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Application for a 81915(c) Home and Community-

Based ServicesWaiver

PURPOSE OF THE HCBSWAIVER PROGRAM

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

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

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

WENWE]

1. Major Changes

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

* Quality Performance Measure updates

* Updated rates and language in Appendix J

* Updated language in Appendix |

* Removed age limit from eligibility

* Created consolidated Nursing Service to allow more flexibility in service coverage
* |ncreased reserved capacity numbers

* Allowed non-legally responsible persons to provide self-directed services

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

1. Request Information (1 of 3)

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

Head and Spinal Cord Injury (HASCI) Waiver
C. Type of Request: renewal

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

O 3years ® Syears

Original Base Waiver Number: SC.0284
Draft ID: SC.009.06.00
D. Type of Waiver (select only one):
\Regular Waiver |
E. Proposed Effective Date: (mm/ddlyy)
o7/01/23 |
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PRA Disclosur e Statement

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

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

1. Request I nformation (2 of 3)

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

[ Hospital
Select applicable level of care
O Hospital asdefined in 42 CFR §440.10

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

o Inpatient psychiatric facility for individuals age 21 and under as provided in42 CFR 8440.160
Nursing Facility
Select applicable level of care
® Nursing Facility asdefined in 42 CFR ??440.40 and 42 CFR ??440.155

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

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

Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/I1D) (asdefined in 42 CFR
§440.150)
If applicable, specify whether the state additionally limits the waiver to subcategories of the ICH/IID level of care:
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1. Request I nformation (3 of 3)

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

® Not applicable

O Applicable
Check the applicable authority or authorities:

[] Services furnished under the provisions of §1915(a)(1)(a) of the Act and described in Appendix |

[ Waiver (s) authorized under §1915(b) of the Act.
Specify the §1915(b) waiver program and indicate whether a §1915(b) waiver application has been submitted or
previously approved:

Specify the §1915(b) authorities under which this program oper ates (check each that applies):
[] 81915(b)(1) (mandated enrollment to managed car€)
[ §1915(b)(2) (central broker)
[] §1915(b)(3) (employ cost savingsto furnish additional services)
[] §1915(b)(4) (selective contracting/limit number of providers)

[] A program operated under §1932(a) of the Act.
Specify the nature of the state plan benefit and indicate whether the state plan amendment has been submitted or
previously approved:

[] A program authorized under §1915(i) of the Act.
HPN program authorized under 81915(j) of the Act.

HPN program authorized under 81115 of the Act.
Fecify the program:

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

Thiswaiver provides servicesfor individualswho are eligible for both Medicare and Medicaid.

2. Brief Waiver Description

Brief Waiver Description. In one page or less, briefly describe the purpose of the waiver, including its goals, objectives,
organizational structure (e.g., the roles of state, local and other entities), and service delivery methods.
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The Head and Spinal Cord Injury Waiver serves persons with traumatic brain injury, spinal cord injury, or both, or asimilar
disability not associated with the process of a progressive degenerative illness, disease, dementia or a neurological disorder
related to aging. The services offered in this waiver are meant to prevent and/or delay institutionalization in anursing home or
ICH/IID. All participants must meet either the Nursing Facility Level of Care or the ICF/1ID Level of Care criteria.

The South Carolina Department of Health and Human Services (DHHS) has administrative authority over thiswaiver. The South
Carolina Department of Disabilities and Special Needs (DDSN) operates the waiver under administrative and service contracts
with DHHS. DDSN utilizes an organized health care delivery system that includes both county disability and special needs
boards as well as private providers. Servicesin thiswaiver are provided at the local level mainly through atraditional service
delivery system. Thiswaiver also has a participant-directed attendant care service. DDSN is responsible for ensuring that waiver
participants are aware of their options for receiving services both through this waiver and outside of it.

3. Components of the Waiver Request

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

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

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

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

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

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

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

O No. Thiswaiver does not provide participant direction opportunities. Appendix E is not required.

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

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

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

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

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

4. Waiver (s) Requested

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

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

O Not Applicable
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©No

O ves
C. Statewideness. Indicate whether the state requests awaiver of the statewideness requirementsin §1902(a)(1) of the Act
(select one):

©No

O ves
If yes, specify the waiver of statewideness that is requested (check each that applies):

[] Geographic Limitation. A waiver of statewidenessis regquested in order to furnish services under this waiver
only to individuals who reside in the following geographic areas or political subdivisions of the state.
Fecify the areas to which thiswaiver applies and, as applicable, the phase-in schedule of the waiver by
geographic area:

[] Limited Implementation of Participant-Direction. A waiver of statewideness is requested in order to make
participant-direction of services as specified in Appendix E available only to individuals who reside in the
following geographic areas or political subdivisions of the state. Participants who reside in these areas may elect
to direct their services as provided by the state or receive comparabl e services through the service delivery
methods that are in effect elsewhere in the state.

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

5. Assurances

In accordance with 42 CFR 8441.302, the state provides the following assurancesto CM S:

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

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

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

3. Assurance that al facilities subject to §1616(e) of the Act where home and community-based waiver services are
provided comply with the applicable state standards for board and care facilities as specified in Appendix C.

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

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

D. Choice of Alternatives: The state assures that when an individual is determined to be likely to require the level of care
specified for thiswaiver and isin atarget group specified in Appendix B, theindividual (or, legal representative, if
applicable) is:
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1. Informed of any feasible alternatives under the waiver; and,

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

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

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

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

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

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

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

6. Additional Requirements

Note: Item 6-I must be completed.

A. Service Plan. In accordance with 42 CFR 8441.301(b)(2)(i), a participant-centered service plan (of care) is devel oped for
each participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to the
service plan. The service plan describes: (a) the waiver services that are furnished to the participant, their projected
frequency and the type of provider that furnishes each service and (b) the other services (regardless of funding source,
including state plan services) and informal supports that complement waiver services in meeting the needs of the
participant. The service plan is subject to the approval of the Medicaid agency. Federal financial participation (FFP) is not
claimed for waiver services furnished prior to the development of the service plan or for services that are not included in
the service plan.

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

C. Room and Board. In accordance with 42 CFR 8441.310(a)(2), FFP is not claimed for the cost of room and board except
when: (a) provided as part of respite servicesin afacility approved by the state that is not a private residence or (b)
claimed as a portion of the rent and food that may be reasonably attributed to an unrelated caregiver who resides in the
same household as the participant, as provided in Appendix I.

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

E. Free Choice of Provider. In accordance with 42 CFR §431.151, a participant may select any willing and qualified
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provider to furnish waiver servicesincluded in the service plan unless the state has received approval to limit the number
of providers under the provisions of §1915(b) or ancther provision of the Act.

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

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

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

|. Public Input. Describe how the state secures public input into the devel opment of the waiver:

Please see section B. Optional

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

K. Limited English Proficient Persons. The state assures that it provides meaningful access to waiver services by Limited
English Proficient persons in accordance with: (a) Presidential Executive Order 13166 of August 11, 2000 (65 FR 50121)
and (b) Department of Health and Human Services "Guidance to Federal Financial Assistance Recipients Regarding Title
V1 Prohibition Against National Origin Discrimination Affecting Limited English Proficient Persons’ (68 FR 47311 -
August 8, 2003). Appendix B describes how the state assures meaningful access to waiver services by Limited English
Proficient persons.

7. Contact Person(s)

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

Last Name:

IAIewi ne |
First Name:

[Margaret |
Title:

[chief of Policy
Agency:
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|SC Department of Health and Human Services I

Address:
[PO Box 8206 |
Address 2:
I I
City:
|COI umbia
State: South Carolina
Zip:
29201
Phone:
[(803) 898-0047 | Ext] |1 rrv
Fax:
[(803) 255-8204 |
E-mail:

|M argaret.Alewine@scdhhs.gov

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

Last Name:

[Ritter |
First Name:

[Melissa |
Title:

|Director, Head and Spinal Cord Injury Division I
Agency:

[SC Department of Disabilities and Special Needs |
Address:

[PO Box 4706 |
Address 2:

[Harden st. Ext. I
City:

|COI umbia
State: South Carolina
Zip:

29240
Phone:

[(03) 8985120 | Ext] |1 v
Fax:

[(803) 898-9653 |
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Application for 1915(c) HCBS Waiver: Draft SC.009.06.00 - Jul 01, 2023 Page 9 of 254

E-mail:

|M Ritter@ddsn.sc.gov

8. Authorizing Signature

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

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

Signature:

State Medicaid Director or Designee

Submission Date:

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

Last Name:

|Kerr |
First Name:

|R0bert |
Title:

|Director I
Agency:

[scDHHS |
Address:

[1801 Main st |
Address 2:

I I
City:

|Co| umbia |
State: South Carolina
Zip:

[29102 |
Phone:

[(803) 898-2504 | Ext: | |0 Ty
Fax:

I I
E-mail:

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

[ Replacing an approved waiver with thiswaiver.

[ Combining waivers.

[] Splitting one waiver into two waivers.

[] Eliminating a service.

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

Adding or decreasing limitsto a service or a set of services, as specified in Appendix C.

[] Reducing the unduplicated count of participants (Factor C).

[] Adding new, or decreasing, a limitation on the number of participants served at any point in time.

[ Making any changesthat could result in some participantslosing eligibility or being transferred to another waiver
under 1915(c) or another Medicaid authority.

[] Making any changesthat could result in reduced servicesto participants.

Specify the transition plan for the waiver:

* Updated definition of Nursing to allow more flexibility in service coverage.

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

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

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

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

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

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

The State assures that this waiver renewal will be subject to any provisions or requirements
included in the State's most recent and/or approved home and community-based settings Statewide
Transition Plan. The State will implement any required changes

by the end of the transition period as outlined in the home and community-based settings Statewide
Transition Plan.

Additional Needed Information (Optional)

Provide additional needed information for the waiver (optional):
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I-2 A Continuation:
The rates for Nursing are taken directly from the State Plan service rates for the 21 and under popul ation.

Prospective payment system rates for the HASCI waiver are included as appendices in the contracts signed by SCDDSN and
other CLTC providers rendering services. SCDDSN includes the schedule of servicesin their provider service portal.

Participants are notified of rate changes by their case managers as appropriate. Participants registering to be included on the
SCDHHS provider distribution list receive alerts and bulletins via email.

Funds from the ARP Act, Section 9817 will be temporarily utilized for activities approved in SCDHHS ARP spending plan.

PUBLIC SUMMARY

Summary of the Public Meetings and Comments for an amendment of the Medicaid Head and Spinal Cord Injury (HASCI)
Waiver Program

A summary of the HASCI amendment will be presented to Medical Care Advisory Committee (MCAC): February 14, 2023

A summary of the HASCI amendment will be presented to the South Carolina Human Services Provider Association

The South Carolina Department of Health and Human Services (SCDHHS) will hold two public webinars: February 14,2023-
February 21, 2023.

The webinars provided information about the Agency’ s intent to request an amendment of the HASCI home and community-
based waiver program and allowed an opportunity for the public to comment. The public was provided the proposed information
prior to the meetings and was posted online for public viewing and comment. Copies of the proposed waiver renewa document
were made available for public review at the following locations and websites:

SCDHHS front lobby at 1801 Main Street, Columbia, S.C.

All Healthy Connections Medicaid Community Long Term Care Area Offices SCDHHS website:
https://www.scdhhs.gov/public-notices

South Carolina Department of Disabilities and Special Needs website: www.ddsn.sc.gov Family Connection SC website:
www.familyconnectionsc.org

South Carolina Developmental Disabilities Council website: www.scddc.state.sc.us

SCDHHS Website--https://mwww.scdhhs.gov/service/wai ver-management-fiel d-management

The public was also provided the opportunity to submit comments through the mail at SCDHHS Office of Waiver and Facility
Services, P.O. Box 8206 Columbia, S.C. 29202-8206 and el ectronically to comments@scdhhs.gov.

Summary of all comments and clarifications from the public input period include the following: no comments were submitted.

Appendix A: Waiver Administration and Operation

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

O Thewaiver isoperated by the state Medicaid agency.

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

Specify the unit name;

(Do not complete item A-2)
O Another division/unit within the state M edicaid agency that is separate from the M edical Assistance Unit.

Specify the division/unit name. This includes administrations/divisions under the umbrella agency that has been
identified as the Single State Medicaid Agency.

(Complete item A-2-a).
® Thewaiver isoperated by a separate agency of the statethat isnot a division/unit of the Medicaid agency.

Specify the division/unit name:
The South Carolina Department of Disabilities and Special Needs

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

Appendix A: Waiver Administration and Operation

2. Oversight of Performance.

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

Asindicated in section 1 of thisappendix, the waiver isnot operated by another division/unit within the
State Medicaid agency. Thusthis section does not need to be completed.

b. Medicaid Agency Oversight of Operating Agency Performance. When the waiver is not operated by the
Medicaid agency, specify the functions that are expressly delegated through a memorandum of understanding
(MOU) or other written document, and indicate the frequency of review and update for that document. Specify the
methods that the Medicaid agency uses to ensure that the operating agency performs its assigned waiver
operational and administrative functions in accordance with waiver requirements. Also specify the frequency of
Medicaid agency assessment of operating agency performance:
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SCDHHS and SCDDSN have a service contract and an administrative agreement to ensure an understanding
between agencies regarding the operation and administration of the HASCI waiver. The administrative agreement
delineates the waiver will be operated by SCDDSN under the oversight of SCODHHS. The administrative contract
specifies the following:

* Purpose

* Scope of Services

* Fiscal Administration

» Terms and Conditions

 Appendices The administrative contract is renewed at |east every five (5) years and amended as needed.

