(ONLY THOSE SECTIONS WITH AMENDMENTS ARE SHOWN.)

009. CRIMINAL HISTORY AND BACKGROUND CHECK REQUIREMENTS.

01. Compliance With Department Criminal History Check. Agencies must verify that individuals
working in the area listed in Subsection 009.03 of these rules whom are employed or whom they contract have
complied with the provisions in IDAPA 16.05.06, “Rules Governing Mandatory Criminal History Checks.”(3-19-07)

02. Additional Criminal Convictions. Once an individual has received a criminal history clearance,
any additional criminal convictions must be reported by the agency to the Department when the agency learns of the
conviction. (3-19-07)

03. Providers Subject to Criminal History and Background Check Requirements. The following
providers are required to have a criminal history and background check: (3-19-07)

a. Adult Day Health Providers. The criminal history and background check requirements applicable
to providers of adult day health as provided in Sections 329 and 705 of these rules. (4-4-13)

b. Adult Residential Care Providers. The criminal history and background check requirements
applicable to adult residential care providers as provided in Section 329 of these rules. (4-2-08)

c. Attendant Care Providers. The criminal history and background check requirements applicable to
attendant care providers as provided in Section 329 of these rules. (4-2-08)

d. Behavior Consultation or Crisis Management Providers. The criminal history and background
check requirements applicable to behavior consultation or crisis management providers as provided in Section 705 of
these rules. (4-4-13)

e. Certified Family Home Providers and All Adults in the Home. The criminal history and
background check requirements applicable to certified family homes are found in Sections 305, 329 and 705 of these
rules, and as provided in IDAPA 16.03.19, “Rules Governing Certified Family Homes.” (4-2-08)

f. Chore Services Providers. The criminal history and background check requirements applicable to
chore services providers as provided in Sections 329 and 705 of these rules. (4-2-08)

hg. Companion Services Providers. The criminal history and background check requirements
applicable to companion services providers as provided in Section 329 of these rules. (4-2-08)

#h. Day Habilitation Providers. The criminal history and background check requirements applicable to
day habilitation providers as provided in Section 329 of these rules. (4-4-13)

fi. Developmental Disabilities Agencies (DDA). The criminal history and background check for DDA
and staff as provided in IDAPA 16.03.21, “Developmental Disabilities Agencies (DDA),” Section 009. (7-1-11)

. Homemaker Services Providers. The criminal history and background check requirements
applicable to homemaker services providers as provided in Section 329 of these rules. (4-2-08)

k. Personal Assistance Agencies Acting As Fiscal Intermediaries. The criminal history and



background check requirements applicable to the staff of personal assistance agencies acting as fiscal intermediaries
as provided in Subsection 329.02 of these rules. (3-19-07)

#il Personal Care Providers. The criminal history and background check requirements applicable to
personal care providers as provided in Subsection 305.06 of these rules. (3-19-07)

#m, Residential Habilitation Providers. The criminal history and background check requirements
applicable to residential habilitation providers as provided in Sections 329 and 705 of these rules, and IDAPA
16.04.17 “Rules Governing Residential Habilitation Agencies,” Sections 202 and 301. (4-2-08)

6n. Respite Care Providers. The criminal history and background check requirements applicable to
respite care providers as provided in Sections 329, 665, and 705 of these rules. (7-1-11)

Ppo. Service Coordinators and Paraprofessionals. The criminal history and background check
requirements applicable to service coordinators and paraprofessionals working for an agency as provided in Section
729 of these rules. (3-19-07)

4D. Skilled Nursing Providers. The criminal history and background check requirements applicable to
skilled nursing providers as provided in Sections 329 and 705 of these rules. (4-4-13)

#q. Supported Employment Providers. The criminal history and background check requirements
applicable to supported employment providers as provided in Sections 329 and 705 of these rules. (4-2-08)

ST. Therapeutic Consultant. The criminal history and background check requirements applicable to

therapeutic consultation providers as provided in Section 685 of these rules. (7-1-11)

(BREAK IN CONTINUITY OF SUBSECTIONS)

038. GENERAL REIMBURSEMENT: TYPES OF PARTICIPANT SERVICES.

The following types of services are reimbursed as provided in Section 037 of these rules. (4-4-13)
01. Personal Care Services. The fees for personal Care Services (PCS) described in Section 300 of
these rules. (4-4-13)
02. Aged and Disabled Waiver Services. The fees for personal care services (PCS) described in
Section 320 of these rules. (4-4-13)
03. Children’s—Waiver—Servieces Children's Develonmental Dlsabllltles (DD) Home and

Community-Based Services (HCBS) State Plan Option. Thefee Wt e b 1
Seetion-680-of theserutes The fees for Children's DD HCBS state Dlan optlon descrlbed in Sectlon 520 ofthese rules

