
and constitutes a limit on the total dollar amount of waiver goods and
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services that may be included in the person’s service plan. An individual
budget amount is distinguished from limits that are based on groupings of
waiver participants (see Item C-4-c). When the waiver provides for the
assignment of a prospective individual budget amount, specify:
1) The methodology that is used to determine the prospective budget
amount, including the basis for the methodology in actual historical
service utilization/expenditure patterns, participant characteristics, and/or
support needs assessment;
2) Whether the budget amount applies to all waiver services in the service
plan or whether some services are excluded from the budget amount and
are provided in addition to the services to which the individual budget
amount applies;
3) How the participant is notified of the prospective budget amount;
4) Provisions for the adjustment of the prospective budget amount based on
participant health and welfare needs or other considerations specified by
the state;
5) Whether the budget amount varies geographically and, if applicable, the
factors that are used to adjust the budget amount to reflect geographic
considerations;
6) The entity (entities) that is responsible for the determination of the
prospective budget amount;
7) The method(s) for assuring the consistent determination of the budget
amount;
8) How the state makes its methodology open for public inspection; and,
9) The procedures for notifying the participant of the right to request a Fair
Hearing in the event that the participant is denied waiver services due to
the prospective budget amount.
CMS Review Criteria

Criteria
• The method of determining the individual budget amount is based on
the analysis of historical costs and utilization and other factors that
are likely to affect costs. The method is objective and evidencebased.
• The state has provided for a process to adjust the individual budget in
order to assure health and welfare.
• The state informs the participant of the budget amount and
information about the methods by which the budget is determined is
publicly available.

21

Waiver Core Service Definitions
Service

Case Management

Core Definition:
Services that assist participants in gaining access to needed waiver and other State plan
services, as well as needed medical, social, educational and other services, regardless of the
funding source for the services to which access is gained.
Instructions:
1. Instruction. If case managers perform other activities/functions (e.g., crisis response)
that are not included in the core definition, specify the additional activities/functions.
2. Instruction. If case managers are responsible for the ongoing monitoring of the
provision of services included in the participant’s service plan and/or participant health
and welfare, include a statement to that effect in the service definition.
3. Instruction. If case managers initiate and oversee the process of assessment and
reassessment of the individual's level of care and/or the review of service plans as
specified in Appendices B & D of the application, include a statement to that effect in
the service definition.
4. Instruction. If the state claims the cost of case management furnished to institutionalized individuals prior to their transition to the waiver (as provided in Olmstead Letter
No.3 (see Attachment D)), include a statement to that effect in the service definition.
Case management services to facilitate transition may be furnished up to 180 days prior
to transition. Specify the period that such services may be furnished, not to exceed 180
days. Providers may bill for this service effective with the date of the person’s entry
into the waiver program.
5. Instruction. If case management includes providing supports expressly aimed at
assisting participants to direct their services, specify the supports in the definition. For
example, a case manager may have responsibility for monitoring the expenditure of
funds included in the participant-directed budget when the Budget Authority
opportunity is provided under the waiver.
6. Guidance. When case management is furnished as a waiver service, a state may not
limit the providers of case management. All willing and qualified providers must be
offered a provider agreement. Participants must be able to select from among all
qualified providers.
7. Guidance. When activities related to the assessment of level of care and service plan
development are furnished as waiver case management activities, payment for such
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services may not be made until the individually is actually enrolled in the waiver.
8. Guidance. The scope of case management services may not include activities/services
that constitute the provision of direct services to the participant that normally are
covered as distinct services (e.g., the transportation of individuals to sites to where
waiver services are furnished or to receive State plan services). When case managers
furnish direct services, the costs of the services must be billed to the appropriate service
coverage (e.g., State plan transportation).

Waiver Core Service Definitions
This attachment contains waiver services definitions that states may use at their option in
completing Appendix C-3 (waiver service specification template) in the waiver application. These
definitions are based on the service definitions contained in the 1995 standard waiver application
format. Some of those definitions have been modified to reflect previous input from the CMS
Long-Term Care Technical Advisory Group (LTC TAG). Definitions of additional services also
are included. The definitions follow the order of the listing of services in Appendix C-1 in the
application: (a) statutory services; (b) other services; (c) extended state plan services; and, (d)
services furnished in support of participant direction.
The “core definitions” specify the essential dimensions of each service. States may modify or
supplement the core definition in order to more precisely reflect the nature and scope of each
service included in a waiver. The definitions are accompanied by instructions that specify
coverage parameters that should be addressed in the service definition. Also, as appropriate,
guidance is included concerning service coverage.
As noted in the instructions, states are not required to use these core service definitions. They are
suggested rather than mandatory definitions and are provided to assist states in waiver design. A
state may propose an alternate definition. However, each service must be fully described and not
be open ended. Alternate definitions will be reviewed by CMS to determine whether the scope and
nature of the service as defined is consistent with waiver coverage policy.
In addition, a state may propose to cover services beyond those that are included here. When
coverage of another service is proposed, CMS will review the proposed coverage to ensure that the
service is necessary in order to avoid institutionalization and addresses participant needs that stem
from their disability or condition.
In Appendix C-3 of the revised waiver application, separate provision has been made for
specifying limitations on the amount, frequency and duration of waiver services (e.g., limiting
respire care to no more than 720 hours in a year). Such limitations should not be incorporated in
the service definition itself but instead specified in the appropriate location in the waiver service
specification template. However, limitations on the scope of the service should be included in the
definition. For example, if a service (e.g., home accessibility modifications) is available only to
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participants who reside in their own private residence, the limitation should be reflected in the
service definition. Similarly, any additional criteria that apply to the provision of a service also
should be incorporated into the definition (e.g., the provision of a service requires the determination
by a professional that the service is necessary to address specific participant needs).
Also, do not include provider qualifications in the service definition. Provider qualifications are
specified separately in the Appendix C-3 waiver service specification template.
1.

Case Management
Service

Case Management

Core Definition:
Services that assist participants in gaining access to needed waiver and other State plan
services, as well as needed medical, social, educational and other services, regardless of the
funding source for the services to which access is gained.
2.

Homemaker
Service

Homemaker

Core Definition:
Services consisting of the performance of general household tasks (e.g., meal preparation
and routine household care) provided by a qualified homemaker, when the individual
regularly responsible for these activities is temporarily absent or unable to manage the home
and care for him or herself or others in the home.
3.

Home Health Aide
Service

Home Health Aide Services

Core Definition (Services differ in scope and nature from the State plan):
Services defined in 42 CFR §440.70 that are provided in addition to home health aide
services furnished under the approved State plan. Home health aide services under the
waiver differ in nature, scope, supervision arrangements, or provider type (including
provider training and qualifications) from home health aide services in the State plan. The
differences from the State plan are as follows:
Core Definition (Extended State Plan Service)
Services defined in 42 CFR §440.70 that are provided when home health aide services
furnished under the approved State plan limits are exhausted. The scope and nature of
these services do not differ from home health aide services furnished under the State plan.
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Services are defined in the same manner as provided in the approved State plan. The
provider qualifications specified in the State plan apply. The additional amount of services
that may be provided through the waiver is as follows:
4.

Personal Care
Service

Personal Care

Core Definition (Services differ in scope and nature from personal care under the State
plan or personal care is not provided under the State plan):
A range of assistance to enable program participants to accomplish tasks that they would
normally do for themselves if they did not have a disability. This may take the form of
hands-on assistance (actually performing a task for the person) or cuing to prompt the
participant to perform a task. Personal care services may be provided on an episodic or on
a continuing basis. Health-related services that are provided may include skilled or nursing
care to the extent permitted by State law.
Core Definition (Extended State Plan Service)
Services that are provided when personal care services furnished under the approved State
plan limits are exhausted. The scope and nature of these services do not differ from
personal care services furnished under the State plan. The provider qualifications specified
in the State plan apply. The additional amount of services that may be provided through
the waiver is as follows:
5.

Adult Day Health
Service

Adult Day Health

Core Definition:
Services generally furnished 4 or more hours per day on a regularly scheduled basis, for one
or more days per week, or as specified in the service plan, in a non-institutional,
community-based setting, encompassing both health and social services needed to ensure
the optimal functioning of the participant. Meals provided as part of these services shall
not constitute a "full nutritional regimen" (3 meals per day).
6.

Habilitation

General Guidance: Habilitation may be covered as a distinct waiver service. Usually, however,
the coverage of habilitation takes the form of the coverage of day and residential habilitation as
separate services. In addition, states may cover enhanced habilitation services (supported
employment, education, and prevocational services). In general, when enhanced habilitation
services are covered, they must be covered as distinct services. Core definitions are provided for
habilitation, residential habilitation, day habilitation, prevocational, supported employment, and
education.
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While habilitation is frequently identified with the provision of services to persons with mental
retardation and other related conditions, habilitation services (including enhanced habilitation
services) may be furnished to other target groups (e.g., persons who have experienced a brain
injury) who may benefit from them.
a.

Habilitation
Service

Habilitation

Core Definition:
Services designed to assist participants in acquiring, retaining and improving the self-help,
socialization and adaptive skills necessary to reside successfully in home and communitybased settings.

b.

Residential Habilitation
Service

Residential Habilitation

Core Definition:
Residential habilitation means individually tailored supports that assist with the acquisition,
retention, or improvement in skills related to living in the community. These supports
include adaptive skill development, assistance with activities of daily living, community
inclusion, transportation, adult educational supports, social and leisure skill development,
that assist an the participant to reside in the most integrated setting appropriate to his/her
needs. Residential habilitation also includes personal care and protective oversight and
supervision.
Payment is not be made for the cost of room and board, the cost of building maintenance,
upkeep and improvement, other than such costs for modifications or adaptations to a
residence required to assure the health and welfare of residents, or to meet the requirements
of the applicable life safety code. The method by which the costs of room and board are
excluded from payment for residential habilitation is specified in Appendix J. Payment is
not made, directly or indirectly, to members of the individual's immediate family, except as
provided in Appendix C-2.

c.

Day Habilitation
Service

Day Habilitation

Core definition:
Assistance with acquisition, retention, or improvement in self-help, socialization and
adaptive skills that takes place in a non-residential setting, separate from the participant’s
private residence or other residential living arrangement. Activities and environments are
designed to foster the acquisition of skills, appropriate behavior, greater independence, and
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personal choice. Services are furnished 4 or more hours per day on a regularly scheduled
basis for 1 or more days per week or as specified in the participant’s service plan. Meals
provided as part of these services shall not constitute a "full nutritional regimen" (3 meals
per day).
Day habilitation services focus on enabling the participant to attain or maintain his or her
maximum functional level and shall be coordinated with any physical, occupational, or
speech therapies in the service plan. In addition, day habilitation services may serve to
reinforce skills or lessons taught in other settings.

d.

Education Services
Service

Education Services

Core Definition:
Educational services consist of special education and related services as defined in Sections
(22) and (25) of the Individuals with Disabilities Education Act (IDEA) (20 U.S.C. 1401 et
seq.), to the extent to which they are not available under a program funded by IDEA.
Documentation is maintained in the file of each individual receiving this service that the
service is not otherwise available under section 110 of the Rehabilitation Act of 1973 or the
IDEA.
e.

Prevocational Services
Service

Prevocational Services

Core Definition
Services that prepare a participant for paid or unpaid employment. Services include teaching
such concepts as compliance, attendance, task completion, problem solving and safety.
Services are not job-task oriented, but instead, aimed at a generalized result. Services are
reflected in the participant’s service plan and are directed to habilitative rather than explicit
employment objectives. Meals provided as part of these services shall not constitute a "full
nutritional regimen" (3 meals per day).
Documentation is maintained in the file of each individual receiving this service that the
service is not available under a program funded under section 110 of the Rehabilitation Act
of 1973 or the IDEA (20 U.S.C. 1401 et seq.).
f.

Supported Employment Services
Service

Supported Employment Services

Core Definition:
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Supported employment services consists of intensive, ongoing supports that enable
participants, for whom competitive employment at or above the minimum wage is unlikely,
and who, because of their disabilities, need supports, to perform in a regular work setting.
Supported employment is conducted in a variety of settings, particularly work sites where
persons without disabilities are employed. Supported employment includes activities
needed to sustain paid work by participants, including supervision and training. When
supported employment services are provided at a work site where persons without
disabilities are employed, payment is made only for the adaptations, supervision and
training required by participants receiving waiver services as a result of their disabilities but
does not include payment for the supervisory activities rendered as a normal part of the
business setting.
Documentation is maintained in the file of each participant receiving this service that the
service is not available under a program funded under section 110 of the Rehabilitation Act
of 1973 or the Individuals with Disabilities Education Act (20 U.S.C. 1401 et seq).
Federal financial participation is not claimed for incentive payments, subsidies, or unrelated
vocational training expenses such as the following:
1. Incentive payments made to an employer to encourage or subsidize the employer's
participation in a supported employment program;
2. Payments that are passed through to users of supported employment programs; or
3. Payments for vocational training that is not directly related to an individual's
supported employment program.
7.

Respite Care
Service

Respite Care

Core Definition:
Services provided to participants unable to care for themselves that are furnished on a
short-term basis because of the absence or need for relief of those persons normally
providing care for the participant.
Federal financial participation is not be claimed for the cost of room and board except when
provided as part of respite care furnished in a facility approved by the State that is not a
private residence.

8.

Mental Health Services (Day Treatment, Partial Hospitalization, Psychosocial
Rehabilitation, and Clinic Services)

GENERAL GUIDANCE: 42 CFR §180(b)(8) provides that a state may furnish under a waiver
certain services (day treatment, partial hospitalization, psychosocial rehabilitation, and clinic
services) to individuals with chronic mental illness. A state may offer other types of mental health
services in addition to these as “other” waiver services. As discussed in the instructions for
Appendix B of the waiver application, a waiver may target persons under the age of 65 with
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serious mental illnesses who meet the level of care for hospitals or nursing facilities that are not
IMDs. In addition, a state may furnish mental health services under the waiver not specifically
targeted to individuals with chronic mental illness (e.g. persons with traumatic head injury)to all
participants who require them regardless of waiver target group. As is the case with other services,
mental health services under a waiver may be furnished on an “extended State plan services”
coverage basis or may provide that the services furnished under the waiver are different from
services furnished under the State plan.
Mental health services offered under the State plan sometimes are limited to Medicaid beneficiaries
who have been diagnosed as having serious (severe or persistent) mental illnesses. Under a waiver,
a state may offer mental health services to persons who would benefit from them but who do not
meet State plan criteria.
a.
Day Treatment or Other Partial Hospitalization Services
Service

Day Treatment or Other Partial Hospitalization Services

Core Definition:
Services that are necessary for the diagnosis or treatment of the individual's mental illness.
The purpose of this service is to maintain the individual's condition and functional level and
to prevent relapse or hospitalization. These services consist of the following elements:
a. individual and group therapy with physicians or psychologists (or other mental
health professionals to the extent authorized under State law),
b. occupational therapy, requiring the skills of a qualified occupational therapist,
c. services of social workers, trained psychiatric nurses, and other staff trained to work
with individuals with psychiatric illness,
d. drugs and biologicals furnished for therapeutic purposes, provided that the
medication is not otherwise available under the State plan or as a Medicare benefit to
a participant,
e. individual activity therapies that are not primarily recreational or diversionary,
f. family counseling (the primary purpose of which is treatment of the individual's
condition),
g. training and education of the individual (to the extent that training and educational
activities are closely and clearly related to the individual's care and treatment), and
h. diagnostic services.
Meals provided as part of these services shall not constitute a "full nutritional regimen"
(3 meals per day).

b.

Psychosocial Rehabilitation Services
Service

Psychosocial Rehabilitation Services

Core Definition
Medical or remedial services recommended by a physician or other licensed practitioner
under State law, for the maximum reduction of physical or mental disability and the
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restoration of maximum functional level. Specific services include the following:
a. restoration and maintenance of daily living skills (grooming, personal hygiene,
cooking, nutrition, health and mental health education, medication management,
money management and maintenance of the living environment);
b. social skills training in appropriate use of community services;
c. development of appropriate personal support networks, therapeutic recreational
services (which are focused on therapeutic intervention, rather than diversion); and
d. telephone monitoring and counseling services.
The following are specifically excluded from payment for psychosocial rehabilitation
services:
a. vocational services,
b. prevocational services,
c. supported employment services, and
d. room and board.
c.

Clinic Services
Service

Clinic Services

Core Definition
Clinic services (whether or not furnished in a facility) are services as defined in
42 CFR §440.90.
Core Definition (Extended State Plan Service)
Services that are provided when mental health clinic services (as defined in 42 CFR §440.90) furnished under the
approved State plan limits are exhausted. The scope and nature of these services do not otherwise differ from clinic
services furnished under the State plan. The provider qualifications specified in the State plan apply. The additional
amount of services that may be provided through the waiver is as follows:

B.

Other Services

1.

Home accessibility adaptations (a.k.a., environmental accessibility adaptations)
Service

Home accessibility adaptations

Those physical adaptations to the home, required by the participant's service plan, that are
necessary to ensure the health, welfare and safety of the participant or that enable the
participant to function with greater independence in the home. Such adaptations include the
installation of ramps and grab-bars, widening of doorways, modification of bathroom
facilities, or the installation of specialized electric and plumbing systems that are necessary
to accommodate the medical equipment and supplies that are necessary for the welfare of
the participant.
Excluded are those adaptations or improvements to the home that are of general utility, and
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are not of direct medical or remedial benefit to the participant. Adaptations that add to the
total square footage of the home are excluded from this benefit except when necessary to
complete an adaptation.
2.

Skilled Nursing
Service

Skilled Nursing

Core Definition:
Services listed in the service plan that are within the scope of the State's Nurse Practice Act
and are provided by a registered professional nurse, or licensed practical or vocational nurse
under the supervision of a registered nurse, licensed to practice in the State.
3.

Transportation
Service

Transportation

Core Definition:
Service offered in order to enable waiver participants to gain access to waiver and other
community services, activities and resources, as specified by the service plan. This service
is offered in addition to medical transportation required under 42 CFR §431.53 and
transportation services under the State plan, defined at 42 CFR §440.170(a) (if applicable),
and does not replace them. Transportation services under the waiver are offered in
accordance with the participant’s service plan. Whenever possible, family, neighbors,
friends, or community agencies which can provide this service without charge are utilized.

4.

Specialized Medical Equipment and Supplies
Service

Specialized Medical Equipment and Supplies

Core Definition:
Specialized medical equipment and supplies to include devices, controls, or appliances,
specified in the plan of care, which enable participants to increase their abilities to perform
activities of daily living, or to perceive, control, or communicate with he environment in
which they live.
This service also includes items necessary for life support, ancillary supplies and
equipment necessary to the proper functioning of such items, and durable and non-durable
medical equipment not available under the Medicaid State plan. Items reimbursed with
waiver funds are in addition to any medical equipment and supplies furnished under the
State plan and exclude those items that are not of direct medical or remedial benefit to the
participant. All items shall meet applicable standards of manufacture, design and
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installation.

5.

Chore Services
Service

Chore Services

Core Definition:
Services needed to maintain the home in a clean, sanitary and safe environment. This service
includes heavy household chores such as washing floors, windows and walls, tacking down
loose rugs and tiles, moving heavy items of furniture in order to provide safe access and
egress. These services are provided only when neither the participant nor anyone else in the
household is capable of performing or financially providing for them, and where no other
relative, caregiver, landlord, community/volunteer agency, or third party payor is capable of
or responsible for their provision. In the case of rental property, the responsibility of the
landlord, pursuant to the lease agreement, is examined prior to any authorization of service.
6.