SCDHHS and SCDDSN also have awaiver service contract to outline the requirements and responsibilities for
the provision of waiver services by the operating agency. The waiver service contract isrenewed at |least every
five (5) years and amended as needed. The waiver service contract includes the following:
* Definition of Terms
* Scope of Services
» SCDDSN Responsihilities
« Conditions for Reimbursement by SCDHHS
* Records and Audits
» Termination of Contract
 Appeals Procedures
« Covenants and Conditions
* Appendices SCDHHS utilizes various quality assurance methods to evaluate SCDDSN's compliance with the
administrative contract and
Medicaid waiver policy.

SCDHHS uses a CM S approved Quality Improvement Organization (QIO), quality assurance staff, and other
agency staff to continuously evaluate the SCDDSN's quality management processes to ensure compliance. The
following describes the roles of each entity: -CMS Approved QIO: Conducts validation reviews of a
representative sample of initial level of care determinations performed by SCDDSN. Reports are produced and
shared with SCDDSN, who is responsible for remedial actions as necessary within 45 days.

-SCDHHS QA staff: Conducts periodic quality assurance reviews. These reviews focus on the CM S quality
assurance indicators and performance measures. A report of findingsis provided to SCDDSN, who is required to
develop and implement aremediation plan, if applicable, within 45 days.

-SCDHHS QA staff: Utilizes other systems such as Medicaid Management Information Systems (MMIS) and
SAS Data Analytics to monitor quality and compliance with waiver standards. The use and results of these
discovery methods may require special focus reviews. In such instances, areport of findingsis provided to
SCDDSN for remediation purposes.

-Other SCDHHS staff: Conducts utilization reviews, investigate potential fraud, and other requested focused
reviews of the Operating Agency as warranted. A report of findingsis produced and provided to SCDDSN for
remedial action(s) as necessary. To ensure compliance of quality and general operating effectiveness, the State
will conduct areview of the Operating Agency(SCDDSN) at least annually. More frequent reviews may be
warranted as aresult of consumer complaints or identification of non-compliance by other means.

The annual review of the Operating Agency will include, but is not limited to, the following:

e walver performance measure results and outcomes of remediation

e contract deliverables

»  delegated waiver operation functions as outlined in the approved waiver application

e incident management and investigation results

« findings of audits, plans of correction, sanctions and actions that are pertinent to waiver operation
e Financia Division annual reports, special request audits, and fraudulent case investigations

* Rules, policies, procedures and information development governing the waiver program

e Additional delegated operational functions as outlined in section A-7

There will also be an established quarterly schedule of meetings with SCDDSN based on identified
topicsincluding review of performance measure results, incident management and investigation,

incident management audits, mortality reviews, and quality assurance functions.
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Appendix A: Waiver Administration and Operation

3. Use of Contracted Entities. Specify whether contracted entities perform waiver operational and administrative functions
on behalf of the Medicaid agency and/or the operating agency (if applicable) (select one):

® Yes. Contracted entities perform waiver operational and administrative functions on behalf of the Medicaid
agency and/or operating agency (if applicable).

Specify the types of contracted entities and briefly describe the functions that they perform. Complete Items A-5 and
A-6.

USC School of Medicine: Performs quality assurance of University Affiliated Program (UAP) activities supporting
self-directed or designated responsible party-directed attendant care services.

CMS-certified QIO: Performs quality assurance reviews of waiver services and providers.

FMS Provider: Verifies qualifications of and executes payment to self-directed attendant care and respite provider.

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

Appendix A: Waiver Administration and Operation

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

® Not applicable

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

[] L ocal/Regional non-state public agencies perform waiver operational and administrative functions at the local
or regional level. Thereis an interagency agreement or memorandum of under standing between the State

and these agencies that sets forth responsibilities and performance requirements for these agencies that is
available through the Medicaid agency.

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

[] L ocal/Regional non-gover nmental non-state entities conduct waiver operational and administrative functions
at the local or regional level. Thereisa contract between the Medicaid agency and/or the operating agency
(when authorized by the Medicaid agency) and each local/regional non-state entity that sets forth the
responsihilities and performance requirements of the local/regiona entity. The contract(s) under which private
entities conduct waiver operational functions are available to CM S upon request through the Medicaid agency or
the operating agency (if applicable).

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

Appendix A: Waiver Administration and Operation

5. Responsibility for Assessment of Performance of Contracted and/or L ocal/Regional Non-State Entities. Specify the

state agency or agencies responsible for assessing the performance of contracted and/or local/regional non-state entitiesin
conducting waiver operational and administrative functions:
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SCDDSN will assess the performance of its contracted local/regional non-state entities responsible for conducting waiver
operational functions and services. SCDDSN contracts with DSN Boards and other qualified/approved private providers
and the providers are assessed on a 24 month cycle. The current practice of QIO Reviews every 12-18 months will
continue, based on the provider’s prior performance. There is some lead time involved in the review scheduling,
therefore, this 24-month time frame will account for scheduling adjustments.

SCDHHS QA staff will conduct quarterly reviews of the waiver operational functions performed by SCDDSN and any of
its contracted local/regional non-state entities, in addition to assessing the performance of contracted entitiesin
conducting waiver administrative functions.

SCDHHS Quality Assurance (QA) staff will conduct quarterly reviews of waiver administrative functions performed by
the SCDHHS-contracted QIO.

Additionally, upon request, SCDHHS Medicaid Program Integrity also conducts provider reviews.

Appendix A: Waiver Administration and Operation

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

The administrative contract sets forth the operational agency responsibility for QA and the administering agency
oversight of the QA process.

SCDDSN will assess the performance of its contracted and local/regional non-state entities responsible for conducting
waiver operational functions. SCDDSN will contract with a Quality Improvement Organization (QIO) to assess the local
DSN Boards and other qualified providers on atwelve to eighteen month cycle depending on the provider's past
performance. The QIO will also conduct follow-up reviews of the local DSN Boards and other approved providers. A
comprehensive Report of Findings will be issued by the QIO to the local DSN Board provider/other approved providers
and to SCDDSN. SCDDSN will provide technical assistance to the local Boards/other approved providers. Accessto al
reviews and the Report of Findings are shared with SCDHHS within 45 days of completion. When necessary, SCDDSN
Central Office will also conduct reviews and provide technical assistance to the local DSN Boards, and provide SCOHHS
reports of such reviews and technical assistance upon completion.

SCDHHS will review SCDDSN Internal Audit Division annual reports, special request audits, and fraudulent case
investigations and request remedial action(s) as determined necessary.

SCDHHS will utilize: 1) a Quality Improvement Organization (QIO) to conduct reviews of a representative sample of
initial Level of Care Determinations performed by SCDDSN; 2) QA staff to conduct periodic quality assurance focus
reviews on the CM S quality assurance indicators and performance measures; and 3) other SCDHHS Staff to conduct
utilization reviews of SCDDSN/DSN Boards/qualified providers as warranted. SCDDSN is to take remedial actions
within 45 days upon receipt of the report of findings from SCDHHS.

SCDHHS will review SCDDSN Financial Division annual reports, special request audits, and fraudulent case
investigations and request remedial action(s) as determined necessary.

Appendix A: Waiver Administration and Operation

7. Distribution of Waiver Operational and Administrative Functions. In the following table, specify the entity or entities
that have responsibility for conducting each of the waiver operational and administrative functions listed (check each that
applies):

In accordance with 42 CFR 8431.10, when the Medicaid agency does not directly conduct afunction, it supervisesthe
performance of the function and establishes and/or approves policies that affect the function. All functions not performed
directly by the Medicaid agency must be delegated in writing and monitored by the Medicaid Agency. Note: More than
one box may be checked per item. Ensure that Medicaid is checked when the Sngle Sate Medicaid Agency (1) conducts
the function directly; (2) supervises the delegated function; and/or (3) establishes and/or approves policiesrelated to the
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function.
Function Medicaid Other State Operating Contrgcted
Agency Agency Entity

Participant waiver enrollment L]
Waiver enrollment managed against approved limits []
Waiver expenditures managed against approved levels L]
Level of careevaluation ]
Review of Participant service plans
Prior authorization of waiver services
Utilization management (]
Qualified provider enrollment L]
Execution of Medicaid provider agreements ] ]
Establishment of a statewide rate methodology L] L]
\I,Qv:ilcﬁ,erppcilggi,n?rocedures and information development governing the ]
Quality assurance and quality improvement activities

Appendix A: Waiver Administration and Operation

Quality Improvement: Administrative Authority of the Single State M edicaid

Agency

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States

methods for discovery and remediation.

a. Methodsfor Discovery: Administrative Authority

The Medicaid Agency retains ultimate administrative authority and responsibility for the operation of the waiver
program by exercising oversight of the performance of waiver functions by other state and local/regional non-state

agencies (if appropriate) and contracted entities.

i. Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance, complete
the following. Performance measures for administrative authority should not duplicate measures found in other
appendices of the waiver application. As necessary and applicable, performance measures should focus on:

= Uniformity of development/execution of provider agreements throughout all geographic areas covered by

the waiver

= Equitable distribution of waiver openingsin all geographic areas covered by the waiver
= Compliance with HCB settings requirements and other new regulatory components (for waiver actions

submitted on or after March 17, 2014)

Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze

and assess progress toward the performance measure. In this section provide information on the method by which
each source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions

drawn, and how recommendations are formulated, where appropriate.

Perfor mance M easur e

Based on SCDHHS QA review findings, number and percent of plans of correction (POC)
received from the operating agency within the required timeframe. Numerator — Number
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Number of POC requiring submission from the operating agency within therequired

timeframe.

Data Sour ce (Select one):
Other
If 'Other' is selected, specify:

SCDHHS Provider Compliance Reviews

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

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

Sampling Approach(check
each that applies):

State Medicaid L weekly [ 100% Review
Agency
[] Operating Agency [] Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =
95%,+-5 & 50/50
L other Annually [ stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

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

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

State Medicaid Agency [] Weekly
[ Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly

Page 17 of 254
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Responsible Party for data aggregation Frequency of data aggregation and

and analysis (check each that applies): analysis(check each that applies):
] Other
Specify:
Annually

[] Continuously and Ongoing

[ Other
Specify:

Performance Measure;

Poalicy changesrelated tothe HASCI waiver are approved by SCDHHS prior to
implementation. N = The number of waiver policy changes approved by SCDHHS prior to
implementation. D = The total number of changesimplemented.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Policy/M emo/Bulletin/etc.

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

02/01/2023



Application for 1915(c) HCBS Waiver: Draft SC.009.06.00 - Jul 01, 2023

[ Other
Specify:

Data Aggregation and Analysis:

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

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

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

[] Continuously and Ongoing

[ Other
Specify:

Page 19 of 254

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

b. Methods for Remediation/Fixing I ndividual Problems
i. Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on

the methods used by the state to document these items.

SCDHHS produces reports of findings based on reviews. These reports are shared with SCDDSN to address
identified issues as warranted through a remediation plan, which may include training, policy corrections, or
financial adjustments for Federal Financial Participation. The report of findings identifies issues such as untimely
level of care re-evaluations, incomplete service plans, and/or incorrect billings to Medicaid. SCDDSN is
responsible for developing and implementing remedial actions to prevent future occurrences of the same issues.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)
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. . .| Frequency of data aggregation and analysis
Responsible Party(check each that applies): (check each that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [ Monthly
[] Sub-State Entity [] Quarterly
[] Other

Specify:
[] Annually
Continuously and Ongoing
[ Other
Specify:
c. Timelines

When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Administrative Authority that are currently non-

operational.
® No

OYes

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

Appendix B: Participant Accessand Eligibility

B-1: Specification of the Waiver Target Group(s)

a. Target Group(s). Under the waiver of Section 1902(a)(10)(B) of the Act, the state limits waiver services to one or more
groups or subgroups of individuals. Please see the instruction manual for specifics regarding age limits. In accordance
with 42 CFR 8441.301(b)(6), select one or more waiver target groups, check each of the subgroups in the selected target
group(s) that may receive services under the waiver, and specify the minimum and maximum (if any) age of individuals

served in each subgroup:

Maximum Age
Target Group Included Target SubGroup Minimum Age Maximum Age |NoMaximum Age
Limit Limit
D Aged or Disabled, or Both - General
[] Aged []
L] Disabled (Physical)
L] Disabled (Other)
Aged or Disabled, or Both - Specific Recognized Subgroups
Brain Injury 0
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Maximum Age

Target Group Included Target SubGroup Minimum Age Maximum Age |NoMaximum Age
Limit Limit
] HIV/AIDS ]
L] Medically Fragile ]
] Technology Dependent []

Intellectual Disability or Developmental Disability, or Both

|:| IAutism D

] Developmental Disability ]

Intellectual Disability 0
[] Mental Iliness

|:| Mental |lIness D

|:| Serious Emotional Disturbance

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

Waiver services are limited to participants with traumatic brain injury, spinal cord injury or both or a similar disability
not associated with the process of a progressive, degenerative illness, disease, dementia, or a neurological disorder related
to aging, regardless of the age of onset where the individual:

1. Hasurgent circumstances affecting his’her health or functional status; and,

2. Is dependent on othersto provide or assist with critical health needs, basic activities of daily living or requires daily
monitoring or supervision in order to avoid institutionalization; and,

3. Needs services not otherwise available within existing community resources, including family, private means and
other agencies/programs, or for whom current resources are inadequate to meet the basic needs of the individual, which
would allow them to remain in the community.

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

® Not applicable. Thereisno maximum age limit

O Thefollowing transition planning procedures are employed for participants who will reach the waiver's
maximum age limit.

Foecify:

Appendix B: Participant Accessand Eligibility
B-2: Individual Cost Limit (1 of 2)

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

O No Cost Limit. The state does not apply anindividua cost limit. Do not complete Item B-2-b or item B-2-c.

