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What is the Money Follows the Person (MFP) Project?

Money Follows the Person (MFP) is “a system of flexible financing for long-term services and supports that enables available funds to move with the individual to the most appropriate and preferred setting as the individual’s needs and preferences change.”

Who is Eligible for the MFP Project?

If an individual and/or their legal guardian are interested in the transition to the community, the individual must meet the following criteria:
· Resident of the Commonwealth of Virginia; 

· Living in a, Nursing Facility (NF), Long Stay Hospital (LSH), or Intermediate Care Facilities for people with Mental Retardation (ICF/MR); 

· Have lived in a long-term care institutional setting for at least six (6) successive months, including hospitalization periods; 

· Have been eligible for Medicaid for at least one (1) month at the time of transition
What Does MFP Mean to Me?

Some people living in facilities may think that they don’t have the ability to move back into the community. MFP gives individuals living in nursing facilities, Intermediate Care Facilities for people with Mental Retardation (ICF/MR), and long-stay hospitals more informed choices and options about where they live and receive services. Overall, MFP makes it possible for individuals who are elderly, disabled, and intellectually disabled to have the freedom to choose where they want to live!
What Can MFP Do For Me?

Should you choose to move to the community, you will enjoy all of the privileges of living independently: Choosing your service providers, expressing your satisfaction or dissatisfaction with services and supports, visiting with family and friends, and being apart of your community!

The following additional services will also be permanently available to individuals using home and community based waivers who currently do not have access to them:

· Personal Emergency Response System (PERS)

· Assistance with up-front household expenses at transition

· Assistive Technology, such as specialized toilets, braces, and computer software

· Housing and Transportation services

Department of Medical Assistance Services 
600 East Broad Street, Richmond, Virginia 23219

Phone: 804-225-4222

Fax: 804-371-4986
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DRAFT

Moving to the Community from a Nursing Facility or Long-Stay Hospital

 Under the Money Follows the Person Demonstration Project

Do you want to move to the community?  

If so, this “Money Follows the Person” Project gives you options for community living that have not been offered before:  

· More informed choices and options about where you live and receive services;

· Help  moving to the community; and 

· Quality care through services that are person-centered, appropriate, and based on your individual needs.

The ability for you, or your family member or caregiver, to decide whether moving to the community is right for you is central to the Project.  It is important that you understand everything about Project before you decide if you want to participate in it.  This is so you, or someone representing you, can give informed consent to participate.  You can find basic information here.  You can find much more detailed information in Virginia’s Money Follows the Person Project Guidebook.  Ask your transition coordinator, health care coordinator, case manager, support coordinator, or a staff member where you live for a copy or to explain more about the Project.  A copy of the Guidebook is also at http://www.olmsteadva.com/mfp.  

How do I qualify?

· You must be a resident of Virginia;

· You must be living in a nursing facility or a long-stay hospital;

· You must have been in a long-term care institution for at least six months in a row;

· You must have been eligible for Medicaid for at least one month at the time of your transition.  (You may already have Medicaid.)  
· You must be moving to one of the following community residences:
· a home that you or your family member owns or leases;

· an apartment that you or your family member leases; or

· one of the following group living settings:

· Adult foster care

· A 4-bed assisted living facility

· A sponsored residential home

· A group home with no more than three other people

What services and supports are available in the community?

You will be using one of the Medicaid home and community-based waivers or a Program of All-Inclusive Care for the Elderly (PACE) program.  More than likely, you will be using the “Elderly or Disabled with Consumer Direction” or “Technology Assisted”  Waivers, but you may also qualify for the “Mental Retardation,” “Developmental Disabilities,”  or “AIDS” Waivers, or for the PACE program if one is available where you will be living.   

Waiver services.  The following services are available under the Elderly or Disabled with Consumer Direction, Technology Assisted, Mental Retardation, Developmental Disabilities, and AIDS Waivers:

· Assistive Technology ($5,000 yearly limit)

· Environmental Modifications ($5,000 yearly limit)

· Personal Care (Consumer and/or Agency Directed) (adults only in the Technology Assisted Waiver)

· Respite Care (Consumer and/or Agency Directed) (Agency-Directed only in the Technology Assisted Waiver)

· Transition Services ($5,000 life-time limit) 

· A 24-hour emergency back-up service for 12 months after you move

Personal Emergency Response System and Medication Monitoring are also available under all except the AIDs Waiver.