Personal Emergency Response System
Service

Personal Emergency Response System (PERS)

PERS is an electronic device that enables waiver participants to secure help in an
emergency. The participant may also wear a portable "help" button to allow for mobility.
The system is connected to the participant’s phone and programmed to signal a response
center once a "help" button is activated. The response center is staffed by trained
professionals, as specified herein.

7.

Adult Companion Services
Service

Adult Companion Services

Core Definition:
Non-medical care, supervision and socialization, provided to a functionally impaired adult.
Companions may assist or supervise the participant with such tasks as meal preparation,
laundry and shopping. The provision of companion services does not entail hands-on
nursing care. Providers may also perform light housekeeping tasks that are incidental to the
care and supervision of the participant. This service is provided in accordance with a
therapeutic goal in the service plan.
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8.

Private Duty Nursing
Service

Private Duty Nursing

Individual and continuous care (in contrast to part time or intermittent care) provided by
licensed nurses within the scope of State law. These services are provided to a participant
at home.
9.

Training for unpaid care givers
Service

Training for Unpaid Caregivers

Core Definition:
Training and counseling services for individuals who provide unpaid support, training,
companionship or supervision to participants. For purposes of this service, individual is
defined as any person, family member, neighbor, friend, companion, co-worker who
provides uncompensated care, training, guidance, companionship or support to a person
served on the waiver. Individuals who are employed to support the participant are not may
not receive this service. . Training includes instruction about treatment regimens and other
services included in the service plan, use of equipment specified in the service plan, and
includes updates as necessary to safely maintain the participant at home. All training for
individuals who provide unpaid support to the participant must be included in the
participant’s service plan.

10.

Attendant Care Services

Service

Attendant Care Services

Core Definition:
Supportive and health-related services, specific to the needs of a participant with
disabilities. Supportive services are those that reinforce an individual’s strengths, while
substituting or compensating for the absence, loss, diminution, or impairment of a physical
or cognitive function. Attendant services incorporate and respond to the participant’s
preferences and priorities. Health-related services may include skilled or nursing care to the
extent permitted by State law. Health related services are provided and supervised as
required under State law, or the terms under which the specific attendant worker has been
certified to furnish the service. Documentation of any delegation or assignment of nursing
tasks or supervision will be maintained in the participant’s service plan.
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11.

Adult Foster Care

Service

Adult Foster Care (Adult Residential Care)

Core Definition:
Personal care and supportive services (e.g., homemaker, chore, attendant care, companion,
medication oversight (to the extent permitted under State law)) provided in a licensed
(where applicable) private home by a principal care provider who lives in the home. Adult
foster care is furnished to adults who receive these services in conjunction with residing in
the home. The total number of individuals (including participants served in the waiver)
living in the home, who are unrelated to the principal care provider, cannot exceed ___.
Separate payment is not made for homemaker or chore services furnished to a participant
receiving adult foster care services, since these services are integral to and inherent in the
provision of adult foster care services.
Payments for adult foster care services are not made for room and board, items of comfort
or convenience, or the costs of facility maintenance, upkeep and improvement. Payment for
adult foster care services does not include payments made, directly or indirectly, to
members of the participant's immediate family. The methodology by which the costs of
room and board are excluded from payments for adult foster care is described in
Appendix I.

12.

Assisted Living

Service

Assisted Living Services (Adult Residential Care)

Core Definition:
Personal care and supportive services (homemaker, chore, attendant services, meal
preparation), including companion services, medication oversight (to the extent permitted
under State law), including 24 hour on-site response capability to meet scheduled or
unpredictable participant needs and to provide supervision, safety and security in
conjunction with residing in a homelike, non-institutional setting. Services also include
social and recreational programming, and medication assistance (to the extent permitted
under State law). Services provided by third parties must be coordinated with the assisted
living provider.
Nursing and skilled therapy services are incidental, rather than integral to the provision of
assisted living services. Payment is not be made for 24-hour skilled care or supervision.
Federal financial participation is not available for room and board, items of comfort or
convenience, or the costs of facility maintenance, upkeep and improvement. The
methodology by which the costs of room and board are excluded from payments for
assisted living services is described in Appendix I.
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13.

Vehicle Modifications (Not included in 1995 standard waiver format)

Service

Vehicle Modifications

Core Definition:
Adaptations to an automobile or van to accommodate the special needs of the participant.
Vehicle adaptations are specified by the service plan as necessary to enable the participant to
integrate more fully into the community and to ensure the health, welfare and safety of the
participant. The following are specifically excluded:
1. Adaptations or improvements to the vehicle that are of general utility, and are not of
direct medical or remedial benefit to the individual;
2. Purchase or lease of a vehicle; and
3. Regularly scheduled upkeep and maintenance of a vehicle except upkeep and
maintenance of the modifications.

14.

Assistive Technology

Service

Assistive Technology

Core Definition:
Assistive technology device means an item, piece of equipment, or product system, whether
acquired commercially, modified, or customized, that is used to increase, maintain, or improve
functional capabilities of participants. Assistive technology service means a service that
directly 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
services to 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;
(D) coordination and use of necessary therapies, interventions, or services with assistive
technology devices, such as therapies, interventions, or services associated with other services
in 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 professionals or other individuals who provide services
to, employ, or are otherwise substantially involved in the major life functions of participants.
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C.

Extended State Plan Services

Service

[State Plan Service]

Core Definition:
Services that are provided when the limits of [State plan service] under the approved State
plan are exhausted. The scope and nature of these services do not otherwise differ from
[State plan service] services furnished under the State plan. The provider qualifications
specified in the State plan apply. The additional amount of services that may be provided
through the waiver is as follows:

D.

Services in Support of Participant Direction

1.

Supports for Participant Direction
Service

Supports for Participant Direction (Supports Brokerage))

Service/function that assists the participant (or the participant’s family or representative, as
appropriate) in arranging for, directing and managing services. Serving as the agent of the
participant or family, the service is available to assist in identifying immediate and longterm needs, developing options to meet those needs and accessing identified supports and
services. Practical skills training is offered to enable families and participants to remain
independent. Examples of skills training include providing information on recruiting and
hiring personal care workers, managing workers and providing information on effective
communication and problem-solving. The service/function includes providing information to
assure that participants and their families understand the responsibilities involved with
directing their services. The extent of the assistance furnished to the participant or family is
specified in the service plan.
2.

Financial Management Services
Service

Financial Management Services

Independence Plus Template Definition:
Service/function that assists the family or individual to manage and direct the distribution of
funds contained in the participant-directed budget. This may include the facilitation of the
employment of service workers by the family or participant including Federal, state, and
local tax withholding/payments, unemployment compensation fees, wage settlements, fiscal
accounting and expenditure reports.
b. Service Plan
Development

Indicate whether the entity or entities that are responsible for the development
of the service plan are allowed to provide other direct (non-case management)
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Safeguards

services to the waiver participant. If such entities are permitted to furnish
other services, describe the safeguards that the state has established to avoid
the problems that may arise in this circumstance (e.g., self-referral). These
safeguards should include assuring that participants are supported in
exercising their right to free choice of providers and are provided information
about the full range of waiver services, not just the services furnished by the
entity that is responsible for service plan development. The safeguards may
also include an option for the participant to choose a different entity or
individual to develop the plan; direct oversight of the process or periodic
evaluation by the state agency; and/or, restricting the entity that develops the
plan from providing services without the direct approval of the state.

CMS Review Criteria

Criteria
• The safeguards are adequate to guard against the service provider
controlling the content of the plan, including assessment of risk, services,
frequency and duration, and informing the participant of their rights.
• The safeguards assure that the entity’s impact is known, accounted for and
mitigated when necessary or appropriate.

c. Supporting the
Participant in
Service Plan
Development

Describe the supports and information that are available to the participant
(and/or family or legal representative, as appropriate) to direct and be actively
engaged in the service plan development process. Such supports may include
providing information about the range of services and supports offered
through the waiver in advance of service plan development, engaging
individuals (e.g., a support broker) to facilitate a person-centered planning
process, and/or other education/training opportunities. Also describe the
participant’s authority to invite individuals of his/her choosing to participate
in the service plan development process.

CMS Review Criteria

Criteria
• The participant has the authority to include collaborators of his/her choice
in the service plan development process.
• Information and supports are available to the participant (or others
designated by the participant) to direct and actively engage in the process.

d. Service Plan
Development
Process

Describe in four pages or less the procedure/process for service plan
development, including who develops the plan, who participates in the process
and the timing of the plan. The description should also include how the
service plan is updated, and the criteria used to establish timely updates in
response to the participant’s changing needs. The description should describe
the participant-centered planning process used to identify the participant’s
strengths, capacities, preferences, needs and desired outcomes, and methods
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by which the state supports the individual to direct the process.
The description should address the following dimensions of service plan
development:
1) The types of assessments that are conducted as part of the service plan
development process, including securing information about
participant needs, preferences and goals, health status, and risk
factors;
2) How the participant is informed of the services that are available
under the waiver;
3) How the plan development process ensures that the service plan
addresses participant goals, needs and preferences;
4) How the plan development process results in the assignment of
responsibilities for implementing the plan;
5) How the plan development process ensures that identified risks are
addressed, including responsibilities and measures for reducing risks
such as backup plans and risk management agreements. A complete
description of back up arrangements should be included;
6) How the planning process addresses participant health care needs;
7) How waiver and other services (e.g., State plan services and services
furnished through other state and federal programs) are coordinated;
and,
8) The assignment of responsibility to monitor and oversee the
implementation of the service plan.
When a waiver makes available opportunities for participant direction of
services (as provided in Appendix E), include in the description any additional
procedures that might apply to service plan development that are not
addressed in Appendix E (e.g., assisting the participant to develop a
participant-directed budget).
If provision is made to develop a temporary interim plan of care to get
services initiated while a more detailed plan of care is being finalized,
describe the procedures used to develop the interim plan and the duration of
the interim plan.
The description of the service plan development process may include citations
of applicable state laws, regulations and policies. These documents must be
readily available through the Medicaid agency or other operating agency when
requested by CMS. However, do not submit copies of such documents with
the application.
CMS Review Criteria

Criteria
• The process addresses the eight dimensions of service plan development
specified above.
• Assessments take into account participant preferences and desired
38

•
•
•

outcomes.
Assessments support the identification of participant service needs.
There is a structured approach to risk assessment and risk mitigation. Risk
mitigation strategies are sensitive to the preferences of individuals.
The process includes the development of back-up plans for individuals
who receive services in private residences.

e. Informed Choice
of Providers

Describe how information is provided to participants to assist their selection
of providers to furnish the services authorized in the service plan.

CMS Review Criteria

Criteria
There is a process for informing participants about available service providers.

f. Process for
Making Service Plan
Subject to the
Approval of the
Medicaid Agency

42 CFR §441.301(b)(1)(i) requires that service plans are subject to the
approval of the Medicaid agency. This requirement does not mean that the
Medicaid agency must review and approve each and every service plan.
While waiver operating agencies or other entities (e.g., counties) may approve
service plans as part of day-to-day waiver operations, the Medicaid agency at
minimum must review at least a sample of plans of care retrospectively or
employ other methods to ensure that plans have been developed in accordance
with applicable policies and procedures and plans ensure the health and
welfare of waiver participants. This oversight activity is critical element of
the Medicaid agency’s responsibility to actively oversee the operation of the
waiver and ensure health and welfare of recipients.
When this oversight is conducted by the in-depth review of a sample of
service plans, specify the basis for the size of the sample, how frequently
retrospective review is conducted, the methods for conducting the review, and
the persons or entities who conduct the review. Reviews may be conducted
jointly by the Medicaid agency and the operating agency. When other
methods are employed satisfy this requirement, describe the methods that are
used and how they ensure that plans of care meet applicable requirements.

CMS Review Criteria

Criteria
The process described to review plans indicates there is active Medicaid
agency oversight of service plans.

g. Service Plan
Review and Update

The plan of care is the fundamental tool by which the participant’s health and
welfare is ensured. As such, it must be subject to periodic review and update.
Such reviews determine the appropriateness and adequacy of the services and
ensure that the services furnished are consistent with the nature and severity of
the individual's disability and responsive to the individual’s needs and
preferences. Specify the frequency for plan of care review. This frequency
must be no less than annually.

CMS Review Criteria

Criteria
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The review schedule is appropriate given the nature of the waiver’s target
groups.
h. Maintenance of
Service Plan Forms

Copies of service plans must be maintained in written or electronic facsimile
form for a period of three years from their ending date (or longer when
required by state law). Indicate where copies of service plans are maintained.

i. Fair Hearing

This item specifies that the state must afford the opportunity to request a Fair
Hearing to individuals who are denied the services or providers of their
choice. The Fair Hearing process is addressed in Appendix F-1.
Appendix D-2: Service Plan Implementation and Monitoring

Item

Discussion

Background

In order to assure participant health and welfare and the effective delivery of
waiver services, there must be active, continuous monitoring of the
implementation of the service plan. The purpose of this monitoring is to
ensure that waiver services are furnished in accordance with the service plan
and meet the participant’s needs. Monitoring also is conducted to identify any
problems related to assuring the participant’s health and welfare that may
require action. While on-going monitoring is most typically conducted by
case management agencies, a state may specify that other entities conduct
such monitoring or supplement the monitoring performed by case
management entities. The state may specify a minimum monitoring schedule
and/or provide that the monitoring schedule and methods of monitoring are
incorporated into each participant’s service plan.

a. Service Plan
Implementation and
Monitoring

Specify the following:
•
The entity or entities responsible for monitoring service plan implementation and participant health and welfare;
• The minimum frequency of monitoring, including the frequency of direct,
in-person contact with the participant;
• How monitoring methods address the following:
o Services are furnished in accordance with the service plan;
o Participant access to waiver services identified in the service plan
(e.g., has the participant encountered problems in securing services
authorized in the service plan);
o Services meet the needs of the participant;
o The effectiveness of back-up plans;
o Participant health and welfare; and,
o Participant access to non-waiver services identified in the service
plan, including access to health services.
• Methods to ensure prompt follow up of identified problems, including
problems identified by participants, service providers and others; and,
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•

How information derived from monitoring is compiled and reported to
the state.

CMS Review Criteria

Criteria
• The locus of responsibility for monitoring is specified.
• The basis of monitoring methods and frequency to the target population is
described.
• Monitoring methods are address all areas identified in D-2-a.
• There is prompt follow-up of identified problems.
• Systematic information is compiled concerning monitoring, including the
identification of problems identified during monitoring.

b. Monitoring
Safeguards

Indicate whether the entity or entities that are responsible for monitoring are
allowed to provide other direct (non-case management) services to the waiver
participant. If such entities are permitted to furnish other services, describe
the safeguards that the state has established to avoid the problems that may
arise in this circumstance. Such safeguards may include independent
assessment of the effectiveness of monitoring or the requirement that agency
monitoring functions be administratively separated from service provision
functions.