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

The limit specified by the stateis (select one)

O A level higher than 100% of theinstitutional aver age.

Specify the percentage:lzl

O Other

Specify:

® |ngtitutional Cost Limit. Pursuant to 42 CFR 441.301(a)(3), the state refuses entrance to the waiver to any otherwise
eigible individual when the state reasonably expects that the cost of the home and community-based services

furnished to that individual would exceed 100% of the cost of the level of care specified for the waiver. Complete
Items B-2-b and B-2-c.

O Cost Limit Lower Than Institutional Costs. The state refuses entrance to the waiver to any otherwise qualified
individual when the state reasonably expects that the cost of home and community-based services furnished to that

individual would exceed the following amount specified by the state that is less than the cost of alevel of care
specified for the waiver.

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

The cost limit specified by the stateis (select one):
o Thefollowing dollar amount:

Specify dollar amount:lzl

Thedollar amount (select one)

O Isadjusted each year that the waiver isin effect by applying the following for mula:

Specify the formula:

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

O The following percentage that islessthan 100% of the institutional average:

Specify percent:lzl

O other:

Specify:
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Appendix B: Participant Accessand Eligibility
B-2: Individual Cost Limit (2 of 2)

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

At the time of waiver enrollment the individual/family isinformed that the waiver, apart from Residential Habilitation, is
not a source of 24 hour care, advised of any waiver service limits noted in Appendix C, and makes an informed decision
asto whether the waiver is the appropriate form of long-term care services. Any participant denied admission to the
waiver due to expected high costsis given the opportunity to appeal this denial.

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

[ The participant isreferred to another waiver that can accommodate theindividual's needs.

Additional servicesin excess of theindividual cost limit may be authorized.

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

To avoid an adverse impact on the participant, services in the excess of the individual cost limit
may be authorized if approved by SCDHHS. The State will assure that, in the aggregate, the cost of
thiswaiver will not exceed the cost of carein an ICH/IID. If the individual's health remains
unstable, and/or the waiver is unable to meet the newly assessed needs, the participant will

receive assistance with transitioning to another form of long-term care, and will

receive reconsideration and fair hearing rights.

[] Other safeguard(s)

Specify:

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

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

Table: B-3-a
Waiver Year Unduplicated Number of Participants

Year 1 1407
Y ear 2

02/01/2023



Application for 1915(c) HCBS Waiver: Draft SC.009.06.00 - Jul 01, 2023 Page 24 of 254

Waiver Year Unduplicated Number of Participants
1407
Year 3 1407
Year 4 1407
Year 5 1407

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

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

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

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

Table: B-3-b
Waiver Year Maximum Number of Participants Served
At Any Point During the Year
Year 1 1322
Year 2 1322
Y ear 3 1322
Year 4 1322
Year 5 1322

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

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

O Not applicable. The state does not reserve capacity.

® The statereserves capacity for the following purpose(s).
Purpose(s) the state reserves capacity for:

Pur poses

Individuals discharged from ICF/II Ds.

Military

New Housing Participants

Serious and Imminent Harm Risk

Foster Care

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

Purpose (provide a title or short description to use for |ookup):

Individuals discharged from ICF/1IDs.

Purpose (describe):

Purposes:
ICH/IID Transition: Individuals discharged from an ICF/11D

Describe how the amount of reserved capacity was deter mined:

The amount reserved is based on previous utilization for these purposes.

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

Waiver Year Capacity Reserved

Year 1

Y ear 2

Year 3

Y ear 4

Y ear 5

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

Purpose (provide a title or short description to use for lookup):

Military
Purpose (describe):
Eligible family members of a member of the armed services who maintains a South Carolina residence,
regardless of where the service member is stationed, will maintain waiver status. A family member on the
waiting list would return to the same place on the waiting list when the family returnsto South Carolina.
An eligible family member previously enrolled in the waiver program would be reinstated into the waiver
program once South Carolina Medicaid ligibility is established upon their return to South Carolina. No

services will be provided outside the South CarolinaMedicaid Service Area.

Describe how the amount of reserved capacity was deter mined:

The amount reserved is based on previous utilization for these purposes.

The capacity that the Statereservesin each waiver year is specified in the following table:
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Waiver Year Capacity Reserved

Year 1

Y ear 2

Year 3

Y ear 4

Year 5

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

Purpose (provide a title or short description to use for |ookup):

New Housing Participants
Purpose (describe):
Individuals admitted to community-based housing sponsored, licensed, or certified by the South Carolina
Department of Disabilities and Special Needs needing waiver services.

Describe how the amount of reserved capacity was deter mined:

The amount reserved is based on previous utilization for these purposes.

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

Waiver Year Capacity Reserved

Year 1

Y ear 2

Year 3

Y ear 4

Y ear 5

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

Purpose (provide a title or short description to use for lookup):

Serious and |mminent Harm Risk

Purpose (describe):
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- Individuals requiring a service through the waiver, which, if not provided, will likely result in serious
and imminent harm AND who have an immediate need for direct care or supervision which directly relates
to their disability.

- Individuals requiring a service through the waiver, which, if not provided, will likely result in serious
and imminent harm AND has recently lost a primary caregiver or isat imminent risk of losing a primary
caregiver.

Describe how the amount of reserved capacity was deter mined:

The amount reserved is based on previous utilization for these purposes.

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

Waiver Year Capacity Reserved

Year 1

Y ear 2

Year 3

Y ear 4

Year 5

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

Purpose (provide a title or short description to use for |ookup):

Foster Care
Purpose (describe):
Children and youth served by the South Carolina Department of Social Services (DSS) Foster Care (FC)
program

Describe how the amount of reserved capacity was deter mined:

The amount reserved is based on previous utilization for these purposes.

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

Waiver Year Capacity Reserved

Year 1

Y ear 2

Year 3

Y ear 4

Year 5

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

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

® Thewaiver isnot subject to a phase-in or a phase-out schedule.

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

e. Allocation of Waiver Capacity.

Slect one:

® Waiver capacity is allocated/managed on a statewide basis.
O waiver capacity is allocated to local/r egional non-state entities.
Specify: (a) the entities to which waiver capacity is alocated; (b) the methodology that is used to allocate capacity

and how often the methodol ogy is reevaluated; and, (c) policies for the reallocation of unused capacity among
local/regional non-state entities:

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

Responses in B-1, B-4 and B-6 describe the entrance criteria.

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

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

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

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

2. Miller Trust State.
Indicate whether the state isa Miller Trust State (select one):
O No

® ves
b. Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this waiver are eligible under

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

Eligibility Groups Served in the Waiver (excluding the special home and community-based waiver group under 42 CFR
§435.217)
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[ L ow income familieswith children as provided in 81931 of the Act

SSI recipients

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

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

Select one:

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

Specify percer1tage:|:|

Working individuals with disabilitieswho buy into Medicaid (BBA working disabled group as provided in
81902(a)(10)(A)(ii)(XI11)) of the Act)

[ Working individuals with disabilities who buy into Medicaid (TWWIIA Basic Coverage Group asprovided in
§1902(a)(10)(A)(ii)(XV) of the Act)

[] Working individuals with disabilitieswho buy into Medicaid (TWWIIA Medical Improvement Coverage
Group as provided in §1902(a)(10)(A)(ii)(XVI) of the Act)

Disabled individuals age 18 or younger who would require an institutional level of care (TEFRA 134 dligibility
group as provided in §1902(e)(3) of the Act)

[ Medically needy in 209(b) States (42 CFR §435.330)

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

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

Specify:

Other caretaker relatives specified at 42 CFR 8435.110;
Pregnant women specified at 42 CFR §435.1186,
and Children specified at 42 CFR 8435.118

Special home and community-based waiver group under 42 CFR 8435.217) Note: When the special home and
community-based waiver group under 42 CFR §435.217 isincluded, Appendix B-5 must be completed

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

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

Select one and complete Appendix B-5.

® Allindividualsin the special home and community-based waiver group under 42 CFR 8435.217

O Only the following groups of individualsin the special home and community-based waiver group under 42
CFR 8§435.217

Check each that applies:

[] A special income level equal to:

Slect one:

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

Specify percentage: I:I

O A dollar amount which islower than 300%.

Specify dollar amount: I:I

[] Aged, blind and disabled individuals who meet requirementsthat are morerestrictive than the SS|
program (42 CFR §435.121)

[] Medically needy without spend down in states which also provide M edicaid to recipients of SS| (42
CFR 8§435.320, §435.322 and §435.324)

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

Slect one:

O 100% of FPL
O o4 of FPL, which islower than 100%.

Specify percentage amount:lZl

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

Specify:

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

In accordance with 42 CFR §441.303(e), Appendix B-5 must be completed when the state furnishes waiver servicesto individuals
in the special home and community-based waiver group under 42 CFR 8435.217, asindicated in Appendix B-4. Post-eligibility
applies only to the 42 CFR 8435.217 group.

a. Use of Spousal Impoverishment Rules. Indicate whether spousal impoverishment rules are used to determine eligibility
for the special home and community-based waiver group under 42 CFR §435.217:

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

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

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

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

In the case of a participant with a community spouse, the state elects to (select one):
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® yse spousal post-eligibility rules under 81924 of the Act.
(Complete Item B-5-b (SS Sate) and Item B-5-d)

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

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

digibility rulesfor individuals with a community spouse.
(Complete Item B-5-b (SS Sate). Do not complete Item B-5-d)
Appendix B: Participant Access and Eligibility

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

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

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

The state uses the post-eligibility rules at 42 CFR 435.726 for individuals who do not have a spouse or have a spouse who
is not acommunity spouse as specified in §1924 of the Act. Payment for home and community-based waiver servicesis

reduced by the amount remaining after deducting the following allowances and expenses from the waiver participant's
income:

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

®© Thefollowing standard included under the state plan
Select one:
O s standard
o Optional state supplement standard

Owm edically needy income standard

® The special incomelevel for institutionalized persons

(select one):

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

Specify the percentage:lzl

O A dollar amount which is lessthan 300%.

Specify dollar amount:IZI

Oa per centage of the Federal poverty level

Specify percentage:lZl

O Other standard included under the state Plan

Soecify:

o Thefollowing dollar amount

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

Foecify:

O Other

Specify:

ii. Allowancefor the spouse only (select one):

® Not Applicable

O Thesgate provides an allowance for a spouse who does not meet the definition of a community spousein
81924 of the Act. Describe the cir cumstances under which thisallowanceis provided:

Foecify:

Specify the amount of the allowance (select one):

O ssl standard

©) Optional state supplement standard
o M edically needy income standar d
©) Thefollowing dollar amount:

Specify dollar amount:IIl If this amount changes, thisitem will be revised.
O The amount is determined using the following formula:

Specify:

iii. Allowancefor the family (select one):

O Not Applicable (seeinstructions)
® AFDC need standard

o M edically needy income standard
O Thefollowing dollar amount:

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

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

O The amount is determined usi ng the following formula:
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Specify:

O Other

Specify:

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

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

Select one:

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

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

Specify:

Thefollowing isalisting of Medical expenses which are allowable deductions from the recipient's monthly
recurring income:

* Eyeglasses not otherwise covered by the Medicaid Program, not to exceed atotal of $108.00 per occurrence
for lenses, frames and dispensing fee. The necessity for eyeglasses must be certified by alicensed
practitioner of optometry or ophthalmology.

* Dentures - A one-time expense, not to exceed $651.00 per plate or $1320.00 for one full pair of new
dentures. The necessity for dentures must be certified by alicensed dental practitioner. An expense for more
than one pair of dentures must be approved by the staff of the South Carolina Department of Health and
Human Services (SCDHHS).

« Denture repair which is justified as necessary by alicensed dental practitioner, not to exceed $77.00 per
occurrence. « Physician and other medical practitioner visits above the 12 visit limit per fiscal year, not to
exceed $69.00 per visit.

* Hearing Aids - A one time expense, not to exceed $1000.00 for one or $2000.00 for both. The necessity for
ahearing aid must be certified by alicensed practitioner. An expense for more than one hearing aid must be
prior approved by the staff of SCDHHS.

* The deduction for medical and remedial care expenses that were incurred as the result of imposition of a
transfer of assets penalty period is limited to zero.

« Reasonable and necessary medical and remedial care expenses not covered by Medicaid incurred in the 3
months prior to the month of application are allowable deductions. Expenses incurred prior to this three
month period are not alowable deductions.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (3 of 7)

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

c. Regular Post-Eligibility Treatment of Income: 209(B) State.
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Answers provided in Appendix B-4 indicate that you do not need to complete this section and ther efor e this section
isnot visible,

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

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.
d. Post-Eligibility Treatment of Income Using Spousal | mpoverishment Rules

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

i. Allowance for the personal needs of the waiver participant

(select one):

O ssl standard

O Optional state supplement standard

o M edically needy income standard

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

Specify percentage:lzl

o Thefollowing dollar amount:

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

o Thefollowing formulais used to deter mine the needs allowance:

Soecify formula:

O other

Foecify:

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

Select one:

@ Allowanceisthe same
O Allowanceis different.

Explanation of difference:
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iii. Amountsfor incurred medical or remedial care expenses not subject to payment by athird party, specified
in 42 CFR §435.726:

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

Select one:

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

O The state does not establish reasonable limits,
® The gtate uses the same reasonable limits as are used for regular (non-spousal) post-eligibility.

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

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

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

Answers provided in Appendix B-5-a indicate the selectionsin B-5-b also apply to B-5-e.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (6 of 7)

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

f. Regular Post-Eligibility Treatment of Income: 209(B) State - 2014 through 2018.

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

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

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

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with acommunity spouse toward the cost of home and community-based care. Thereis
deducted from the participant's monthly income a personal needs allowance (as specified below), a community spouse's
allowance and afamily alowance as specified in the state Medicaid Plan. The state must also protect amounts for incurred
expenses for medical or remedia care (as specified below).

