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The Independent Living (IL) Waiver provides services to beneficiaries who, but for the provision of such

serwces would requure the level of care found |n a nursmg facmly lhe%&s—wmﬂy—ad#mms&emd—by

mte*&geﬂsy—ag:ee:mm- The IL Walver isa Medlcald home and communlty-based waiver ogerated |omtly
with the Mississippi Department of Rehabilitation Services. The waiver is operated statewide.

E||g1b|||ty is hmlled to individuals with age sndeen (16) or older who have severe orthopedlc and/or

medlcal im rovement otentlal Mammum medlcal im rovement entlal as deflnedb DOM, has been
achieved when all of the following criteria are met:

« Beneficiary is able to communicate effectively with careqivers, personal care attendants
(PCAs), counselors, case managers and others

o In-addition—individuals—must-be Beneficiary is certified as medically stable by their primary
physician. Medical stability is defined as the absence of the following:

¢ An active, life-threatening condition (e.g., sepsis, respiratory or other condition
requiring systematic therapeutic measures)

e Intravenous drip to control or support blood pressure
e |[ntracranial pressure or arterial monitoring

« Adiagnosis of dementia, Alzheimers, mental illness, mental retardation or any related
condition of such severity that renders the individual unable to direct his/her own care

medical services. Pre-admission screening data will be entered into a scoring algorithm which will
generate a numerical score. The score will be compared to a set numerical threshold which determines

eligibility. Those scores equal to or above the set numerical threshold will be deemed clinically eligible.
Refer to Section 64. Long Term Care/Pre-Admission Screening (PAS), for additional information.

Individuals must be Medicaid eligible either as an SSI recipient or meet the 300% of the SSI Federal
benefit rate required as the institutional income limit for individuals entering a nursing facility.
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Subject: Freedom of Choice Cross Reference:

Medicaid beneficiaries have the right to freedom of choice of providers for Medicaid covered services.
Section 1902(a) (23) of the Social Security Act provides that “any individual eligible for medical assistance
(including drugs) may obtain such assistance from any institution, agency, community pharmacy, or
person qualified to perform the service or services required.”

When the service amounts, frequencies, duration, and scope are reduced, denied, or terminated, the
beneficiary will be provided written notice of recourse/appeal procedures within ten (10) calendar days of
the effective reduction, termination, or denial of services as specified in Section 66.11, Due Process
Protection.
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Subject: Covered Services Cross Reference:

The Independent Living Waiver provides the following services:
e Case Management
e Personal Care Attendant
e Specialized Medical Equipment and Supplies
e Transition Assistance

e Environmental Accessibility Adaptations

Case Management

Case Management services assist beneficiaries in accessing needed waiver and other State Plan
services, as well as needed medical, social, educational, and other services, regardless of the funding
source for the services. Case Management services are provided by MDRS IL counselors/registered
nurses who meet minimum qualifications listed in the waiver deeument—standards. Responsibilities
include, but are not limited to, the following:

o Initiate and oversee the process of assessment and reassessment of the beneficiary’s level of
care

e Provide ongoing monitoring of the services included in the beneficiary's individualized plan of
care

e Develop, review, and revise the individualized plan of care at intervals specified in the waiver
document

e Conduct monthly contact and quarterly face-to-face visits with the beneficiary

e Document all contacts, progress, needs and activities carried out on behalf of the beneficiary

e Certify that personal care attendants meet basic competencies that include both educational and

functional requirements

Personal Care Attendant

Personal Care Attendant (PCA) services are support services provided in the beneficiary’s home.
Services may include assistance with eating, bathing, dressing, personal hygiene, and other activities of
daily living. Services may also include assistance with preparation of meals, but not the cost of the
meals. When specified in the plan of care, services may include housekeeping chores essential to the
health of the beneficiary.

Beneficiaries have the option of selecting an individual with whom they are comfortable providing their
personal care, but the individual must meet all requirements set forth in the waiver. |f the individual does
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not meet waiver requirements, he/she may be trained through MDRS. Once qualified, the individual may

serve as the PCA. The beneficiary also has the option of choosing from a list of available,
eligible/gualified personal care attendants. All personal care attendants must meet minimus
requirements-as-specified-inthe-waiver-decument: basic competencies that include both educational and

functional requirements. MDRS IL counselors and registered nurses are responsible for certifying and
documenting that the PCA meets the #raining-ahd-competensy requirements.