CMS Review Criteria

Criteria
When monitoring is conducted by entities that also furnish direct services, the
safeguards described assure that participant health and welfare is assured and
participant rights are preserved.
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Chapter III. A Review and Critique of the Illinois Medicaid HCBS waiver for adults with
developmental disabilities and suggested best practice definitions from other state
waivers.
A. Review of Illinois waiver service definitions
A review was made of the service definitions within the Illinois Medicaid HCBS waiver for adults
with developmental disabilities based on the array of services contained within the revised
amendments effective July 1, 2004. The following service definitions were reviewed:
Option I Residential Habilitation, Option 2 Home-Based Support Services, Day services, namely
developmental training, supported employment individuals and group, adult day health,
occupational, physical and speech therapies, behavioral interventions, adaptive equipment, and
environmental accessibility adaptations.
Most of the definitions are clearly and consistently written and cover the usual and customary
services and supports. The major criticism of the service definitions is related to volume of
services such as the restriction of 320 days as opposed to perhaps 340 days and the number of
enrollees that can access the services. 320 days is about 30 days to short for residential
habilitation and supported living services. Concomitantly, as was identified in Chapter1, there is a
major under-funding of these services as compared with other states.
The definitions that are open to criticism are home based services and behavioral interventions. In
2003, Illinois deleted the definition of supported living services and replaced it with home-based
services. The character of supported living with its strong emphasis on self-determination and
person-centered planning with life choices was removed. The Home based services model allows
the individual to live with family members or in a home under the control of another person. It is
recommended that supported living, which is consistent with the DDD vision, be restored with
adoption of the following definition:
“Supported living is defined as services and supports provided to an individual with
developmental disabilities whereby the individual shall have authority to choose 1) the
services and supports that are to be given in accordance with assessed needs, ensuring
health and safety, and within budgetary allocations by the state and generic sources; 2) up
to two other individuals with developmental disabilities with whom to reside; 3) the
providers of direct care services and supports; and 4) traditional housing such as the
home of a relative, an apartment or other housing arrangement used by the general public
under the control of the individual or other persons who are not the providers of direct
services and supports unless they are a family member. Housing shall abide by the
general zoning codes of the locale and not be subject to licensure or further regulation by
the state.
Supported living services shall provide individually tailored support, supervision, training
and assistance for people to live as independently as possible in their own homes, family
homes and apartments. Supported living services also include personal care and
protective oversight and supervision up to twenty-four hours per day. Supported living is
available to those who live alone, with family or with roommates. For individuals residing
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with families, Supported Living is intended to provide support to the individual and the
family to allow the family to continue providing naturals supports and to avoid unwanted
out of home placement. Supported living activities are prioritized based upon the
individual’s assessed needs, but shall include maintenance of individual health and safety,
and may include personal care services, homemaker, chore, attendant care, medication
administration, advocacy, communication, assistance with activities of daily living,
instrumental activities of daily living, transportation to access community activities,
shopping and attending doctor appointments, keeping track of money and bills and using
the telephone; and indirect services such as socialization, self-help, and
adaptive/compensatory skills development necessary to reside successfully in the
community. This service may also include behavioral plan implementation by direct care
staff.
The Supported Living category is intended for those participating in both the agency-based
provider method and the self-directed services method.
The individual with developmental disabilities has the responsibility to give at least thirty
days notice when releasing a direct care provider without legal cause such as abuse,
neglect, exploitation or dereliction of duty.
Limitations: Individuals receiving Supported Living are not eligible to receive separate
individual waiver services in addition to Supported Living if the separate services are
essentially duplicative of the tasks defined in Supported Living.
Individuals receiving Supported Living may not receive Residential Habilitation; however,
they may receive Day Support Services provided that these services are not provided nor
billed for times when the individual is receiving Supported Living services. “
The first part of this definition was put into Ohio law in 1989 and was modified only to
reduce the number of other individuals with developmental disabilities from three to two
to maintain a reasonable home-like setting consistent with CMS guidelines. The second
part of the definition comes from the State of Utah and is incorporated within its
Medicaid HCBS waiver for adults with developmental disabilities effective July 2005. It
contains a comprehensive array of services in the definition that will need to also be
defined within the waiver.
A second criticism is made of the Behavioral Services definition. The definition itself is
not problematic except for trying to parcel out the services based on individual assessed
need with particular level of behavioral specialists. One of the best service definitions for
behavioral services is from Utah and provides three levels of support. Delineated for these
services are the provider qualifications which increase with the severity of the behaviors to be
addressed.
Behavior Consultation Service I
The provision of generally accepted educational procedures and techniques that are
designed to decrease problem behavior and increase appropriate replacement behaviors.
This service is intended to assist individuals in acquiring and maintaining the skills
necessary for the capacity to live independently in their communities and avoid placement
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in an ICF/MR and therefore, this service is intended to be habilitative in nature.
Consultations are based upon the well-known and widely regarded principles of applied
behavior coaching and focus on positive behavior supports. Behavioral consultants
provide services to individuals whose behavior problems may be emerging, annoying,
worrisome, objectionable, singular but not dangerous, and may interfere with learning or
social relationships. The behaviors of the person shall not constitute an impending crisis,
nor shall they be assessed as constituting a serious problem. The family and/or support
staff with whom the Consultant is working will have no special needs/issues beyond
consultation and skill training and will be capable of coordinating with schools, agencies,
and others as needed. Consultation may include the development of a behavior program
which employs widely accepted principles of applied behavior analysis that are applicable
to many and which focus on the provision of positive behavioral supports (and which does
not included any intrusive interventions). Services are to be provided in the person’s
residence or other naturally occurring environment in the community..
Limitations: This service will not be available to individuals who might otherwise receive
this service through the Medicaid State Plan or any other funding source. Utah Rate 15
minutes, 160 units, $5.28 per unit Bachelor’s degree
Provider Qualifications
Under state contract with DSPD as an authorized provider of services and supports to
people with disabilities in accordance with 62A-5-103, UCA
Training and experience in the field of mental retardation and other related conditions of at
least one year’s length; completion of a training course in positive behavioral supports
prescribed by DSPD and approved by the SMA and the successful completion of a
learning assessment at the conclusion of the course.
Behavior Consultation Services-II
The provision of educational procedures and techniques that are designed to decrease
problem behavior and increase appropriate replacement behaviors. This service is
intended to assist individuals in acquiring and maintaining the skills necessary for the
capacity to live independently in their communities and avoid placement in an ICF/MR and
therefore, this service is intended to be habilitative in nature. Interventions are based upon
the principles of applied behavior analysis and focus on positive behavior supports.
Behavior consultants provide individual behavior consultation to families and/or staff who
support individuals with serious though not potentially life threatening behavioral problems
that may be complicated by medical or other factors. Problems addressed by behavior
consultants are identified as serious, but have not been judged to be treatment resistant or
refractory. Consultation shall include designing and training the family and/or support staff
on a behavior support plan developed specifically for the person being served. Services
are to be provided in the person’s residence or other naturally occurring environment in
the community. This service is consultative in nature and does not include the provision of
any direct services to consumers.
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Limitations: Contractors are not permitted to provide direct care to persons (i.e. bathing,
feeding, dressing, or supervision) nor are they allowed to transport persons receiving
services. This service is not available to individuals eligible to receive this service through
the Medicaid State Plan or other funding source.
Utah Rate 15 minutes, 160 units, $9.20 per unit Master’s Degree
Provider Qualifications Level II
Under state contract with DSPD as an authorized provider of services and supports to
people with disabilities in accordance with 62A-5-103, UCA
Board Certified Associate Behavior Analysts (BCABA); or proof of achievement of a postgraduate degree of at least a Masters’ in a behaviorally-related field as well as experience
of at least one year working in the field of mental retardation or other related conditions.
Completion of a training course in positive behavioral supports prescribed by DSPD and
approved by the SMA and the successful completion of a learning assessment at the
conclusion of the course.
Behavior Consultation Service-III
The provision of educational procedures and techniques that are designed to decrease
problem behavior and increase appropriate replacement behaviors. This service is
intended to assist individuals in acquiring and maintaining the skills necessary for the
capacity to live independently in their communities and avoid placement in an ICF/MR and
therefore, this service is intended to be habilitative in nature. Interventions are based upon
the principles of applied behavior analysis and focus on positive behavior supports.
Behavioral consultants provide individual behavioral consultation to families and/or staff
who support individuals with the most involved, complex, difficult, dangerous, potentially
life threatening and resistant to change behavioral problems. The serious behavioral
problems may be complicated by medical or other factors. In addition, eligible persons
must have failed alternative interventions and are severely limited in their activities and
opportunities due to their behavioral problems. Consultation shall include designing and
training the family and/or support staff on a behavior support plan developed specifically
for the person being served. Services are to be provided in the person’s residence or
other naturally occurring environment in the community. This service is consultative in
nature and does not include the provision of any direct services to consumers.
Limitations: Contractors are not permitted to provide direct care to persons (i.e. bathing,
feeding, dressing, or supervision) nor are they allowed to transport persons receiving
services. This service is not available to individuals eligible to receive this service through
the Medicaid State Plan or other funding source.
Utah Rate 15 minutes, 160 units, $16.79 per unit
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Doctoral level

Provider Qualifications Level III
Under state contract with DSPD as an authorized provider of services and supports to
people with disabilities in accordance with 62A-5-103, UCA
Board Certified Behavior Analysts (BCBA); or proof of achievement of a post-graduate
degree of a doctoral level in a behaviorally related field and a combination of training and
experience equivalent to that required for certification as a Board Certified Behavior
Analysts.
There is an additional need to give definition to crisis intervention services that can be
mobile, available within one hour and provide appropriate intervention to the individual and
people in that domicile related to the crisis.
B. Innovative and Progressive Adult Waiver Service Definitions from Key States
Beyond these comments and critique that are a wide variety of innovative service definitions that
some states have adopted and CMS has approved to meet particular needs of individuals with
developmental disabilities and providers attempting to meet those needs. It is recommended that
these be reviewed as to their potential addition to the waiver to enhance the current array of
services and not have to re-invent the wheel so to speak.
1. Connecticut has additional language for supported living services that might be combined with
the Utah definition to add further clarity. It is also noteworthy that supported living can be
accessed on average of 349 days per year at a rate of $99 per day.
Supported Living assistance with the acquisition, improvement and/or retention of skills and
provide necessary support to achieve personal habilitative outcomes that enhance an individual’s
ability to live in their community as specified in the plan of care. This service includes a
combination of habilitative and personal support activities as they would naturally occur during the
course of a day. This service is not available for use in licensed settings. The service may be
delivered in a personal home (one’s own or family home). Payments for Supported Living are not
made for room and board. Documentation which shows that Medicaid payment does not cover
these components is attached to Appendix G.
Services may be provided by a qualified family member or relative, independent contractor or
service agency. In the case of providers who are family members, federal financial participation is
excluded when the provider is a participant’s spouse, parent of a minor child, conservator, or a
relative of a conservator. For other family members, federal financial participation is allowable
only when the service would otherwise need to be provided by a qualified provider.
Supported Living may not be used in combination with Residential Habilitation, Personal Support,
or Assisted Living. This service may be self-directed or provided through a qualified agency.
Connecticut SLS Rate Day rate 349 days $99 per day
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2. Maryland has provided for residential habilitation services in licensed settings and allows up to
thirty-three days paid to the provider for those necessary times when the resident is out of the
home for hospitalization or other valid reasons. The rate paid for both services is $141.59 per day
RESIDENTIAL HABILITATION I
Residential Habilitation I services, also called Community Residential Services, are designed, in
keeping with the plan of care, to assist an individual in acquiring the skills necessary to maximize
their independence in activities of daily living and to fully participate in community life. These
services are provided in group homes, alternative living units, or individual family care homes.
These services may be provided to individuals with a developmental disability (COMAR 10.22.12)
who are currently enrolled in the waiver; are in crisis situations; are moving from a state
residential center (SRC), nursing facility, or from an inappropriate mental health facility placement;
or are on the waiting list for DDA services and identified as needing services.
Community residential services accommodate a wide range of choices individuals and their
families make about how to live in the community. Individuals’ residential habilitation will be
individually tailored to meet the needs of the individual as outlined in the individual’s plan of care.
Other services to enable an individual to live successfully in the community may include medical
services, nursing services, occupational therapy, psychiatric services, psychological services,
physical therapy, social services, and speech pathology and audiology. These services must be
preauthorized by DDA and must be unavailable from any other resource, including Medicaid State
plan (COMAR 10.22.17.8.F and COMAR 10.22.17.11).
Residential Habilitation I services conform with licensing requirements specified in COMAR
10.22.08 – Community Residential Services Program Service Plan.
Maryland Rate Day Rate 321 days $141.59 per day
RESIDENTIAL HABILITATION II ABSENCE DAYS
Per COMAR 10.22.17.10.G (b) and in keeping with COMAR 10.09.10.16, Residential Habilitation
II is a service that allows providers to be reimbursed for absence days not to exceed a total of 33
days of absence annually per individual. Such payment is subject to approval of the entity
designated in Appendix A of this document and is intended to maintain an individual’s living
environment during periods of absence due to circumstances including hospitalizations,
behavioral respite, therapeutic family visits and others.
Maryland Rate Day Rate 33 days $141.59 per day
3. Maryland also provides up to $5,000 per individual as a one-time waiver expenditure for usual
household items necessary to transition from congregate care to supported living services.
TRANSITION SERVICES
Transition services include two distinct areas. One is residential set-up for individuals establishing
their own homes in the community. These services include necessary furnishings, household
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items and services that an individual needs for successful transition to community living. Such
services may include:
-

bedroom furniture;
dining room furniture;
living room furniture;
kitchen ware (dishes, pots, pans, flatware);
telephone;
moving expenses;
Set-up fees or non-refundable deposits for utility or service access (e.g.
telephone, electricity, heating);
Health and safety assurances, such as pest eradication, allergen control or
one-time cleaning prior to occupancy

These services will exclude items designed for entertainment purposes only, such as televisions
and VCRs.
Individuals will select a provider who will submit a budget for services contained in the plan of
care to the Regional Office of the Developmental Disabilities Administration. For individuals
establishing community residences, the proposed budget will include an itemized list of necessary
start-up/transition expenses. The DDA Regional Office will evaluate the proposed list of transition
services and approve those services it deems
necessary for a successful transition. The budget, which is submitted well in advance of service
initiation, must be approved before services are rendered.
Maryland Rate 1 unit $5,000 per unit
The second area of transition services is resource coordination for individuals transitioning
from institutions to the community. This service will be available to individuals to assist them
as far as six months in advance of their move to make selections on where they would like to live,
who will provide their services, and other important planning decisions necessary for a successful
community transition.
Preliminary plans of care for individuals transitioning out of ICFs/MR will be developed by the
resource coordinator, the individual and other members of the individual’s team who may be
available or identified by the individual to participate. This preliminary plan will contain information
specific to the individual’s transition and the services necessary to ensure a smooth transition with
ample opportunity for consumer choice and direction. Included in this plan will be specific
functions that may be required of the Resource Coordinator to support the individual in learning
what opportunities exist and in making informed decisions about his/her future community life.
This plan will be forwarded to and approved by the DDA Regional Office, which will authorize the
transition services. A separate billing code will be developed for transition services.
This service may also be paid under Targeted Case Management.
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4. Many states are paying for family and individual support systems (FISS) support brokerage to
assist in self-determination and community inclusion. Medicaid requires this service as part of
participant directed supports. The Maryland definition is as follows:
FAMILY AND INDIVIDUAL SUPPORT SERVICES (FISS)
FISS cover a wide array of supports in the life of a child or adult who lives in their own home or
their family home, and are provided by making use of resources available in the community, while
at the same time, building on the individual’s existing support network. FISS are the supports
provided to the individual and/or his/her family to enable the community participation of the
individual. FISS are available to individuals not currently receiving Personal Support or
Residential Habilitation. These services are typically low-cost and are provided more
intermittently than Personal Support and are often utilized to purchase items or services
necessary to maintain the individual’s community living that are not available from other sources.
Supports are integral to each individual’s or family’s quality of life. These services are provided to
individuals with a developmental disability (COMAR 10.22.12) who are currently enrolled in the
waiver; are in crisis situations; are moving from a state residential center (SRC), nursing facility, or
from an inappropriate mental health facility placement; or are on the waiting list for DDA services
and identified as needing services. These services are rendered to the specifications outlined in
the plan of care.
FISS may include, but are not limited to, supports involving:
•
•
•
•
•
•
•
•

Budgeting
Counseling
Assisting individual to gain skills
Accessing community activities and services, including helping the individual and
family with the day-to-day coordination of needed services
Purchase of materials/supplies/equipment not otherwise covered by other sources,
but necessary for the successful community living of the individual.
24-hour emergency service
Self-advocacy training and activities
Family training on issues related to the individual’s needs
For purposes of this service, "family" is defined as the persons who live with
or provide care to a person served on the waiver, and may include a parent,
spouse, children, relatives, foster family, in-laws or other people who have
a close personal relationship to the person, similar to that of a relative.
"Family" does not include individuals who are employed to care for the
consumer. Training includes instruction about treatment regimens and use
of equipment specified in the plan of care, and shall include information as
necessary to safely maintain the individual at home. To be covered under
the waiver, family training must be included in the individual's written plan of
care.

The scope and duration of these services will be determined by the individual’s plan of care,
subject to the approval of the Medicaid agency. FFP will not be claimed for waiver services which
are not included in the plan or that are covered by other resources, including Medicaid State plan.
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Maryland Rate Monthly 11 units $359 per unit
5. Maryland also employs a comprehensive definition for day habilitation, which might be less
cumbersome than other separate definitions in its implementation by providers. The unified
definition is as follows:
DAY HABILITATION
Day habilitation services represent a continuum of services provided during the day in the
community or in facility-based settings. This continuum includes supported employment
(excluding a work program in a state residential center), vocational services, traditional day
services (noted as day habilitation in COMAR 10.22.07) and volunteer work. These services are
provided in accordance with the individual’s plan of care, developed through a detailed personcentered planning process. Transportation to and from the day activity is included. These
services are provided to individuals with a developmental disability (COMAR 10.22.12) who are
currently enrolled in the waiver; are in crisis situations; are moving from a state residential center
(SRC), nursing facility, or from an inappropriate mental health facility placement; are transitioning
out of school; or are on the waiting list for DDA services and identified as needing services
Supported employment includes (a) individuals who are self-employed and need supports or are
working in community businesses for pay with licensee funded supports; or (b) any work program,
except for one in an SRC that includes supports necessary for the individual to achieve the
desired outcomes outlined in the person centered plan and articulated in the plan of care. A
licensed provider shall provide job skill training which includes any or all of the following to the
extent required by the individual: Skills required to perform a job; Job development; Community
mobility training; Guidance in acceptable job behaviors; and Job seeking and interviewing skills.
Individuals typically work 20-40 hours per week, excluding commuting time. Supported
employment includes on the job support, development of natural job supports, and assistance to
integrate into workforce.
Vocational services include but are not limited to the following: Vocational
Assessment activities; Job training, work skill training, and placement programs;
Training in social skills, acceptable work behaviors and other skills such as money
management; Basic safety skills; Training in work-related hygiene; and Work skills.
Day habilitation includes individuals participating in structured activities designed to increase or
maintain motor skills, communication skills, personal hygiene skills, leisure skills, and community
integration.
Volunteer work enables the individual to gain desired work experience, personal satisfaction, and
to contribute to the community. The individual and his/her team shall evaluate, at least annually,
the appropriateness and continued desirability of the volunteer placement over paid work
activities.
Other services to enable an individual to successfully participate in day activities in may include
medical services, nursing services, occupational therapy, psychiatric services, psychological
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services, physical therapy, social services, and speech pathology and audiology. These services
must be preauthorized by DDA and must be unavailable from any other resource, including
Medicaid State plan services (COMAR 10.22.17.8.F and COMAR 10.22.17.11). No services will
be provided to an individual if the service is available to them under a program funded under
section 110 of the Rehabilitation Act of 1973 or section 602(16) and (17) of the Individuals with
Disabilities Education Act (20 U.S.C. 1401(16 and 17)).
Transportation to and from the day activity will be provided or arranged by the licensed provider.
The licensee shall use the mode of transportation, which achieves the least costly, and most
appropriate, means of transportation for the individual with priority given to the use of public
transportation when appropriate.
Maryland Rate Daily Rate 220 days $56 per day
Also a very innovative additional definition for day habilitation, especially for senior citizens, which
comes from several states, is as follows:
“Community-Based Non-Work, as defined under Developmental Training and Day Habilitation in
the waiver, means purposeful and meaningful activities that are designed to improve, maintain, or
prevent the loss of independence, skills and functions by enabling each person to access and
participate in relationships, activities and functions of community life. The Community-Based NonWork activities can consist of job exploration activities (not paid employment of the participant) or
volunteer work, companionship with friends and peers, educational experiences in natural
community settings, maintaining family contacts, and those purposeful activities and services
where persons without disabilities are involved. Community-Based Non-Work shall occur
individually or in groups of no more than 3 people with disabilities.”
6. A final area for consideration is participant directed supports. Several states have adopted
such definitions in accordance with CMS guidelines. Probably the best written and comprehensive
definition has been placed in the Utah Medicaid HCBS waiver for adults last year and reads as
follows:
Utah Self-Administered Services means service delivery that is provided through a non-agency
based provider. Self-Administered Services are made available to all waiver enrollees who elect
to participate in this method. Support Coordinators provide ongoing oversight of the enrollees’
ability to successfully utilize self-administered services. Family and Individual Training and
Preparation services are available to recipients needing additional assistance and training in
aspects of self-administration. Enrollees who subsequently demonstrate to their support
coordinator their incapacity to successfully self-administer their services are transferred to Agency
Based Provider Services.
Under Self-Administered Services, individuals and/or their chosen representatives hire individual
employees to perform a waiver service/s. The individual and/or their chosen representative are
then responsible to perform the functions of supervising, hiring, assuring that employee
qualifications are met, scheduling, assuring accuracy of time sheets, etc. of the individual’s
employee/s. Individuals and/or their chosen representatives may avail themselves of the
assistance offered them within the Family and Individual Training and Preparation Service should
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they request and/or be assessed as requiring additional support and assistance in carrying out
these responsibilities.
In the case of an individual who cannot direct his or her own services, including minors and those
who require a guardian, another person may be appointed as the decision-maker in accordance
with applicable State law. The appointed person must perform supervisory activities at a
frequency and intensity specified in the service plan. The individual or appointed person may also
train the employee to perform assigned activities. Appointed decision-makers cannot also be
providers of self-directed services.
Waiver participants and/or their representatives hire employees in accordance with Federal
Internal Revenue Service ("IRS") and Federal and State Department of Labor ("DoL") rules and
regulations (IRS Revenue Ruling 87-41; IRS Publication 15-A: Employer's Supplemental Tax
Guide; Federal DoL Publication WH 1409, Title 29 CFR Part 552, Subpart A, Section 3:
Application of the Fair Labor Standards Act to Domestic Service; and States= ABC Test).
Individuals authorized to receive services under the Self Administered Services method may also
receive services under the Agency Based Provider Services method in order to obtain the array of
services that best meet the individual’s needs.
For persons utilizing the Self-Administered Services method, Financial Management Services are
offered in support of the self-administered option. Financial Management Services, (commonly
known as a “Fiscal Agent”) facilitate the employment of individuals by the waiver recipient or
designated representative including: (a) provider qualification verification, (b) employer-related
activities including federal, state, and local tax withholding/payments, unemployment
compensation fees, wage settlements, fiscal accounting and expenditure reports, and (c)
Medicaid claims processing and reimbursement distribution.
The individual receiving waiver services remains the employer of record, retaining control over the
hiring, training, management, and supervision of employees who provide direct care services.
Once a person’s needs have been assessed, the Individual Support Plan and budget have been
developed and the individual chooses to participate in Self-Administered Services, the individual
will be provided with a listing of the available Financial Management Services providers from
which to choose. The individual will be referred to the Financial Management Services provider
once a selection is made.
A copy of the individual’s support plan/approved budget worksheet will be given to the chosen
provider of Financial Management Services. The worksheet will indicate the person's total
number of authorized funds. Allocated funds are only disbursed to pay for actual services
rendered. All payments are made through Financial Management Services providers under
contract with the Division of Services for People with Disabilities. Payments are not issued to the
waiver recipient, but to and in the name of the employee hired by the person or their
representative. The person will be authorized for a rate to cover the costs of the employee wages
and benefits reimbursement.
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The Support Coordinator monitors payments, reviews actual expenditure in comparison with the
individual support plan and budget, contacts the waiver participant or their representative if any
concerns arise, and assists in resolution of billing problems.
The Financial Management Services provider will have a working knowledge of the role and
functions of payroll organizations and the administrative ability to function as a Financial
Management Services provider. In addition, the Financial Management Services provider will
have experience and supporting documentation in the following areas:
1.
2.
3.
4.
5.
6.
7.