The Mental Retardation and Developmental Disabilities Waivers offer the following additional services:

· Companion Services (Consumer and/or Agency Directed)

· Crisis Stabilization/Supervision 

· In-home Residential Support

· Prevocational Services

· Skilled Nursing Services

· Supported Employment (Consumer and/or Agency Directed)

· Therapeutic Consultation Day Support

The Developmental Disabilities Waiver also offers Family and Caregiver Training.  

The Mental Retardation Waiver also offers Congregate Residential Support.

The Elderly or Disabled with Consumer Direction Waiver also offers Transition Coordination (someone to assist you three months prior to and 12 months following your move to the community) and Adult Day Health Care. 

The HIV/AIDS Waiver also offers Case Management and Nutritional Supplements

Both the AIDS and Technology Assisted Waivers also offer private duty nursing.

The PACE Program:   This is not a Waiver, however it allows you to have access to acute, primary and long term supports through one organization.  There are currently six programs under development.  If you are interested in participating in this program, you must:

· Be 55 years of age or older;

· Live in a PACE service area;

· Meet nursing facility eligibility criteria; and 

· Be able to be safely cared for in the community.

The PACE provider must provide an emergency back-up system with access (including emergency care) to services authorized by the interdisciplinary team 24-hours per day, every day of the year, and must provide you with all the information necessary to facilitate easy access to services.  

In addition to Waiver or PACE services, you will be able to use a 24-hour emergency back-up service for 12 months after you move.  

You may also be eligible for:

· The Medicaid State Plan mandatory and optional services, including Medicaid transportation, and
· Non-Medicaid services and supports, including:
·  extra environmental home modification funding if you need more than $5,000 when you move, and 
· “bridge rent” for a limited time if you need to sign a lease but cannot move in until modifications are completed.
What is the difference between “agency-directed” and “consumer directed”?

With agency directed services, you select an agency, and the agency chooses the individuals who will provide your services. The agency is responsible for hiring, training, supervising, and firing its own employees.

With consumer directed services, you are the employer, and you are responsible for hiring, training, supervising, and firing your own employees.  When services are consumer-directed, you or your family or caregiver, as appropriate, decide what service is needed, who will provide it, when it will be provided, where it will be provided, and how it will be provided.  If you choose consumer-directed services, you must receive support from a consumer-directed services facilitator.  This is not a separate waiver service, but is required in conjunction with consumer-directed services.  The consumer-directed services facilitator is responsible for assessing your particular needs for a requested consumer-directed service, assisting in the development of your services plan, providing training to you and your family or caregiver, as appropriate, on your responsibilities as an employer, and providing ongoing support of the consumer-directed services.

How do I decide what services and supports I need?

You, your family member or caregiver, as appropriate, and your transition coordinator, health care coordinator, case manager or support coordinator, and your consumer-directed services facilitator if applicable, will develop a person-centered service plan.  This is a written plan of services addressing all life areas: physical and mental health; personal safety and behavior issues; financial, insurance, transportation, and other resources; home and daily living; education and vocation; leisure and recreation; relationships and social supports; legal issues and guardianship; and individual empowerment, advocacy, and volunteerism.  Your service plan will be designed to eliminate undue risk, and be appropriate to your needs.  All of these services and supports will be specified in your plan and offered by the providers you choose.  Your person-centered service plan will be updated and revised annually or when there are changes in your needs.

You, your needs, and your preferences are central to the service plan development risk assessment process. During this discussion you and the people helping you develop your service plan will take into account the services and supports that you need as well as the supports that are already in place to mitigate risk. You will examine potential risks unique to you and determine what you need to ensure your optimal health, safety, and well-being in the community, either through waiver services or through other sources.  

You must also include back up preparations for essential services within your service plan.  Essential services are those services that are necessary to eliminate undue risk to your health and safety.  You and your transition coordinator, health care coordinator, case manager or support coordinator  will develop a person-centered back up plan for you by first deciding together what services are “essential” for you.  Note that certain services have already been determined to be essential, and you will be required to develop a back up plan for them.  Your backup plan must identify specific arrangements you have made to maintain your health and safety in the event of a breakdown in each of these essential services.   There is a four-part approach for getting assistance for you if you have an emergency that threatens your health or safety.