4—4-13)}(7-1-19)T
04. Adults with Developmental Disabilities Waiver Services. The fees for adults with developmental
disabilities waiver services described in Section 700 of these rules. (4-4-13)
0s. Service Coordination. The fees for service coordination described in Section 720 of these rules.
(4-4-13)

06. Therapy Services. The fees for physical therapy, occupational therapy, and speech-language
pathology services described in Section 215 of these rules include the use of therapeutic equipment to provide the
modality or therapy. No additional charge may be made to either the Medicaid program or the client for the use of
such equipment. (4-4-13)

(BREAK IN CONTINUITY OF SUBSECTIONS)



SUB-PART: GHHDREAS-DEVELOPMENTAL-DISABHATHES - PRIORAVTHORIZAHON CHILDREN'S
DEVELOPMENTAL DISABILITIES (DD) HOME AND COMMUNITY-BASED SERVICES (HCBS)
STATE PLLAN OPTION

(Sections 520 - 528)

520. CHIEDRENS DEVELOPMENTAL DISABHATY-PRIOR AUTHORIZATHONAP4HCHILDREN'S DD
HCBS STATE PLAN OPTION

pFGHS—l-Bﬁ In accordance w1th Sectlon 1915(1) of the Socral Securltv Act the Denartment w1ll nav for home and
community-based services provided by individuals or agencies that have entered into a provider agreement with the

Department. F46)(7-1-19)T

521. 4
CHILDREN'S DD HCBS STATE PLAN OPTION DEFINlTlONS
For the purposes of Sections 520 through 528 of these rules, the following terms are used as defined below

GFAA1(7-1-19T

01. AssesshrentAgency.

Develoomental drsabllltles agencres ( DDA) as deﬁned in IDAPA

16.03.21, "Developmental Disabilities Agencies (DDA)."- FHT-1-19T

02. BaselireAnnual. A 5 el—p ' a
Every three hundred sixty- ﬁve ( 365) days, except durln,q a 1eap year whlch equals three

behaviorally-stated-terms
hundred sixty-six (366) days. FAAHT-1-1NT

03. EhitdCommunity. A siVatiral—integrated

13 s s itside of-thethome—sel F;; H)(7-1-19)T

04. FamilyDevelopmental Disabilities Agency (DDA). Fheparticipant-and—hisparentfs)ortegal
grardian F—1H(7-1-19)T
a. A type of developmental disabilities facility, as defined in Section 39-4604, Idaho Code, that is
non-residential and provides services on an outpatient basis; and (7-1-19)T
b. Certified by the Department to provide services to individuals with developmental disabilities; and
(7-1-19)T

C. A business entity, open for business to the general public. (7-1-19T

05. Family-Centered Planning Process. An participant individual-focused planning process directed
by the participant individual or the partieipant’s individual’s decision-making authority and facilitated by the paid or
non-paid plan developer. The family-centered planning team discusses the participant-s individual’s strengths, needs,
and preferences, including the peartieipants individual's safety and the safety of those around the pearticipant
individual. This discussion helps the perticipant individual or the per#eipants individual’s decision-making
authority make informed choices about the services and supports included on the plan of service. #++H7-1-19)T



06. Family-Centered Planning Team. The planning group who helps inform the participant
individual about available services and-supports in order to develop the partieipants individual’s plan of service.
This group includes, at a minimum, the ekifd-participant individual, the partieipant’s individual’s decision-making
authority, and the plan developer. If the participant individual is unable to attend the family-centered planning (FCP)
meeting, the Plan of Service must contain documentation to justify the partieipants individual’s absence. The family-
centered planning team must include people chosen by the partieipant individual and the family, or agreed upon by

the participant individual and the family as important to the process. F146)(7-1-19)T

07. IGEQ-B Home and Commumtv-Based Services State (HCBS) Plan Option. ftermediate-—care

The federal authority under Section 1915(i) of the Social Security Act

that allows a state to provide through a state plan amendment, medical assistance for home and community-based
services for elderly and individuals with disabilities, without determining that without the provision of services the

individuals would require institutional level of care. FA1H(1-1-19)T
08. Tndividuatized Family-Service Plan(HSP) Integration. An—+nitial-or-annuwal-pltan-of serviee for

' The process of promoting a llfestvle for 1nd1v1duals w1th developmental d1sab1]1t1es

that is as much as possible like that of other citizens of the community, including living in the community and having
access to community resources. A further goal of this process is to enhance the social image and personal competence
of individuals with developmental disabilities. F46)(1-1-19)T

09. Level of Support. The amount of services and supports necessary to allow the individual to live
independently and safely in the community. (7-1-11)

10. Medical, Social, and Developmental Assessment Summary. A form used by the Department or
its contractor to gather a partieipant-s individual's medical, social and developmental history and other summary
information. It is required for all par#eipant=s individual’s receiving home and community based services under a
plan of service. The information is used in the assessment and authorization of a partieipant-s individual's services.