A Certified Public Accountant with 5 years experience is required.
Obtain a Federal Employer Identification Number (EIN) by filing the IRS Form SS-4,
Application for Employer Identification Number.
Have a basic understanding of developmental disabilities.
Understand the philosophy and practice of Self-Administered Supports.
Have sufficient funds necessary to make payroll at least twice monthly or submit
temporary payroll immediately following timecard payroll.
Maintain a Utah-based accounting department with accounting software capable of
handling persons with multiple employees.
Documented approval from the Bureau of Medicaid Operations that the Financial
Management Services provider's claims processing system is Medicaid compliant.

In support of self-administration, Financial Management Services will assist individuals in the
following activities:
1.

Verify that the employee completed the following forms
a.
Form I-9, including supporting documentation (i.e. copies of driver's license, social
security card, passport). If fines are levied against the person for failure to report
INS information, the Fiscal Agent shall be responsible for all such fines.
b.
Form W-4

2.

Obtain a completed and signed Form 2678, Employer Appointment of Agent, from each
person receiving services from the Financial Management Services provider, in
accordance with IRS Revenue Procedure 70-6.

3.

Provide persons with a packet of all required forms when using a Financial Management
Services provider, including all tax forms (IRS Forms I-9, W-4 and 2678), payroll schedule,
Financial Management Services provider's contact information, and training material for
the web-based timesheet.

4.

Process and pay DHS/DSPD approved employee timesheets, including generating and
issuing paychecks to employees hired by the person.

5.

Assume all fiscal responsibilities for withholding and depositing FICA and SUTA/FUTA
payments on behalf of the person. Any federal and/or State penalties assessed for failure
to withhold the correct amount and/or timely filing and depositing will be paid by the
Financial Management Services provider.
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6.

Maintain a customer service system for persons and employees who may have billing
questions or require assistance in using the web-based timesheet. The Financial
Management Services provider will maintain an 800-number for calls received outside the
immediate office area. Messages must be returned within 24 hours Monday thru Friday.
Messages left between noon on Friday and Sunday evening shall be returned the
following Monday.
a.
Must have capabilities in providing assistance in English and Spanish. Fiscal
Agent must also communicate through TTY, as needed, for persons with a variety
of disabilities.

7.

File consolidated payroll reports for multiple employers. The Financial Management
Services provider must obtain federal designation as Financial Management Services
provider under IRS Rule 3504, (Acts to be Performed by Agents). A Financial
Management Services provider applicant must make an election with the appropriate IRS
Service Center via Form 2678, (Employer Appointment of Agent). The Financial
Management Services provider must carefully consider if they want to avail the Employers
of the various tax relief provisions related to domestics and family employers. The
Financial Management Services provider may forego such benefits to maintain
standardization. Treatment on a case-by-case basis is tedious, and would require
retroactive applications and amended employment returns. The Financial Management
Services provider will, if required, comply with IRS Regulations 3306(a)(3)(c)(2), 3506 and
31.3306(c)(5)-1 and 31.3506 (all parts), together with IRS Publication 926, Household
Employer's Tax Guide. In order to be fully operational, the Form 2678 election should be
postured to fall under two vintages yet fully relevant Revenue Procedures; Rev. Proc. 70-6
allows the Financial Management Services provider file one employment tax return,
regardless of the number of employers they are acting for, provided the Financial
Management Services provider has a properly executed Form 2678 from each Employer.
Rev. Proc 80-4 amplifies 70-6, and does away with the multiple Form 2678 requirements,
by imposing more stringent record keeping requirements on the Financial Management
Services provider.

8.

Obtain IRS approval for Agent status. The Financial Management Services provider shall
consolidate the federal filing requirements, obtain approval for Utah State Tax Commission
consolidated filings, and obtain approval for consolidated filing for unemployment
insurance through the Department of Workforce Services. For those Employers retaining
domestic help less than 40 hours per week, Workers Compensation coverage is optional.
If the 40-hour threshold is achieved or exceeded, the Worker's Compensation Act requires
coverage. Statutory requirements and the nature of insurance entail policies on an
individual basis. Consolidated filings of Workers Compensation are not an option.
9. Financial Management Services provider cannot provide waiver recipients with
community-based services in addition to Financial Management Services.
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Financial Management Services
This service is offered in support of the self-administered services delivery option.
Services rendered under this definition include those to facilitate the employment of
personal attendants or assistants by the individual or designated representative including:
(a) provider qualification verification, (b) employer-related activities including federal, state,
and local tax withholding/payments, unemployment compensation fees, wage settlements,
fiscal accounting and expenditure reports, (c) Medicaid claims processing and
reimbursement distribution, and (d) providing monthly accounting and expense reports to
the consumer.
Utah Rate monthly, 12 units, $30.29 per unit low tier and $99.70 per unit high tier.
These suggested additions to the Illinois waiver would enhance the current service definitions and
go far toward providing the additional services necessary for further development of selfdetermination and participant directed supports and allowing for significant expansion of
supported living services according to its original design. Also, there are ways to enhance
provider capabilities to provide direct services and supports through comprehensive definitions
and ways to provide support for providers when there are residents out of the home through no
fault of the provider and for necessary absences. All of these services can be reasonably
accommodated within the expanded budgetary allocations as recommended in Chapter1.
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Chapter IV. CMS Guidelines for Individual Budgeting Systems with Connecticut and Ohio
Model Medicaid HCBS Waiver Approved Individual Budgeting Approaches.
Historically, states have allocated resources for individuals with developmental disabilities on a
group rate basis for both residential/supported living and day services. This approach has been
administratively efficient but not necessarily fiscally prudent in the allocation of scarce federal and
state governmental monies. Increasingly, states are looking at individual budgeting approaches to
target funding based on objective measures of assessed needs through a valid and reliable
instrument. States have clearly struggled with this process of instrument development and
assigning budgetary allocations accordingly. It often takes much money and years of time to
develop and ensure the instruments are appropriate measures. Accordingly, CMS has been
progressive in their attention to the individual budgeting issue with the following guidance within
their April 2005 guidelines. It is provided here for discussion purposes and as a critical resource
for their intentions.
A. CMS Guidance on Individual Budgeting Development and Implementation Standards
Background

In Appendix C-3, a state specifies the limitations (if any) that apply to each specific waiver
service. A state also may specify dollar limits that apply to a set of waiver services (two or
more services in combination). A state also may consider establishing limits on the
maximum dollar amount of waiver goods and services that is authorized in a participant’s
service plan. Sometimes these limits are termed “budget allocations.” Dollar limits on
services that apply after entrance to the waiver are distinguished from the individual cost
limit (specified in Appendix B-2) that a state may apply in determining whether to enroll an
individual in the waiver. For example, when a state does not impose an individual cost limit,
it still may subject service plans to dollar limits post-entrance to the waiver.
Since limits on sets of services or dollar limits on the overall dollar amount of service plans
constitute limits on the amount of services, the state must specify in the waiver any such
limits that apply.
The appendix identifies three types of limits that a state might employ:

•

Limits on Sets of Services. This type of dollar limit is applied to two or more waiver
services, usually services that are closely related or might serve as substitutes for one
another (e.g., personal care and chore services). A state may define several sets or
groupings of services to which to apply dollar limits.

•

Prospective Individual Budget Amount. Some states have developed and
implemented methodologies that are based on objective factors such as historical
service utilization patterns and are designed to determine a specific budget amount
that is assigned to each individual waiver participant. The assigned budget amount
constitutes a limit on the overall amount of services that may be authorized in the
service plan.

•

Budget Limit by Level of Support. Other states have developed and implemented
methodologies that assign waiver participants to levels or groupings of persons who
share similar characteristics or support needs. States assign budget limits to each of
these levels or participant groupings. These limits specify the maximum dollar amount
of waiver goods and services that may be included in the service plans of participants
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in each level or grouping.
States, of course, may develop other approaches.
When a state also provides for the participant-direction budget authority opportunity (in
Appendix E), there may be a relationship between the participant-directed waiver budget and
the budget allocation methods described here. This appendix addresses limits that apply to
all waiver participants, regardless of whether the waiver provides for participant direction. If
the waiver only provides for the use of individual budgets when participants have budget
authority as provided in Appendix E, then this appendix does not apply. The methods for
how self-directed budgets are developed would be described only in Appendix E.

Additional Limits on
Amount of Waiver
Services

Select the choice (or choices) that apply to the waiver. If none of the pre-specified types of
limits accurately describes the approach that is used in the waiver, provision has been made
for describing another approach that the state has developed. Based on the selection made,
complete the specific item that is associated with the selection. If not applicable is selected,
the appendix is considered completed.

a. Limit(s) on Set(s) of
Waiver Services

If dollar limits are applied to one or more sets of waiver services, specify:

CMS Review Criteria

b. Prospective
Individual Budget
Amount

1)

The set(s) of waiver services to which a maximum dollar limit applies and the
amount of the limit;

2)

The basis of the limit(s) (e.g., historical utilization patterns);

3)

Whether and how the amount of the dollar limit(s) will be adjusted during the
period that the waiver is in effect;

4)

The procedures (if any) that are followed in approving exceptions to the dollar limit
(s);

5)

The procedures that are followed in the event that a participant requires services
that are necessary for his/her health and welfare but cannot be accommodated
within the specified dollar limit (s); and,

6)

The procedures for notifying the participant of the opportunity to request a Fair
Hearing in the event that the participant is denied waiver services as a result of a
dollar limit.

Criteria
•

Limits are applied to sets of services that are reasonably related to one another.

•

Limits are based on historical expenditures/utilization patterns and/or other
objective factors.

•

If exceptions are granted to a limit, the criteria under which an exception is
permitted are specified.

“Prospective individual budget amount” means a dollar amount that is assigned to an
individual participant in advance of service plan development and constitutes a limit on the
total dollar amount of waiver goods and services that may be included in the person’s service
plan. An individual budget amount is distinguished from limits that are based on groupings
of waiver participants (see Item C-4-c). When the waiver provides for the assignment of a
prospective individual budget amount, specify:
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10) The methodology that is used to determine the prospective budget amount, including
the basis for the methodology in actual historical service utilization/expenditure patterns,
participant characteristics, and/or support needs assessment;
11) Whether the budget amount applies to all waiver services in the service plan or whether
some services are excluded from the budget amount and are provided in addition to the
services to which the individual budget amount applies;
12) How the participant is notified of the prospective budget amount;
13) Provisions for the adjustment of the prospective budget amount based on participant
health and welfare needs or other considerations specified by the state;
14) Whether the budget amount varies geographically and, if applicable, the factors that are
used to adjust the budget amount to reflect geographic considerations;
15) The entity (entities) that is responsible for the determination of the prospective budget
amount;
16) The method(s) for assuring the consistent determination of the budget amount;
17) How the state makes its methodology open for public inspection; and,
18) The procedures for notifying the participant of the right to request a Fair Hearing in the
event that the participant is denied waiver services due to the prospective budget
amount.

CMS Review Criteria

c. Budget Limits by
Level of Support

Criteria
•

The method of determining the individual budget amount is based on the analysis
of historical costs and utilization and other factors that are likely to affect costs.
The method is objective and evidence-based.

•

The state has provided for a process to adjust the individual budget in order to
assure health and welfare.

•

The state informs the participant of the budget amount and information about the
methods by which the budget is determined is publicly available.

“Budget limit by level of support” means that waiver participants are grouped (by level of
care or supports needed) and a budget amount is assigned to each grouping of individuals.
Persons with similar needs are assigned the same budget amount, which serves as a limit on
the amount of waiver services that may be included in the service plan. When the waiver
provides for this type of budget limit, describe the following:
1)

The levels of support or groupings that have been established and the basis for these
groupings;

2)

The procedures that are followed to assign participants to a level or grouping, including
the entities responsible for determining the assignment of individuals;

3)

The methodology that the state uses to determine the maximum dollar amount for each
level or grouping, including the basis for the methodology in actual historical service
utilization and expenditure patterns, participant characteristics or assessed service
needs;

4)

Whether the budget amount applies to all waiver services or whether some services are
excluded from the budget amount and are provided in addition to the services to which
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the budget amount applies;

CMS Review Criteria

d. Other Limit

5)

How the participant is notified of the maximum dollar amount that applies to him or her;

6)

Provision for the adjustment of the budget to which a participant is subject based on
participant health and welfare needs or other considerations specified by the state;

7)

Whether the budget amount by level or grouping varies geographically and, if
applicable, the factors that are used to adjust budget amounts based on geographic
considerations;

8)

How the state makes its methodology for determining budget limits by level of support
needed open for public inspection; and,

9)

The procedures for notifying the participant of the opportunity to request a Fair Hearing
in the event that the participant is denied waiver services due to the imposition of the
budget limit.

Criteria
•

The method of assigning individuals to levels of support needed or groups is based
on objective factors, including assessment results;

•

The method of determining the budget amount is based on the analysis of historical
costs and utilization and other factors that are likely to affect costs. The method is
objective and evidence-based;

•

The state has provided for a process to adjust the budget amount in order to assure
health and welfare. The criteria for such adjustments are clear and explicit.

•

The state informs the participant of the budget amount and information about the
methods by which the budget is determined is publicly available.

If the state has developed another method of establishing limits on the amount of waiver
services that may be included in the participant service, the method should be described
here. The description should include:
1)

A description of the methodology for determining the amount of the limit, including the
basis of the methodology and how it is based on historical utilization/costs, participant
characteristics or the assessment of support needs;

2)

A description of the limit and how the limit is applied to service plans;

3)

Whether the budget amount applies to all waiver services or whether some services are
excluded from the budget amount and are provided in addition to the services to which
the budget amount applies;

4)

How the participant is notified of the maximum dollar amount that applies to him or her;

5)

Provision for the adjustment of the budget to which a participant is subject based on
participant health and welfare needs or other considerations specified by the state;

6)

Whether the budget amount varies geographically and, if applicable, the factors that are
used to adjust budget amounts based on geographic considerations;

7)

How the state makes its methodology for determining budget limits open for public
inspection; and,

8)

The procedures for notifying the participant of the opportunity to request a Fair Hearing
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in the event that the participant is denied waiver services due to the imposition of the
budget limit.

CMS Review Criteria

Criteria
•

The method described by the state is anchored in historical utilization/cost patterns
and other factors that bear a material relationship to service needs. The method is
objective and evidence-based.

•

The method can be applied consistently.

•

The state has provided for a process to adjust the budget amount in order to assure
health and welfare.

•

The state informs the participant of the budget amount and information about the
methods by which the budget is determined is publicly available.

Accordingly, this study will reference two state approaches that have included within their HCBS
comprehensive waivers individual budgeting approaches connected with valid and reliable
instruments for assessing need.
B. Connecticut Individual Budgeting approach
Contained within the Connecticut HCBS waiver is the following individual budgeting approach.
This approach seems to be simplified in that it establishes three levels for assessing need,
namely minimum, moderate, and comprehensive. Connecticut as one of the wealthiest states in
the country has relatively high rates. However, the rate system allows latitude to assign
allocations up to the ceiling in any particular rate. There also does not seem to be any method for
cost differentials based on geographic differences perhaps because Connecticut is a relatively
small state. The approach seems easy to develop and is not too complicated. As excerpted from
the Connecticut waiver for individuals with developmental disabilities is the following:
“Each service package is limited to a specific range of funding based on the results of an
individual’s Level of Need Assessment. This funding range is used to build the Individual
Budget that meets the needs of the individual as determined by the plan of care. This
waiver is intended to support individuals who: utilize or require structured comprehensive
group residential settings; individuals who use the Community Training Home (Foster
Care) model for support; and, for those who choose and are able to live in his/her own or
family home with a more comprehensive amount and/or array of waiver services than is
available in the Individual and Family Support waiver, in combination with his/her State
Plan services and natural supports.
Funding Limits by Level of Need
Service Package
Res/Home and
Community
Supports

Minimum
up to $30,000

Moderate
up to $60,000
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Comprehensive
up to $90,000