· Tier 1:  Backup providers

· Tier 2:  Informal Network of family, friends, and neighbors

· Tier 3:  24-hour Response System through 2-1-1 VIRGINIA

· Tier 4:  Extreme Emergency Backup through 9-1-1

In addition, Virginia has a system in place that allows you and your providers to report any concerns or critical incidents that occur.  Examples of critical incidents are abuse, neglect or exploitation.  Virginia will use the information reported to fix any immediate problems or concerns and monitor the State’s long-term support system.  Monitoring will also include identifying trends and issues and making changes to better support you.  

How do I apply?

When you make the decision to participate in the Project, many people will be involved in assisting you to begin your transition process.  You will select a transition coordinator, case manager, health care coordinator or support coordinator.  (If you will be using Mental Retardation Waiver Services, your Community Services Board will designate your case manager).  His or her responsibility will be to:

· Meet with you and your family member or caregiver, as appropriate, and any other people important to you to determine what you will need to move to the community;

· Get authorization from you and your family or caregiver, as appropriate, to participate in the  Project;

· Coordinate meetings or visits with community provider(s);

· Prepare all Project documents, your discharge plan, community waiver services and satisfaction survey and quality of life documentation for the Project;

· Inform you of and explain your rights and who you can contact if you believe your rights have been violated.  You may receive a brochure from the Virginia Office of Protection and Advocacy.  You will receive information on your right to appeal from the Department of Medical Assistance Services;  

· Assist you with identifying all programs for which you are eligible and assist you with applying for these services as needed;

· Arrange for basic financial and functional assessments for eligibility, depending on the waiver program you will use for your community supports; and

· Inform the local department of social services that you plan to move to the community.

If you choose to consumer-direct certain services, you will also select a consumer-directed services facilitator.

What are my rights if I participate in the Project?

Under Virginia law, you have many rights, including the right to participate meaningfully in the decision-making processes affecting your life and to have your wishes and preferences respected to the maximum extent possible.  Participating meaningfully in decision making includes the right to give or not give informed consent.  Informed consent means your voluntary, written agreement to participate in the Project and receive services.  If you are not able to give any required consent, you have the right to have a representative make the decision for you.  Your representative is referred to as a “surrogate decision maker.”  No one can force or trick you into giving your consent to participate.  If you have a surrogate decision maker designated to make decisions for you, that person must provide informed consent for you to participate in the Project.  You also have the right, consistent with your abilities, to participate in the selection of your surrogate decision maker.  

You also have the right to freedom from abuse, neglect, and exploitation, domestic violence, and sexual assault, and the State makes every effort to prevent such occurrences.  The local social services department where you live investigates suspicions of adult and child abuse, neglect and exploitation of adults and children.  If you or your family, caregiver, provider, or anyone who knows you suspects that you have been abused, neglected or exploited, a report should be made to the local department of social services or the statewide 24-hour toll free hotlines immediately.  The Adult Protective Services Hotline number is 1-888-832-3858.  The Child Protective Services Hotline number is 1-800-552-7096.

If you are using Mental Retardation or Developmental Disabilities Waiver services you may have additional rights under The Rules and Regulations to Assure the Rights of Individuals Receiving Services from Providers of Mental Health, Mental Retardation and Substance Abuse Services (Human Rights Regulations).

What are my responsibilities if I participate in the Project?

When you move to the community, you will enjoy all of the responsibilities of living independently.  These responsibilities include:

· Choosing your service providers;

· Ensuring that you have an adequate back-up plan and implementing it when needed;

· Working with your transition coordinator, case manager, health care coordinator or support coordinator to assure a smooth transition and ongoing supports;

· Expressing your satisfaction or dissatisfaction with services and supports; 

· Reporting changes in your needs; and

· Paying your bills.  

After I enroll in the Project, what if have to move back to the facility or I don’t want to participate any longer?  

If you are re-admitted to a facility and stay there for more than 30 days, you will be disenrolled from the Project and the home and community-based waiver which you were using.  However, you may re-enroll into the Project without having to meet the requirement for six (6) consecutive months of institutional residency.  If you previously used the Mental Retardation Waiver and are readmitted to any institution and stay there 60 days or more, your case manager must, at your request, hold your Waiver slot for you.  If you previously used the Developmental Disabilities Waiver and are readmitted to any institution, your case manager or support coordinator will hold your slot for 90 days. 