Answers provided in Appendix B-5-a indicate the selectionsin B-5-d also apply to B-5-g.

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

As specified in 42 CFR 8441.302(c), the state provides for an evaluation (and periodic reevaluations) of the need for the level(s)

of care specified for this waiver, when there is a reasonable indication that an individual may need such servicesin the n?ar/
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future (one month or less), but for the availability of home and community-based waiver services.

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

i. Minimum number of services.

The minimum number of waiver services (one or more) that an individual must require in order to be determined to

need waiver services is:

ii. Frequency of services. The state requires (select one):
O The provision of waiver services at least monthly

O Monthly monitoring of the individual when services are furnished on a lessthan monthly basis

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

The State requires the provision of waiver services at least monthly with one exception. The State allows up
to 60 days for anew enrollee to receive his/her first service (other than waiver case management). Thereafter,
the State requires the provision of waiver services at least monthly.

b. Responsibility for Performing Evaluations and Reevaluations. Level of care evaluations and reevaluations are
performed (select one):

O Directly by the Medicaid agency
O By the operating agency specified in Appendix A
O By a gover nment agency under contract with the M edicaid agency.

Foecify the entity:

O Other
Foecify:

¢. Qualifications of Individuals Performing I nitial Evaluation: Per 42 CFR 8441.303(c)(1), specify the
educational/professional qualifications of individuals who perform the initial evaluation of level of care for waiver
applicants:
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NF Levd of Care:

Registered Nurses licensed by the state or Licensed Practical Nurses working under the auspices of a Registered Nurse.

ICF Level of Care:

The Director of the Eligibility Division: Minimum qualifications are a Bachel or's degree and extensive experience of the
SCDDSN service delivery system; robust understanding of the technical and legal issues pertaining determining
eligibility for SCDDSN services based on an Intellectual Disability (ID) and/or Related Disability (RD); Autism
Spectrum Disorder (ASD); Traumatic Brain Injury (TBI); and/or Spinal Cord Injury (SCI); extensive management
experience. The Director of Eligibility holds a supervisory role over the psychologist.

Psychologist: A master's degree in Applied Psychology and 4 years clinical experience subsequent to master's degree or
possession of alicense to practice Psychology in the state of SC; must have working knowledge/understanding of
Intellectual Disability; Related Disability; Autism Spectrum Disorder; Traumatic Brian Injury and Spinal Cord Injury;
developmental issues and sequence; and knowledge of medical issues/or diagnoses; knowledge of Medicaid processes.
The psychologist completes theinitial LOC evaluation.

d. Level of CareCriteria. Fully specify the level of care criteriathat are used to evaluate and reeval uate whether an
individual needs services through the waiver and that serve asthe basis of the state's level of care instrument/tool. Specify
the level of care instrument/tool that is employed. State laws, regulations, and policies concerning level of care criteriaand
the level of care instrument/tool are available to CM S upon request through the Medicaid agency or the operating agency
(if applicable), including the instrument/tool utilized.
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Initially, an applicant's situation is reviewed to determine if he/she is a member of the target population of the waiver. An
applicant is amember of the target population when, at the time of determining eligibility, he/she has a severe chronic
limitation that:

1. is attributed to a physical impairment including head injury, spinal cord injury, or both, or asimilar disability,
regardless of the age of onset not associated with the process of a progressive degenerative illness or disease, dementia, or
aneurological disorder related to aging;

2. islikely to continue indefinitely without intervention;

3. results in substantial functional limitationsin at least two of these life activities:

a self-care;

b. receptive and expressive communication;
c. learning;

d. mobility;

e. self-direction;

f. capacity for independent living;
g. economic self-sufficiency; and

4, reflects the person’s need for a combination and sequence of special interdisciplinary or generic care or treatment or
other services, which are of lifelong or extended duration and are individually planned and coordinated.

After it is established that the applicant meets the target population for the waiver, either the NF Level of Care or ICF
Level of Care (LOC) criteria are used to evaluate/reevaluate whether an individual qualifies for services through the
waiver.

ICF Level of Care

Eligibility for Medicaid sponsored Intermediate Care Facility /Individuals with Intellectual Disabilities (ICF/11D) in
South Carolina consists of meeting the following criteria:

1. The person has a confirmed diagnosis of intellectual disability, OR arelated disability as defined by 42 CFR §
435.1010 and S.C. Code Ann. § Section 44-20-30.

“Intellectual Disability” means significantly sub-average general intellectual functioning existing concurrently with
deficits in adaptive behavior and manifested during the developmental period, which is defined as prior to the age of 22.

“Related disahility” isasevere, chronic condition found to be closely related to intellectual disability and must meet the
four following conditions:

« It is attributable to cerebral palsy, epilepsy, spectrum disorder or any other condition other than mental illness found to
be closely related to intellectual disability because this condition results in impairment similar to that of persons with
intellectual disabilities and requires treatment or services similar to those required for these persons.

« It is manifested before 22 years of age.

« Itislikely to continue indefinitely.

« It results in substantial functional limitationsin 3 or more of the following areas of major life activities: self-care,
understanding and use of language, learning, mobility, self-direction and capacity for independent living.

AND

2. The person’s needs are such that supervision is necessary due to impaired judgment, limited capabilities, behavior
problems, abusiveness, assaultiveness or because of drug effectsymedical monitorship.

AND

3. The person isin need of services directed toward a) the acquisition of the behaviors necessary to function with as much
self-determination and independence as possible; or b) the prevention or deceleration of regression or loss of current

02/01/2023



Application for 1915(c) HCBS Waiver: Draft SC.009.06.00 - Jul 01, 2023 Page 39 of 254

optimal functional status.

The above criteria are applied as a part of a comprehensive review conducted by an interdisciplinary team. The criteria
describe the minimum services and functional deficits necessary to qualify for Medicaid-sponsored ICF/IID.

Because no set of criteria can adequately describe all the possible circumstances, knowledge of an individual’s particular
situation is essential in applying these criteria. Professional judgment is used in rating the individual’ s abilities and needs.

A standardized instrument is used to gather necessary information for the level of care determination.

e. Level of Carelnstrument(s). Per 42 CFR 8441.303(c)(2), indicate whether the instrument/tool used to evaluate level of
care for the waiver differs from the instrument/tool used to evaluate institutional level of care (select one):

® The sameinstrument isused in determining the level of carefor thewaiver and for institutional care under the
state Plan.

O A different instrument is used to determine the level of care for the waiver than for institutional care under the
state plan.

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

f. Processfor Level of Care Evaluation/Reevaluation: Per 42 CFR 8441.303(c)(1), describe the process for evaluating
waiver applicants for their need for the level of care under the waiver. If the reevaluation process differs from the
evaluation process, describe the differences:

LOC reevaluations are primarily completed by Waiver Case Management (WCM) providers. Fina determination for
LOC reevaluation is conducted by the SCDDSN Eligibility Division (SCDDSN is the Operating Agency specified in
Appendix A). Internal policy dictates when thisis necessary.

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

o Every three months
O Every six months
o Every twelve months

®© Other schedule
Foecify the other schedule:

Conducted at least annually (within 365 days from the date of the previous level of care determination).

h. Qualifications of I ndividuals Who Perform Reevaluations. Specify the qualifications of individuals who perform
reeval uations (select one):

O The qualifications of individuals who perform reevaluations ar e the same as individuals who perform initial
evaluations.

® The qualifications are different.
Soecify the qualifications:
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Possess a bachelor’ s degree from an accredited college or university, or licensure from the South Carolina
Department of Labor, Licensing and Regulation Board as a Registered Nurse,

And

Documentation of at least one year of experience working with people with intellectual disabilities and related
disahilities, autism, traumatic brain injury and/or spinal cord injury and/or one year of case management experience.
The degree must be from an institution accredited by a nationally recognized educational accrediting body.
i. Proceduresto Ensure Timely Reevaluations. Per 42 CFR 8441.303(c)(4), specify the procedures that the state employs
to ensure timely reevaluations of level of care (specify):

An automated system tracks level of care (LOC) due dates for reevaluations and aerts the WCM provider and/or his/her
supervisor to itsimpending due date. Additionally, if any LOC determination is found to be out of date, FFP is recouped
for waiver services that were billed when the LOC was not timely.

j- Maintenance of Evaluation/Reevaluation Recor ds. Per 42 CFR 8§441.303(c)(3), the state assures that written and/or
electronically retrievable documentation of all evaluations and reevaluations are maintained for a minimum period of 3
years asrequired in 45 CFR 892.42. Specify the location(s) where records of evaluations and reevaluations of level of care
are maintained:

Electronic documents are housed in a Waiver Case Management system maintained by SCDDSN and
accessible by the State Medicaid Agency and qualified providers.

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

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

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

The state demonstrates that it implements the processes and instrument(s) specified in its approved waiver for
evaluating/reevaluating an applicant's'waiver participant'slevel of care consistent with level of care provided in a
hospital, NF or ICF/11D.

i. Sub-Assurances:

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

Perfor mance M easur es

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

For each performance measure, provide information on the aggregated data that will enable the State to

analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are

identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

HASCI waiver enrollees have an initial L evel of Care determination (L OC)
completed within 30 days prior to waiver enrollment. Numerator = Number of new
HASCI waiver enrolleeswhose LOC deter mination was completed within 30 days
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prior towaiver enrollment; Denominator = total number of new enrolleesin the

HASCI waiver.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

SCDDSN Waiver Enrollment Report

Responsible Party for
data
collection/generation

(check each that applies):

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

Sampling Approach
(check each that applies):

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

[] Continuously and
Ongoing

[] Other
Specify:

[] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

that applies):

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

[ State Medicaid Agency

L1 weekly
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing

[] Other
Specify:

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

Performance M easur es

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

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

analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are

identified or_conclusions drawn, and how recommendations ar e formul ated, where appropriate.

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

Performance M easur es

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

For each performance measure, provide information on the aggregated data that will enable the State to

analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are

identified or_conclusions drawn, and how recommendations are formul ated, where appropriate.

Performance M easure:

Initial Level of Care (LOC) determinations are conducted using the appropriate
instrument. Numerator = Number of HASCI waiver initial LOC determinations that
wer e conducted using the appropriate instrument; Denominator = total number of
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Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

SCDDSN LOC Report

Application for 1915(c) HCBS Waiver: Draft SC.009.06.00 - Jul 01, 2023

Responsible Party for
data
collection/generation

(check each that applies):

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

Sampling Approach
(check each that applies):

[ state Medicaid LI weekly 100% Review
Agency
Operating Agency [] Monthly [] Lessthan 100%

Review

[ Sub-State Entity

Quarterly

[ Representative

Sample
Confidence
Interval =
U other LI Annually [ stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[] Other
Specify:

[] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

Initial LOC determinations conducted using appropriate criteria. Numerator =

Number of HASCI waiver initial LOC determinations that were conducted using the
appropriate criteria. Denominator = Total number of HASCI waiver initial LOC

determinations.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
SCDHHS QIO Reviews

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation

(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid [T weekly [ 100% Review
Agency
[] Operating Agency [ Monthly Lessthan 100%

Review

[] Sub-State Entity

Quarterly

Representative
Sample
Confidence
Interval =

95%,+-5 &
50/50

Other
Specify:

[] Annually

[ stratified
Describe Group:
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SCDHHS QIO
Contractor

[] Continuously and [] Other
Ongoing Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly

[] Sub-State Entity

Quarterly

Other
Specify:

SCDHHS QIO Contractor

[ Annually

[] Continuously and Ongoing

[ Other
Specify:

Performance M easur e

Adverse LOC Determinations arereviewed by the SCDHHS QIO Contractor as
required by SCDHHS. N = Number of Adverse LOC Deter minations the Contractor

agreed with and D = Thetotal Number of Adverse LOC Determinations.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
SCDHHS QIO Reports

Responsible Party for Frequency of data Sampling Approach
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data
collection/generation

(check each that applies):

collection/generation
(check each that applies):

(check each that applies):

State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%

Review

[] Sub-State Entity

Quarterly

[] Representative

Sample
Confidence
Interval =
[ other LI Annually [ stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

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

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

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

[] Continuously and Ongoing

[ Other
Specify:

Page 47 of 254

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

b. Methodsfor Remediation/Fixing I ndividual Problems

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

On amonthly basis, the SCDHHS QIO randomly pulls a sample of al new LOC determinations and re-
determinations for HASCI participants to verify accuracy. In addition, 100% of all initial adverse LOC

determinations are reviewed.

On aquarterly basis, SCDDSN staff will review the SCDDSN Waiver Enrollment Report and SCDDSN LOC
Report to ensure compliance. There are edits in the two systems to prevent Waiver Enrollment for individuals
who do not have a current LOC determination. SCDDSN will develop a Plan of Correction, as needed, for any

non-compliance

ii. Remediation Data Aggregation

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

Responsible Party(check each that applies):

Frequency of data aggregation and analysis

(check each that applies):

SCDHHS QIO CONTRACTOR

State M edicaid Agency [ Weekly
Operating Agency [ Monthly
[] Sub-State Entity [] Quarterly
Other

Specify: Annually

[] Continuously and Ongoing

[] Other
Specify:
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c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Level of Care that are currently non-operational.
® No

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

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

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

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

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

Prior to waiver enrollment, awritten Freedom of Choice (FOC) form is secured from each waiver
applicant to ensure that the participant isinvolved in his’/her long term care planning. This

choice will remain in effect until the applicant/guardian changes hissher mind. If the applicant
lacks the physical or mental ability required to make a written choice regarding care, a
representative may sign the FOC form. If the FOC form is signed prior to the applicant's 18th
birthday, the current form or anew form is signed again within 90 days following the applicant's
18th birthday.

The FOC form does not include language about the services available under the waiver. That
information is on the waiver information sheet which is given to every waiver applicant, and
contains language about all services available under the waiver. The FOC formis used to offer
individuals or his’her guardian the choice between institutional services and home and
community-based waiver services. This form, which documents the preferred choice of location for
service delivery, is provided by the waiver case manager/early interventionist and is maintained in
the waiver record.

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

The Freedom of Choice Form is maintained in the participant's record.

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

Accessto Services by Limited English Proficient Persons. Specify the methods that the state uses to provide meaningful access
to the waiver by Limited English Proficient personsin accordance with the Department of Health and Human Services "Guidance
to Federal Financial Assistance Recipients Regarding Title VI Prohibition Against National Origin Discrimination Affecting
Limited English Proficient Persons" (68 FR 47311 - August 8, 2003):
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The Operating agency policy entitled "Compliance with Title VI of the Civil Rights Act of 1964,
American Disabilities Act of 1990, Age Discrimination Act of 1975 and Section 504 of the
Rehabilitation Act of 1975 and Establishment of the Complaint Process' (700-02-DD) describes the
methods SCDDSN utilizes to provide meaningful access to the waiver services by persons with limited
English proficiency. As specified in SCDDSN policy, when required, WCM providers can access funds
to pay for an interpreter to provide meaningful access to the waiver. Additionally, the State

utilizes telephone interpreter services and

written material s translation services.

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

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

Service Type Service
Statutory Service Attendant Car e/Personal Assistance Services
Statutory Service Career Preparation Services
Statutory Service Day Activity
Statutory Service Residential Habilitation
Statutory Service Respite Care Services
Statutory Service Waiver Case Management (WCM)

Extepded State Plan I ncontinence Supplies

Service

g::\?cied State Plan Nursing Services

E;(rt\??cdeed StatePlan Occupational Therapy

E;(rtsincdeed State Plan Physical Therapy

::\Tc(ied StatePlan Speech and Hearing Services

Other Service Behavior Support Services

Other Service Employment Services

Other Service Environmental M odifications

Other Service Health Education for Participant-Directed Care

Other Service Independent Living Skills

Other Service Peer Guidance for Participant-Directed Care

Other Service Personal Emer gency Response Systems

Other Service Pest Control Bed Bugs

Other Service Pest Control Treatment

Other Service Private Vehicle Assessment/Consultation

Other Service Private Vehicle M odifications

Other Service Psychological Services

Other Service ipg;z;/hésgﬁjgﬂpmmt, Supplies and Assistive Technology
Other Service Specialized Medical Equipment, Supplies and Assistive Technology

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

Service Type:

Statutory Service

Service:

Personal Care

Alternate Service Title (if any):

Attendant Care/Personal Assistance Services

HCBS Taxonomy:

Category 1. Sub-Category 1.

08 Home-Based Services 08030 personal care
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

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

O serviceisincluded in approved waiver. Thereisno changein service specifications.
® sarviceisincluded in approved waiver. The service specifications have been modified.

O serviceisnot included in the approved waiver.
Service Definition (Scope):

Attendant Care/Personal Assistance (AC/PA) are supports for personal care and activities of daily living specific to
the assessed needs of amedically stable HASCI Waiver participant with physical and/or cognitive impairments.
Supports may include direct care, hands-on assistance, direction and/or cueing, supervision, and nursing to the extent
permitted by State law. The service may include housekeeping activities incidental to care or essential to the health,
safety, and welfare of the participant, not other occupants of the participant’s home.

AC/PA may be provided in the participant’s home and/or other community settings only if attendant care or personal
assistance is not already available in such settings. Supports provided during community access activities must
directly relate to the participant’s need for care and/or supervision.

Participants or the Responsible Party are offered the option to choose Self-Directed Attendant Care for all or part of
their authorized Attendant Care/Personal Assistance. Supervision may be performed directly by the participant or a
responsible party, when the participant or responsible party has been trained to perform this function, and when
safety and efficacy of supervision provided by the participant or responsible party has been certified by alicensed
nurse or otherwise as provided in State law. Certification must be based on direct observation of the participant or
responsible party and the specific attendant care/personal assistance provider(s) during actual provision of care.
Documentation of this certification will be maintained in the participant’s Support Plan.

Transportation may be provided as a component of AC/PA when necessary for provision of personal care or
performance of daily living activities. Cost of incidental transportation isincluded in the rate paid to the provider.
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Specify applicable (if any) limitson the amount, frequency, or duration of this service:

The limit for AC/PA is 49 hours per week, *with no daily cap.

If aHASCI Waiver participant receives Medicaid Waiver Nursing (MWN) in addition to AC/PA, the total hours for
the combination of MWN and AC/PA are limited to 10 hours per day or 70 hours per week. MWN limits apply
(LPN: 60 hours per week; RN: 45 hours per week; combination LPN and RN: higher equivalent cost of 60 hours per
week LPN or 45 hours per week RN).

The participant may use authorized hours flexibly during the week to best blend with the availability of other
resources and natural supports. Unused hoursin a particular week do not transfer to later weeks.

Theintensity and frequency of supervision of AC/PA personnel are specified in the participant’ s Support Plan.

» For agency providers enrolled with DHHS, nursing supervision requirements are determined by DHHS (as
necessary, but minimum every 4 months; supervision must be by alicensed RN or by alicensed LPN who is
supervised by alicensed RN)

» For DSN Board or other DDSN-contracted agencies, supervision requirements are the same as for providers
enrolled with DHHS (as necessary, but minimum every 4 months; supervision must be by alicensed RN or by a
licensed LPN who is supervised by alicensed RN)

» For Self-Directed Attendant Care, ongoing supervision is the responsibility of the participant or Responsible
Party. The participant or responsible party is trained to perform this function, and when safety and efficacy of
supervision provided by the participant or responsible party has been certified by alicensed nurse or otherwise as
provided in State law. Certification must be based on direct observation of the participant or responsible party and
the specific attendant care/personal assistance provider(s) during actual provision of care. Documentation of this
certification will be maintained in the participant’s Support Plan.

*The limits may be exceeded if applying the limits would create a substantial risk that the individual would no
longer be ableto live in the community, but would, because of the limit in services, have to be ingtitutionalized.

Service Delivery Method (check each that applies):
Participant-directed as specified in Appendix E
Provider managed
Specify whether the service may be provided by (check each that applies):
[ L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Attendant Care Provider Agencies
Agency DSN Board/contracted providers
Individual Independent attendant care providers

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

Service Type: Statutory Service
Service Name: Attendant Care/Personal Assistance Services

Provider Category:
Agency
Provider Type:
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Attendant Care Provider Agencies

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
Contract Scope of Services
Verification of Provider Qualifications

Entity Responsible for Verification:

DHHS

Freguency of Verification:

Annually/Biannually

Appendix C: Participant Services

Page 52 of 254

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service

Service Name: Attendant Car e/Per sonal Assistance Services

Provider Category:
Agency
Provider Type:

DSN Board/contracted providers

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
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DDSN Home Supports Caregiver Policy, Pre-service Training Requirements and Orientation (567- 01-
DD) which lists requirements to include the outline of minimum requirements for the curriculum for
HASCI Waiver caregivers.

DSN Boards are single or multiple county entities authorized in state statute to provide services at the
local level under contract with DDSN. They may provide all DDSN-funded services for which they meet
the relevant federal (including Medicaid), state, and DDSN requirements. Through a“ Qualified
Provider” solicitation process, DDSN also contracts with private organizations and individuals for
specific DDSN-funded services for which they meet the relevant federal (including Medicaid), state, and
DDSN requirements. This allows HASCI Waiver participants to have options for choosing providers.

For Attendant Care/Personal Assistance, a DSN Board or qualified provider is required for ensuring all
AC/PA personnd meet minimum qualifications. SCDDSN's Home Supports Caregiver Certification
must be completed for all AC/PA personnel. The DSN Board or qualified provider is responsible for
ensuring that supervision of AC/PA personnel is provided by anurse licensed in the state and according
to SCDHHS standards for Attendant Care Services. The DSN Board or qualified provider is responsible
for ensuring that any specific skilled nursing procedures performed by AC/PA personnel are formally
delegated by alicensed Registered Nurse.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Disabilities and Special Needs
Frequency of Verification:

Upon enrollment

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

Service Type: Statutory Service
Service Name: Attendant Car e/Per sonal Assistance Services

Provider Category:
Individual
Provider Type:

Independent attendant care providers

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):

DDSN Home Supports Caregiver Policy, Pre-service Training Requirements and Orientation (567-01-
DD) which lists requirements to include the outline of minimum requirements for the curriculum for
HASCI Waiver caregivers

Verification of Provider Qualifications

Entity Responsible for Verification:
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SCDDSN/UAP
Frequency of Verification:

Upon enrollment and annually

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

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

Service Type:

Statutory Service

Service:

Prevocational Services
Alternate Service Title (if any):

Career Preparation Services

HCBS Taxonomy:
Category 1 Sub-Category 1.
04 Day Services 04010 prevocational services
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

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

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
O serviceisincluded in approved waiver. The service specifications have been modified.

O serviceisnot included in the approved waiver.

Service Definition (Scope):
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Career Preparation Services are time-limited and aimed at engaging a participant in identifying a career direction and
preparing individuals for competitive employment. These services can include experiences and exposure to careers
and teach such concepts as attendance, task completion, problem solving, interpersonal relations and safety as
outlined in the individual's person-centered plan. Services are designed to create a path to integrated community-
based employment for which an individual is compensated at or above minimum wage. On site attendance at the
licensed facility is not required to receive services that originate from the facility. The cost for transportation is
included in the rate paid to the provider.

Transportation will be provided from the individual’ s residence to the habilitation site, or between Career
Preparation sites, when the service start timeis before 12:00 Noon. Transportation will be available from the
individual’s habilitation site to their residence when the service start time is after 12:00 Noon.

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

Service Delivery Method (check each that applies):
Participant-directed as specified in Appendix E
L participant-directed ified i d
Provider managed
Specify whether the service may be provided by (check each that applies):

[] L egally Responsible Per son
Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Career Preparation Provider

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

Service Type: Statutory Service
Service Name: Career Preparation Services

Provider Category:
Agency
Provider Type:

Career Preparation Provider
Provider Qualifications

L icense (specify):

SC Code Annotated § 44-20-710 (Supp 2007); 26 SC Code Ann. Regs 88-105 thru 88-020 (1976)
Certificate (specify):

Other Standard (specify):

FSCDDSN Career Preparation Standards
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Verification of Provider Qualifications
Entity Responsible for Verification:

SCDDSN
Frequency of Verification:

Initially; Annually; SCDDSN QIO Reviews are conducted on a 24 month cycle depending on past
provider performance.

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

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

Service Type:

Statutory Service

Service:

Day Habilitation

Alternate Service Title (if any):

Day Activity

HCBS Taxonomy:
Category 1 Sub-Category 1.
04 Day Services 04020 day habilitation
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

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

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
O serviceisincluded in approved waiver. The service specifications have been modified.

O serviceisnot included in the approved waiver.

Service Definition (Scope):
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Day Activity assists a HASCI Waiver participant to acquire, retain, or improve in self-help, adaptive, and
socialization skills, as well as community inclusion. It focuses on enabling the participant to attain or maintain
maximum functional levels. The serviceis provided in or originates from alicensed, non-residential setting.

Transportation may be provided between the participant’s place of residence and the site of Day Activity, or between
Day Activity service sites. The cost of this transportation isincluded in the rate paid to provider.

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

Service Delivery Method (check each that applies):
Participant-directed as specified in Appendix E
L participant-directed ified i d
Provider managed
Specify whether the service may be provided by (check each that applies):

[] L egally Responsible Person
Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency DSN Board/contracted providers

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

Service Type: Statutory Service
Service Name: Day Activity

Provider Category:
Agency
Provider Type:

DSN Board/contracted providers

Provider Qualifications
L icense (specify):

Section 44-20-10 et. Seq., Section 44-21-10 et. Seq., 40-120-170 thru 44-10-100 (Supp. 1995), Reg.
#61-103

Certificate (specify):

Other Standard (specify):

For Day Activity, aDSN Board or other contracted provider must operate afacility or program licensed
by DDSN or its contracted QIO under SCDDSN Licensing Day Facility Standards. The DSN Board or
qualified provider must comply with SCDDSN Day Services Standards and Day Activity Services
Standards.

Verification of Provider Qualifications
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Entity Responsible for Verification:

Contracted with Department of Disabilities and Special Needs
Frequency of Verification:

Upon enrollment

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

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

Service Type:

Statutory Service

Service:

Residential Habilitation

Alternate Service Title (if any):

HCBS Taxonomy:
Category 1: Sub-Category 1:
02 Round-the-Clock Services 02011 group living, residential habilitation
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

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

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
O Serviceisincluded in approved waiver. The service specifications have been modified.

O Serviceisnot included in the approved waiver.

Service Definition (Scope):
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Residential Habilitation is the care, supervision and skills training provided to a person in a non- institutional setting.
The type, scope and frequency of care, supervision, and skills training to be furnished are described in the person’s
service plan and are based on his/her assessed needs and preferences. Services furnished as Residential Habilitation
must support the person to live as independently as possible in the most integrated setting that is appropriate to
his/her needs.

The care provided as part of Residential Habilitation may include but is not limited to assistance with personal care,
medication administration, and other activities that support the person to reside in his/her chosen setting.

Thetype and level of supervision provided as part of Residential Habilitation must be proportionate to the specific
needs and preferences of the person.

The skillstraining provided as part of Residential Habilitation may include but is not limited to the following:
adaptive skill building, activities of daily living, community inclusion, access and use of transportation, educational
supports, social and leisure skill development and other areas of interest /priorities chosen by the person.

Transportation may be provided between the participant’s place of residence and other locations as a component of
Residential Services. The cost of this transportation isincluded in the rate paid to the residential provider.

Payments for Residential Habilitation are not made for room and board, the cost of facility maintenance, upkeep and
improvement, other than such costs for modifications or adaptations to a facility required to assure the health and
safety of residents. Payment for Residential Habilitation does not include payments made, directly or indirectly, to
members of the individual’s immediate family. Payments will not be made for the routine care and supervision
which would be expected to be provided by afamily or group home provider, or for activities or supervision for
which a payment is made by a source other than Medicaid. Provider controlled, owned or leased facilities where
Residential Habilitation services are furnished must be compliant with the Americans with Disabilities Act.

Residential habilitation is transitioning to delivery of service based on the following service elementg/activities and
Settings:

The 8 tiersfor the daily residential habilitation service are as follows: 1. High Management (Intensive Support
Residential Habilitation); 2. Tier 4 (Intensive Support Residential Habilitation); 3. Tier 3 (Intensive Support
Residential Habilitation); 4. Tier 2; 5. Tier 1; 6. Supervised Living Program (SLP) II; 7. CTH | Tier 2; and 8. CTH
Tier 1. SLP | isaseparate hourly rate for residential habilitation services.

*High Management (Intensive Support Residential Habilitation) is delivered through the Community Training
Home Il (CTH I1) model which is shared by up to three (3) people who have abrain injury, spina cord injury or
similar disability or those who have a diagnosis of intellectual disability and display extremely challenging
behaviors.

*Tier 4 (Intensive Support Residential Habilitation) is delivered through the CTH-I1 model which is shared by up to
four (4) people who may have been involved with the criminal justice system and individuals with severe behaviors
requiring heightened staffing levels.

*Tier 3 (Intensive Support Residential Habilitation) is delivered through the CTH-I1 model which is shared by up to
four (4) people or CRCF model which is shared by up to twelve (12) people who have a dual diagnosis of brain
injury, spina cord injury or similar disability or those who have a diagnosis of intellectual disability and display
extremely challenging behaviors. Includes people being discharged from a SCDDSN Regional Center (ICF/IID) or
community ICF/IID. Also includes people who need additional supportsto prevent or delay institutional placement
and to participate in community life due to: behavioral health concerns, physical health conditions, medical support
needs, and/or limitations in physical abilities which impact the person’s ability to perform Activities of Daily Living
without support from another.

*Tier 2 isdelivered through the CTH-I1 model which is shared by up to four (4) people or CRCF model which is
shared by up to twelve (12) people. It includes people who need additional supports (greater than included in Tier 1)
to prevent or delay ingtitutional placement and to participate in community life due to: behavioral health concerns,
physical health conditions, medical support needs, and/or limitationsin physical abilities which impact the person’s
ability to perform Activities of Daily Living without support from another.
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*Tier 1 isdelivered through the CTH-I1 model which is shared by up to four (4) people or CRCF model which is
shared by up to twelve (12) people. It includes people who need support to live in and participate in their
community. Those supports include a degree of care, supervision, and skillstraining provided throughout the day.

*Supervised Living Program (SLP) 11: includes people who need support to live in and participate in their
community. The supports delivered include a degree of care, supervision, and skills training provided throughout the
day. SLP Il isdeliveredin alicensed SLPII setting that istypically single or double-occupancy residence.

*CTH Tier 2: delivered to waiver participants who need additional supports (greater than included in CTH Tier) to
enable them to live in the setting and participate in community life due to: behavioral health concerns, physical
health conditions, medical support needs, and/or limitationsin physical abilities which impact the person’ s ability to
perform activities of daily living without support. Those additional supports are typically services/supports
specifically intended to provide relief/assistance to the supports provider and are necessary dueto the
amount/intensity of supports the person requires. CTH Tier 2 services are delivered to up three (3) peoplein the
CTH | licensed home of the support provider.

*CTH Tier 1: delivered to waiver participants who need support to live in and participate in their community. CTH
Tier 1 services are delivered to up three (3) peoplein the CTH | licensed home of the support provider.

*SLPI: delivered to waiver participants who need support in their own apartment or home setting. Support is
provided through a 15 minute-unit and support is available 24 hours per day by phone. An annual assessment is
completed for each participation to verify support needs in their own setting.

*Tier 1 isdelivered through the CTH-I1 model which is shared by up to four (4) people or CRCF model which is
shared by up to twelve (12) people. It includes people who need support to live in and participate in their
community. Those supports include a degree of care, supervision, and skillstraining provided throughout the day.

*Supervised Living Program (SLP) 11: includes people who need support to live in and participate in their
community. The supports delivered include a degree of care, supervision, and skills training provided throughout the
day. SLP Il isdelivered in alicensed SLPII setting that istypically single or double-occupancy residence.

*CTH Tier 2: delivered to waiver participants who need additional supports (greater than included in CTH Tier) to
enable them to live in the setting and participate in community life due to: behavioral health concerns, physical
health conditions, medical support needs, and/or limitations in physical abilities which impact the person’s ability to
perform activities of daily living without support. Those additional supports are typically services/supports
specifically intended to provide relief/assistance to the supports provider and are necessary due to the
amount/intensity of supports the person requires. CTH Tier 2 services are delivered to up three (3) peoplein the
CTH | licensed home of the support provider.

*CTH Tier 1: delivered to waiver participants who need support to live in and participate in their community. CTH
Tier 1 services are delivered to up three (3) peoplein the CTH | licensed home of the support provider.

*SLPI: delivered to waiver participants who need support in their own apartment or home setting. Supportis

provided through a 15 minute-unit and support is available 24 hours per day by phone. An annual assessment is
completed for each participation to verify support needs in their own setting.

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

Service Delivery Method (check each that applies):

[] Participant-directed as specified in Appendix E
Provider managed
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Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Per son
] Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Residential Habilitation Providers
Agency Support Providers

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

Service Type: Statutory Service
Service Name: Residential Habilitation

Provider Category:
Agency
Provider Type:

Residential Habilitation Providers

Provider Qualifications
L icense (specify):

Code of Laws of SC, 1976 as amended: 40-20-710 through 44-10-1000; 44-20-10 et seq.; and 44-21-10
et seq.; SC licensing regulations: no. 61-103
Certificate (specify):

Other Standard (specify):

SCDDSN Residential Habilitation Standards
Verification of Provider Qualifications
Entity Responsible for Verification:

SCDDSN
Freguency of Verification:

Annually; SCDDSN QIO Reviews are conducted on a 24 month cycle depending on past performance of

the provider organization.

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

Service Type: Statutory Service
Service Name: Residential Habilitation

Provider Category:
Agency
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Provider Type:

Support Providers

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):

The support provider (SP) qualifications are as the following:

* SPs must meet requirements for criminal background checks.

« Staff must have a driver’s license check prior to transporting people who receive services.

« The provider must designate a staff member who is responsible for developing and monitoring the

person’sresidential plan and who meets the following qualifications. a) a bachelor’s degree in human

services from an accredited college or university; b) is at least 21 years of age; ) has at least one (1)

year of experience (e.g., paid or voluntary) working directly with persons with an intellectual disability

or arelated disability.

* SPsmust be at |east eighteen 18 years of age and have a high school diplomaor its equivalent.

* SPs must pass an initial physical exam prior to working in the home.

* SPsmust passinitial tuberculosis screening prior to working in the home and annually thereafter
Verification of Provider Qualifications

Entity Responsible for Verification:

SCDDSN
Frequency of Verification:

Annually

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

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

Service Type:

Statutory Service

Service:

Respite

Alternate Service Title (if any):

Respite Care Services

HCBS Taxonomy:
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Category 1 Sub-Category 1.

09 Caregiver Support 09011 respite, out-of-home
Category 2: Sub-Category 2:

09 Caregiver Support 09012 respite, in-home
Category 3: Sub-Category 3:

Category 4: Sub-Category 4.

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

O serviceisincluded in approved waiver. Thereisno changein service specifications.
® Serviceisincluded in approved waiver. The service specifications have been modified.

O serviceisnot included in the approved waiver.
Service Definition (Scope):

Respite Care is assistance and supervision provided to a HASCI Waiver participant due to a short-term absence of or
need for relief by those normally providing unpaid care. It can be provided on a periodic and/or emergency basisto
relieve one or more unpaid caregivers. The service may include hands-on assistance or direction/cueing for personal
care and/or general supervision to assure safety. It may include skilled nursing procedures only if these are
specifically delegated by alicensed nurse or as otherwise permitted by State law.

Respite Care may be provided in avariety of community or institutional settings. Federal Financial Participation
(FFP) will not be claimed for cost of room and board except if Respite Care is provided in afacility approved by the
State that is not a private residence.

The State has identified the following non-institutional respite care locations for HASCI participants, in which,
respite care can be provided on an hourly basis. The following include the non-institutional locations:

» Participant’s home or place of residence, or other residence selected by the participant/representative

e Group Home

0 Licensed residence (CTH-I or CTH-II) o Licensed foster care home

0 Licensed Community Residential Care Facility (CRCF)

Institutional Respite Care on a daily basis may be provided in the following locations:

e Medicaid-certified hospital

e Medicaid-certified nursing facility (NF)

e Medicaid-certified Intermediate Care Facility for Individuals with Intellectual Disability (ICF-11D); this may be
at aRegional Center or acommunity ICF-11D.

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

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
Provider managed
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Specify whether the service may be provided by (check each that applies):
[ L egally Responsible Per son
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Medicaid certified |CF/ID

Agency Respite Provider Agencies

Agency Hospital

Agency Community Residential Care Facility (CRCF)
Agency DDSN/DSN Boar d/Contracted providers
Agency Medicaid Certified Nursing Facility

Agency Foster Home

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

Service Type: Statutory Service
Service Name: Respite Care Services

Provider Category:
Agency
Provider Type:

Medicaid certified ICF/I1D

Provider Qualifications
L icense (specify):

SC Code Ann. 844-7-250 thru 44-7-260 Reg. #61-13
Certificate (specify):

Other Standard (specify):

Contracted with DDSN/Respite care standards policy, Pre-service Training Requirements and
Orientation (567-01-DD) which lists requirements to include the outline of minimum requirements for
the curriculum for HASCI Waiver caregivers

Verification of Provider Qualifications
Entity Responsible for Verification:

DDSN; DHEC
Frequency of Verification:

Upon Enrollment; Annually

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

Service Type: Statutory Service
Service Name: Respite Car e Services

Provider Category:
Agency

Provider Type:

Respite Provider Agencies

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
MOA and Service Contract with DHHS
Verification of Provider Qualifications

Entity Responsible for Verification:

DHHS

Frequency of Verification:

Upon Contract; Annually

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

Service Type: Statutory Service
Service Name: Respite Car e Services

Provider Category:
Agency
Provider Type:

Hospital
Provider Qualifications
L icense (specify):

SC Code, Sec. 44-7-260 Reg. #61-16, Equivalent for NC & GA
Certificate (specify):

Other Standard (specify):
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Verification of Provider Qualifications
Entity Responsible for Verification:

DHEC and DHHS
Freguency of Verification:

Upon Enrollment and CM S Revalidation Requirements

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

Service Type: Statutory Service
Service Name: Respite Care Services

Provider Category:
Agency
Provider Type:

Community Residential Care Facility (CRCF)
Provider Qualifications
L icense (specify):

SC Code, Sec. 44-7-260 Reg. #61-84, Equivalent for NC & GA
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

DHEC and DHHS
Freguency of Verification:

Upon contract;Annually

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Respite Care Services

Provider Category:
Agency
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Provider Type:

DDSN/DSN Board/Contracted providers

Provider Qualifications
L icense (specify):

SC Code Ann. §44-20-10 thru 44-20-5000 (Supp. 2008); 844-20-710 (Supp. 2008)
Certificate (specify):

Other Standard (specify):

DDSN Respite Care Standards policy, Pre-service Training Requirements and Orientation (567-01- DD)
which lists requirements to include the outline of minimum requirements for the curriculum for HASCI
Waiver caregivers.

The DSN Board or qualified provider must comply with SCDDSN Respite Program Standards and must
ensure that Respite Care workers meet the stipulated minimum qualifications.

The DSN Board or qualified provider must comply with SCDDSN Directives 567-01-DD, Employee
Orientation, Pre-Service and Annua Training Requirements and 735-02-DD, Relatives/Family Members
Serving as Paid Caregivers of Respite Services.

If Respite Care will be provided in a participant’ s home or other private residence, the DSN Board or
qualified provide must certify Respite Care workers using SCDDSN's Home Supports Caregiver
Certification.

Verification of Provider Qualifications
Entity Responsible for Verification:

DDSN

Frequency of Verification:

Upon enrollment and annually; QIO Reviews are conducted on a 12-18 month cycle depending on past
provider performance.

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

Service Type: Statutory Service
Service Name: Respite Care Services

Provider Category:
Agency
Provider Type:

Medicaid Certified Nursing Facility
Provider Qualifications
License (specify):

SC Code Ann. 844-7-250 thru 44-7-260 Reg. 61-17, Equivalent for NC & GA
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Certificate (specify):

Other Standard (specify):
Contracted with DHHS for Institutional Respite
Verification of Provider Qualifications

Entity Responsible for Verification:

DHEC and DHHS
Frequency of Verification:

Upon Contract;Annually

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

Service Type: Statutory Service
Service Name: Respite Care Services

Provider Category:
Agency
Provider Type:

Foster Home
Provider Qualifications
L icense (specify):

Yes, SC Code; Sec. 20-7-2250
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

SC Department of Social Services (DSS)
Freguency of Verification:

Upon enrollment;Annually

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

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

Service Type:

Statutory Service

Service:

Case Management

Alternate Service Title (if any):

Waiver Case Management (WCM)

HCBS Taxonomy:
Category 1 Sub-Category 1:
01 Case Management 01010 case management
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

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

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
O Serviceisincluded in approved waiver. The service specifications have been modified.