Day and
Vocational
Supports
Home and Vehicle
Modifications

up to $19,500

up to $24,000

up to $35,000

up to $10,000 for
each service in a
three year period

up to $10,000 for
each service in a
three year period

up to $10,000 for
each service in a
three year period

The funding range limits apply to each participant on an annualized basis, unless the CT
DMR approves an exception to this limit. Funding, or allowable, service costs which
exceed those amounts may be permitted if necessary to access 24-hour supervised "group
living" arrangements and/or specialized day/vocational supports due to specific and
identified behavioral, medical, and physical support needs, or, for specialized service
costs for individuals who may present threats of harm to others, as assessed on an
individual basis. In addition, when needed to assure the health and welfare of a selfdirected participant, the funding limit may be exceeded if needed to approve additional
Family and Individual Consultation and Support services.
Individuals currently enrolled in the DMR waiver # 0153 who currently receive a level of
support in excess of the defined Funding Limits will continue to receive such services at
the time of the transition to this waiver. Any additional limits on the amount, scope or
duration of services are described in each service definition herein.
Changes to these budget limits will be made based on analysis of actual utilization relative
to Level of Need, and on COLA increases, for each year of the waiver.
Connecticut Methodology for Funding Limits:
A Level of Need Assessment is completed by the case manager for all individuals who
seek services from DMR. The current assessment tool results in a score of minimum,
moderate or comprehensive support needs. Based on an analysis of historical utilization
of service types and intensity for individuals with each assessment score using FY 03 and
04 data, upper level funding limits are applied for day/vocational supports and for
residential/in-home supports respectively. This analysis identified typical service types for
day (Group Day services, Group Supported Employment and Individual Supported
Employment) and residential services (Community Living Arrangements from 3-6 persons,
Community Training Homes, Supported Living services, and in-home support services)
historically associated with each level of need. In addition to service type, intensity of
those services was also included in the analysis reflecting staffing ratios and clinical
service needs. This analysis was then translated to average cost for these packages
adjusted for cost of living increases. There are no adjustments made for geography.
Upon enrollment in the waiver, the regional Planning and Resource Allocation Team
(PRAT) reviews the assessment and informs the individual and his/her legal representative
in writing of the upper funding limit(s) prior to initiating the person-centered planning
process. The upper limit applies to all waiver services except home and vehicle
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modifications, and, Family and Individual Consultation and Support for those individuals
who choose to hire his/her own support staff through participant-direction. The inclusion
of those services may result in an exception to the initial budget limits. Following the
development of a plan, the individual and his/her planning team design a service package
to address the identified needs and preferences, including the extent of participantdirection desired. If the service package/Individual Budget is within the funding upper
limit, the services are authorized by the regional resource administrator. For service
packages/Individual Budgets requested above the funding limit, the plan and service
package/Individual Budget is returned to the regional Planning and Resource Allocation
Team which initiates the utilization management review process. DMR has three levels of
utilization review triggered by service package amounts. The review processes at the first
two levels take into consideration health and welfare concerns that result in a request for
additional services/funding and are completed within 7 days of the request. A state-level
utilization review is employed for service packages that exceed the average cost of ICF/MR
services, usually as a result of intensive staffing and clinical supports, and must be
completed in no more than 30 days. Emergency cases are reviewed by teleconference.
Individuals who are denied any type, amount and/or duration of a waiver service are
provided written notice of Fair Hearing rights through the SMA by the DMR Waiver Unit.
The assessment process and associated funding limits are explained by the case manager.
The methodology for setting funding limits for each level of need is open to public
inspection upon request. Case managers provide information regarding the Level of Need
Assessment Tool, and the PRAT maintains current information regarding the historical
service analysis that formed the basis for the funding limits. The department is in the
process of designing a new Level of Need Assessment tool and Individual Budgeting
methodology through an Independence Plus CMS Systems Change grant. The new tool
and methodology is guided by a stakeholder driven Steering Committee, and will replace
the current methods when completed.”
C. Ohio’s Individual Budgeting Instrumentation Modifying the New York Developmental
Disabilities Profile (DDP)
Ohio also developed and implemented an individual budgeting approach for both its Individual
Options waiver for individuals with developmental disabilities and a family resource type waiver
called Level One. The individual budgeting approach was conceived in September 2000 through
consultation by a state organization with Robin Cooper of the National Association of State
Program Directors for Developmental Disabilities Services (NASDDDS) of Alexandria, Virginia.
She suggested use of the New York Developmental Disabilities Profile (DDP), which was adopted
and modified with statistical validation, and reliability tests conducted by a national organization.
The Ohio DDP as currently implemented for individuals ages 16 and over is contained within
Exhibit C. The final version of the Ohio DDP took several years to develop and determine that it
was a reliable and valid instrument. The Ohio DDP results in assignment of budgetary allocations
according to the following model:
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CATEGORY 1

RANGE
1
2
3
4
5
6
7
8
9

BOTTOM
$5,001
$18,627
$32,428
$46,229
$60,030
$73,831
$87,632
$112,557
$137,482

TOP
$18,626
$32,427
$46,228
$60,029
$73,830
$87,631
$112,556
$137,481
IO WAIVER CAP

There are nine categories in total, which represent approximately a seven percent differential
based on geographic area of service. The seven percent figure came from standards used by the
state educational agency for its allocations. However, the differential really is over twenty percent
and was reduced to the seven percent level because the state lacked the resources within
education to fully fund the twenty percent requirement. The state MR/DD agency adopted the
same standard and so full differentials are not provided. Exhibit D contains the full administrative
rule for the nine categories and Exhibit E contains the listing of counties by category. Based on
the Ohio DDP results and individual is assigned a budgetary allocation like is done with
Connecticut and the individual works within that range to identify needs and preferences staying
within the budgetary ranges. Higher ranges that exist are for true outliers and there are significant
additional state reviews for assigning individuals above the institutional cost G factor contained
within the waiver. However, Ohio has as policy that any one can be served on the waiver in
accordance with assessed needs and these budgetary ranges so long as the state collectively
stays well below the G Factor, which in Ohio is about $80,000 per ICF:MR.
Ohio also adopted rates based on its allowed HCBS service definitions. The following example
shows how Ohio constructed its rates for homemaker/personal care for agency and non-agency
providers:
Service Codes, Payment Limitations and Rates for Individual Options
Waiver, Community Access Model Waiver and Level One Waiver Services
other than Day Habilitation and Transportation to Access Day Habilitation
Service Title: Homemaker Personal Care - Routine
Billing Unit: Fifteen minutes
Base Reimbursement Rate: Listed below. To obtain the per person rate when two or
more individuals receive service simultaneously, divide the base rate in the appropriate
group category by the numbers of persons in the group.
Agency Provider Base Rates/1 Staff
Serving 1 Individual Serving 2 Individuals Serving 3 Individuals Serving 4 or more Individuals
Category 1
Category 2

$4.52
$4.57

$4.83
$4.88

$5.29
$5.34
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$5.87
$5.93

Category 3
Category 4
Category 5
Category 6
Category 7
Category 8

$4.61
$4.66
$4.71
$4.75
$4.80
$4.85

$4.93
$4.98
$5.03
$5.09
$5.14
$5.19

$5.40
$5.45
$5.51
$5.56
$5.62
$5.67

$6.00
$6.06
$6.12
$6.18
$6.24
$6.30

Non-agency Provider Base Rates/ 1 Staff
Category 1
Category 2
Category 3
Category 4
Category 5
Category 6
Category 7
Category 8

Serving 1 Individual Serving 2 Individuals Serving 3 Individuals Serving 4 or more Individuals
$3.91
$4.18
$4.57
$5.08
$3.95
$4.22
$4.62
$5.13
$3.99
$4.27
$4.67
$5.19
$4.03
$4.31
$4.71
$5.24
$4.07
$4.35
$4.76
$5.29
$4.11
$4.40
$4.81
$5.34
$4.15
$4.44
$4.86
$5.40
$4.19
$4.48
$4.90
$5.45

These rates provided differentials that are higher for agency versus non-agency providers, and
increase based on county categories by approximately seven percent. Similar tables have been
developed for day services and the other services covered under the waiver. A major
implementation problem for day services is the heavy and traditional reliance of the state on local
property tax monies earned by counties in support of adult day services. There is a broad range of
nearly $1 earned for the property tax poorest counties to $9 in the property tax wealthiest counties
creating serious problems in comparability of care. Ohio has allocated approximately $15 million
of state dollars for property tax equalization to the counties below a certain threshold but that
represents a third of the total needed state appropriations for this program. This condition is not
relevant to states providing totally general revenue fund dollars for waiver support.
Both of the individual budgeting approaches by Connecticut and Ohio offer reasonable but not
perfect answers to this issue. Ohio spent over $500,000 on the development of this program and
it took the better part of five years to work issues of stakeholders to a level allowing
implementation. It is recommended that Illinois develop an individual budgeting program for the
assignment of budgetary allocations based on assessed needs. Illinois could adopt a model from
another state that has been validated and determined to be reliable measures of need with
budgetary assignment. If Illinois want to use a needs assessment instrument such as the
American Association on Mental Retardation Supports Intensity Scale, it would have to identify if
another state has done the appropriate instrumentation or have to do it for itself, which might take
several years before implementation could reasonably occur.
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Chapter V. Program Recommendations for the Voluntary Participation of ICF/DD and
Nursing Home Agencies for Transitioning 1,500 Individuals to the Illinois HCBS Waiver for
Adults with Developmental Disabilities from FY 2008-2012 with Financial Incentives for
individuals, providers and the State of Illinois.
There is a serious need in the State of Illinois for development and implementation of a voluntary
program to allow provider agencies to voluntarily transition individuals with developmental
disabilities to the Illinois Medicaid home and community-based services waiver for adults with
developmental disabilities. It needs to be structured in a way that maximizes benefits and
incentives to selected individuals, voluntary provider agencies, and the State of Illinois. New
federal legislation, signed into law in February 2006, provides critical funding incentives for states
optioning to develop such initiatives. To capture the critical essence of this program, which was
enacted under Senate Bill, 1932, Deficit Reduction Act of 2005, the following analysis is offered
from the Health Policy Alternatives in Washington, D.C.
“S. 1932, Deficit Reduction Act of 2005
Summary of the Conference Agreement:
Medicare, Medicaid and other Health-Related Provisions
Prepared by Health Policy Alternatives, Inc.
444 N Capitol St. NW, Ste. 821, Washington D.C., United States
December 23, 2005
Subchapter B – Money Follows the Person Rebalancing Demonstration
Money Follows the Person Rebalancing Demonstration (Section 6071)
Current Law
Under Medicaid, states can offer a variety of home and community-based services to
Medicaid beneficiaries who need long-term care. Some of these services may be
offered as part of Medicaid state plan and others may be offered through a home and
community-based services waiver. These latter waivers allow states to provide a broad
range of home and community-based services to individuals who would otherwise
require the level of care provided in certain types of institutions. Current law requires
that these waivers meet cost neutrality requirements.
Medicaid beneficiaries who are residents of an institution and who would like to leave
that institution are entitled to receive those Medicaid services covered by the Medicaid state plan.
Such individuals, however, may not be able to access the broader range of
services under a waiver request because many states have waiting lists for the waiver.
Conference Agreement
The conference agreement would authorize the Secretary, starting in 2007, to conduct a
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demonstration project in states to increase the use of home and community-based care
(“HCBC”) as an alternative to institutional care. The provision would appropriate $250
million for the portion of FY2007, which begins on January 1, 2007; $300 million in
FY2008; $350 million in FY2009; $400 million in FY2010; and $450 million in FY 2011 to
carry out the demonstration project. Funds not awarded to states in a given fiscal year
would continue to be available in subsequent fiscal years through FY2011
States awarded a demonstration grant would receive an enhanced matching rate (“MFPenhanced FMAP”) equal to the state’s current FMAP rate increased by half of the
difference between the states normal FMAP rate and 100%, except that no MFPenhanced FMAP rate can exceed 90%. The state would receive the MFP-enhanced
FMAP rate for the costs of the home and community-based long term care services for
12 months following the demonstration participant’s transition from an institution into the
community. Payments for HCBC under the demonstration project would be in lieu of
payment that would otherwise be paid for by Medicaid. If a state, however, exhausted
its grant funding in a particular year, the state could use Medicaid to pay for HCBC.
Individuals would be eligible to participate in the demonstration if they 1) are residents of
a hospital, nursing facility, an intermediate care facility for individuals who are mentally
retarded (ICF-MR), or an institution for mental disease (IMD) when such services are
offered as part of the state plan; 2) have resided in the facility for no less than six months
or longer period as may be specified by the state (up to a maximum of two years); 3) are
receiving Medicaid benefits for the services in this facility; and 4) will continue to require
the level of care that resulted in his or her admission to the facility.
The state’s application for a demonstration project would have to include certain
specified information including assurances that the project defers to individual choice
and that the state will continue services for participants after the demonstration ends, as
long as the state offers such services and the individual remains eligible. The state
application must also include assurances that it will meet a maintenance of effort for
Medicaid HCBS expenditures and will continue to operate a HCBS waiver. The state
would also be required to describe a plan for quality assurance and improvement of
HCBC services under Medicaid.
In evaluating the merits of a states application, the Secretary would be required to
consider a balance of target groups and geographic distribution and to give preference
to states that cover multiple groups or offer project participants the opportunity to selfdirect their services. The Secretary would be authorized to waive certain sections of
Medicaid law to achieve the purpose of the demonstrations.
The Secretary would be able to use up to $2.4 million during FY2007 (after January 1,
2007) and FY2008 to carry out technical assistance and quality assurance activities
during the demonstration period. The Secretary would be required to report evaluation
and findings to the President and Congress no later than September 30, 2011.”
Under these provisions, the state could easily pass through funding from the Intermediate Care
Facility for developmentally disabled or applicable nursing homes for services and supports for
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individuals under supported living services and related applicable services within the Illinois
Medicaid Home and Community-Based Services waiver for adults with developmental disabilities
and have general revenues funds remaining to assist in providing a one time payment to each
provider of $25,000 for a licensure buyback and closure of the bed behind. To make this program
work cost-effectively for the provider, a complete unit would need to be closed. There would
obviously need to be a plan to select individuals voluntarily for this program as well as providers of
such services. There would need to be ways to address personnel issues and related facility
concerns especially in urban areas like Chicago where costs are very high and health/safety
concerns are major factors .
The following table has been developed to show the current cost of ICF/DD services on average,
the projected expenditures for 300 individuals each year (1,500 over five years) for transitioning
over the five year waiver period under the Money Follows the Person Rebalancing Demonstration
Grant (Section 6071), and the resultant cost savings in terms of Illinois General Revenue Fund
monies each year. Under the provisions of the Act, Illinois would be eligible, if awarded a grant, of
a one year transition federal reimbursement rate of 75% per individual transitioned from a nursing
home or ICF/DD with the bed closing behind and the individual being placed on the Illinois
Medicaid Home and Community-Based Services waiver for adults with developmental disabilities
under the supported living services and related supports such as transition payments.

Table
III

Money Follows the Person Rebalancing Demonstration (Section 6071)
1. Current Baseline data allowing for a three percent cost increase per year

Year
FY
2008
FY
2009
FY
2010
FY
2011
FY
2012

Enrollees
for HCBS
Transition
under SLS

Illinois
Share
@50% for
300
Enrollees

ICF/DD
Expenditures
per
Individual

Illinois
Share
@50% per
Individual

ICF/DD
Expenditures
for 300
Enrollees

300

$50,000

$25,000

$15,000,000

$7,500,000

300

$51,500

$25,750

$15,450,000

$7,725,000

300

$53,045

$26,523

$15,913,500

$7,956,750

300

$54,636

$27,318

$16,390,905

$8,195,453

300

$56,275

$28,138

$16,882,632

$8,441,316
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2. Projected costs under the S. 1932, Deficit Reduction Act of 2005,
Money Follows the Person Rebalancing Demonstration (Section 6071)

Year
FY
2008
FY
2009
FY
2010
FY
2011
FY
2012

Enrollees
for HCBS
Transition
under SLS

Illinois
Share
@25% for
300
Enrollees

ICF/DD
Expenditures
per
Individual

Illinois
Share
@25% per
Individual

ICF/DD
Expenditures
for 300
Enrollees

300

$50,000

$12,500

$15,000,000

$3,750,000

300

$51,500

$12,875

$15,450,000

$3,862,500

300

$53,045

$13,261

$15,913,500

$3,978,375

300

$54,636

$13,659

$16,390,905

$4,097,726

300

$56,275

$14,069

$16,882,632

$4,220,658

3. Estimated Savings of state GRF dollars that can be targeted for provider
incentives such as a license buy back program, one time payment of $25,000

Year
FY
2008
FY
2009
FY
2010
FY
2011
FY
2012
Total

Illinois
Share
@50% for
300
Enrollees

Illinois
Share @25%
for 300
Enrollees

Illinois
GRF
Savings

Per Capita

State
Additional
GRF
License
Buyback

Additional
Illinois GRF
Cost for
300
individuals

$7,500,000

$3,750,000

$3,750,000

$12,500

$12,500

$3,750,000

$7,725,000

$3,862,500

$3,862,500

$12,875

$12,125

$3,637,500

$7,956,750

$3,978,375

$3,978,375

$13,261

$11,739

$3,521,625

$8,195,453

$4,097,726

$4,097,726

$13,659

$11,341

$3,402,274

$8,441,316

$4,220,658

$4,220,658

$14,069

$10,931

$3,279,342
$17,590,741

Total needed for licensure buyback @ 25,000/individual
Total additional Illinois GRF Cost
Total Amount from Federal Savings under the Grant

$37,500,000
$17,590,741
$19,909,259

It is well to point out that participation in the program would be totally voluntary for each
ICF/DD or nursing home provider. Based on the fiscal model presented, each individual leaving
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the ICF/DD or nursing home would have approximately $50,000 per year, adjusted with a three
percent per year cost of living increase for services and supports under the supported living option
with full self-determination and person-centered planning including allowance for individual
directed supports or agency provided services. The plan could easily be including in the Illinois
comprehensive HCBS adult waiver for individuals with developmental disabilities by prioritizing
that new slots will be dedicated to 300 additional individuals per year for each of five years for
transitioning from nursing homes and ICFs/DD. Also, it is important to include provider incentives
and it is recommended that a license buyback program be instituted allowing $25,000 per bed that
is closed for use by the ICF/DD or nursing home provider agency as it desires. The total cost of
this incentive would be $37.5 million with $19.9 million coming from GRF savings from the grant
program and an additional state allocation of approximately $17.6 million over five years.
Two states in the Chicago CMS region have embarked on ICF:MR downsizing initiatives.
Wisconsin has legislation that not only promotes such downsizing but also requires a court order
before a placement may be made into an ICF:MR except for emergencies and short term crisis
respite situations. The Wisconsin has fewer than 1,500 individuals in privately operated ICFs:MR
and has taken stringent steps to avoid their expansion as detailed in Exhibit I. While Wisconsin
has taken a laudable stick approach toward continued downsizing of congregate care, the
recommended approach for Illinois is on a voluntary basis with provider incentives.
Ohio has corresponded with the Baltimore CMS office for a model waiver for two hundred
individuals to be deinstitutionalized from private ICFs:MR under a budgetary authorization. It is
well to point out that in 1991 when Ohio wrote is Individual Options waiver for individuals with
developmental disabilities, it utilized fully a supported living model for services and supports under
this waiver using homemaker/personal care as the major service. A separate state contracted
group home program was operated as a totally state funded initiative. Some group home
providers voluntarily converted individuals to the Individual Options waiver under the supported
living model and continued to be selected by the individuals as the choice provider of services and
supports. Also, there has been no development of new, private ICFs:MR agencies since 1991
with approximately 6,000 placements, a census that has been maintained for fifteen years.
With that background information, CMS told Ohio the following:
1. A distinct part of a large ICF/MR (wing or floor) is not be considered an acceptable HCBS
setting;
2. It expects settings to be homelike and community-integrated;
3. There must be no limits on the beneficiary’s free choice of provider;
4. An ICF:MR conversion is more than a shift in funding; it is a shift in culture from an
institutional to a community mindset.
There is an open enrollment, phase-in period for this waiver each year with slot designation of
100, 50, and 50 for each of three years. A safety net has been developed to allow the individual to
return to the ICF:MR if circumstances dictate such a move. The individual owns the HCBS waiver
slot and may return to the slot as desired from the ICF:MR. Funds for the HCBS waiver slot may
be used by the provider for the remaining three individuals on the waiver and reserved for the
individual’s return to the slot.
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There are also provisions for usual and customary supported living services and supports such as
homemaker and personal care, day services, professional therapy services, institutional respite
care, and community transition services. The state reserves the right to expand this option to
more individuals based on demand or to create a waiting list for future expansion. The
aforementioned communication is contained in Exhibit C.
While the two state approaches represent divergent extremes, it is recommended that Illinois with
a Money Follows the Person Rebalancing Demonstration Grant (Section 6071), it would be
fiscally prudent for the state and especially for selected individuals to proceed with at least 300
individuals per year, for each of five years, being transitioned from ICFs/DD and nursing homes to
the Illinois HCBS waiver for adults with developmental disabilities as previously described. The
projected additional one time cost for Illinois would be $17.6 million over the five-year period and
the projected provider benefits would be $37.5 million over the same period. Meanwhile the
projected benefit under the HCBS waiver for transitioning individuals in year five would be $75.0
million, an amount currently being spent and a $2 million amount from Illinois for cost of living
adjustments over five years.
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Chapter VI. CMS Standards and Institute Study Recommendations for the Provision of
Service and Support Coordination by Distinct Agencies in Illinois.
Service and Support Coordination, oftentimes referred to as case management services, is the
single point of entry for individuals with developmental disabilities desiring particular services and
supports to meet their assessed needs and preferences. These coordination activities are the
foundation in building and supporting individuals and their families within the developmental
disabilities system. Robin Cooper of the National Association of State Program Directors of
Developmental Disabilities Services (NASDDDS) in Alexandria, Virginia has edited a second
edition of “Medicaid and Case Management for People with Developmental Disabilities: Options,
Practice, and Issues, May 2006. Within Exhibit K are key ways to handle service and support
coordination activities. Reference will be made to this report, which offers sage advice on the
construction and funding of effective coordination activities.
Through discussions with members of the Institute on Public Policy for People with
Developmental Disabilities in March, at the Institute presentation “Beyond Medication” in April,
and the May retreat much information was given to me on Illinois system for developmental
disabilities. Among the discussion points were the roles and functions of Independent Service
Coordination agencies. It was learned that there is wide disparity in how the agencies perform and
there is lack of consistent and uniform implementation of their roles, authorities, and functions.
There also was considerable issue about the patchwork of funding that is given to ISCs and the
lack of tools for the Division of Developmental Disabilities to effectively monitor ISC agency
activities and performance.
The current delineation of eighteen ISC agencies across Illinois for coordination activities is a
reasonable approach and mirrors the approach that Colorado has statutorily delineated for twenty
community-centered boards, which also are 501 (c) (3) tax-exempt agencies. It is recommended
that Illinois continue with the same approach with significant improvements in administrative rules
to hold the agencies fully accountable for their coordination activities. Within Exhibit H are draft
rules that have been developed for this study as recommended drafts to provide comprehensive
rule reform for the relationship between the Illinois Department of Human Services, Division of
Developmental Disabilities and the ISC agencies. The five rule drafts are as follows:
Section I. Designation of Individual Service Coordination Agencies and their Functions
including Authorities and Responsibilities
This section defines the contractual relationship between the Division and the designated ISC
agencies including the constituting and mission of the agencies, their roles, responsibilities and
their authorities. According to federal CMS mandates such agencies must embrace selfdetermination in the performance of their functions including allowing offering the choice of two or
more support coordinators for selection by individuals with developmental disabilities desiring or
requiring these coordination functions. The section also provides for eligibility for service and
support coordination for anyone who has a developmental disability and requires the coordination
by the ISC agency of each individual with DD on a Medicaid HCBS waiver offered by the Division,
Bogard case individuals and individuals departing an ICF/DD within 180 days of their planned
departure, an allowable CMS funded activity. Also, ISC agencies are precluded from providing
any direct care services by CMS.
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Section II. Independent Service Coordination Employee Classifications and Qualifications
For the utilization of Medicaid funding, CMS requires that employee qualifications be delineated
but does not offer specification except applicable state laws or rules. It is recommended that there
be continuation of existing regulations with a minimum qualification of a bachelor’s degree with
attainment of qualified mental retardation professional status and ongoing professional
development. A certificate would be issued by the Division for each staff who has met these
conditions and staff not certified could not receive pay by the ISC agency. There should also be
allowance for grandfathering of existing personnel who have not met this standards but were
previously hired in under past regulations or authorities without a bachelor’s degree. The QMRP
standard and the requirement for professional development must not be waived.
Section III. Funding of Independent Service Coordination agencies
Assuming the Division decides to continue to utilize distinct agencies for service and support
coordination which is being recommended along with these standards, the only way to
appropriately provide funding for this distinct services through a Medicaid state plan amendment
under targeted case management services and Medicaid administrative claiming. Targeted case
management services have been authorized since 1986 under CMS state Medicaid state plan
regulations. It allows specifically the waiving of free choice of provider as is required under the
Medicaid HCBS waiver program and allows the designation of single point of entry agencies as
has been recommended herein. Single point of entry systems reduce confusion for individuals
and their families in knowing who can assist them through the regulatory maze in accessing
necessary services and supports.
Targeted case management services cover most services related to the coordination activities for
the individual but certain administrative activities by the ISC agency are not allowed and must be
billed under the Division’s billings pursuant to Medicaid administrative claiming. There could also
be claims submitted under the applicable provisions of the Medicaid HCBS waiver for support
brokering activities when selected by the free choice by an individual on the waiver. However,
there could not be duplicate billing under TCM and the HCBS waiver for the same
services/supports. TCM, MAC, and the support brokerage services are all reimbursable at the
federal financial participation level for Illinois of fifty percent.
Section IV: Performance Standards for the Assessment of Independent Service
Coordination Agencies; Performance Reviews; Certification; Non-Compliance;
Receivership.
This section establishes performance standards (domains) for the review of all ISC agencies on a
regular basis by the Division of Developmental Disabilities. It provides a consistent and uniform
format for conducting the reviews and provides for agency certification based on these reviews for
one to four years. The standards also provide for ISC agencies to correct deficiencies under a
plan of action within a specified period. Failure by agencies to maintain compliance with the
applicable regulations may result in sanctions including the appointment of an administrative
receiver by the Division or the possible appointment of a replacement agency or additional agency
that can maintain compliance. While these recommendations may exceed current standards for
direct care providers, the functions of the ISC agencies are clearly the bedrock in which the
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individual accesses services and supports and is assured to be healthy, safe, and free from
abuse, neglect, and exploitation.
Section V. Standards for the Division and ISC agencies to conduct reviews of individual
assurance of quality, personal satisfaction and quality outcomes
This section defines the standards for the performance of reviews of individual quality assurance,
personal satisfaction, and quality outcomes using appropriate and defined instrumentation. The
reviews would be conducted annually with the individual with developmental disabilities and
consumer selected representatives/advocates, service providers, and other affected parties. It
would be one tool for the development of new Individual Service Plans and for assessing progress
being made related to quality, personal satisfaction and outcomes. For quality purposes, the
Division would simultaneously conduct a review on five percent of the ISC service population
annually.
Actual Draft rules for Independent Service Coordination created by Charles H. Arndt with key
Institute input and advice from Matt Toohey, David Brooks, Charlene Bennett, and Lynn O’Shea..
INDEPENDENT SERVICE COORDINATION AGENCIES; DVISION DESIGNATION, ROLES,
AUTHORITIES, RESPONSIBILITIES, AUTHORITIES, FUNDING, PERFORMANCE
STANDARDS; CERTIFICATION; RECEIVORSHIP
Illinois Adm. Code Section___________ Designation of Individual Service Coordination
Agencies and their Functions including Authorities and Responsibilities
A.) As used in this section:
(1) "Division" means the Illinois Department of Human Services, Division of Developmental
Disabilities as established by section________.
(2) "Director" means the administrative head of the Illinois Department of Human Services,
Division of Developmental Disabilities.
(3) "ISC" means an Independent Service Coordination agency as established pursuant to this
section.
(4) "Service Coordination" has the same meaning as in ________ and includes a set of mandated
functions to be provided by the personnel of the ISC agency. Service Coordination supports
individuals in determining and pursuing self-determined lives based on responsible choices
related to needs and preferences in the most integrated settings, assisting the individual to
develop life goals with quality outcomes, assuring health and safety, and maintaining the
individual as the focus while coordinating services across multiple systems.
(5) “CEO" means a person who is the chief executive officer of the ISC agency, is certified by the
division according to this rule and employed in that capacity by the independent service
Coordination agency.
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(B.) There are hereby established within the state by the Director of the Department of Human
Services, Division of Developmental Disabilities, Independent Service Coordination agencies
(ISC), which will each serve a distinct regional area and shall be the single point of entry for
individuals with developmental and other qualified disabilities for services and supports funded
through federal and state monies. The ISC agency and its employees shall have a primary
mission of advocating for and representing the interests of individuals with developmental and
other qualified disabilities for whom they provide service and support coordination. Additionally,
the ISC agency represents the interests of the state in this mission as authorized by federal and
state statutes and rules. If conflicts occur between the individual’s needs and preferences that
exceed applicable statutes and rules, the ISC agency shall attempt to assist the individual in
gaining an appropriate, independent representative for the individual’s advocacy interests, needs,
and preferences.
(C.) Each ISC agency shall be selected by the Director and shall initially be given a contract for
the provision of service coordination subject to reviews by the division of its compliance with
professional standards for the ISC administration and operation promulgated within Section IV of
this rule. Future contracts shall be in accordance with the length of certification as is detailed in
Section IV of this rule. The Division contract with each ISC agency shall be a uniform agreement
that reflects all the standards contained in these rules as applicable to the ISC agencies.
(D.) Each agency shall be a 501 (c) (3) tax-exempt entity in accordance with applicable tax codes
of the Internal Revenue Service. Each agency shall be certified on a one to five year basis by the
Department of Human Services, Division of Developmental Disabilities. Each ISC shall employ a
chief executive officer (CEO) to head the agency and such other employees as may be necessary
to carryout the administration, functions, services and operations of the ISC agency as herein
delineated. ISC agencies are precluded from delivering direct services and supports to individuals
with developmental disabilities. All ISC agencies shall promulgate policies and procedures in
accordance with applicable federal and state statutes and rules.
(E) The basic requirements for the ISC agencies and its employees are as follows:
1.) Each Individual Service Coordination Agency (ISC) agency, as established in this section of
the Illinois Administrative Code, shall provide service and support coordination to each individual
with a developmental or other qualified disability who is eligible for service coordination if the
individual requests, or a person on the individual's behalf requests, service and support
coordination including those waiting for services and supports. In addition, the ISC agency shall
provide service coordination to each individual receiving Medicaid home and community-based
services, those receiving services and supports in community integrated living arrangements, and
supported living arrangements and other state funded developmental disabilities services and
supports. Notwithstanding the provisions of this section, ISC agencies may make referrals to
Intermediate Care Facilities for Developmentally Disabled (ICFs/DD) but shall have no other
responsibilities or authorities as the Illinois single state Medicaid agency or its designee shall be
responsible for all such administrative functions for ICFs/DD. However, when an individual has
plans to leave an ICF/DD to the community, the ISC may provide interim transition services within
one hundred eighty days of the individual’s departure. Each ISC agency shall offer individuals with
developmental disabilities an alternative service and support coordinator upon thirty days notice
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except if it is demonstrated that the coordinator is not performing assigned functions appropriately
for the individual.
2.) Personnel employed by the ISC agency as service and support coordinators shall not be
assigned responsibilities for implementing other direct services and supports for individuals and
shall not be employed by or serve in a decision-making, policy-making, or service and support
delivery capacity for any other entity that provides services or supports to individuals with
developmental disabilities or other qualified disabilities. ISC agencies and their employees shall
not give preference to any provider of service and supports in any recommendations made to
individuals with developmental disabilities for their service and support needs and preferences.
However, it may give to such individuals reviews related to quality assurance made by the division
related to such providers when such documents are public records.
(3.) The individuals employed by or under contract with an ISC agency to provide service and
support coordination shall do all of the following:
(a.) Establish an individual's eligibility for the services and supports offered by qualified public and
private agencies through Medicaid and non-Medicaid sources of funding;
(b.) Assess individual needs for services and supports;
(c.) Develop individual service plans with the active participation of the individual to be served,
other persons selected by the individual, and, when applicable, the provider selected by the
individual, and recommend the plans for approval by the Illinois Department of Human Services,
Division of Developmental Disabilities when services and supports included in the plans are
funded through Medicaid;
(d.) Establish budgets for services and supports based on the individual's assessed needs and
preferred ways of meeting those needs in accordance with budgetary allocations from Medicaid
and non-Medicaid sources as assigned by the division;
(e.) Assist individuals in making selections from among the providers they have chosen;
(f.) Ensure that services are effectively coordinated and provided by appropriate providers;
(g.) Establish and implement an ongoing system of monitoring the implementation of individual
service plans to achieve consistent implementation and the desired outcomes for the individual;
(h.) Perform quality assurance, personal satisfaction, and quality outcomes reviews as a distinct
function of service and support coordination;
(i.) Incorporate the results of quality assurance reviews and identified trends and patterns of
unusual incidents and major unusual incidents into amendments of an individual's service plan for
the purpose of improving and enhancing the quality and appropriateness of services rendered to
the individual;
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(F.) The Division shall create and implement a data management system for ISC agencies for
electronic processing of required documents related to the ISC functions including all information
related to individuals served by the ISC agency on a common server maintained by the Division.
Illinois Adm. Code Section___________ Independent Service Coordination Employee
Classifications and Qualifications
As used in this section
(1) "ISC Supervisory employee" means a person employed by an Independent Service
Coordination agency in a position having supervisory or managerial responsibilities and duties,
and includes the director of the agency whereby the employees must have a minimum of a
masters degree with three years related administrative experience or a bachelor’s degree and five
years of additional related administrative and professional experience of which three years must
be in an administrative capacity. Current employees shall be grandfathered in to these standards.
(2) "ISC Professional employee" means a person employed by an Independent Service
Coordination agency in a position for which either a bachelor's degree from an accredited college
or university or a license or certificate issued by the state professional licensing board is a
minimum requirement and shall include those professionals who were previously grandfathered in
by the Division and do not have a bachelor’s degree.
(3) "Supervisory responsibilities and duties" includes the authority to hire, transfer, suspend, lay
off, recall, promote, discharge, assign, reward, or discipline other employees of the board; to
responsibly direct them; to adjust their grievances; or to effectively recommend such action, if the
exercise of that authority is not of a merely routine or clerical nature but requires the use of
independent judgment.
(4) "Managerial responsibilities and duties" includes formulating policy on behalf of the board,
responsibly directing the implementation of policy, or having a major role in personnel
administration.
(5) "Orientation program" means that within ninety days of initial employment by an Independent
Service Coordination agency to provide service coordination, an employee shall successfully
complete thirty hours of training which shall include, but is not limited to, the following areas:
overview of developmental disabilities; ISC operations and table of organization; Division of
Developmental Disabilities rules; roles, functions, and responsibilities of service coordination
personnel; Medicaid rules and regulations; rights of individuals with developmental disabilities;
health, safety, and welfare of individuals with developmental disabilities; confidentiality;
techniques and philosophy of behavioral intervention and training; services and supports and
service delivery settings; team processes; conflict management; communication; and service
coordination professional and supervisory standards. The Orientation program shall be developed
by the Division in liaison with the ISC agencies for uniformity and consistency.
(6) "Continuing Professional Education Course " means division-approved instruction.
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(7) “QMRP Basic Program” means a forty-hour basic program for Qualified Mental Retardation
Professionals as prescribed by the division.
Continuing Education Professional Development and Certification Requirements for ISC
Employees
The Director of the Division shall issue certificates to applicants for positions in the independent
service Coordination agency when it is ascertained that the applicants meet minimum educational
and experience standards and has taken additional continuing professional development as
required by this rule. The Director shall issue initial certificates for up to four-year periods of time
and renewal thereafter for up to eight-year periods. If the employee fails to meet minimum
standards by this rule, the Division shall not issue a certificate and the employee shall not be
eligible for initial or continuing employment until the standards are met to the satisfaction of the
Director of the division. An ISC agency shall not compensate a person who is not in possession of
a valid certificate.
Each applicant for a certificate as an ISC director, ISC supervisor or ISC professional employee
shall meet the standards as applicable in 1-2 above, shall have successfully completed the
orientation program within ninety days of initial employment by an ISC agency, the QMRP Basic
program and shall annually successfully complete continuing professional development. The
training may include but shall not be limited to the following areas:
•
•
•
•
•

•
•
•
•
•
•
•
•

Principles of self-determination, person-directed supports and services, and quality
outcomes;
Ways to effectively address and implement cultural sensitivity/competency including
diversity training;
Understanding of disabilities, aging, medical conditions, positive behavioral interventions
and behavioral health needs;
Understanding of eligibility criteria and improved ways to assess such eligibility;
Understanding of all resources and ability to implement those resources (community,
generic, government funded) that could assist the person in achieving valued outcomes
within the ISC catchment area;
Ways to Improve written and oral communication, active listening skills, time management,
creative problem solving techniques, and effective collaboration;
Understanding of Illinois and federal rules, regulations, policies and procedures governing
supports and services provided;
Understanding current and best practice approaches to assessment/evaluative
instruments and methods;
Methods to improve analytic skills related to information and situations;
Development of Effective Advocacy Techniques when working with individuals with
developmental disabilities;
Effective crisis intervention strategies;
Knowledge of abuse/neglect/exploitation indicators and reporting requirements;
Professional conduct and protocol for the Independent Service Coordination agency
employee;
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•
•
•

Methods to support an individual’s exercising their rights, responsibilities, and decision
making;
Methods to support an individual to balance risk, safety, and security as part of an
informed decision-making process;
Methods to identify and utilize informal supports and community networks;

The ISC agency director may recommend and the division may approve the substitution or
addition of other continuing professional development education that are related to an applicant's
position, in place of the continuing education specified in this paragraph. For renewal of
certificates, each professional employee and supervisory employee must have twelve hours
annually. The ISC chief executive officer shall maintain records of the attendance and content of
the training that each employee has taken annually and certify this information to the Director of
the division within sixty days after the close of the agency fiscal year.
Illinois Adm. Code Section___________ Funding of Independent Service Coordination
agencies
The funding for each ISC agency shall be as follows:
1. Medicaid targeted case management funding for all individuals who are receiving service
coordination from the ISC, who are developmentally disabled, and who are enrolled on an
applicable Medicaid Home and Community based services waiver or other qualified
Medicaid program with such funding in accordance with applicable TCM requirements and
division rules;
2. Pre-admission screening (PAS) eligibility for nursing homes and other Medicaid funded
services in accordance with division rules;
3. Bogard class action lawsuit service coordination for individuals residing in a nursing home
for access to other non-nursing home services or services within the nursing home which
the ISC brokers with funding in accordance with division rules;
4. Service coordination for individuals who are not eligible for and enrolled in Medicaid
services or are accessing non-Medicaid services and supports with ISC funding provided
pursuant to general revenue funds as available to the division in accordance with
applicable rules.
5. ISC agency administrative functions that are not billable under targeted case management
shall be billed as appropriate under Medicaid administrative claiming through the Division.
The ISC agency shall receive other funding for its service coordination functions as such funding
becomes available through the Division or other applicable state or federal agencies.
Illinois Adm. Code Section___________ Performance Standards for the Assessment of
Independent Service Coordination Agencies; Performance Reviews; Certification; NonCompliance; Receivership
(A) The purpose of this rule is to define the procedures the Division will follow to implement an
Independent Service Coordination agency certification system as required by this administrative
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rule. Implementation of the ISC agency certification system is intended to ensure that all ISC
agencies are in compliance with federal and state statutes and rules and are delivering quality
services with intended outcomes to individuals with developmental disabilities.
(B) Definitions
(1) "ISC agency certification requirements" and "requirements for ISC agency certification"
mean the criteria adopted by the Division that measure ISC agency’s compliance with federal and
state statutes and rules.
(2) "Certified" means the Division has conducted and completed an on-site review of the
agency and has determined the agency to be in compliance with the requirements for ISC agency
certification.
(3) "Administrative receiver" means an entity designated by the Division to administer the
agency 's services.
(4) "Agency " or "ISC agency " means an Independent Service Coordination agency
established pursuant to this rule.
(5) "Comprehensive review" means an on-site review conducted by representatives of the
Division at the agency and includes every service provided by the agency. The purpose of the
review is to measure the agency 's compliance with the Division's performance requirements for
ISC agency certification.
(6) "Contractor" means an entity under contract with the agency to administer the agency 's
services.
(7) "Day" means a calendar day, unless otherwise identified as a business day. A "business
day" means Monday through Friday, excluding any days designated as a state holiday.
(8) "Division" means the Illinois Department of Human Services, Division of Developmental
Disabilities.
(9) "Domain" means a compilation of requirements that are categorically similar in their
management and implementation.
(10) "Draft interim summary" means the report sent by the Division to the chief executive
officer of the ISC agency and the agency president that identifies the areas of noncompliance as
identified by the ISC agency certification team during the pre-survey and on-site review.
(11) "Interim review" means a review of an agency conducted by representatives of the
Division during the effective dates of the ISC agency certification period.
(12) "Plan of correction" means the ISC agency 's written response to the items of
noncompliance identified through the Division review process and submitted to the ISC agency in
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the review report. The plan of correction will identify the methods, responsible parties, and
timelines within which these items will be addressed and/or corrected.
(13) "Qualified entity" means a person or organization other than the affected ISC agency that
has demonstrated the necessary knowledge and skills to effectively manage areas out of
compliance that were identified by the ISC agency certification team.
(14) "Review report" means the official description of the ISC agency 's status in relation to its
compliance with ISC agency certification requirements as determined through a review process.
(C) ISC agency certification domains and requirements
The following criteria comprise the domains that will determine the compliance of ISC agency
with ISC agency certification requirements:
(1) Health, safety, and welfare domain and requirements
(a) The ISC agency ensures the compliance of its services with all applicable health and
safety requirements in federal and state statutes and rules.
(b) The ISC agency ensures that its employees are appropriately certified, and/or licensed
in accordance with all applicable federal and state statutes and rules.
(c) The ISC agency ensures compliance with all applicable federal and state statutes and
rules regarding background investigation requirements for any applicant for employment
with the agency in any position.
(d) The ISC agency implements the state system of reporting and monitoring all major
unusual incidents and unusual incidents in accordance with all applicable federal and state
statutes and rules.
(e) In accordance with all applicable federal and state statutes and rules, the ISC agency
develops and implements written policies and procedures within ISC provided services
that support and assist individuals receiving services from the ISC agency.
(2) Rights domain and requirements
In accordance with all applicable federal and state statutes and rules,
(a) The ISC agency uses an administrative resolution of complaints process to resolve
complaints involving the services, policies, or administrative practices of the ISC agency
by individuals with developmental disabilities and other affected parties;
(b) The ISC agency implements a system and safeguards to preserve confidentiality of
information for individuals served.
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(c) The ISC agency ensures the provision and documentation of service and support
coordination; and
(d) The ISC agency promotes the dignity and protects the rights of individuals served.
(3) General Service and Support Administration Functional Domain
Part I. Eligibility Determinations; Waiting lists,
(a) The ISC support coordinator considers all necessary information to determine the
applicant’s eligibility and decisions are made using criteria established by the Division.
(b) The eligibility determination is made within 30 days of the receipt of all information
necessary for eligibility determination.
(c) Individuals making the determination meet qualifications established by the agency.
(d) An individual who is discharged from a provider and then reapplies for services or
supports is considered to be a new applicant;
(e) The ISC agency maintains a written record of the determination of eligibility, which
includes:
1)
2)
3)
4)
5)
6)

The name of the applicant;
The date of birth;
The date of determination;
A statement of eligibility or ineligibility, and a rationale for the determination;
If eligible, the effective date of eligibility; and,
The name(s) and title of individual(s) involved in making the determination.

(f) The ISC agency sends written notification to the applicant or guardian, and/or the
authorized individual requesting the determination, of the eligibility decision.
1) Is mailed within 7 days of the date of the determination of eligibility or
ineligibility for services;
2) Is in that individual’s primary language or that individual’s alternative means of
communication, to ensure that the information has been communicated in an
understandable form; and,
3) For individuals found to be eligible, contains an explanation of the process that
will occur and that, at minimum, an ISP will be developed; or,
4) For individuals found not to be eligible, states reason(s) for finding of ineligibility
and contains an explanation of the procedures to be used in the event of
appeal of the determination and the name of the individual or agencies who
can assist with the appeal (dispute) procedure.
(g) In that the event that resources are insufficient to meet applicable needs and
preferences, the ISC agency shall maintain a waiting list for services and supports for
each eligible individual identifying needs and preferences for such services and
supports as well as preferred providers. Such waiting lists shall be updated at least
annually in accordance with Division rules and the ISC agency shall notify each
individual when resources become available and commence enrollment processes.
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(h) Records shall provide documentation of eligibility determination activities.
Part II. Development of Initial Individualized Support Plans
a) The initial Individualized Support Plan (ISP) for an individual is developed within 45
days of the determination of eligibility.
b) The individual and the individual’s interdisciplinary team has available and considers
current assessments and necessary information to adequately determine an appropriate
plan for the individual.
c) Each individual has an ISP, which, at a minimum, includes the following:
1) A description of the individual’s abilities, strengths, needs, and preferences; if
appropriate, information on the family’s needs, preferences and desires are
also addressed;
2) Identification of the specific services and supports appropriate to meet the
needs of the individual and his/her family, as appropriate;
3) The
individual’s
and
applicable
family
members/guardians/chosen
representative decisions made regarding services and supports to be provided
and actions needed to implement the plan, including which prioritized needs
will be addressed through the development of an ISP.
4) The outcomes for the individual to be obtained from these services and
supports.
The ISC agency shall participate as the lead agency on behalf of the individual in the ongoing
review and development of individual service plans with provider agencies as well as the
individual and the individual’s chosen representatives. The ISC agency staff shall sign off on each
completed ISP as to its approval.
Part III Service and support coordination
a) Services and supports identified in the ISP are coordinated as needed among all of the
various providers to ensure continuity and non-duplication of services and supports;
b) The ISP is reviewed as frequently as needed to accurately reflect the individual’s
needs, preferences, and circumstances:
c) If a right has been suspended, the provider agencies and the ISC coordinator have
reviewed the suspension and its decision is documented on the ISP. In addition, the
ISP documents the services and supports to be provided so that a rights suspension
will no longer be needed.
d) The provider agencies and the ISC coordinator review suspensions of rights in the
time frames established by the provider agencies and the ISC coordinator but at least
every six months.
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e) When an individual is suspended from services and supports, the provider agencies
and the ISC coordinator have met to review the cause of suspension and revise the
ISP, as needed
f)

When an individual is suspended from a program, the support coordinator facilitates
the individual’s return to the original services and supports and efforts to provide
alternative services for the individual;

g) Thirty-day notice is provided to individuals when services set forth in the ISP are to be
provided, changed, reduced or denied. Notice includes information on the dispute
resolution procedure, including whom to contact.
h) When necessary services and supports that cannot be obtained through qualified
providers in the catchment area, the ISC agency may solicit providers for such
services and supports through appropriate marketing techniques.
i)

Records shall provide documentation of service and support coordination activities.

Part IV. Monitoring the services and supports to ensure that individuals receive services and
supports as planned and that these are of good quality and meet requirements with expected
results and outcomes.
Monitoring by support coordinators ensures that:
a) Services and supports identified in the ISP are appropriately implemented;
b) Services and supports are having the intended effect, continue to be
appropriate and meet requirements of rules;
c) Health and safety needs are addressed;
d) An individual’s rights are respected, that s/he is given reasonable choice in
selection of services and supports, activities, personal items, etc., and is involved in
decision making; and,
e.) The individual is satisfied with services and supports and their outcomes and/or
necessary steps are taken to address his/her concerns.
f.) The ISC monitoring system, at a minimum, ensures that the following occur:
1) Monitoring occurs no less often than required by Division guidelines;
2) Monitoring occurs of all services and supports in which the individual is
enrolled;
3) Monitoring includes visits to the individual’s program sites (residential and day
program);
4) Monitoring includes face-to-face contact with the individual and persons
delivering services and supports; and,
5) The frequency of monitoring is appropriate for the needs of the individual.
g.) When issues or irregularities with services and supports are identified, timely
correction is facilitated by the service coordinator with corrective follow-up.
h) Monitoring shall also include identifying that the individual is free from abuse, neglect, or
exploitation and if such conditions exist, the ISC agency takes appropriate steps to
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appropriately notify the applicable agencies of the abuse, neglect or exploitation in
accordance with Division and state statutes and rules.
j)

Support coordinators conduct follow-up on findings, as needed, and follow-up is
completed in a timely manner.

k) Records shall provide documentation of monitoring activities.
l)

Annually, the ISC agency shall take the lead to perform assess quality assurance,
personal satisfaction, and quality outcomes for each individual receiving ISC services
in accordance with Section _____.

(4) Administration domain and requirements
(a) The ISC agency is a 501 (c) (3) tax-exempt entity and maintains compliance with all
applicable federal and state requirements accordingly.
(b) The ISC agency board members serve in accordance with all applicable federal and state
statutes and rules.
(c) The Independent Service Coordination agencies are, by administrative rules, responsible
for the provision of service and support administration and coordination within their
service catchment area as defined by the Division. The responsibilities of ISC agencies
and their staff include the coordination and monitoring of services. In order to fulfill these
responsibilities, it is essential that service and support administration be separate from
any direct care program and for the ISC agency to carry out its functions without conflict
of interest. To meet these and other responsibilities (e.g., intake, to meet state and
federal funding requirements), it is also essential that ISC support coordinators are well
trained and knowledgeable about the vision, mission, goals and objectives and related
rules and requirements of the DD system as defined by the Illinois Division of Human
Services, Division of Developmental Disabilities.
(d) The ISC agency has adopted in accordance with applicable federal and state regulations
necessary policies and procedures for its administration and operations related to all
applicable services and functions disseminating such to all staff members and other
affected parties as relevant and upon request.
(e) All personnel employed as support coordinator professionals and supervisors by the ISC
agency are appropriately certified or licensed in accordance with applicable state
standards;
(f) The ISC agency has an organized program of orientation and training for support
coordinators to carry out their responsibilities efficiently, effectively and competently.
There is documentation of orientation and training received.
(g) The ISC coordinators are knowledgeable about their duties and responsibilities and carry
them out efficiently, effectively and competently;
(h) An ISC support coordinator is assigned to each individual receiving services and support;
(i) The ISC agency maintains a record for each individual receiving services. The record
contains information required by standards, applicable rules and needed to support
decisions concerning services and supports provided to the individual.
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(j) In accordance with all applicable federal and state statutes and rules, the ISC agency
monitors provider agencies providing services and supports to ensure their compliance
with all applicable federal and state statutes and rules.
(k) In accordance with all applicable federal and state statutes and rules, the ISC agency
reports accurate information in response to the Division's requests, including completion
of individual information forms.
(l) The ISC agency establishes a policy to address how it will refer individuals to available
direct care service and support providers without preferential treatment in accordance
with all applicable federal and state statutes and rules.
(m) The ISC agency completes preadmission screening and resident review for
developmental disabilities evaluations and submits data to the Division in a timely
manner, arranges for the provision of specialized services to eligible residents of nursing
facilities, and arranges for the relocation of eligible individuals who are placed
inappropriately in nursing facilities in accordance with all applicable federal and state
statutes and rules.
(n) ISC agency records shall provide documentation of administrative compliance.
(D) ISC agency certification reviews
(1) The Division shall conduct reviews of the ISC agency to determine compliance with
Division ISC agency certification requirements.
(a) Following initial ISC agency certification, the Division shall conduct a comprehensive review
not less than one time prior to the date the agency 's ISC agency certification is scheduled to
expire.
(b) The Division may conduct other reviews and investigations as necessary to ensure
compliance with ISC agency certification requirements.
(c) The Division may conduct interim reviews of any new services initiated by the agency as
delegated by the Division after its most recent review.
(2) The Division shall notify the agency prior to conducting any type of review unless serious
health and safety issues, as defined by the Division, exist within the services offered by the
agency.
(a) The notification for a comprehensive review will include a list of documents to be submitted
by the agency to the Division and timelines for their submittal prior to the scheduled review date.
(b) Failure of the agency to provide requested documents to the Division in accordance with
identified timelines may result in a finding of noncompliance with the related requirement(s).
(c) The Division shall notify the agency at least forty-five days prior to initiating a
comprehensive review and no less than forty-eight hours prior to initiating an interim review.
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(d) The Division shall invite the submission of comments by constituents and provider entities
regarding the agency 's efficiency and effectiveness in complying with the requirements for ISC
agency certification.
(3) An exit conference may be held on-site at the conclusion of a comprehensive review but
shall be held no more than five business days following the completion of the on-site review. By
mutual agreement between the Division and the chief executive officer of the agency, the exit
conference may be scheduled more than five business days after completion of the on-site
review.
(a) Exit conferences shall be conducted by the Division with the president of the agency or
another agency member serving as the president's designee, the chief executive officer of the
agency, and any other staff members and/or officials the agency invites.
(b) The purpose of the exit conference is to provide the agency with an oral summary of the
agency 's compliance status with the requirements for ISC agency certification. Any finding(s) of
noncompliance with ISC agency certification requirements shall be presented at the exit
conference.
(4) The Division shall provide, by certified mail, a draft interim summary of its findings to the
chief executive officer and the agency president no later than thirty days following the exit
conference.
(E) Noncompliance with ISC agency certification requirements
(1) The Division shall identify violations of specific requirements in the draft interim summary
and the review reports prepared for the agency.
(2) The agency shall have the opportunity to dispute any of the information contained in the
draft interim summary. Disputes must be in writing and sent by the agency to the Division within
ten days by certified mail following receipt of the draft interim summary. The draft interim
summary shall remain a draft and not a public record until the review report is released in
accordance with paragraph (D)(3) of this rule.
(a) The agency shall submit to the Division the specific items in the draft interim summary that
are disputed, the reason for the agency 's disagreement, and any substantiating information.
(b) The Division shall respond in writing to the chief executive officer and the agency president
by certified mail within fifteen days following receipt of the disputed findings and shall indicate the
disposition of the contested citations.
(c) The Division's response shall be reflected in the review report.
(3) The Division shall send the review report to the agency president and the chief executive
officer within sixty days of the exit conference when the draft interim summary is not disputed, or
within seventy-five days of the exit conference when responding to contested citations contained
in the draft interim summary.
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(4) The review report shall contain a recommended term of ISC agency certification, which
shall be awarded upon timely and proper submittal of the plan of correction by the agency.
(5) The Division may grant the agency a decision abeyance of up to ninety days to take
appropriate action to correct citations that will prevent the agency from achieving a minimum of
one year ISC agency certification.
(6) The ISC agency shall submit to the Division the written plan of correction within forty-five
days of receipt of the review report. The Division may deny ISC agency certification for failure of
an agency to submit a plan of correction by the specified date contained within the review report.
(a) A copy of the agency 's resolution approving the plan of correction shall be forwarded to the
Division with the plan of correction. The chief executive officer shall also sign the resolution as an
indication of concurrence.
(b) Within thirty days of receipt of the agency 's plan of correction, the Division shall forward to
the agency written approval or disapproval of the plan of correction.
(c) The agency shall initiate implementation of the plan of correction immediately upon
notification by the Division that the plan of correction has been approved.
(d) If the entire plan or a portion(s) of the plan of correction developed by the agency is
disapproved, the Division shall inform the agency of the reasons for the disapproval. The Division
shall grant the agency an opportunity to submit a revised plan of correction within fifteen days of
the agency 's receipt of rejection of the plan of correction unless the health, safety, and welfare
requirements are involved. If the agency has not met the requirements contained within the
health, safety, and welfare domain, as determined by the Division, the Division shall issue an
order denying ISC agency certification.
(e) The Division may conduct follow-up reviews to ensure the agency 's compliance with
requirements for ISC agency certification.
(F) ISC agency certification of an agency
(1) The Division shall issue a certificate of ISC agency certification once it is determined that
the agency is in compliance with the Division's ISC agency certification requirements.
(2) ISC agency certification may be granted for periods from one to four years based on the
Division assessment results related to the ISC Agency performance standards, and may be
renewed for subsequent periods of time.
(3) The term of ISC agency certification granted to an agency shall be dependent upon the
degree of compliance with ISC agency certification requirements contained within the domains
established by the Division's ISC agency certification unit.
(a) An agency shall be granted a one-year ISC agency certification when one hundred percent
compliance with requirements contained within the 1) health, safety and welfare and 2) rights
89

domains and eighty-five percent of the 3) service planning and delivery and 4) administrative
domains are determined by the Division to have been achieved with a plan of correction that is
implemented to correct deficits.
(b) An agency shall be granted a two-year ISC agency certification when one hundred percent
compliance is determined by the Division with requirements contained within the 1) health, safety
and welfare and 2) rights domains and ninety percent of 3) the service planning and delivery and
4) administrative domains are determined by the Division to have been achieved with a plan of
correction that is implemented to correct deficits.
(c) An agency shall be granted a three-year ISC agency certification when compliance is
determined by the Division with requirements contained within the 1) health, safety and welfare
and 2) rights domains and ninety-five percent of the 3) service planning and delivery and 4)
administrative domains are determined by the Division to have been achieved with a plan of
correction that is implemented to correct deficits.
(d) An agency shall be granted a four-year ISC agency certification when one hundred percent
compliance with requirements of the Division contained within the 1) health, safety and welfare, 2)
rights, 3) service planning and delivery and 4) administrative domains are determined by the
Division to have been achieved.
The Division may establish standards for a five year ISC agency certification when the agency
meets all of the aforementioned four domain standards and additionally meets best practice
standards in service coordination as defined by the Division in accordance with national
standards.
(G) Issuance of an order denying ISC agency certification
(1) The Division shall issue an order proposing to deny or rescind ISC agency certification in
accordance with this rule only after the agency has exhausted all opportunities afforded by the
Division to correct deficiencies as defined in paragraph (E) of this rule.
(2) Simultaneously, by certified mail, the Division shall notify the president of the agency or
another agency member serving as his or her designee, and the chief executive officer of the
agency.
(3) The order shall identify the matters in which the agency is not in compliance with ISC
agency certification requirements, and the responsibilities of the agency to contract to have the
services administered by another independent service coordination agency or become subject to
administrative receivership pursuant to this rule.
(H) Appointment of administrative receivers or contractors
(1) The agency shall be given the option by the Division of contracting for the administration of
programs and services subject to the approval of the Division director with one or more certified
ISC agency (s) or a qualified entity.
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(2) The agency shall execute the contract option with another approved entity within thirty days
following receipt of the Division's notice of the order proposing to deny or rescind ISC agency
certification.
(3) If the agency does not contract for the administration of services identified not in
compliance with ISC agency certification requirements within thirty days of receiving the order, the
Division shall take action to appoint an administrative receiver.
(4) The Division may appoint management personnel from other ISC agencies, employees of
the Division, or persons from other entities as administrative receiver. Persons from other entities
may be appointed only when no qualified Division employees or agency personnel are available.
(I) Duties of administrative receivers or contractors
(1) The administrative receiver shall assume full administrative responsibility for the services
identified not in compliance with the requirements for ISC agency certification.
(2) When the agency enters into a contract, the agency, by formal resolution, shall grant the
contractor full administrative authority for the service(s) that the contractor will administer.
(3) The administrative receiver or contractor shall develop a plan of correction to remediate the
services identified not in compliance that caused the Division to deny or rescind ISC agency
certification.
(a) Within ninety days of appointment, the administrative receiver or contractor shall submit to
the Division for review a plan of correction accepted by the agency that specifically addresses
those areas not in compliance with the requirements for ISC agency certification.
(b) The Division shall respond in writing within thirty days indicating approval or disapproval of
the submitted plan of correction.
(c) If the Division approves the plan, the administrative receiver or contractor and the agency
shall commence action to implement the plan immediately.
(d) If the plan of correction developed by the administrative receiver or contractor is
disapproved, the Division shall inform the administrative receiver or contractor and the agency of
the reasons for the disapproval and may grant the agency and administrative receiver or
contractor an opportunity to submit a revised plan of correction.
(e) If the Division grants the agency and administrative receiver or contractor an opportunity to
submit a revised plan of correction, it shall be received by the Division no later than thirty days
following notification of disapproval.
(4) The administrative receiver or contractor shall report to the Division any findings pertaining
to issues or circumstances beyond the control of the agency and resulting in the likelihood that
compliance with the requirements for ISC agency certification cannot be achieved unless the
issues or circumstances are remedied.
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(5) The administrative receiver or contractor may at any time request the Division to conduct a
review to determine:
(a) If the agency is in compliance with ISC agency certification requirements; and
(b) If the agency is capable of assuming its duties to administer designated programs and
services.
(6) When, as a result of a review by the Division, the agency is found to be in compliance with
requirements, the Division shall reverse its order proposing to deny or rescind ISC agency
certification, and issue evidence of ISC agency certification to the agency.
(J) Reimbursement of contractor and/or administrative receiver expenses
(1) The agency shall reimburse the contractor or administrative receiver for all reasonable
expenses, including amounts for time worked, travel, and related expenses.
(2) The agency, with Division approval, shall negotiate with the contractor to determine
allowable costs for services rendered.
(3) The Division and the administrative receiver shall negotiate to determine allowable costs for
services rendered when any administrative receiver is appointed by the Division.
(4) Division employees shall not be additionally reimbursed by the agency for their time
worked, if appointed by the Division as the contractor or administrative receiver.
(K) A contractor or administrative receiver that has assumed the administration of an agency 's
services has the right to authorize the payment of bills in the same manner that an agency may
authorize payment of bills.
(L) Appealing a Division decision
(1) An agency may appeal the Division's decision regarding a proposed denial or rescission of
ISC agency certification or refusal to reverse a denial of ISC agency certification by filing a
complaint as outlined under administrative rules.
(2) All agency appeals to the Division shall be in writing and shall be submitted within thirty
days of the receipt of the Division's written notification of intention to issue a denial or rescission
of ISC agency certification or refusal to reverse a denial of ISC agency certification.
(3) Once the Division receives an appeal from the agency, the procedures and timelines noted
in applicable administrative rules shall be followed.
(4) If in its appeal, the Division agrees the agency can assume its duties in compliance with the
Division's requirements for ISC agency certification, the Division shall:
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(a) Reverse its order denying or rescinding ISC agency certification or refusing to reverse a
denial of ISC agency certification; and
(b) Issue ISC agency certification to the agency.
(5) If the agency does not appeal in accordance with paragraphs (L)(1) and (L)(2) of this rule,
the Division's order proposing to deny or rescind ISC agency certification or refusing to reverse a
denial of ISC agency certification shall become effective thirty days after the agency receives the
Division's written notification of the order.
(6) The Division shall issue all notices pertaining to ISC agency certification to the president of
the agency or another agency member serving as his or her designee, and the chief executive
officer of the agency.
(M) ISC Agency annual self-audits
The agency shall conduct annual self-audits using the Division's designated format to evaluate its
compliance with Division standards. Self-audits are subject to review by the Division during the
ISC agency certification process.
Illinois Adm. Code Section___________ Standards for the Division and ISC agencies to
conduct reviews of individual assurance of quality, personal satisfaction and quality
outcomes
Annually, each ISC agency shall annually assess the quality of services and supports, personal
satisfaction, and intended outcomes of individual’s with developmental and other qualified
disabilities for whom they provide service and support coordination.
The quality assessment shall contain the following:
1.) Individuals believe they have choices;
2.) Individuals make major life decisions;
3.) Individuals make decisions about everyday matters;
4.) Individuals identify their needs, wants, likes, and dislikes;
5.) Individuals’ services and supports change as their wants, needs, and preferences change;
6.) Individuals have the best possible health;
7.) Individuals know what to do in the event of threats to health and wellness;
8.) Individuals have access to needed health care;
9.) Individuals are comfortable where they live;
10.) Individuals have stable living arrangements;
11.) Individuals are safe;
12.) Individuals are part of the mainstream of community life and
live, work and play in inclusive environments;
13.) Individuals’ experiences extend beyond the local community;
14.) Individuals’ lifestyles reflect their cultural preferences;
15.) Individuals express satisfaction with services and supports;
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16.) Individuals make progress and/ or achieve stated life goals;
17.) Individuals have established relationships with friends, family
and community members;
18.) Individuals exercise their rights and responsibilities;
19.) Individuals are free from abuse, neglect and exploitation;
20.) Individuals have access to advocates;
21.) Individuals are treated with dignity and respect;
22.) The confidentiality of individuals is maintained.
The Quality Assessment Tool shall be used in total to assess each individual’s involvement with
the system of services and supports assuring quality, personal satisfaction and that intended
outcomes are enhancing and advancing the individual’s quality of life.
The ISC support coordinator who handles the day-to-day service coordination for the individual
shall perform the review using the Quality Assessment Tool. The support coordinator shall also
involve the individual, family members, individual representatives, providers and other persons
selected at the request of the individual to participate in this process. The Division shall conduct
its own review on up to five percent of the individuals who are being assessed in order to evaluate
consistency, uniformity of the results and to measure the validity and reliability of the assessment
results. The Division reviews shall be conducted within one month of the ISC review. The results
of the assessment shall be shared with the individuals, the individuals selected representatives,
and providers for future planning processes and shall become part of the individual’s informational
file. It shall be made available to the DDD upon request.
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Chapter VII. Basic Structural and Funding Recommendations on the Illinois Medicaid Home
and Community-Based Services waiver and Related Supports.
Based on the review and analysis of the Illinois Medicaid HCBS waiver for adults with
developmental disabilities throughout this study, Illinois needs to have a plan of action in its new
or reformed waiver. It is noted that Illinois within comparative studies has largely under funded this
waiver compared to most of the nine other states researched and especially to target similar
demographic states like Florida, Ohio and Pennsylvania. Medicaid requires substantive
assurances that health and safety at a minimum are maintained. With the lack of proper
resources, the ability of the state and related providing agencies to meet these basics is put in
jeopardy. It is also noted that Illinois appears to have a significant number of individuals waiting
for services compared to other states as well as having high numbers in institutional care. Past
practice has been to allocate more resources to congregate care and not supported living
services which is contrary to national trends. Accordingly, the following recommendations are
made within this historical perspective and analysis:
1. Residential habilitation services need to be capped at their current level, allowing for cost
of living increases at three percent per year, with a plan to transition around 300
individuals per waiver year to the reauthorized supported living services. Current monies
must follow the individual. The DDD would allocate provider incentives to close the bed
behind with the provider gaining a one-time payment of $25,000 from the state for
purchase and cancellation of the license payable over several years. Projected cost would
be $37.5 million for license buy backs as a one-time cost. There is also a need to expand
allowable days from 320 to perhaps 350 days per year and provide three percent cost of
living adjustments per year.
CILA License Buyback Program for 1,500 individuals transitioning on a voluntary basis,
Residential Habilitation increase days to 350 from 320, Cost of Living adjustments
at Three Percent per year with decreasing enrollment by 1,500 over five years.

300 Licenses/Year State
Funded
Residential Habilitation
Additional 30 days
Cost of Living
Adjustments
Total Res Hab Option I
State GRF Required *
Includes licensure
buyback

FY 2008

FY 2009

FY 2010

FY 20011

FY 2012

$7,500,000

$7,500,000

$7,500,000

$7,500,000

$7,500,000

$21,046,136

$20,706,885

$20,328,337

$19,908,440

$19,445,054

$7,119,075

$6,704,135

$6,017,440

$5,135,455

$4,156,051

$28,165,211

$27,411,020

$26,345,777

$25,043,895

$23,601,105

$21,582,606

$21,205,510

$20,672,888

$20,021,948

$19,300,552
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2. There need to be approximately 500 waiver slots per year dedicated to individuals with
developmental disabilities under supported living services based on priorities of living with
aging caretakers, emergency needs, and those who await supported living services and
are currently unserved. Such individuals may include additional individuals currently
receiving services in residential facilities under the waiver with an allowance for the facility
to have the ability to back fill the vacated placement with an individual desiring Option I
residential habilitation services. There is a need to adjust the average allocation for
supported living services to be comparable to residential habilitation services ($32,000)
and provide for one-time transition expenditures. Projected expenditures for new enrollees
would be $90 million with $45 million from Illinois GRF in fiscal year 2012.
Supported Living Services for an additional 500 individuals per year currently unserved.

New Enrollees
SLS Cost/Enrollee
Total SLS Expend.
State GRF

FY 2008
500
$32,000.00
$16,000,000
$8,000,000

FY 2009
1,000
$32,960.00
$32,960,000
$16,480,000

FY 2010
1,500
$33,948.80
$50,923,200
$25,461,600

FY 2011
2,000
$34,967.26
$69,934,528
$34,967,264

FY 2012
2,500
$36,016.28
$90,040,705
$45,020,352

3. Day treatment services need to be adjusted to cover reasonable expenditures comparable
to Ohio for 9,100 individuals at a $3,000 differential increase and add 2,500 more
individuals (added under SLS) for day services. This amount may already be spent at
100% Illinois cost so the $19.6 million may really be new federal monies coming to Illinois
that can be used as matching funds elsewhere through this refinancing. There is also a
need to cover the 7,000 individuals in ICFs/DD.

Day Program Services with 20 additional days for existing services, ICF/DD for 7,000 individuals,
Supported Living Services Expansion by 2,500 individuals currently
unserved

FY 2008
Current Day
Increase with
Expanded rate
State GRF

$28,800,000
$14,400,000

FY 2008
ICF/DD Additional
Day Program Cost
for 7,000
Enrollees
State GRF

$21,000,000
$10,500,000

FY 2009

$31,209,000
$15,604,500

FY 2009

$21,630,000
$10,815,000
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FY 2010

$33,736,620
$16,868,310

FY 2010

$22,278,900
$11,139,450

FY 2011

$36,387,809
$18,193,905

FY 2011

$22,947,267
$11,473,634

FY 2012

$39,167,707
$19,583,853

FY 2012

$23,635,685
$11,817,843

Supported Living
New SLS Enrollees
SLS Expansion

State GRF
Total Day Program
Additional Projected
Costs
Total State GRF

FY 2008

FY 2009

FY 2010

FY 2011

FY 2012

500
$7,000,000
$3,500,000

1,000
$14,420,000
$7,210,000

1,500
$22,278,900
$11,139,450

2,000
$30,596,356
$15,298,178

2,500
$39,392,808
$19,696,404

$56,800,000
$28,400,000

$67,259,000
$33,629,500

$78,294,420
$39,147,210

$89,931,432
$44,965,716

$102,196,200
$51,098,100

4. An ICF/DD downsizing project as described in Chapter V. ought to be considered on a
voluntary basis with provider incentives similar to the downsizing of Residential Habilitation
Services in number 1 above and with a grant from CMS allowing an increased federal
financial participation of 75% for one year under the Deficit Reduction Act of 2005. It is
recommended that 300 individuals residing in ICF/DD and nursing homes be eligible with
providers having voluntary participation. Such individuals would also transition to SLS
services. Estimated cost is $0 because existing monies would follow the individual with
closure of the licensed bed behind. The licensure buyback program at $25,000 per
vacated bed would use approximately $20 million in GRF savings from the one year
increased federal financial participation and therefore would require approximately $17.6
million of additional general revenue funds over five years.
Total needed for licensure buyback @ 25,000/individual
Total additional Illinois GRF Cost
Total Amount from Federal Savings under the Grant

$37,500,000
$17,590,741
$19,909,259

5. There is a need for improved behavioral and crisis intervention services for approximately
1,333 individuals. Approximate additionally cost of $4 million of which $2 million would be
Illinois state GRF.
Behavioral Intensive, Crisis Wrap Around Supports with three levels and an Average Cost of
$6,000/individual and $4.0 million above current waiver expenditures
Enrollees
1,333
1,333
1,333
1,333
1,333
Total Additional
Projected Cost
$4,000,000
$4,120,000 $4,243,600 $4,370,908
$4,502,035
Total State GRF
$2,000,000
$2,060,000 $2,121,800 $2,185,454
$2,251,018

97

6. There is also a structural need to add targeted case management and Medicaid
administrative claiming for services and supports coordination within ISC agencies.
Independent Service Coordination Under Targeted Case Management Services and
Medicaid Administrative Claiming
Current Enrollment
29,400
29,400
29,400
29,400
Potential New Enrollees
Currently unserved
ICF/DD Transitions
Total Proj. Enrollees
$1,000/Enrollee
Total State GRF
Estimated Current State
Commitment
Additional Required State
GRF

29,400

10,000
500
39,900
$39,900,000
$19,950,000

10,000
1,000
40,400
$41,612,000
$20,806,000

10,000
1,500
40,900
$43,390,810
$21,695,405

10,000
2,000
41,400
$45,238,898
$22,619,449

10,000
2,500
41,900
$47,158,819
$23,579,410

$7,500,000

$7,500,000

$7,500,000

$7,500,000

$7,500,000

$12,450,000

$13,306,000

$14,195,405

$15,119,449

$16,079,410

7. The SSI federal allocation needs to be supplemented by the state of Illinois as well to
assist individuals to access housing for supported living and related sources not covered
by Medicaid. The fiscal requirements and additional ramifications across systems for blind
and disabled need to be further studied. It might be well to give every individual in
supported living a housing/living expense supplement of $600 per month to cover costs in
lieu of a state SSI supplement which may be very costly at this point and preclude other
necessary funding reforms. Also, with the funding for supported living being equivalent to
CILA rates, there may be the necessary monies already in the allocation for room and
board expense, albeit not claimable under Medicaid HCBS waivers.
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Total Illinois General Revenue Fund requirements for these initiatives are as follows;
Waiver Service or
Related Program
Option I
Residential
Habilitation
Required GRF

FY 2008

FY 2009

FY 2010

FY 2011

FY 2012

$21,582,606

$21,205,510

$20,672,888

$20,021,948

$19,300,552

Option II
Supported Living
Required GRF

$8,000,000

$16,480,000

$25,461,600

$34,967,264

$45,020,352

ICF/DD License
Buyback

$3,518,148

$3,518,148

$3,518,148

$3,518,148

$3,518,148

$28,400,000

$33,629,500

$39,147,210

$44,965,716

$51,098,100

$2,000,000

$2,060,000

$2,121,800

$2,185,454

$2,251,018

ISC Funding

$12,450,000

$13,306,000

$14,195,405

$15,119,449

$16,079,410

Total Illinois GRF
for the Medicaid
HCBS Adult DD
Waiver

$75,950,754

$90,199,158

$105,117,052

$120,777,979

$137,267,580

Day Services
Including ICF/DD
Required GRF
Behavioral
Supports Required
GRF

8. Within the state analysis in Chapter I. Ohio has been shown to be of very similar
demographics on many factors to Illinois. There is a current shortfall of at least $69 million
of state general revenue funds for the Illinois Medicaid HCBS waiver for adults with
developmental disabilities compared to Ohio. It is recommended that at a minimum this
funding be advanced by the state within the state budget to shore up services and
supports within the waiver and to expand services to priority groups as identified and
defined in the waiver and as recommended in this report.
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Additional State General Revenue Funds Needed for the Illinois Medicaid HCBS Waiver for
Adults with DD to shore up Residential Habilitation Services, Expand Supported Living Options,
Day Services, and Behavioral Interventions to be
comparable to Ohio
FY 2008
Base Level Increase

$69,000,000

FY 2009
$71,070,000

FY 2010
$73,202,100

FY 20011
$75,398,163

9. Keeping with best practice, national trends, CMS directives and guidelines, and the vision
and goals of Illinois DDD and the Institute on Public Policy for People with Disabilities, the
reformed Illinois Medicaid HCBS waiver for adults with developmental disabilities must
include the option for participant directed services and supports. It is recommended that
the program be initiated in Fiscal year 2009 on an incremental basis for 200 waiver
participants and the costs be borne out of budgetary increases as identified within this
part. Fiscal intermediary and support brokerage services would be part of the waiver as
Utah has capably accomplished. More individuals could be added by waiver amendment if
the request for such services exceed these numbers.
10. There is a need to identify priorities for the distribution of waiver enrollment numbers in the
front of the waiver. An example of such priorities would be the ICF/DD voluntary
downsizing initiative, reserving 300 slots per year to a maximum in the fifth year of 1,500.
For supported living, the priority would be to add 500 slots per year for supported living
and designating them for use by individuals who are unserved living with aging caretakers,
60 and older, having emergency needs, and others who are unserved. A third priority
would be individuals wishing to leave group homes with the money following them to
supported living, another downsizing initiative. The behavioral initiative could be targeted
as a priority to approximately 1,300 individuals with serious behavioral and mental health
issues accompanying their developmental disability. Within the current Illinois waiver,
there are established priorities that are well defined and documented. Priorities in
Medicaid HCBS waivers are a good practice to ensure that services and supports are
assigned to intended populations..
Finding the Funding for this proposal
Finding the state monies to support this project will be a bit daunting but not impossible since this
is a phase in approach. It is noted that in 2004, $66 million dollars was allocated for residential
habilitation and home-based services. It would arguable that an equivalent amount ought to be
available within the next budget for Fiscal Year 2008. Such an additional allocation would get
Illinois half way to meeting the necessary budgetary requirements of these reforms and best
practice recommendations. The recommended reforms and funding proposals in this study
positively affect all segments of the service and support system for individuals with developmental
disabilities. Accordingly, a unified position by all stakeholders will have a much greater impact on
approval of the proposal than if stakeholders are divided and fighting against one another for their
own program. Elected and appointed officials have a difficult time picking one approach over
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FY 2012
$77,660,108

another. If there is one approach that meets the compromise needs of all stakeholders, unified
stakeholders will have a better chance getting their approach funded.
Other approaches that have been successful in other states is to identify perhaps the individuals
who are receiving adult services but are not receiving residential habilitation or supported living
services. If such is the case for 2,500 individuals, the result would be a refinancing amount of
$13.5 million from Medicaid, freeing up state monies that could be used for additional waiver
services. Obviously, state data is needed to answer this question. It is important to identify all
such individuals so that the state can be efficient with their financial resources.
It is critical that the Illinois adopt a 300 percent of the federal poverty level for this waiver for the
same efficiency purposes and identify the individuals over the 100 percent level and under three
hundred percent for eligibility for waiver services consistent with the standards for ICF/DD. With
the ICF/DD downsizing proposal, it is possible that some residents of ICFsDD may not qualify for
the reformed Illinois HCBS waiver because they are over the 100% threshold.
There also has been a study by the National Association of State Directors of Developmental
Disabilities Services (NASDDDS) of Alexandria, Virginia under the leadership of Robert Gettings,
Robin Cooper, and Max Chmura in 2003. A further financial analysis and recommendations will
be forthcoming when the status of these recommendations is assessed with dialogue with DDD
officials.
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