Who is responsible for oversight of the Project, and who can I contact if I have questions?

The Department of Medical Assistance Services is responsible for the oversight of the Project.  The Project Director is Mr. Jason Rachel, and you can contact him at mfp@dmas.virginia.gov or by phone at (804) 225-4222.

Who is responsible for monitoring community-based providers?

The Virginia Department of Mental Health, Mental Retardation and Substance Abuse Services licenses group homes for individuals with intellectual disabilities, sponsored residential providers, and providers of other services to individuals with developmental disabilities, intellectual disabilities, mental health issues, and substance use disorders.  Licensing staff make at least one unannounced inspection of services per year and investigate complaints in licensed services.  For more information, visit http://www.dmhmrsas.virginia.gov/OL-default.htm or call (804) 786-3921. 

The Virginia Department of Social Services regulates adult foster care, and each home is approved by the applicable local department of social services.  For more information, contact the local department of social services in your community.

The Virginia Department of Social Services licenses assisted living facilities.  For more information, visit http://www.dss.virginia.gov/family/as/ or call (804) 726-7000 (Richmond) or (800) 552-3431 (toll-free).

The Virginia Department of Health licenses certain health care providers, including home care organizations. For more information, visit http://www.vdh.virginia.gov/olc/, or email OLC-Inquiries@vdh.virginia.gov or call (804) 367-2102.
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DRAFT

Moving to the Community from an ICF/MR Under the

Money Follows the Person Demonstration Project

Do you want to move to the community?  

If so, this “Money Follows the Person” Project gives you options for community living that have not been offered before:  

· More informed choices and options about where you live and receive services;

· Help  moving to the community; and 

· Quality care through services that are person-centered, appropriate, and based on your individual needs.

The ability for you or your family member or caregiver to decide whether moving to the community is right for you is central to the Project.  It is important that you understand everything about Project before you decide if you want to participate in it.  This is so you or your family member or caregiver, as appropriate, can give informed consent to participate.  You can find basic information here.  You can find much more detailed information in Virginia’s Money Follows the Person Project Guidebook.  Ask your case manager or a staff member where you live for a copy or to explain more about the Project.  A copy of the Guidebook is also at http://www.olmsteadva.com/mfp.  

How do I qualify?

· You must be a resident of Virginia;

· You must be living in an Intermediate Care Facility for Individuals with Mental Retardation;

· You must have been in a long-term care institution for at least six months in a row;

· You must have been eligible for Medicaid for at least one month at the time of your transition.  (You probably already have Medicaid.)  
· You must be moving to one of the following community residences:
· a home that you or your family member owns or leases;

· an apartment that you or your family member leases; or

· one of the following group living settings:

· Adult foster care

· A sponsored residential home

· A group home with no more than three other people

What services and supports are available in the community?

You will be using one of the Medicaid home and community-based waivers.  More than likely, you will be using the “Mental Retardation” or Developmental Disabilities” waivers, which offer the following services:

· Assistive Technology ($5,000 yearly limit)

· Companion Services (Consumer and/or Agency Directed)

· Crisis Stabilization/Supervision 

· Day Support

· Environmental Modifications ($5,000 yearly limit)

· In-home Residential Support

· Personal Care (Consumer and/or Agency Directed)

· Personal Emergency Response System and Medication Monitoring

· Prevocational Services

· Respite Care (Consumer and/or Agency Directed)

· Skilled Nursing Services

· Supported Employment (Consumer and/or Agency Directed)

· Therapeutic Consultation 

· Transition Services ($5,000 life-time limit) 

The Developmental Disabilities Waiver also offers Family and Caregiver Training.  The Mental Retardation Waiver also offers Congregate Residential Support.

In addition to these Waiver services, you will be able to use a 24-hour emergency back-up service for 12 months after you move.  

You may also be eligible for:

· The Medicaid State Plan mandatory and optional services, including Medicaid transportation, and
· Non-Medicaid services and supports, including:
·  extra environmental home modification funding if you need more than $5,000 when you move, and 
· “bridge rent” for a limited time if you need to sign a lease but cannot move in until modifications are completed.
What is the difference between “agency-directed” and “consumer directed”?