O serviceisnot included in the approved waiver.
Service Definition (Scope):

Services that assist participantsin gaining access to needed waiver, State plan, and other services regardless of the
funding sources for the services to which accessis gained. Waiver case managers are responsible for initiating
and/or conducting the process to evaluate and/or re-evaluate the individual’ s level of care as specified in waiver
policy. Waiver case managers are responsible for conducting assessments and devel oping service plans as specified
in waiver policy. Thisincludes the ongoing monitoring of the provision of services included in the participant’s
service plan. Waiver case managers are responsible for the ongoing monitoring of the participant’s health and
welfare, which may include crisisintervention, and referral to non-waiver services.

The waiver also includes Transitional Waiver Case Management. Transitional WCM is used when a person in an
institutional setting is being

discharged from the setting and entering a Waiver program. Persons served under the waiver may receive case
management services while they are till institutionalized, for up to 180 consecutive days prior to discharge. The
state can choose a limit less than 180 days.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
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Participants may receive no more than 10 hours per month. In exceptional cases, where medical necessity has been
demonstrated, additional hours can be approved through a prior authorization process.

Participants may not receive Medicaid Targeted Case Management in place of Waiver Case Management.

Service Delivery Method (check each that applies):

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

Specify whether the service may be provided by (check each that applies):

[] L egally Responsible Person
[ Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Waiver Case Management Provider

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

Service Type: Statutory Service
Service Name: Waiver Case Management (WCM)

Provider Category:
Agency
Provider Type:

Waiver Case Management Provider

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):

Possess a bachelor’ s degree from an accredited college or university, or licensure from the South
Carolina Department of Labor, Licensing and Regulation Board as a Registered Nurse, and
documentation of at least one year of experience working with people with intellectual disabilities and
related disabilities, autism, traumatic brain injury and/or spinal cord injury and/or one year of case
management experience. The degree must be from an institution accredited by a nationally recognized
educational accrediting body.

WCM may not be provided by afamily member. A family member is defined as arelative, legal
guardian, spouse, foster parent, or anyone with an in-law or step relationship.

The DSN Board or qualified provider must comply with SCDDSN or SCDHHS Waiver Case
Management Standards as applicable.
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Verification of Provider Qualifications
Entity Responsible for Verification:

Qualified waiver case managers must meet these standards prior to employment. The provider agency
that employs the case manager is responsible for ensuring case manager qualifications.

Frequency of Verification:

Upon employment and annually per standards.

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

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

Incontinence Supplies

HCBS Taxonomy:
Category 1: Sub-Category 1:
14 Equipment, Technology, and Modifications 14032 supplies
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

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

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
O serviceisincluded in approved waiver. The service specifications have been modified.

O serviceisnot included in the approved waiver.

Service Definition (Scope):
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Incontinence Supplies are standard diapers, briefs (protective underwear), under pads, liners, wipes, and gloves
needed by aHASCI Waiver participant age 2 years and older who is incontinent of bladder and/or bowel according
to medical criteria It isan Extended State Plan Service to alow additional items above the limits covered by the
Medicaid State Plan under Home Health services.

The service is defined and described in the approved State Plan and will not duplicate any service available to adults
age 21 and older in the State Plan. Items/services allowed under the waiver are the same as the standard
itemg/services for children under age 21 covered under the Early and Periodic Screening, Diagnostic, and Treatment
(EPSDT)services mandate; items/services requiring a prior authorization are not allowed.

Services that are provided when the limits of Incontinence Supplies under the approved state plan are exhausted. The
scope and nature of these services do not otherwise differ from Incontinence Supplies 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: Services are for those 21 and over and the additional amount of
servicesin addition to State Plan servicesincludes:

-up to 192 diapers per month (2 cases)

-up to 160 briefs per month (2 cases)

-up to two (2) cases of under pads per month

-up to 260 liners per month (2 cases)

-up to 560 wipes per month (8 boxes)

-up to four (4) boxes of gloves per month

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

All medically necessary Incontinence Supplies services for children under age 21 are covered in the state plan
pursuant to the EPSDT benefit. The service is defined and described in the approved State Plan and will not
duplicate any service available to adults age 21 and older in the State Plan.

*The limits may be exceeded if applying the limits would create a substantial risk that the individual would no
longer be ableto live in the community, but would, because of the limit in services, have to be ingtitutionalized.

Service Delivery Method (check each that applies):
[] Participant-directed as specified in Appendix E
Provider managed
Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Incontinence Supply Provider

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

Service Type: Extended State Plan Service
Service Name: Incontinence Supplies

Provider Category:
Agency
Provider Type:
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Incontinence Supply Provider

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
Enrolled with SCDHHS to provide incontinence supplies
Verification of Provider Qualifications

Entity Responsible for Verification:

SCDHHS
Frequency of Verification:

Upon Enrolment

Appendix C: Participant Services

Page 73 of 254

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through

the Medicaid agency or the operating agency (if applicable).
Service Type:

Extended State Plan Service

ServiceTitle:

Nursing Services

HCBS Taxonomy:

Category 1.

05 Nursing

Category 2:

05 Nursing

Category 3:

Category 4.

Sub-Category 1.

05020 skilled nursing

Sub-Category 2:

05010 private duty nursing

Sub-Category 3:

Sub-Category 4:
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Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

O serviceisincluded in approved waiver. Thereisno changein service specifications.
O serviceisincluded in approved waiver. The service specifications have been modified.

® serviceisnot included in the approved waiver.
Service Definition (Scope):

Individual and continuous care (in contrast to part time or intermittent care) provided by licensed nurses within the
scope of practice in the state Nurse Practice Act. These services are provided to a participant in their home.
Continuous and individual skilled care provided by alicensed registered nurse or licensed practical nurse, under the
supervision of aregistered nurse, licensed in accordance with the State Nurse Practice Act, in accordance with the
participant's plan of care as deemed medically necessary by an authorized health care provider. Services are not
allowable when a participant isin an institutional setting.

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

All medically necessary nursing services for children under age 21 are covered in the state plan pursuant to the
EPSDT benefit. The service is defined and described in the approved State Plan and will not duplicate any service
available to adults age 21 and older in the State Plan.

Medicaid Waiver Nursing is limited to 60 hours per week. Unused unitsin a particular week cannot be transferred
to another week.

*The limits may be exceeded if applying the limits would create a substantial risk that the individual would no
longer be ableto live in the community, but would, because of the limit in services, have to be ingtitutionalized.

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

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

[] Legal Guardian
Provider Specifications:

Provider Category|Provider TypeTitle

Agency Nursing Agencies

Individual Registered Nurses

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

Service Type: Extended State Plan Service
Service Name: Nursing Services

Provider Category:
Agency
Provider Type:

02/01/2023



Application for 1915(c) HCBS Waiver: Draft SC.009.06.00 - Jul 01, 2023

Nursing Agencies
Provider Qualifications
L icense (specify):

Y es, Code of laws 40-33-10 et seq
Certificate (specify):

Other Standard (specify):
Contract Scope of services
Verification of Provider Qualifications

Entity Responsible for Verification:

Medicaid Agency
Freguency of Verification:

Upon Enrollment Annually/Biannually

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

Service Type: Extended State Plan Service
Service Name: Nursing Services

Provider Category:
Individual
Provider Type:

Registered Nurses
Provider Qualifications

L icense (specify):

Y es, Code of laws 40-33-10 et seq
Certificate (specify):

Other Standard (specify):
Contract Scope of services
Verification of Provider Qualifications

Entity Responsible for Verification:

Medicaid Agency
Freguency of Verification:

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

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

Service Type:

Extended State Plan Service

Service Title:

Occupational Therapy

HCBS Taxonomy:
Category 1: Sub-Category 1:
11 Other Health and Therapeutic Services 11080 occupational therapy
Category 2: Sub-Category 2:
11 Other Health and Therapeutic Services 11020 health assessment
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

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

® sarviceisincluded in approved waiver. Thereisno changein service specifications.
O serviceisincluded in approved waiver. The service specifications have been modified.

O Serviceisnot included in the approved waiver.
Service Definition (Scope):

Servicesthat are provided when occupational therapy services are exhausted under the approved State plan limits.
The scope and nature of these services do not differ from occupational therapy furnished under the State plan. The
provider qualifications specified in the State plan apply.

All medically necessary Specialized Medical Supplies and Therapy Services for children under age 21 are covered in
the state plan pursuant to the EPSDT benefit.

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

Service Delivery Method (check each that applies):

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

02/01/2023



Application for 1915(c) HCBS Waiver: Draft SC.009.06.00 - Jul 01, 2023 Page 77 of 254

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

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Individual Occupational Therapists
Agency Occupational Therapy Groups

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

Service Type: Extended State Plan Service
Service Name: Occupational Therapy

Provider Category:
Individual
Provider Type:

Occupationa Therapists
Provider Qualifications

L icense (specify):

Chapter 36 section 40-35-5 et. Seq. SC code of laws. Equivalent NC and GA.
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Labor, Licensing and Regulation; Medicaid agency
Frequency of Verification:

Upon Enrolment

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

Service Type: Extended State Plan Service
Service Name: Occupational Therapy

Provider Category:
Agency
Provider Type:
02/01/2023
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Occupational Therapy Groups

Provider Qualifications
L icense (specify):

Chapter 36 section 40-35-5 et. Seq. SC code of laws. Equivalent NC and GA.

Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Labor, Licensing and Regulation; Medicaid Agency
Frequency of Verification:

Upon Enrolment

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

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through

the Medicaid agency or the operating agency (if applicable).
Service Type:

Extended State Plan Service

ServiceTitle:

Physical Therapy

HCBS Taxonomy:
Category 1 Sub-Category 1.
11 Other Health and Therapeutic Services 11090 physical therapy
Category 2: Sub-Category 2:
11 Other Health and Therapeutic Services 11020 health assessment
Category 3: Sub-Category 3:
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Category 4: Sub-Category 4

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

® sarviceisincluded in approved waiver. Thereisno changein service specifications.
O serviceisincluded in approved waiver. The service specifications have been modified.

O serviceisnot included in the approved waiver.
Service Definition (Scope):

Servicesthat are provided when physical therapy services are exhausted under the approved State plan limits. The
scope and nature of these services do not differ from physical therapy furnished under the State plan. The provider
qualifications specified in the State plan apply.

All medically necessary Specialized Medical Supplies and Therapy Services for children under age 21 are covered in
the state plan pursuant to the EPSDT benefit.

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

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

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

[ Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Individual Physical Therapists

Agency Physical Therapy Groups

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

Service Type: Extended State Plan Service
Service Name: Physical Therapy

Provider Category:
Individual
Provider Type:

Physical Therapists

Provider Qualifications
L icense (specify):

02/01/2023



Application for 1915(c) HCBS Waiver: Draft SC.009.06.00 - Jul 01, 2023 Page 80 of 254

Chapter 45 section 40-45-5 et. Seq. SC code of laws. Equivalent NC and GA.
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Labor, Licensing and Regulation; Medicaid Agency
Frequency of Verification:

Upon Enrollment

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

Service Type: Extended State Plan Service
Service Name: Physical Therapy

Provider Category:

Agency

Provider Type:

Physical Therapy Groups

Provider Qualifications
L icense (specify):

Chapter 45 section 40-45-5 et. Seq. SC code of laws. Equivalent NC and GA.
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Labor, Licensing and Regulation; Medicaid Agency
Freguency of Verification:

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

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

Service Type:

Extended State Plan Service

Service Title:

Speech and Hearing Services

HCBS Taxonomy:
Category 1: Sub-Category 1:
11 Other Health and Therapeutic Services 11100 speech, hearing, and language therapy
Category 2: Sub-Category 2:
11 Other Health and Therapeutic Services 11020 health assessment
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

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

® sarviceisincluded in approved waiver. Thereisno changein service specifications.
O serviceisincluded in approved waiver. The service specifications have been modified.

O Serviceisnot included in the approved waiver.
Service Definition (Scope):

Servicesthat are provided when speech, hearing and language services are exhausted under the approved State plan
limits. The scope and nature of these services do not differ from speech, hearing and language services furnished
under the State plan. The provider qualifications specified in the State plan apply.

All medically necessary Specialized Medical Supplies and Therapy Services for children under age 21 are covered in
the state plan pursuant to the EPSDT benefit.

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

Service Delivery Method (check each that applies):

[] Participant-directed as specified in Appendix E
Provider managed
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Specify whether the service may be provided by (check each that applies):
[ L egally Responsible Per son
Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Audiology Groups
Agency Speech Pathology Groups
Individual Speech Pathologists
Agency Speech Therapy Group
Individual Speech Therapists
Individual Audiologists

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

Service Type: Extended State Plan Service
Service Name: Speech and Hearing Services

Provider Category:
Agency
Provider Type:

Audiology Groups
Provider Qualifications

L icense (specify):

Chapter 67 section 40-67-10 & 40-67-60 et. Seq. SC code of laws. Equivalent NC and GA.
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Labor, Licensing, and Regulation; Medicaid agency
Freguency of Verification:

Upon Enrolment

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service
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Service Type: Extended State Plan Service
Service Name: Speech and Hearing Services

Provider Category:

Agency

Provider Type:

Speech Pathology Groups

Provider Qualifications
L icense (specify):

Chapter 67 section 40-67-10 & 40-67-60 et. Seq. SC code of laws. Equivalent NC and GA
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Labor, Licensing, and Regulation; Medicaid agency
Frequency of Verification:

Upon Enrollment

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Extended State Plan Service
Service Name: Speech and Hearing Services

Provider Category:
Individual
Provider Type:

Speech Pathologists
Provider Qualifications

L icense (specify):

Chapter 67 section 40-67-10 & 40-67-60 et. Seq. SC code of laws. Equivalent NC and GA
Certificate (specify):

Other Standard (specify):
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Verification of Provider Qualifications
Entity Responsible for Verification:

Labor, Licensing and Regulation; Medicaid agency
Frequency of Verification:

Upon Enrolment

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

Service Type: Extended State Plan Service
Service Name: Speech and Hearing Services

Provider Category:
Agency
Provider Type:

Speech Therapy Group
Provider Qualifications

L icense (specify):

Chapter 67 section 40-67-10 & 40-67-60 et. Seq. SC code of laws. Equivalent NC and GA
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Labor, Licensing, and Regulation; Medicaid agency
Freguency of Verification:

Upon enrollment

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

Service Type: Extended State Plan Service
Service Name: Speech and Hearing Services

Provider Category:
Individual
Provider Type:

Speech Therapists
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Provider Qualifications
License (specify):

Chapter 67 section 40-67-10 & 40-67-60 et. Seq. SC code of laws. Equivalent NC and GA
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Labor, Licensing and Regulation; Medicaid agency
Frequency of Verification:

Upon Enrollment

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

Service Type: Extended State Plan Service
Service Name: Speech and Hearing Services

Provider Category:
Individual
Provider Type:

Audiologists
Provider Qualifications
L icense (specify):

Chapter 67 section 40-67-10 & 40-67-60 et. Seg. SC code of laws. Equivalent NC and GA.

Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Labor, Licensing and Regulation; Medicaid Agency
Freguency of Verification:

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

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

Service Type:

Other Service

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

Service Title:

Behavior Support Services

HCBS Taxonomy:

Category 1. Sub-Category 1.

10 Other Mental Health and Behavioral Services 10090 other mental health and behavioral services

Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4 Sub-Category 4:

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

® sarviceisincluded in approved waiver. Thereisno changein service specifications.
O serviceisincluded in approved waiver. The service specifications have been modified.

O Serviceisnot included in the approved waiver.
Service Definition (Scope):

Behavior Support addresses behavioral challenges experienced by a HASCI Waiver participant by using evidence
based, validated practices to identify causes and appropriate interventions that prevent or reduce occurrence.
Behavior Support includes functional behavior assessments and analyses; devel opment of behavioral support plans;
implementing interventions designated in behavior support plans; training key persons to implement interventions
designated in behavioral support plans; monitoring effectiveness of behavioral support plans and modifying as
necessary; and educating family, friends, or service providers concerning strategies and techniques to assist the
participant in modifying inappropriate behaviors, including the necessary education for the waiver participant to do
this independently when possible.

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

For aHASCI Waiver participant who receives Residential Services, behavior support is a component of Residential
Services and included in the rate paid to the residential provider.
If the participant needs Behavior Support, the residential provider must directly provide or obtain it.
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Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Per son
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Individual Behavior Support Provider

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

Service Type: Other Service
Service Name: Behavior Support Services

Provider Category:
Individual
Provider Type:

Behavior Support Provider

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):

A provider must follow the DDSN standards and qualifications. The DSN Board or qualified provider
must comply with SCDDSN Behavior Support Standards. A DSN Board or qualified provider of
Residential Habilitation that currently serves a specific HASCI Waiver participant in need of Behavior

Support must employ or contract with an individual enrolled with SCOHHS as a provider of Behavior
Support Services.

Verification of Provider Qualifications
Entity Responsible for Verification:

Verified and approved by DDSN; Enrolled by DHHS
Freguency of Verification:

Upon enrollment; verification of continuing education every two years.
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Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through

the Medicaid agency or the operating agency (if applicable).

Service Type:
Other Service

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

specified in statute.
Service Title:

Employment Services

HCBS Taxonomy:

Category 1.

03 Supported Employment

Category 2:

03 Supported Employment

Category 3:

Category 4:

Sub-Category 1.

03021 ongoing supported employment, individual

Sub-Category 2:

03022 ongoing supported employment, group

Sub-Category 3:

Sub-Category 4:

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

® sarviceisincluded in approved waiver. Thereisno changein service specifications.

O serviceisincluded in approved waiver. The service specifications have been modified.

O Serviceisnot included in the approved waiver.

Service Definition (Scope):
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Employment Services (Individual) are the ongoing supports to individua s who, because of their disabilities, need
intensive on-going support to obtain and maintain an individual job in competitive or customized employment, or
self-employment, in an integrated work setting in the general workforce for which an individual is compensated at or
above the minimum wage, but not less than the customary wage and level of benefits paid by the employer for the
same or similar work performed by individuals without disabilities.

Transportation is not included as part of the service or the rate paid for individual job placement.

Employment - Group are the on-going supports to individuals who, because of their disabilities, need intensive
ongoing support to obtain and maintain an individual job in competitive or customized employment, or self-
employment, in an integrated work setting in the general workforce for which an individual is compensated at or
above minimum wage, but not less than the customary wage and level of benefits paid by the employer for the same
or similar work performed by individuals without disabilities. Employment Services — Group are provided in group
settings, such as mobile work crews or enclaves and employees may be paid directly by the employer/business or by
the Employment Services — Group provider.

Employment Services— Group is not a prereguisite for Employment Services— Individual.

For Employment Group--Transportation will be provided from the individual’ s residence to the habilitation site
when the service start time is before 12:00 Noon. Transportation will be available from the individual’ s habilitation
site to their residence when the service start time is after 12:00 Noon.

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

Service Delivery Method (check each that applies):
[] Participant-directed as specified in Appendix E
Provider managed
Specify whether the service may be provided by (check each that applies):

[] L egally Responsible Per son
Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Employment Services Providers

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

Service Type: Other Service
Service Name: Employment Services

Provider Category:
Agency
Provider Type:

Employment Services Providers
Provider Qualifications
L icense (specify):
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Certificate (specify):

Other Standard (specify):

Employment Services will be provided by staff who:
e Areatleast 18 years of age.
* Haveavalid high school diplomaor its certified equivalent.
* Havereferences from past employment if the person has a5 year work history.
* Arecapable of aiding in the activities of daily living and implementing the Employment Services
Plan of each person for whom they are responsible.
* Haveavalid driver'slicenseif duties require transportation of individuals.
« Have abackground check
e Passaninitial physical exam prior to working in the program.
e Passinitial tuberculosis screening prior to working in the program and annually thereafter.
¢ Must betrained and be deemed competent in accordance with DDSN Directives.
* Participate in the staff development/in-service education program operating in their provider agency
which requires all staff to
complete in-service education programs and staff development opportunities in accordance with
SCDDSN directives.

Verification of Provider Qualifications
Entity Responsible for Verification:

SCDDSN
Frequency of Verification:

Initially and annually. SCDDSN QIO Reviews are conducted on a 24 month cycle depending on past
performance of the provider organization.

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

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

Service Type:

Other Service

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

Service Title:

Environmental Modifications

HCBS Taxonomy:
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Category 1 Sub-Category 1.
14 Equipment, Technology, and Modifications 14020 home and/or vehicle accessibility adaptations
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4.

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

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
O Sserviceisincluded in approved waiver. The service specifications have been modified.

O serviceisnot included in the approved waiver.
Service Definition (Scope):

Environmental Modifications are physical adaptations to the home, required by the HASCI waiver participant's
Support Plan, which are necessary to ensure the health, welfare and safety of the participant, or which enable the
participant to function with greater independence in the home. The home must be a privately owned residence
occupied by the participant. Modifications to publicly funded group homes or community residential facilities are
not permitted. Such adaptations may include the installation of ramps and grab-bars, widening of doorways
modification of bathroom or kitchen facilities, or installation of specialized electric and plumbing systems which are
necessary to accommodate the medical equipment and supplieswhich are necessary for the welfare of the
participant, floor covering to facilitate wheelchair access, fencing necessary for a participant's safety.

Excluded are those adaptations or improvements to the home which are of general utility, and are not of direct
medical or remedial benefit to the individual, such as carpeting, roof repair, central air conditioning,

etc. Environmental modifications will not be approved solely for the needs or convenience of other occupants of the
home or care providers. Modifications that add to the total square footage of the home are available only when this
modification proves to be the most cost effective solution. All services shall be provided in accordance with
applicable state and local building codes and shall be subject to the state procurement act.

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

Home Modifications are subject to the guidelines established by the SCODSN Head and Spinal Cord Injury Division
(Guidance in Waiver Manual) and must be within the limit of $20,000 per modification.

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[] L egally Responsible Person
Relative

[] Legal Guardian
Provider Specifications:
02/01/2023
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Provider

Category Provider TypeTitle

Individual Licensed Occupational and Physical Therapists
Individual Certified ADA Coordinators

Individual Vendorswith aretail or wholesale business license contracted to provide services

Individual Rehat?ilitation' Engineaing Techqologists Asjsistiv.e Techpology Practitioner§and Assistive Technology
Supplierscertified by the Rehabilitation Engineering Society of North America (RESNA)

Agency DDSN/DSN Boards/Contracted Providers

Individual Licensed Contractors

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

Service Type: Other Service
Service Name: Environmental Modifications

Provider Category:
Individual
Provider Type:

Licensed Occupational and Physical Therapists

Provider Qualifications
L icense (specify):

Chapter 36 section 40-35-5 et. Seq. SC code of laws. Equivalent NC and GA. Chapter 45 section 40-45-

5 et. Seq. SC cod of laws. Equivalent NC and GA.
Certificate (specify):

Other Standard (specify):
Contracted with DDSN or Medicaid Agency
Verification of Provider Qualifications

Entity Responsible for Verification:

Labor, Licensing and Regulation; Medicaid Agency
Fregquency of Verification:

Upon enrollment

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

Service Type: Other Service
Service Name: Environmental Modifications

Provider Category:
Individual
Provider Type:
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Certified ADA Coordinators

Provider Qualifications
L icense (specify):

Certificate (specify):

Certified ADA Coordinator
Other Standard (specify):

Enrolled with DHHS/DDSN
Verification of Provider Qualifications

Entity Responsible for Verification:

DDSN

Frequency of Verification:

Upon Enrolment

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

Service Type: Other Service
Service Name: Environmental Modifications

Provider Category:
Individual
Provider Type:

Vendors with aretail or wholesale business license contracted to provide services

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):
Enrolled with DHHS/DDSN
Verification of Provider Qualifications

Entity Responsible for Verification:

DDSN

Freguency of Verification:
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Upon EnrolIment

Appendix C: Participant Services

Page 94 of 254

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Environmental M odifications

Provider Category:
Individual
Provider Type:

Rehabilitation Engineering Technologists, Assistive Technology Practitioners and Assistive Technology

Suppliers certified by the Rehabilitation Engineering Society of North America (RESNA)

Provider Qualifications
L icense (specify):

Certificate (specify):

Certified by the Rehabilitation Engineering Society of North America (RESNA)
Other Standard (specify):

Contracted with DDSN or Medicaid Agency
Verification of Provider Qualifications

Entity Responsible for Verification:

DDSN

Frequency of Verification:

Upon enrollment or service authorization

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Environmental Modifications

Provider Category:
Agency
Provider Type:

DDSN/DSN Boards/Contracted Providers

Provider Qualifications
License (specify):
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Certificate (specify):

Other Standard (specify):

The DSN Board or qualified provider must employ or contract with the following, but is responsible to
verify and document licensure:

« Contractor licensed by the South Carolina Department of Labor, Licensing and Regulation (LLR) not
enrolled with SCDHHS as a DME provider

« Vendor with aretail or wholesale business license that is not enrolled with SCOHHS asa DME
provider

In addition to the above, the DSN Board or qualified provider may employ or contract with the

following for consultation, assessment, and/or follow-up inspection; the provider is responsible to verify

and document licensure or certification:

e Licensed Occupationa Therapist

e Licensed Physical Therapist

« Rehabilitation Engineering Technologist (RET) certified by Rehabilitation Engineering Society of

North American (RESNA)

* Assigtive Technology Practitioner (ATP) certified by Rehabilitation Engineering Society of North

American (RESNA)

e ATP Supplier certified by Rehabilitation Engineering Society of North American (RESNA)
Verification of Provider Qualifications

Entity Responsible for Verification:

DDSN

Frequency of Verification:

Annually

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

Service Type: Other Service
Service Name: Environmental M odifications

Provider Category:
Individual
Provider Type:

Licensed Contractors
Provider Qualifications

L icense (specify):

SC Code Ann. 40-59-15 (Supp. 2007)
Certificate (specify):
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Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

DDSN

Frequency of Verification:

Upon Service Authorization

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

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

Service Type:

Other Service

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

ServiceTitle:

Health Education for Participant-Directed Care

HCBS Taxonomy:
Category 1. Sub-Category 1.
17 Other Services 17990 other
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4.

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

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
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O serviceisincluded in approved waiver. The service specifications have been modified.

O serviceisnot included in the approved waiver.
Service Definition (Scope):

Health Education for Participant-Directed Care prepares capable individuals who desire to manage their own
personal care or afamily member or other responsible party who desires to manage the personal care of an
individual not capable of self-management.

Health Education for Participant-Directed Care is instruction provided by alicensed registered nurse who are
provided the “Key to Independence Manua” from the Shepherd Center in Atlanta, Georgia and/or other curricula
approved by SCDDSN/DHHS in the provision of this service. The training provided by an RN will regard the nature
of specific medical conditions, the promotion of good health, and the prevention/monitoring of secondary medical
conditions.

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

Ten units per calendar year.
Service Delivery Method (check each that applies):
[] Participant-directed as specified in Appendix E
Pr