GFA1(7-1-19T

11. Plan Developer. A paid or non-paid person who, under the direction of the partieipant individual
or the partieipant-s individual’s decision-making authority, is responsible for developing a single plan of service and
subsequent addenda. The plan of service pfa# must #het cover all services and supports identified during the family-
centered planning process and must meet the HCBS person-centered plan requirements as described in Section 317 of

these rules. F46)(1-1-19)T
12. Plan Monitor. A person who oversees the provision of services on a paid or non-paid basis and is
identified on the partieipant's individual’s person-centered plan of service. F146)(7-1-19)T

13. Plan of Service. An initial or annual plan of service, developed by the partieipant individual, the
partieipant-s individual’s decision-making authority, and the family-centered planning team, that identifies all
services and supports that were determined through a family-centered planning process. The plan development is
required in order to provide DD services to children from birth through seventeen (17) years of age. This plan must be

developed in accordance with Sections 316 and 317 of these rules. F46)(1-1-19)T
14. Practitioner of the Healing Arts, Licensed. A licensed physician, physician assistant, or nurse
practitioner. (7-1-11)

15. Prior Authorization (PA). A process for determining an peartieipantss individual's eligibility for
services and medical necessity prior to the delivery or payment of services as previded-by described in Sections 520
and through 528 of these rules. FHT-1-19T



16. Provider Status Review. The written documentation that identifies the participantss individual's
progress toward goals defined in the plan of service, and demonstrates the continued need for the service.

F—A—HT-1-1NT
17. Right Care. Accepted treatment for defined diagnosis, functional needs and abilities to achieve the

desired outcome. The right care is consistent with best practice and continuous quality improvement.
(7-1-11)
18. Right Place. Services delivered in the most integrated setting in which they normally occur, based
on the peartieipantss individual's choice to promote independence. FA1H(1-1-19)T
19. Right Price. The most integrated and least expensive services that are sufficiently intensive to
address the partieipant-s individual's needs. The amount is based on the individual's needs for services and supports
as identified in the assessment. FFHT-1-19T
20. Right Outcomes. Services based on assessed need that ensure the health and safety of the
participant individual and result in progress, maintenance, or delay or prevention of regression for the pearticipant
individual. F—A—HT-1-19T

21.

e PEFSORS A clopen dischilities For the purposes of these rules the Supervisor is the
1nd1v1dual resr)ons1ble for the suoerv1s1on of DDA staff as outlined in IDAPA 16.03.09, "Children's Habilitation

Intervention Services."- FHT-1-19T
22. Support Services. Services that provide supervision and assistance to an individual or facilitates
integration into the community. (7-1-19)T

522. CHIEDRENS DEVEL OPMENTALDISABHATY PRIOR AUTHORIZAHON AP ELIGIBIHATY
BE—EEIHE%‘}TION CHILDREN S DD HCBS STATE PLAN OPTION ELIGIBILITY DETERMINAT[ON

Prior to receiving Children's DD HCBS State Plan Option
services as described in Section 523 of these rules, the individual must be determined to have a developmental
disability in accordance with Section 66-402, Idaho Code. and Sections 500, 501, and 503 of these rules, and meet the

criteria to receive Home and Community-Based Services. Final determination of an individual's eligibility will be
made by the Department. FA—H(7-1-19T

01. bmm-l—Ehg%ﬁses-smem Developmental Dlsablllty Determlnatlon Feﬁ‘rew—apphfams—aﬁ

The DeDartment or 1ts contractor will determine 1f a ch1ld meets estabhshed

eemp{ete—appheaﬁeﬁ—lﬁ’—&ubﬁﬂﬁed-
criteria for a developmental disability by completing the following: F—1H(7-1-19)T
a. Documentation of an individual's developmental disability diagnosis, demonstrated by: (7-1-19)T
i A medical assessment that contains medical information that accurately reflects the current status
of the individual or establishes categorical eligibility in accordance with Section 66-402(5)(a). Idaho Code; or
(7-1-19)T
il. The results of psychometric testing, if eligibility for developmental disabilities services is based on

intellectual disability and there is no prior testing, or prior testing is inconclusive or invalid. Initial eligibility

determinations also require documentation of diagnosis for individuals whose eligibility is based on developmental
disabilities other than intellectual disability. (7-1-19T




b. An assessment of functional skills that reflects the individual's current functioning. The

Department, or its contractor, will administer a functional assessment for use in initial eligibility determination of
developmental disability eligibility. Annually, a new functional assessment may be required if the assessor

determines that additional documentation is necessary to determine the individual's level of care criteria and must be

completed sixty (60) calendar days before the expiration of the current plan of service. (7-1-19)T
C. Medical, Social, and Developmental Summary. (7-1-19)T

02. Aﬂﬂﬂﬂl—Ekgtbfhﬁ—Dem‘maﬂon Determmatlon for Chlldren s Home and Communltv Based
State Plan Ontlon Eligib - ety

& t g ¢ HPHeH-OF-SePviee The Det)artment or
its contractor w111 determlne 1f a chlld meets the estabhshed crlterla necessary to receive children's home and

community-based state plan option services by verifying: FFHT-1-19T
a e e et b aomlatan
individual is birth through seventeen ( 17) years of age; and (7-1-19)T

. . TR rminetio i The
individual has a develonmental drsabrhtv as deﬁned under Sectlons 500 501 and 503 these rules and Sectron 66 402,
Idaho Code. and have a demonstrated need for Children's HCBS state plan option services; and ~ #+4H7-1-19)T

C. The individual qualifies for Medicaid under an eligibility group who meets the needs-based criteria
of the 1915(1) benefit for Children with Developmental Disabilities and falls within the income requirements as
specified in Attachment 2.2-A of the Idaho State Plan under Title XIX. (7-1-19T

03. ity Individualized Budget Methodology. The

following four (4) categorles are usedwhen determmmg 1nd1v1duahzed budgets for children with developmental
disabilities: FHT-1-19T

Chlldren meetlng develonmental dlsablhtles crlterla . e Al 7-1-19)"1;

Gt H(7-1-19)T

GFChlldI'el’l Who quath based on funct10na1 11m1tat10ns when therr comn0s1te full scale standard score of less than

fifty (50); or FHT-1-19T

disabilities-other-then-intellectwal-disability C hrldren who have an overall standard score up to ﬁfty-three (53) when
combined with a maladaptive behavior score of greater than one (1) to less than two (2) standard deviations from the
mean. F1H(7-1-19)T

C. Children's DD - Level II1. (7-1-19T




i i.  Children who qualify based on functional limitations when their composite full-scale standard

score is less than fifty (50); and (7-1-19T
ii. Have an autism spectrum disorder diagnosis. (7-1-19)T
d. Children's DD - Level IV. Children who qualify based on maladaptive behaviors when their

maladaptive behavior score is two (2) standard deviations or greater from the mean. (7-1-19T

04. lGBéED—bevel—qf—Ga-re—Beteimﬂafhsn—fbih%ﬂhSeiﬂees Partlcmant Notlﬁcatlon 0f Budget

Amount.

The Denartment or 1ts contractor not1ﬁes each 1nd1V1dua1 of h1s set budget amount as Dart

See&eﬁé&l—ef—#tese—mies
of the eligibility determination process. The notification will include how the individual may appeal the set budget
amount. F11H(7-1-19)T

05.
Evaluatlon

toH Annual Re-

Ind1V1duahzed budgets w111 be re- evaluated annuallv At the request of the 1nd1v1dua1 the Department or 1ts

contractor, will also re-evaluate the set budget amount when there are documented changes that may support
placement in a different budget category as outlined in Subsection 522.03 of this rule. FAH(7-1-19T

523. RESERVED) CHILDREN'S DD HCBS STATE PLAN OPTION: COVERAGE AND
LIMITATIONS.
All children's home and community-based services must be identified on a plan of service developed by the family-

centered planning team. The following services must be prior authorized and are reimbursable when provided in
accordance with these rules. (7-1-19T

01. Respite. Respite provides supervision to the individual on an intermittent or short-term basis

because of the need for relief of the primary unpaid caregiver or in response to a family emergency or crisis. Respite
may be provided by a qualified agency provider (Developmental Disability Agency-DDA) or by an Independent

Respite Provider. An Independent Respite Provider may be a relative of the individual. Payment for respite is not
made for room and board. Respite may be provided in the individual's home, the private home of the Independent

Respite Provider, a DDA, or in the community. The following limitations apply: (7-1-19)T

a. Respite must not be provided on a continuous, long-term basis as a daily service that would enable

an unpaid caregiver to work. (7-1-19)T
b. Respite must only be offered to individuals living with an unpaid caregiver who requires relief.

(7-1-19)T

C. Respite cannot exceed fourteen (14) consecutive days. (7-1-19T

d. Respite must not be provided at the same time other Medicaid services are being provided with the

exception of when an unpaid caregiver is receiving Family Education. (7-1-19T

€. The respite provider must not use restraints on participants, other than physical restraints in the case

of an emergency. Physical restraints may be used in an emergency to prevent injury to the participant or others and

must be documented in the participant's record. (7-1-19)T

f. When respite is provided as group Respite, the following applies: (7-1-19T

i When group respite is center-based, there must be a minimum of one (1) qualified staff providing

direct services to every two (2) to six (6) participants. As the number and severity of the participants with functional
impairments or behavioral needs increase, the staff-to-participant ratio must be adjusted accordingly. (7-1-19)T

il. When group respite is community-based, there must be a minimum of one (1) qualified staff



providing direct services to two (2) or three (3) participants. As the number and severity of the participants with
functional impairments or behavioral needs increase, the staff-to-participant ratio must be adjusted accordingly.

(7-1-19)T
g. Respite cannot be provided as center-based by an Independent Respite Provider. An Independent
Respite Provider may only provide group respite when the following are met: (7-1-19)T
i The Independent Respite Provider is a relative; and (7-1-19)T
ii. Is delivering Respite to no more than three (3) eligible siblings; and (7-1-19)T
iii. The service is delivered in the home of the participants or the Independent Respite Provider.
(7-1-19T
02. Community-Based Supports. Community-based supports provides assistance to an individual

with a disability by facilitating the individual's independence and integration into the community. This service

provides an opportunity for individuals to explore their interests, practice skills learned in other therapeutic
environments, and learn through interactions in typical community activities. Integration into the community enables
individuals to expand their skills related to activities of daily living and reinforces skills to achieve or maintain
mobility, sensory-motor, communication, socialization, personal care, relationship building, and participation in

leisure and community activities. Community-based supports must: (7-1-19)T
a. Not supplant services provided in school or therapy, or supplant the role of the primary caregiver:;

(7-1-19)T

b. Ensure the individual is involved in age-appropriate activities in environments typical peers access

according to the ability of the individual; and (7-1-19T

C. Have a minimum of one (1) qualified staff providing direct services to two (2) or three (3)
participants when provided as group community-based supports. As the number and severity of the participants with
functional impairments or behavioral needs increase, the staff participant ratio must be adjusted accordingly.

(7-1-19)T

03. Family Education. Family education is professional assistance to family members, or others, who
participate in caring for the eligible individual to help them better meet the needs of the individual. It offers education
that is specific to the individual needs of the family and individual as identified on the plan of service. Family
education is delivered to families, or others, who participate in caring for the eligible individual to provide an
orientation to developmental disabilities and to educate families on generalized strategies for behavioral modification

and intervention techniques specific to the individual's diagnoses. (7-1-19T

a. Family education providers must maintain documentation of the training in the individual's record

including the provision of activities outlined in the plan of service. (7-1-19T
b. Family education may be provided in a group setting not to exceed five (5) individuals' families.

(7-1-19)T

04. i i i FDCS). Families of individuals eligible for the

children's home and communlty—based state plan option may choose to direct their individualized budget rather than
receive the traditional services described in Subsections 523.01 through 523.04 of this rule when the individual lives
at home with his parent or legal guardian. All services provided under FDCS option must be delivered on a one-to-

one basis, must be identified on a plan of service developed by the family-centered planning team, and must be prior
authorized. The requirements for this option are outlined in Subsections 520 through 522, 524.01-03, 523.06, 524.07-

10, 525.01, and 528, of these rules, and IDAPA 16.03.13. "Consumer-Directed Services." (7-1-19)T
05. Limitations. (7-1-19)T

a. HCBS state plan option services are limited by the participant's individualized budget amount.



(7-1-19T

b. Services offered in IDAPA 16.03.09, "Medicaid Basic Plan Benefits." may not be authorized under
these rules. (7-1-19T
C. Duplication of services cannot be provided. Services are considered duplicate when: (7-1-19T
i. An adaptive equipment and support service address the same goal; (7-1-19)T
il. Multiple adaptive equipment items address the same goal; (7-1-19T
iii. Goals are not separate and unique to each service provided; or (7-1-19T
iv. When more than one (1) service is provided at the same time, unless otherwise authorized.
(7-1-19)T
d. For the children's HCBS state plan option services listed in Subsections 523.01, 523.02, and 523.03
of this rule. the following are excluded for Medicaid payment: (7-1-19)T
i Vocational services; (7-1-19)T
il. Educational services; and (7-1-19T
ili. Recreational services. (7-1-19T

06. HCBS Compliance. Providers of children's developmental disability services are responsible for
ensuring that they meet the setting quality requirements described in Section 313 of these rules, as applicable, and

must comply with associated Department quality assurance activities. The Department may take enforcement actions
as described in IDAPA 16.03.09, "Medicaid Basic Plan Benefits," Section 205, if the provider fails to comply with
any term or provision of the provider agreement, or any applicable state or federal regulation. (7-1-19T

524.

In collaboratlon W1th the Dartlcmant the Department must ensure that

the individual has one (1) plan of service. Th1s plan of service is developed within the individualized participant
budget referred to in Section 522 of these rules and must identify all services. The plan of service must identify
services and supports if available outside of Medicaid-funded services that can help the individual meet desired goals.
Paid plan development must be provided by the Department ,or its contractor, in accordance with Section 316 of

these rules. F46)(1-1-19)T
01

s History and thswal
A0 o) A A

m%es—aﬁd Prlor to the develonment of the Dlan of service, the nlan developer must obtam a current h1storV and

physical completed by a practitioner of the healing arts. This is required at least annually or more frequently as
determined by the practitioner. For participants in Healthy Connections, the Healthy Connections physician may

conduct the history and physical and refer the participant for other evaluations. FHT-1-19T

02. Gk-t-ldren—s—BB—Wa-wer—Sawees Plan of Service Development. Children'sPD-waiver-services—as
deseribed— o ; tttes The plan of service must be developed with the child participant,
the partlcrpant's decmon maklng authorlty, and facilitated by the Department, or its designee. If the participant is
unable to attend the family-centered planning (FCP) meeting, the Plan of Service must contain documentation to
justify the participant's absence. With the decision-making authority's consent, the family-centered planning team
may include other family members or individuals who are significant to the participant. F11H(1-1-19)T

03. Requirements for Collaboration. Providers of home and community-based services must
coordinate with the family-centered planning team as specified on the plan of service. (7-1-19T



04. Plan Monitoring. The family-centered planning team must identify the frequency of monitoring,
which must be at least every six (6) months and document the plan monitor's name along with the monitoring

frequency on the plan. The plan developer is considered the plan monitor and must meet face-to-face with the
participant and the participant's decision-making authority at least annually. Plan monitoring includes reviewing the
plan of service with the participant and the participant's decision-making authority to identify the current status of

programs, identifying any barriers to services, and making changes to the plan of service if needed. (7-1-19)T
05. Provider Status Reviews. The service providers identified in Subsection 523.03 of these rules

must report the participant's progress toward goals to the plan monitor. The provider must complete a six (6) month

and annual provider status review. The six (6) month status review must be submitted thirty (30) days prior to the six

(6) month date listed on the plan of service and provider status review must be submitted to the plan monitor forty-

five (45) calendar days prior to the expiration of the existing plan of service. (7-1-19)
06. Addendum to the Plan of Service. A plan of service may be adjusted during the year with an

addendum to the plan and these adjustments must be based on changes in a participant's need and requested by the

parent/decision-making authority. Adjustment of the plan of service requires the decision-making authority's
signature and prior authorization by the Department. The Department will distribute the addendum to the providers

involved in the addendum's implementation. Upon receipt by the provider, the addendum must be reviewed, signed,

and returned to the Department, with a copy maintained in the participant's record. (7-1-19T
07. Annual Reauthorization of Services. A participant's plan of service must be reauthorized
annually. The Department must review and authorize the new plan of service prior to the expiration of the current
plan. (7-1-19T
08. Annual Eligibility Determination Results. An annual determination must be completed in
accordance with Section 522 of these rules. (7-1-19T

09. Adjustments to the Annual Budget and Services. The annual budget may be adjusted when there

are documented changes that may support placement in a different budget category as identified in Section 522 of
these rules. Services may be adjusted at any time during the plan year. (7-1-19T

10. Reapplication After a Lapse in Service. For participants who are re-applying for service, the
assessor must evaluate whether assessments are current and accurately describe the status of the participant.

(7-1-19T

525.

(7—%—4—6)17 1- 19)
01. Ehgtbt-h-ty—Betawn#aﬁm—Boemfenfaﬁon Regulrements for Prior Authorization. Ehgf-bi—l-l—ty

m%es Prlor Authonzatlon is to ensure the provision of the right care, in the right place, at the right price, and w1th the
right outcomes in order to enhance health and safety, and to promote individuals' rights. self-determination, and
independence. Prior authorization is intended to help ensure the provision of necessary and appropriate services and
supports. Services are reimbursable if they are identified on the authorized plan of service and are consistent with
rules for HCBS as described in Sections 310 through 313 and 316 and 317 of these rules, and for the specific services
included on the plan. Delivery of each service identified on the plan of service cannot be initiated until the plan has

been signed by the parent or individual's decision-making authority, the provider agency responsible for service
provision, and has been authorized by the Department. F11H(1-1-19)T

02. Htstow—a-nd—llhysfea{ Regulrements for Superwsmn A—&uﬁeﬂf—kiﬁ@iﬂ*aﬁd—phyﬁf‘dl—eﬁiﬂpl&fedﬂéy

All DDA support services must be Drov1ded under supervision.

a—nd—mayﬂdeféi%eﬁa%&apaﬁtj%ﬁafk%ﬂ}uaﬂens—
The supervisor must meet the qualifications as outlined in IDAPA 16.03.09, “Medicaid Basic Plan Benefits,” Section



575, "Children's Habilitation Intervention Services”. The observation and review of the direct services performed by

all staff on at least a monthly basis, or more often as necessary, to ensure staff demonstrate the necessary skills to
correctly provide the services as defined in this rule set. F1(7-1-19)T

03. Bwetp%uw—é‘peetﬁeﬁ‘lssemmﬁs Re uirements for uallt Assurance Par&apa%ts—muﬁ—be

Provrders of chlldren S home and commumtv based state Dlan 0‘[)t101’1 services must
demonstrate high quality of services through an internal quality assurance review process. FAH(7-1-19)T

04. Addt&mml—bffbrmaﬁon General Regulrements for Program Documentatlon G&fker

7 heh : The provrder must mamtam records for each part1c1p_ant
served Each Dartlcmant s record must mclude documentation of the participant's involvement in and response to the

services provided. Program documentation must be maintained by the independent provider or DDA in accordance
with IDAPA 16.05.07, “Investigation and Enforcement of Fraud, Abuse, and Misconduct,” Section 101. Failure to

maintain such documentation will result in the recoupment of funds paid for undocumented services. For each

participant, the following program documentation is required: FA4H(1-1-19)T
a. Date and time of visit; (7-1-19)T
b. Support services provided during the visit; (7-1-19)T
C. A statement of the participant's response to the service; (7-1-19)T
d. Length of visit, including time in and time out; (7-1-19)T
€. Location of service; and (7-1-19)T
f. Signature of the individual providing the service and date signed. (7-1-19)T

05. Community-Based Supports Documentation. In addition to the general requirements listed in
Subsection 525.04 of this rule, the supervrsor must complete at a minimum, six (6) month and annual provider status

reviews for community-based support services provided. These provider status reviews must be completed more

frequently when required on the plan of service and must: (7-1-19)T

06. Family Education Documentation. In addition to the general requirements listed in Subsection
525.04 of this rule, the DDA must survey the parent or legal guardian's satisfaction of the service immediately
following a family education session. (7-1-19)T
526.

SERHGE—PRGGESS HILDREN S DD HCBS STATE PLAN OPTION PROVIDER QUALIFICATION
AND DUTIES

gea-ls All DrOVIders of HCBS state Dlan option services must have a Vahd provrder agreement wrth the Department
Performance under this agreement will be monitored by the Department. F11H(1-1-19)T




independent respite provider is an individual who has entered into a provider agreement with the Department.

Providers of respite must meet the following minimum qualifications: F146)(7-1-19)T

1 3 it ; Servi A feipet: Must be at least e1ghteen ( 18) Vears of age
and be a hlgh school graduate, or have a GED to act as an Independent Respite Provider; and F446)(7-1-19)T

Meet the qualifications prescribed for the type of services to be rendered. or must be an individual

selected by the participant, the family, or the participant's guardian; (7-1-19)T
d. Have received instructions in the needs of the participant who will be provided the service;

(7-1-19)T

€. Demonstrate the ability to provide services according to a plan of service; (7-1-19)T

f. Must satisfactorily complete a criminal history background check in accordance with IDAPA

16.05. 06= "Criminal History and Background Checks."; and (7-1-19T

g. When employed by a DDA, must be certified in CPR and first aid in accordance with the general

training requirements under IDAPA 16.03.21, "Developmental Disabilities Agencies (DDA)." Independent respite

providers must be certified in CPR and first aid prior to delivering services and must maintain current certification
thereafter. (7-1-19T

02. Plaﬁ—qFSa%ee—Bevelopmen-t Communltv Based Sum)ort %e—pla—n—ef—sﬁ%ee—mth—meef—t-ke

must be nrov1ded bV an a,qencv certlﬁed as a DDA w1th staff who are canable of supervising the direct services

provided. Providers of community-based supports must meet the following minimum qualifications:
F446)(7-1-19)T

C. Have received instructions in the needs of the participant who will be provided the service;
(7-1-19)T
d. Demonstrate the ability to provide services according to a plan of service; (7-1-19T
€. Must _have six (6) months supervised experience working with children with developmental
disabilities. This can be achieved in the following ways: (7-1-19)T
i Have previous work experience gained through paid employment, university practicum experience,

or internship; or (7-1-19T



ii. Have on-the-job supervised experience gained through employment at a DDA with increased
supervision. Experience is gained by completing at least six (6) hours of job shadowing prior to the delivery of direct

support services, and a minimum of weekly face-to-face supervision with the supervisor for a period of six (6)

months while delivering services. (7-1-19T
iii. For individuals providing community-based supports to children birth to age three (3), the six (6)
months of documented experience must be with infants, toddlers, or children birth to age three (3) years of age with
developmental delays or disabilities. (7-1-19T
f. Must complete competency coursework approved by the Department to demonstrate competencies
related to the requirements to provide community-based supports. (7-1-19T

03. No-Duplieation-of-Services Family Education.
‘ iees- Family Education can be provided by an agency certified as a DDA or an individual who

holds an Independent Habilitation Intervention Provider agreement with the Department in one (1) of the following:

Providers of Family Education must meet one (1) of the following minimum qualifications: F11H(7-1-19)T

Must meet the qualifications of an Intervention Specialist as defined in IDAPA 16.03.09.
“Med1ca1d Basic Plan Benefits,” Subsection 575.03; or

(7-1-19)T
b. Meet the minimum qualifications of an Intervention Professional as defined in IDAPA 16.03.09,
“Medicaid Basic Plan Benefits,” Subsection 575.04: or (7-1-19T

Meet the minimum qualifications to prov1de services under a Department-approved Evidence-
Based Model (EBM) Intervention Specialist, as outlined in IDAPA 16.03.09, “Medicaid Basic Plan Benefits,”

Subsection 575.06; or (7-1-19T
d. Meet the minimum qualification to provide services under a Department-approved Evidence-Based

Model (EBM) Intervention Professional, as outlined in IDAPA 16.03.09, “Medicaid Basic Plan Benefits.,” Subsection

575.07. (7-1-19T







on a fee for—serv1ce ba51s for services 1dent1ﬁed on the pamcmants plan of service and within_the participant's
individualized budget. The Department will monitor the budget setting methodology on an ongoing basis to ensure
that participant needs are accurately reflected in the methodology. F11H(7-1-19)T

01. btdt-wduahzed—BudgeHleﬁk.mloga Relmbursement
Hing—iH 5 : fes: The statewide reimbursement

rate for chlldrens HCBS state plan opnon services hsted in Subsectlons 523 01 through 523.04 of these rules was
derived by using Bureau of Labor Statistics mean wage for the direct care staff providing the service. adjusted for
employment-related expenditures, program-related costs, and general and administrative costs based on a cost survey
as described in Subsection 527.02 of this rule. Reimbursement rates are set at a percentage of the statewide target
reimbursement rate. The Department will take into consideration the factors of efficiency. economy, quality of care,

and access to care when determining rates. FA—H7-1-19T




02. Pmﬂetpmrt—Noﬁﬁea-&we—qf—B-udgehﬂwmﬁ Cost Survey -Pke—Bep&FHﬁem—neﬁﬁes—eae%

from a statlstlcally appropriate number of prov1der association representatives in order to obtain cost data for
employment-related expenditures, program-related costs, and general and administrative costs. K 7-1-19)T

payment w111 be submrtted on clarm forms provrded or pproved by the Department. Billing instructions will be

provided by the Department. F143(1-1-19)T
04. Rates. The reimbursement rates calculated for children's HCBS include both services and mileage.

No separate charges for mileage will be paid by the Department for provider transportation to and from the
participant's home or other service delivery location when the participant is not being provided transportation.

(7-1-19)T

£S CHILDREN'S DD HCBS
STATE PLAN OPTION DEPARTMENT'S OUALITY ASSURANCE AND IMPROVEMENT PROCESSES.

Quality assurance activities will include the observation of service delivery with individuals, review of participant
records, and complete satisfaction interviews. All providers of support services must grant the Department immediate
access to all information required to review compliance with these rules. (7-1-19T

5 5 1 é The Department w1ll
conduct qualrtv assurance by collaboratlng W1th Drovrders to complete audrts and revrews to ensure compliance with
the Department's rules and regulations. These findings may lead to quality improvement activities to enhance
provider processes and outcomes for the child. If problems are identified that impact health and safety or are not
resolved through quality improvement activities, implementation of a corrective action process may occur.

FA—tH(T-1-19)T

Department workmg Wlth the prov1der to resolve 1dent1ﬁed issues and enhance services prov1ded. Quality

improvement activities must include: F1H(7-1-19)T
a. Consultation; (7-1-19T
b. Technical assistance and recommendations; or (7-1-19)T
C. Corrective Action. (7-1-19)T

Correctrve actron is a formal process used by the Deoartment to address

significant, ongoing, or unresolved deﬁ01ent practice identified during the review process. Corrective action, as
outlined in the Department's Corrective Action Plan Process, includes: FHT-1-19T




a. Issuance of a corrective action plan; 7-1-19)T

b. Referral to Medicaid Program Integrity Unit: or 7-1-19)T

Action against a provider agreement. 7-1-19)T
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