With agency directed services, you select an agency, and the agency chooses the individuals who will provide your services. The agency is responsible for hiring, training, supervising, and firing its own employees.

With consumer-directed services, you are the employer, and you are responsible for hiring, training, supervising, and firing your own employees.  When services are consumer-directed, you or your family or caregiver, as appropriate, decide what service is needed, who will provide it, when it will be provided, where it will be provided, and how it will be provided.  If you choose consumer-directed services, you must receive support from a consumer-directed services facilitator.  This is not a separate waiver service, but is required in conjunction with consumer-directed services.  The consumer-directed services facilitator is responsible for assessing your particular needs for a requested consumer-directed service, assisting in the development of your services plan, providing training to you and your family or caregiver, as appropriate, on your responsibilities as an employer, and providing ongoing support of the consumer-directed services.

How do I decide what services and supports I need?

You, your family member or caregiver, as appropriate, and your case manager or support coordinator, and your consumer-directed services facilitator if applicable, will develop a person-centered service plan.  This is a written plan of services addressing all life areas: physical and mental health; personal safety and behavior issues; financial, insurance, transportation, and other resources; home and daily living; education and vocation; leisure and recreation; relationships and social supports; legal issues and guardianship; and individual empowerment, advocacy, and volunteerism.  Your service plan will be designed to eliminate undue risk, and be appropriate to your needs.  All of these services and supports will be specified in your plan and offered by the providers you choose.  Your person-centered service plan will be updated and revised annually or when there are changes in your needs.

You, your needs, and your preferences are central to the service plan development risk assessment process. During this discussion you and the people helping you develop your service plan will take into account the services and supports that you need as well as the supports that are already in place to mitigate risk. You will examine potential risks unique to you and determine what you need to ensure your optimal health, safety, and well-being in the community, either through waiver services or through other sources.  

You must also include back up preparations for essential services within your service plan.  Essential services are those services that are necessary to eliminate undue risk to your health and safety.  You and case manager or support coordinator will develop a person-centered back up plan for you by first deciding together what services are “essential” for you.  Note that certain services have already been determined to be essential, and you will be required to develop a back up plan for them.  Your backup plan must identify specific arrangements you have made to maintain your health and safety in the event of a breakdown in each of these essential services.   There is a four-part approach for getting assistance for you if you have an emergency that threatens your health or safety.

· Tier 1:  Backup providers

· Tier 2:  Informal Network of family, friends, and neighbors

· Tier 3:  24-hour Response System through 2-1-1 VIRGINIA

· Tier 4:  Extreme Emergency Backup through 9-1-1
In addition, Virginia has a system in place that allows you and your providers to report any concerns or critical incidents that occur.  Examples of critical incidents are abuse, neglect or exploitation.  Virginia will use the information reported to fix any immediate problems or concerns and monitor the State’s long-term support system.  Monitoring will also include identifying trends and issues and making changes to better support you.  

How do I apply?

When you make the decision to participate in the Project, many people will be involved in assisting you to begin your transition process.  You will select a case manager or support coordinator.  (If you will be using Mental Retardation Waiver Services, your Community Services Board will designate your case manager).  His or her responsibility will be to:

· Meet with you and your family member or caregiver, as appropriate, and any other people important to you to determine what you will need to move to the community;

· Get authorization from you and your family or caregiver, as appropriate, to participate in the  Project;

· Coordinate meetings or visits with community provider(s);

· Prepare all Project documents, your discharge plan, community waiver services and satisfaction survey and quality of life documentation for the Project;

· Inform you of and explain your rights and who you can contact if you believe your rights have been violated.  You may receive a brochure from the Virginia Office of Protection and Advocacy.  You will receive information on your right to appeal from the Department of Medical Assistance Services and human rights protections;  

· Assist you with identifying all programs for which you are eligible and assist you with applying for these services as needed;

· Arrange for basic financial and functional assessments for eligibility, depending on the waiver program you will use for your community supports; and

· Inform the local department of social services that you plan to move to the community.

If you choose to consumer-direct certain services, you will also select a consumer-directed services facilitator.

What are my rights if I participate in the Project?

