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Levels of Care in Approved Waiver
HOSP.





V.
Annual Number of Section 1915(c) Waiver Recipients
A.
HCFA approved Section 1915(c) waiver services recipients

(Specify each service as in the approved waiver.)

A.1.
Case Management

         1,212



A.2.
Companion   

              25






A.3.
Personal Care II 

            119






A.4.
Medicaid Nursing Service

               0






A.5.
Home Delivered Meals

            195






A.6.
Foster Care

                0






A.7.
Attendant Care

              34






A.8.
Personal Care I

            110





A.9.
Environmental Modification

             69





A.10.
Prescription Drugs

            920






A.11.
Limited Incontinence Supplies

______165






A.12.
Nutritional Supplement

_____ 873






B.1.
Total unduplicated Section 1915(c) waiver

         1,212






recipients (Actual Factor C value(s))


a.  Deinstitutionalized waiver recipients







b.  Diverted waiver recipients







VI.
Annual Section 1915(c) Waiver Expenditures
A.
Total HCFA approved Section 1915(c) waiver services expenditures

(Specify each service as in the approved

$_______

$

$

waiver.)

A.1.
Case Management

$   458,035

$

$

A.2.
Companion   (10/1/99) 

$     42,685




A.3.
Personal Care II 

$   442,138

$

$


A.4.
Medicaid Nursing Service

$            0



$

A.5.
Home Delivered Meals

$   190,841

$

$

A.6.
Foster Care

$             0

$

$

A.7.
Attendant Care

$   139,182

$

$

A.8.
Personal Care I

$   176,137






A.9.
Environmental Modification

$     48,690

$

$


A.10.
Prescription Drugs

$1,452,492

$

$

A.11.
Limited Incontinence Supplies

$   102,477





A.12.
Nutritional Supplement

$   656,957

$

$

B.1.
Average per capita Section 1915(c)



waiver services expenditures (Actual

Factor D value/s)

$       

$

$
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III.
Average per capita annual expenditure for all other 

Medicaid services to waiver individuals (Actual Factor D'

values)
$    14,706

$

$

IV.
1915(c) Waiver Cost-Neutrality Formula (D + D'  G + G')

 $_______+ $10,159        (   $14,706       + $16,217__    

  $                 (  _30,923_  
*If D + D' > G + G', attach an explanation with documentation to support revision of G + G'

V.
Other Required Data
A.
Total days of waivered coverage:
390,874  

              

              

Average length of stay under waiver coverage

















B.
Attach a lag report for the previous year of this waiver (including renewals and replacements) or a detailed explanation of why there is no lag data.  If this is a complete initial report, you may eliminate the need for a lag report. (Does not apply to reports for the first year of a new waiver.)  It is important to note that failure to submit timely HCFA-372 reports can result in a delay in approval of a State's amendment or renewal request.

C.
Impact of the waiver on the health and welfare of the individuals.

Assurances:  (Please check)

\ √\  1. All provider standards and health and welfare safeguards have been met and corrective actions have been taken where appropriate.

 \ √\  2.  All providers of waiver services were properly trained, supervised, and certified and/or licensed, and corrective actions have been taken where appropriate.

Documentation:  (Please check and attach)

\ √\ 3.   Attached is a brief description of the process for monitoring the safeguards and standards under the waiver.

Findings of Monitoring:  (Please check and attach documentation if appropriate).

\  \  4.
No deficiencies were detected during the monitoring process; or

 
\ √\  5.
Deficiencies were detected.  Attached is a summary of the significant areas where deficiencies were detected, (Note:  Individual reports or assessment forms for waiver individuals and/or providers disclosing deficiencies and which document the summary are not necessary); and

\ √\  6.  Attached is an explanation of how these deficiencies have been, or are being corrected.
Certification:      I, executive officer of the State agency, do certify that the information shown on the Form HCFA 372 is correct to the best of my knowledge and belief.

Signed:




Title:

Director

Date:




Contact Person:
Roy Smith


Telephone Number: 803-898-2590


Rev.
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