Personal care services may be furnished by family members provided they are not legally responsible
for the individual. The parent (or step-parent) of a minor child, ard an individual’s spouse, the executor
of an individual's estate and/or person with durable/medical power of attorney for the individual are

considered legally responsible for an individual. Aunts, uncles, grandparents, siblings or parents of adult
children who are not legally responsible for the individual may provide services. Family members must
meet provider standards, and they must be certified competent to perform the required tasks by the
beneficiary and the IL counselor/registered nurse. There must be adequate justification for the relative to
function as the attendant, e.g., lack of other qualified attendants in remote areas.

If the participant does not locate/choose a PCA within six (6) months of admission into the waiver,
the participant will be discharged from the waiver. Prior to the time of discharge the participant

will be informed of other waiver opportunities and community resources available to them.

Specialized Medical Equipment and Supplies

Specialized medical equipment and supplies include devices, controls, or appliances that will enhance the
beneficiary’s ability to perform activities of daily living, or to perceive, control, or communicate with the
environment in which they live. This service also includes equipment and supplies necessary for life
support, supplies and equipment necessary for the proper functioning of such items, and durable and
nondurable medical equipment not available under the Medicaid State Plan. The need for/use of such
items must be documented in the assessment/case file and approved on the plan of care.

ltems reimbursed with waiver funds are in addition to medical equipment and supplies furnished under
the Medicaid State Plan. Iltems not of direct medical or remedial benefit to the beneficiary are
excluded.

Equipment and supplies must meet the applicable standards of manufacture, design and installation.
MDRS is responsible for certifying and documenting that providers meet the criteria/standards in the
waiver document.

Requests for specialized medical equipment/supplies must be evaluated by the MDRS counselor and/or a
professional at DOM to determine if an Assistive Technology (AT) evaluation and recommendation is
needed. If an AT evaluation is performed, it must be submitted to DOM along with the plan of care and
the request for equipment and/or specialized medical supplies. DOM requires a minimum of two (2)
competitive bids/quotes for equipment/supplies/environmental adaptations that are not covered under the
State Plan and exceed the average cost specified in the approved waiver.

Medicaid waiver funds are utilized as the pavor of last resort. The provider must request payment from
other payor sources (i.e., Medicare, private insurance. etc.) prior t bmitting the claim to DOM.

Transition Assistance

Transition Assistance services are services, provided to a beneficiary currently residing in a nursing
facility who wishes to transition from the nursing facility to the Independent Living Waiver program.
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Transition Assistance is a one-time initial expense required for setting up a household. The expenses
must be included in the approved plan of care. Transition Assistance Services are capped at $800.00
one-time initial expense per lifetime.
1. Eligibility
To be eligible for Transition Services, the beneficiary must meet all of the following criteria:
o Beneficiary must be a nursing facility resident whose nursing facility services are paid
for by DOM, and

e Beneficiary must have no other source to fund or attain the necessary items/support,
and

e Beneficiary must be moving from a nursing facility where these items/services were
provided, and

e Beneficiary must be moving to a residence where these items/services are not
normally furnished.

2. Services
Transition Assistance Services include the following:
e Security deposits required to obtain a lease on an apartment or home
o Essential furnishings such as bed, table, chairs, window blinds, eating utensils, and
food preparation items (ltems such as televisions, cable TV access or VCR's are not
considered furnishings)
¢ Moving expenses

e Fees/deposits for utilities or service access such as telephone, electricity, etc.

e Health and safety assurances such as pest eradication, allergen control, or one-time
cleaning prior to occupancy

All transition services must be essential to (1) ensuring that the individual is able to
transition from the current nursing facility, and (2) removing an identified barrier or
risk to the success of the transition to a more independent living situation.

3. Exclusions

Transition Assistance is not available for beneficiaries whose stay in a nursing facility is
ninety (90) days or less.

Environmental Accessibility Adaptation

Environmental Accessibility Adaptation includes those physical adaptations to the home that are
necessary to ensure the health, welfare and safety of the beneficiary, or which enable the beneficiary to
function with greater independence, and without which, the beneficiary would require institutionalization.
The need for these adaptations must be identified in the plan of care. Examples include the installation of

ramps and grab bars, the widening of doorways, modification of bathroom facilities, and installation of
specialized electric and plumbing systems necessary to accommodate medical equipment and supplies.
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Exclusions include adaptations or improvements to the home which are not of direct medical or remedial
benefit to the beneficiary. Adaptations which add to the square footage of the home are excluded.

Reguests for environmental accessibility adaptation must be evaluated by the MDRS counselor and/or a
professional at DOM to determine if an Assistive Technology (AT) evaluation and recommendation is

needed. If an AT evaluation is performed, it must be submitte: DOM along with the plan of care and

the request for environmental accessibility adaptation. DOM requires a minimum of two (2) competitive

bi otes for equipment/supplies/environmental adaptations that are not covered under the State Plan
and exceed the average cost specified in the approved waiver.

Providers must meet all state or local requirements for licensure/certification. Services must be provided
in_accordance with applicable state housing and local building codes. The quality of work must meet

standards _identified in the waiver document. MDRS is responsible for certifying and documenting that
providers meet the criteria/standards in the waiver document.

Beneficiaries may choose qualified vendors of their choice ivi Vi ental accessibili

adaptations, specialized medical equipment, and transition servlces They mgg so work with their IL
counselor/registered nurse if they want to modify services or change providers.
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Subject: Quality-Assurance-Standards Quality Cross Reference:

Management

Waiver providers must meet applicable guality-assurance-standards- service specifications The-standards
are—part-of as referenced in the waiver document approved by the Centers for Medicare and Medicaid

Services. Fhe-standards-are A copy of the CMS approved waiver document is issued to all new waiver
providers and providers are notified when revisions are made.

The quality management strategy for the waiver includes the following:

o Level of care need determination consistent with the need for institutionalization

L

Plan of care consistent with the beneficiary's needs

« Providers who meet the provider specifications of the CMS approved waiver. including
licensure/certification requirements

Critical event/incident reporting mechanism for beneficiaries and caregivers (for reporting
concerns/incidents of abuse, neglect, and exploitation)

State (DOM) retention of administrative authority over the waiver program
State (DOM) financial accountability for the waiver program

Only DOM can initiate, in writing, any interpretation or exception to Medicaid rules, regulations, or
policies.
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Subject: Documentation/Record Maintenance Cross Reference:

All providers participating in the Medicaid program are required to maintain legible, accurate, and
complete records that disclose and justify the services rendered and billed under the program, and upon
request, make these records available to representatives of DOM in substantiation of any and all claims.
These records must be maintained a minimum of five (5) years to comply with all state and federal
regulations and laws. Statistical and financial data supporting a cost report must be maintained for at
least five (5) years from the date the cost report (or amended cost report, or appeal) is submitted to DOM.

Documentation/record maintenance for relmbursement purposes must, at a minimum, reflect

procedures requirements set forth fe ale z s- in_the
waiver. In addition, waiver providers are reqwred to submlt copres of aII service !ogsfdocumentatuon of

visits.

If the provider's records do not substantiate services paid for under the Mississippi Medicaid program, as
previously noted, the provider will be asked to refund to DOM any money received from the Medicaid
program for any such non-substantiated services. If a refund is not received within thirty (30) days, a sum
equal to the amount paid for such services will be deducted from any future payments that are deemed to
be due the provider.

A provider who knowingly or willfully makes, or causes to be made, a false statement or representation of
a material fact in any application for Medicaid benefits or Medicaid payments may be prosecuted under
federal and state criminal laws. A false attestation can result in civil monetary penalties, as well as fines,
and may automatically disqualify the provider as a provider of Medicaid services.
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Section: HCBS/Independent Living Waiver Section: 66.10

Pages: 1
Subject: Reimbursement Cross Reference:

Reimbursement for waiver services can be requested no earlier than the first day of the month following
the month in which services were rendered. (Example: Services provided in June cannot be billed

before July 1.)

Covered services under the Independent Living Waiver are reimbursed according to reimbursement

methodology listed below.

Service Code Modifier Billing Unit

Case Management T2022 U2 Monthly

Personal Care Attendant S5125 U2 15-minute unit

Specialized Medical Manually priced/approved

Equipment and Supplies T2029 u2 (based on a quoted, pre-
approved price)

Transition Assistance T2038 u2 One-time initial expense
per lifetime up to $800.00

Environmental S5165 U2 Manually priced/approved

Accessibility Adaptation (based on a quoted, pre-
approved price)
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