Under Virginia law, you have many rights, including the right to participate meaningfully in the decision-making processes affecting your life and to have your wishes and preferences respected to the maximum extent possible.  Participating meaningfully in decision making includes the right to give or not give informed consent.  Informed consent means your voluntary, written agreement to participate in the Project and receive services.  If you are not able to give any required consent, you have the right to have a representative make the decision for you.  Your representative is referred to as a “surrogate decision maker.”  No one can force or trick you into giving your consent to participate.  If you have a surrogate decision maker designated to make decisions for you, that person must provide informed consent for you to participate in the Project.  You also have the right, consistent with your abilities, to participate in the selection of your surrogate decision maker.  

You also have the right to freedom from abuse, neglect, and exploitation, domestic violence, and sexual assault, and the State makes every effort to prevent such occurrences.  The local social services department where you live investigates suspicions of adult and child abuse, neglect and exploitation of adults and children.  If you or your family, caregiver, provider, or anyone who knows you suspects that you have been abused, neglected or exploited, a report should be made to the local department of social services or the statewide 24-hour toll free hotlines immediately.  The Adult Protective Services Hotline number is 1-888-832-3858.  The Child Protective Services Hotline number is 1-800-552-7096.

If you are using Mental Retardation or Developmental Disabilities Waiver services you may have additional rights under The Rules and Regulations to Assure the Rights of Individuals Receiving Services from Providers of Mental Health, Mental Retardation and Substance Abuse Services (Human Rights Regulations).

What are my responsibilities if I participate in the Project?
When you move to the community, you will enjoy all of the responsibilities of living independently.  These responsibilities include:

· Choosing your service providers;

· Ensuring that you have an adequate back-up plan and implementing it when needed;

· Working with your case manager or support coordinator to assure a smooth transition and ongoing supports;

· Expressing your satisfaction or dissatisfaction with services and supports; 

· Reporting changes in your needs; and

· Paying your bills.  

After I enroll in the Project, what if have to move back to the facility or I don’t want to participate any longer?  

If you are re-admitted to a facility and stay there for more than 30 days, you will be disenrolled from the Project and the home and community-based waiver which you were using.  However, you may re-enroll into the Project without having to meet the requirement for six (6) consecutive months of institutional residency.  If you previously used the Mental Retardation Waiver and are readmitted to any institution and stay there 60 days or more, your case manager must, at your request, hold your Waiver slot for you.  If you previously used the Developmental Disabilities Waiver and are readmitted to any institution, your case manager or support coordinator will hold your slot for 90 days. 

Who is responsible for oversight of the Project, and who can I contact if I have questions?

The Department of Medical Assistance Services is responsible for the oversight of the Project.  The Project Director is Mr. Jason Rachel, and you can contact him at mfp@dmas.virginia.gov or by phone at (804) 225-4222.

Who is responsible for monitoring community-based providers?

The Virginia Department of Mental Health, Mental Retardation and Substance Abuse Services licenses group homes for individuals with intellectual disabilities, sponsored residential providers, and providers of other services to individuals with developmental disabilities, intellectual disabilities, mental health issues, and substance use disorders.  Licensing staff make at least one unannounced inspection of services per year and investigate complaints in licensed services.  For more information, visit http://www.dmhmrsas.virginia.gov/OL-default.htm or call (804) 786-3921. 

The Virginia Department of Social Services regulates adult foster care, and each home is approved by the applicable local department of social services.  For more information, contact the local department of social services in your community.
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Transition?

 

 

v

 

Any staff member in the facility 

where you live, including a social 

worker

 

v

 

Your local department of social 

services

 

 

For individuals living in a nursing facility 

or long stay hospital:

 

 

v

 

The Long

-

Term Care Ombudsman

 

 

v

 

An Area Agenc

y on Aging (AAA)

 

 

v

 

A Center for Independent Living 

(CIL)

 

 

v

 

A Community Services Board

 

 

For individuals living in ICFs/MR:

 

 

v

 

Your Case Manager

 

 

v

 

A Community Services Board

 

 

 

 

Department of Medical

 

Assistance Services 

 

600 East Broad Street,

 

Richmond, Virginia 2

3219

 

 

Phone: 

804

-

225

-

4222

 

Fax: 

804

-

371

-

4986

 



YOUR LOCAL CONTACT FOR FURTHER INFORMATION:





Name:


Address:





Phone Number:


E-Mail Address:








 YOUR LOCAL CONTACT FOR FURTHER INFORMATION:





Name:


Address:





Phone Number:


E-Mail Address:












