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What is Virginia’s Money Follows the Person Project Guidebook and how do I use it?
This Guidebook was designed to provide practical information to individuals who want to learn about options available to them when they transition from institutions to the community under the Money Follows the Person Project.  The Guidebook also includes all components of the “Operational Protocol” as required by the Centers for Medicare and Medicaid Services, which provides significant funding for the Project.  
After a brief introduction to the Money Follows the Person Project, three` case studies illustrate the transition process and who is involved.  The three case studies are followed by “Benchmarks,” which show how Virginia will measure the success of the Project.  
The remaining sections of this Guidebook are:  Participant Recruitment and Enrollment; Informed Consent; Outreach, Marketing and Education; Stakeholder Involvement; Benefits and Services; Consumer Supports; Self Direction (also called “Consumer Direction”); Quality; Housing and Transportation; and Continuity of Care.  
At the end, you can learn about how the project is organized, administered, staffed and budgeted, and how it will be evaluated.
This Guidebook is written in a question-and-answer format to assist you to navigate through the transition process. This Guidebook is also structured to assist people who may wish to support individuals to transition.  This is a comprehensive document, and it may prompt additional questions.  You should feel free to ask someone for assistance in getting your questions answered. 
( - Look for this symbol for information if you live in Nursing Facility or Long-Stay Hospital.
( - Look for this symbol for information if you live in an Intermediate Care Facility for Individuals with Mental Retardation.
( - Look for this symbol if you are interested in detailed, and sometimes complicated, information required by the Centers for Medicare and Medicaid Services.
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A.
PROJECT INTRODUCTION

What is the Money Follows the Person Project?

In May 2007 Virginia received an award from the federal Medicaid agency, the Centers for Medicare and Medicaid Services, for a Money Follows the Person Rebalancing Demonstration Project established by the federal Deficit Reduction Act of 2005.  Funding to make this Project possible comes from both federal and state sources.
This Project gives individuals of all ages and all disabilities who live in institutions in Virginia options for community living that have not been offered before.  No age or disability is excluded from participation.   The Project has been created at every stage, from application to development of this Operational Protocol (also called Virginia’s Money Follows the Person Project “Guidebook”), with input from many individuals, including individuals living in institutions and individuals who have transitioned from institutions to the community.

Virginia will be using the Money Follows the Person Project to make permanent changes to its long term support system to create more opportunities for individuals to transition successfully into the community using one of five of Virginia’s Home and Community Based Waivers or one of Virginia’s Programs for All-Inclusive Care for the Elderly (PACE).  The changes also reflect Virginia’s commitment to further rebalance its long term support system and encourage community-based supports instead of institutional care.
This Project has three major goals, each of which relates directly to one or more of the national objectives for the Money Follows the Person Demonstration Program:
Goal 1.  To give individuals who live in nursing facilities, Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions, and long-stay hospitals more informed choices and options about where they live and receive services

This Goal relates to the following national objectives:

· Increase the use of Medicaid home and community-based waivers, rather than institutional services;

· Eliminate barriers that prevent or restrict Medicaid funding from being used to meet individual needs;

· Assist individuals to receive support for appropriate and necessary services in the settings of their choice; and
· Increase the ability of the State Medicaid program to continue to provide home and community-based waiver services to individuals who choose to transition from an institution to a community setting.
Goal 2. To transition individuals from these institutions if they choose to live in the community; 

This Goal relates to the following national objectives:  

· Increase the use of Medicaid home and community-based waivers, rather than institutional services;

· Eliminate barriers that prevent or restrict Medicaid funding from being used to meet individual needs;

· Assist individuals to receive support for appropriate and necessary services in the settings of their choice; and
· Increase the ability of the State Medicaid program to continue to provide home and community-based waiver services to individuals who choose to transition from an institution to a community setting.
Goal 3.  To promote quality care through services that are person-centered, appropriate, and based on individual needs.

This Goal relates to the following national objectives:

· Eliminate barriers that prevent or restrict Medicaid funding from being used to meet individual needs; 

· Assist individuals to receive support for appropriate and necessary services in the settings of their choice; and

· Ensure procedures are in place to monitor and continuously improve the quality of services.

What is a Medicaid Home and Community-Based “Waiver”?

A “waiver” is a way for the State Medicaid program to pay for services for individuals who meet the criteria for placement within a nursing facility, an Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation or a long-stay hospital, but who choose to live in the community.  Individuals participating in the Money Follows the Person project will be transitioning into one of the following five waivers: 
· Elderly or Disabled with Consumer Direction;

· Mental Retardation (to be renamed Intellectual Disabilities);

· Individual and Family Developmental Disabilities Support;

· Technology Assisted; and
· HIV/AIDS. 
What are the current Medicaid Home and Community Based Waiver services and supports?

Each of the waivers listed above and all services available under each waiver are explained in Appendix 1.

Some waiver services can either be agency-directed or consumer-directed.  Agency-directed services are those services that originate from a Department of Medical Assistance Services-enrolled provider where you deal with the agency to arrange services.  Consumer-directed services are those in which you become the employer, choose who provides the service, and direct them on how to provide the service.

What are the permanent changes that have been made to Virginia’s waivers under the Money Follows the Person Project?

Many individuals, including individuals living in institutions and individuals who have transitioned from institutions to the community, selected the following services that have been added to the waivers under the Money Follows the Person Project: 
	Waiver
	Permanent Waiver Service Added

	Elderly or Disabled with Consumer Direction 
	Transition Coordination (to support individuals both before and after they move to the community)
Transition Services (assistance with up-front, essential household expenses at transition) will be available for individuals who participate in the Money Follows the Person Project after transition as a waiver service.  For other individuals enrolled in the waiver, this service will be available following transition as a waiver service.  

	HIV/AIDS 


	Transition Services (assistance with up-front, essential household expenses at transition) will be available for individuals who participate in the Money Follows the Person Project after transition as a waiver service.  For other individuals enrolled in the waiver, this service will be available following transition as a waiver service.   
Personal Emergency Response System (to include medication monitoring)

	Technology Assisted 
	Personal Emergency Response System (to include medication monitoring)

Transition Services (assistance with up-front, essential household expenses at transition) will be available for individuals who participate in the Money Follows the Person Project after transition as a waiver service.  For other individuals enrolled in the waiver, this service will be available following transition as a waiver service.  

	Individual and Family Developmental Disabilities Support 
	Transition Services (assistance with up-front, essential household expenses at transition) will be available for individuals who participate in the Money Follows the Person Project after transition as a waiver service.  For other individuals enrolled in the waiver, this service will be available following transition as a waiver service.  

	Mental Retardation (to be renamed Intellectual Disabilities)
	Transition Services (assistance with up-front, essential household expenses at transition) will be available for individuals who participate in the Money Follows the Person Project after transition as a waiver service.  For other individuals enrolled in the waiver, this service will be available following transition as a waiver service.  


These additions to the waivers have been designed to fill the gaps between institutional and community long term supports.  Prior to these changes, critical waiver services needed to assist individuals to move to the community did not exist.  Examples of critical waiver services needed include transition services and transition coordination in the Elderly or Disabled with Consumer Direction Waiver. 
As a part of Virginia’s plan to rebalance the long term support system, and based on the expressed desires of individuals and other stakeholders, these added waiver services are permanent and available to everyone currently using the waivers. 
Applications for amendments to these waivers, including adding all of these services to the applicable waivers, have been completed and approved by the Centers for Medicare and Medicaid Services. For more detailed information, see Section B. 10 below.

What are the demonstration services available to individuals participating in the Money Follows the Person Project?

For individuals participating in the Money Follows the Person Project, certain demonstration services will be available both prior to discharge and up to one year after discharge from a facility.  

	Waiver
	Demonstration Service

	Elderly or Disabled with Consumer Direction 
	Environmental Modifications (assistance with making modifications to homes and primary vehicles to make them accessible) will be available for individuals who participate in the Money Follows the Person Project both before transition as a demonstration service funded through a partnership with the Virginia Department of Housing and Community Development and after transition as a demonstration service.  

Assistive Technology (devices that enhance your ability to function and communicate, such as specialized toilets, braces, chairs, and computer hardware and software) will be available for individuals who participate in the Money Follows the Person Project after transition as a demonstration service.

Transition Services (assistance with up-front, essential household expenses at transition) will be available for individuals who participate in the Money Follows the Person Project before transition as a demonstration service.

	HIV/AIDS 


	Environmental Modifications (assistance with making modifications to homes and primary vehicles to make them accessible) will be available for individuals who participate in the Money Follows the Person Project both before transition as a demonstration service funded through a partnership with the Virginia Department of Housing and Community Development and after transition as a demonstration service.  

Assistive Technology (devices that enhance your ability to function and communicate, such as specialized toilets, braces, chairs, and computer hardware and software) will be available for individuals who participate in the Money Follows the Person Project after transition as a demonstration service.

Transition Services (assistance with up-front, essential household expenses at transition) will be available for individuals who participate in the Money Follows the Person Project before transition as a demonstration service.

	Technology Assisted 
	Environmental Modifications (assistance with making modifications to homes and primary vehicles to make them accessible) will be available for individuals who participate in the Money Follows the Person Project both before transition as a demonstration service funded through a partnership with the Virginia Department of Housing and Community Development and after transition as a waiver service.  

Transition Services (assistance with up-front, essential household expenses at transition) will be available for individuals who participate in the Money Follows the Person Project before transition as a demonstration service.

	Individual and Family Developmental Disabilities Support 
	Environmental Modifications (assistance with making modifications to homes and primary vehicles to make them accessible) will be available for individuals who participate in the Money Follows the Person Project both before transition as a demonstration service funded through a partnership with the Virginia Department of Housing and Community Development and after transition as a waiver service.  

Transition Services (assistance with up-front, essential household expenses at transition) will be available for individuals who participate in the Money Follows the Person Project before transition as a demonstration service.

	Mental Retardation (to be renamed Intellectual Disabilities)
	Environmental Modifications (assistance with making modifications to homes and primary vehicles to make them accessible) will be available for individuals who participate in the Money Follows the Person Project both before transition as a demonstration service funded through a partnership with the Virginia Department of Housing and Community Development and after transition as a waiver service.  

Transition Services (assistance with up-front, essential household expenses at transition) will be available for individuals who participate in the Money Follows the Person Project before transition as a demonstration service.


Are there any new non-Medicaid waiver services or supports offered to people who participate in the Money Follows the Person Project?

· In order to best address the needs of individuals transitioning into the community, Virginia will make the following non-Medicaid waiver services available to individuals who participate in the Money the Follows the Person Project;  
· Use of 2-1-1 VIRGINIA (toll-free) as the Tier 3 24 hour per day seven day per week emergency back up;
· Additional assistance for home modifications available through the Virginia Department of Housing and Community Development; and

· Rental payments of up to 60 days during the modifications period available through the Virginia Department of Housing and Community Development.
How will I know if I can be a part of the Project and if it is right for me?

It is important that you understand everything about the Money Follows the Person Project before you decide if you want to participate in it.  More information about what you need to consider and how you can be referred can be found in Section B.1.

1.
CASE STUDIES
The following case studies give examples of successful transition from institutions to communities.  No matter what your circumstances, age, service needs, location within Virginia, transition can be for you too.  
( ROBERT’S STORY

Are there others like me who have moved from a nursing facility or long-stay hospital to the community?
Yes.  Robert has a primary disability of spinal cord injury and was placed in a rehabilitation center after he became unable to walk. He became eligible for Medicaid and remained beyond rehabilitation because he had no other place to go. He stated that he wanted to move into his ex-wife’s home, but she would not allow it. After eight months of residing at the facility, Robert expressed his desire to transition back into the community to the facility social worker.  This expressed desire started the process for Robert to transition back into the community.  The facility social worker informed Robert about the Money Follows the Person Project and provided him with a brochure and the Project Guidebook to review and consider.  Robert indicated his interest in the Project after taking some time to review the materials.
How did Robert learn about transitioning to the community?
Through the facility social worker, Robert chose a transition coordinator based at the local Center for Independent Living to assist him with the process of transitioning to the community.  Transition coordination is a new service of the Elderly or Disabled with Consumer Direction Medicaid Waiver program administered by the Virginia Department of Medical Assistance Services.   He met the transition coordinator at the facility during the initial consultation to determine if he was eligible for and provide informed consent to participate in the Project using the Elderly or Disabled with Consumer Direction Waiver for services and supports. 
What did Robert do to prepare for transition?
After Robert decided the Elderly or Disabled with Consumer Direction waiver was right for him, his transition coordinator assisted in the following areas before he left the nursing facility:

· Signing the Informed Consent Form, which acknowledges his agreement to participate in the Project

· Applying for and receiving approval to receive services in the community from the Elderly or Disabled with Consumer Direction Waiver prior to discharge from the nursing facility.  Since Robert already lived in the nursing facility, he met the functional and medical criteria for admission into the Elderly or Disabled with Consumer Direction waiver and was approved for Waiver services.
· Developing a person-centered plan, including a risk assessment and the identification of Robert’s needs and essential services, and a back up plan for each.  Robert decided that his primary need was personal assistance, transition services and environmental modifications.  His back up plan consisted of using his next door neighbor, and if his next door neighbor was not available, using 2-1-1 VIRGINIA to obtain personal assistance.
· Obtaining required identification

· Assisted in obtaining a Social Security card, an award letter of benefits from the Social Security Administration, recent bank statements and a birth certificate. These documents were needed to complete a Housing Choice Voucher application, among other things.

· Locating accessible housing
· Discussed the qualified residences approved for the  Project;
· When Robert chose to rent an apartment, the transition coordinator used www.accessva.com to locate accessible apartments in the area and called landlords to find out if they were accepting applications. The following complexes were contacted: Applewood Glen, Winding Creek, Village Square, Hollywood House, Sherwood Forest and Friar’s Place; of these six, only one had a suitable apartment available;
· Completed numerous applications for housing, including criminal background history forms;
· Took these applications to Robert for his viewing and signature; and
· Assisted with the completion of a preliminary application for housing choice voucher through the public housing agency.
· Securing housing

· Used transition services funds through the Project’s demonstration funding to pay a rental deposit on Robert’s apartment

· Arranged to have a building contractor install a ramp to the entrance of the apartment. (Up-front funding provided by the Virginia Department of Housing and Community Development was used to cover the construction costs until Robert moved out.  
· Set up bridge rent to cover the first month’s rent while the ramp construction was completed.  Bridge rent is not a waiver service; it is funded through the Virginia Department of Housing and Community Development. 
· Setting-up the household through transition services, which, prior to his transition, are paid as demonstration services
· Set-up and paid utility deposits for the apartment

· Arranged for the purchase of household items
· Shopped for household items from transition services funds
· Arranged for a Personal Emergency Response System (PERS) unit to be installed in Robert’s apartment which can be covered under the Elderly and Disabled with Consumer Direction waiver upon discharge
· Identifying, interviewing, and securing needed services and providers, including a personal assistant
· Investigating transportation options

· Accompanying Robert in his new neighborhood to become familiar with local banks, grocery stores, and potential work opportunities.
· Assisting Robert to re-establish relationships with neighbors, friends and associates 

· Completing the Quality of Life Survey with Robert, which he also agreed to complete one and two years from the day he was discharged from the institutional setting;

Robert and his coordinator spent time together talking through his dreams and fears about moving into his own place.  Robert had a chance to share his concerns with Susan, a member of the Regional Empowerment Team (a support group for transitioning).  Susan was able to assure Robert that he was making the right decision and think about the plans he needed to make for his transition.
How long did it take for Robert to prepare for his transition?
It took almost two months from Robert’s first meeting to move to the community.  During the entire process, Robert was assisted by his transition coordinator in all the steps toward finding and setting up his home.

After moving to the community, Robert was assisted by his transition coordinator to:

· Contact the Social Security Administration regarding benefits and work with a Benefits Planning Assistance and Outreach specialist;
· Visit the local Department of Social Services to apply for food stamps and other appropriate benefits;
· Visit the Department of Rehabilitative Services for job assistance;
· Complete paperwork for a Para transit card for transportation;
· Choose a doctor and a pharmacist in the area of his housing;
· Visit the doctor for the completion of the Para transit card application; and
· Sign up for computer classes at the community college.
After moving into his new home, Robert continued to receive assistance from his transition coordinator during monthly visits over the next 12 months to assist him in locating and accessing services within his community.  

What is life like for Robert now that he is living in the community?
Currently Robert is doing well, although after just four months in his new home in the community, Robert experienced a brain aneurysm and had to return to the hospital.  After a two week hospitalization, Robert was transferred to a rehab center.  After a month and half of rehabilitation, Robert was ready to move back home.  Unfortunately, his resulting brain injury required additional supports in the home and the discharge planner advised Robert that going back to his apartment alone might jeopardize his health and safety.  Robert contacted his transition coordinator and arranged a meeting to discuss developing a revised person-centered service plan.  Even though Robert needed two months of institutional services, he continued to qualify for the Money Follows the Person Project.  His revised person-centered service plan included a personal digital assistant, which is an assistive technology device used to prompt him about his day’s schedule and important appointments. This was available to Robert under the Elderly or Disabled with Consumer Direction Waiver service.
In working with his transition coordinator, Robert was able to move into an Adult Foster Care community setting where he would receive the needed assistance, while still maintaining his independence.  Robert will continue to use the Elderly or Disabled with Consumer Direction Waiver services and other community supports even after his participation in the Money Follows the Project ends.  The new location was closer to his family.  He is very pleased with the relationship that he has been able to develop with his family.  He is working with a rehabilitation counselor to regain work skills to achieve his goal of eventually living on his own again.  He is still seeking federal rental assistance to support his housing goals.
( ETHEL’S STORY
Are there others like me who have moved from an institution to the community?  
Yes.  Ethel is an individual who receives Medicaid services and lived in a large, state-run training center for 52 years.  The seventh of nine children, she had lived with her family until her facility admission.  She has a profound intellectual disability and bilateral foot deformities which keep her from walking independently, though she wears custom shoes and inserts.  Ethel spends a lot of time in her wheelchair which she propels using her feet.  With assistance she can stand in order to get in and out of bed, the shower, or her favorite recliner.  Ethel does not speak, but sometimes makes vocal sounds when she is especially happy or unhappy.  She expresses preferences through her visual gaze, through vocalizations or by wheeling herself away from an area.  Ethel eats a pureed diet.  She drinks from a cup and can feed herself small amounts, although she prefers for others to feed her.  She seems to like upbeat country music, but she seldom reaches for objects in her environment, and facility staff believed that she showed little interest in her surroundings.  The facility tried to promote greater awareness of herself and her environment, for example by encouraging Ethel to make eye contact with others for brief periods and to look in a mirror.  Ethel depends on others for all aspects of her care, and is generally cooperative with whatever needs to be done.

How did Ethel learn about transitioning to the community?
Interdisciplinary Teams at the training center are responsible for identifying individuals who may wish to participate in this Project.  Ethel’s Interdisciplinary Team suspected that she might be interested in living in the community and contacted her brother to discuss the possibilities, which also included a discussion of potential risks to community living.  (When an individual in a Virginia state facility has a legal guardian, or if an Authorized Representative has been appointed, that representative must agree with community placement and give consent for transition planning to begin.  Both of Ethel’s parents were deceased but she had a brother living in the family’s hometown and a sister in California.  Ethel’s brother had been appointed as her Authorized Representative.)  When the facility social worker provided information about services available in the community and about Ethel’s ability to participate in this Project, he strongly embraced the idea of community placement and gave all of the necessary informed consents for discharge planning to begin.  This included his written permission for Ethel to participate in the Money Follows the Person Project. The facility began coordinating with the Community Services Board serving Ethel’s home county in order to obtain a slot on the Mental Retardation Home and Community-Based Services Waiver for Ethel.  Ethel met the criteria for this Waiver since the criteria for residency in the training center (which is an intermediate facility for individuals with intellectual disabilities/mental retardation) is the same as for the Mental Retardation Waiver.  Since Ethel was participating in the Project, she immediately received one of the 110 slots reserved for individuals participating in the Project who needed services in the Mental Retardation Waiver.
What happened before Ethel left the institution?
Ethel’s brother requested that community services be located as close to the family home as possible.  At the same time, he decided that he did not want to take an active role in setting up Ethel’s services, but wished to be kept fully informed by the Community Services Board and facility social work staff.  The Mental Retardation Director of the Community Services Board contacted several residential providers meeting the geographic criteria, both group home and sponsored residential placements and invited them to the facility to meet Ethel and gather information from the team on her living unit.  After considering available providers, their locations, their proximity to activities of interest to Ethel, and populations served by each provider, Ethel selected Apple Valley group home whose owner was eager to develop services for her in the community.  The provider articulated a vision for a small three-bed group home located not far from the family home, which would be configured to meet Ethel’s physical needs and which would offer a comfortable, safe environment with a gentle boost in the activities and stimulation available to her.  The facility social worker, who had established a close, trusting working relationship with the family over many years, endorsed this plan.  Ethel’s brother gave consent for transition planning to begin, and the provider started the process of identifying an appropriate house and appropriate housemates for Ethel.  

Ethel’s case manager administered the first Quality of Life Survey to Ethel, and Ethel’s brother assisted her in responding.
What plans did Ethel make to prepare for her transition?
Unfortunately, Ethel’s brother passed away soon after this, and there was a short interruption in transition planning.  Ethel’s sister in California was initially hesitant about Ethel’s ability to live in the community.  Training center staff connected Ethel’s sister with the family of an individual who had moved into a group home several months ago.  Ethel’s sister spoke several times with the family and learned how many supports are now in the community to address individuals and their safety needs. After learning about the improvements to community supports, Ethel’s sister was equally in favor of the community placement, but it took a couple of weeks for the facility to designate her as an Authorized Representative and obtain the necessary informed consents, which included consent to participate in the Money Follows the Person Project.  When planning resumed, the facility and the group home provider coordinated a series of information-sharing and transitional activities:

· The residential manager and assistant manager spent an entire evening shift, and part of the following day shift, on the living unit with Ethel and her staff, observing and learning her care routines.  The facility provided on-grounds accommodations for the provider staff;

· Reviewed with provider staff the provider’s responsibility to provide staffing in accordance with needs of the population and the types of services offered in accordance with Virginia licensing requirements for this provider; 

· A team of facility staff who knew Ethel well, including social worker, direct care and physical therapy staff, visited the prospective group home site to assess the property and provide recommendations for physical plant modifications based on Ethel’s individual needs.  Following this visit, the provider modified the property by installing a front porch ramp and a curb cutout, widening interior doorways, and installing grab bars and a transfer seat in the bathroom and corner guards on furniture.  Facility staff also recommended the correct height for Ethel’s bed for the most effective transfers.

· Ethel’s annual review fell within this period, and the provider’s admissions coordinator attended her interdisciplinary team meeting.  Up-to-date reports from all disciplines were provided along with a great deal of additional anecdotal information.  It was clear at the meeting that the team members (a sizeable group) knew Ethel, cared about her and were genuinely supportive of her move to the community.

· In late March, facility staff brought Ethel to her new home for a day visit, including lunch. Ethel also got to meet the other two individuals who were living in the group home and they all seemed to like each other.  The visit was a real success.  The facility later gave glowing feedback on Ethel’s comfort level throughout the day and on how well prepared the group home staff was.  The residential provider had purchased a lounge chair very similar to Ethel’s favorite chair on the facility living unit, as well as a full-length mirror similar to the one facility staff had been teaching her to use. 
· Facility nursing staff coordinated with Ethel’s new community physician to share information and to schedule her first appointment.  Nursing staff also coordinated the transfer of medications and physicians’ orders to the group home.
What is life like for Ethel now that she is living in the community?  

Ethel moved into her new home in the spring.  In case Ethel needed to return, the facility placed her on “convalescent leave” with her discharge date not until a month later.  This precaution turned out to be completely unnecessary.  Within the first month Ethel had settled in, attended a Memorial Day picnic and some other events with undisguised pleasure, and was even starting to pick out her favorite staff.  Clearly, she was “home.”
Although Ethel now lives in a different county from where she grew up, her original Community Services Board continues to provide her case management.  A case manager was assigned to Ethel shortly before her discharge from the facility and submitted the service authorization request and other required paperwork to the Office of Mental Retardation for approval, and now visits Ethel at least every 90 days, monitors service delivery, maintains contact with her family and fulfills the other functions required by waiver regulations
During Ethel’s first 60 days in her new home, the group home provider conducted a comprehensive assessment of her skills and interests.  Then, staff met with Ethel and her case manager to develop a person-centered service plan for the coming year.  (Ethel’s sister was unable to attend, but was sent copies of all plan materials later.)  Although staff had initially considered establishing training objectives like those at the facility (making brief eye contact, looking in a mirror) for the sake of consistency, they discovered that she was not nearly as detached from her surroundings as had been thought.  Ethel was already making more and more eye contact with others and watching what people were doing.  She laughed out loud during certain TV shows.  Staff noticed that she enjoyed watching birds out the kitchen window from her seat at the breakfast table.  Ethel was more ready for her new life than anyone had suspected. 
Upon Ethel’s interest in making some money, her case manager received approval for Ethel to participate in a supported employment setting at a local grocery store.  Ethel works two days a week bagging groceries, and attends a non-center-based day support program on days that she does not work.  In the day support program, Ethel and others participate in activities in the community.  Recently, Ethel had a wonderful time at an amusement park as a part of her community integration activities.

Ethel will continue to receive these services even after her participation in the Money Follows the Project ends because the services she is receiving are a part of the Mental Retardation Waiver.  Staff from the Department of Medical Assistance Services will visit Ethel one and two years following her transition to see how Ethel is doing and to complete the Quality of Life Survey as a part of evaluating the success of the Money Follows the Person Project.
( JOHN’S STORY

Are there others like me who have moved from a nursing facility or long-stay hospital to the community?
Yes.  John, who is 82, has diabetes, rheumatoid arthritis, and macular degeneration.  He became Medicaid eligible and was placed in a nursing facility one year ago following rehabilitation from a fall from the front steps of his home that had resulted in a broken hip.  While he recovered well from the fall to the point that he now uses a walker and desperately wanted to return home, his wife of 55 years, Sally, unfortunately could no longer provide support for him there due to her failing eyesight and considerable difficulty walking up and down steps.  
How did John learn about transitioning to the community?
One day when Sally was visiting John, she noticed brochures on the day room table about a “Money Follows the Person” project.  After reviewing the information, she contacted the social worker at the nursing facility to get more information.  That night, Sally talked with John about the Project, and they decided to start the process of bringing John home.  The facility social worker described the options available to John, which included the Elderly or Disabled with Consumer Direction Waiver and the  Program of All-Inclusive Care for the Elderly (PACE)  program in his community.  John and Sally contacted the local Area Agency on Aging to find out more about PACE.  Since PACE provides acute, primary, and long term services from one provider, John believed it would best suit his needs and chose to pursue the PACE program.  Since John already met the requirements for PACE in terms of age, living in the PACE service area and meeting the criteria for nursing facility placement, the local Area Agency on Aging referred John to the PACE program.  With the assistance of the nursing facility social worker, John and Sally contacted the PACE Intake Coordinator to discuss John’s eligibility and to begin the process of transitioning to the PACE, his home and his community.  

What did John do to prepare for transition?
After John and Sally chose PACE, they worked with the facility and the PACE intake coordinator to:
· Sign the Informed Consent Form, which acknowledges he was educated about and agreed to participate in the Project.

· Enroll in PACE upon discharge from the nursing facility.
· Assessments were scheduled with each PACE Interdisciplinary team member to determine John’s level of functioning and needs and to identify and authorize services.

· Each discipline conducted their assessment and the following additional services were authorized:

· Personal care services for John to provide assistance with activities of daily living, for example, bathing, dressing and transferring;

· Specialty services for John due his deficiencies with vision—print reading services through Virginia Voice; corrective vision devices designed to help compensate for John’s vision loss, including a telephone with large numbers and special magnifying equipment;

· Installation of a ramp to aid John in moving in and out of his home

· Durable Medical Equipment, a wheelchair that can be used as additional support for John due to his mobility challenges.

· In addition, John and Sally spent time with the PACE Coordinator discussing and agreeing to potential back-up options available to John.  This included the use of a Personal Emergency Response System to call for assistance if Sally was not home and the 24-hour emergency contact number if home aides did not arrive to provide needed care.  
John and Sally’s excitement grew as they started discharge plans for his return home.

How long did it take for John to prepare for his transition?
Once John and Sally selected PACE and met with the PACE Intake Coordinator, it took two week for assessments to be completed and services authorized.  John and Sally completed the Quality of Life Survey prior to John leaving the nursing facility as part of his agreement to participate in the Project.
John is receiving all covered services in PACE, medical, nursing, social work, nutritional counseling and dietary, restorative therapies, recreational therapy, home health, prescription drugs and transportation to and from the PACE center, as well as, other doctor’s appointments.

The PACE Interdisciplinary Team will monitor John to determine if additional services are needed in order for John to live a fuller life at home.

What is life like for John now that he is living in the community?

John is thriving back at home.  He continues to use a walker, but is steadily gaining strength back in his legs through physical therapy provided by PACE. The care he is receiving at through PACE has provided John with a new lease on life and he and Sally are enjoying life at home with family and friends. 

John and Sally also decided to visit the Senior Center a couple of times a week, where they enjoy talking to other people and attending special events.  John will continue to receive services in the PACE program after the Money Follows the Person Project ends as long as he meets criteria because the PACE program is a permanent part of the Medicaid State Plan.  Staff from the Department of Medical Assistance Services will visit John one and two years following his transition to see how John is doing and to complete the Quality of Life Survey as a part of evaluating the success of the Money Follows the Person Project.
2.
BENCHMARKS
How will Virginia measure the success of the Money Follows the Person Project? 
As a requirement from the Centers for Medicare and Medicaid Services for each state participating in the Project, seven “benchmarks,” or standards must be developed, measured, and analyzed throughout the life of the Project.  These “benchmarks” provide Virginia with the opportunity to measure the effectiveness and quality of the Project and to ensure that individuals participating in the Project have a good experience before, during, after their transition.  Benchmarks one and two below are both required by the Centers for Medicare and Medicaid Services.  The other five benchmarks are “optional,” meaning that Virginia chose to include them.
In addition to the seven “benchmarks” listed in this section, Virginia will also be administering a Quality of Life survey three times to each individual participating in the Project: once prior to transition, one year after transition, and two-years after transition.  A copy of the survey can be found in Appendix 2.
( Benchmark One – The projected number of eligible individuals in each target group of eligible individuals to be assisted in transitioning from an inpatient facility to a qualified residence during each fiscal year of the demonstration
Virginia will assist 1,041 individuals to relocate from the following types of qualified institutions:

· Nursing Facilities

· Long-Stay Hospitals

· Community Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions
· State-Operated Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions
The number of eligible individuals in each target group to be assisted in transitioning during each fiscal year of the Project (demonstration) appears in the chart below.

	Money Follows the Person Demonstration Years
	Seniors*
	Individuals with Physical Disabilities
	Individuals with Intellectual Disabilities-Developmental Disabilities
	TOTAL

	
	Expected
	Actual
	Expected
	Actual
	Expected
	Actual
	Expected
	Actual

	MFP Calendar Year 2008
(07/01/08 – 12/31/08)
	25
	
	28
	
	28
	
	81
	

	MFP Calendar Year 2009
(01/01/09 – 12/31/09)
	100
	
	110
	
	110
	
	320
	

	MFP Calendar  Year 2010
(01/01/10 – 12/31/10)
	100
	
	110
	
	110
	
	320
	

	MFP Calendar  Year 2011
(01/01/11 – 09/30/11)
	100
	
	110
	
	110
	
	320
	

	TOTAL
	325
	
	358
	
	358
	
	1,041
	


* Seniors are those individuals age 65 and older who participate in the Project.
( Benchmark Two – Qualified Expenditures
This benchmark measures the amount of long-term home and community-based service expenditures projected over the period of the Money Follows the Person Project.  Expenditures include those services covered under Virginia’s 1915(c) home and community-based waivers and home health services. 
	
MFP Calendar Year
	Projected Expenditures

	MFP Calendar Year 2008 

(07/01/08 – 12/31/08)
	$410,074,736

	MFP Calendar Year 2009

(01/01/09 – 12/31/09)
	$863,808,035

	MFP Calendar Year 2010

(01/01/10 – 12/31/10)
	$957,874,752

	MFP Calendar Year 2011

(01/01/11 – 09/30/11)
	$1,049,347,286


( Benchmark Three – Target Percentage of Total Expenditures by Institution and Home and Community Based Services
This benchmark is already one of the Department of Medical Assistance Services’ priority goals in its Strategic Plan to the Governor. 
	MFP Calendar Year
	Target Percentage of Institution Expenditures*
	Target Percentage of 

Home and Community-Based Services Expenditures*

	MFP Calendar Year 2008 

(07/01/08 – 12/31/08)
	62%
	38%

	MFP Calendar Year 2009
(01/01/09 – 12/31/09)
	60%
	40%

	MFP Calendar Year 2010
(01/01/10 – 12/31/10)
	60%
	40%

	MFP Calendar Year 2011
(01/01/11 – 09/30/11)
	60%
	40%


*Percentages reflect Virginia’s current projections based on historical utilization.
( Benchmark Four – Increase in Available/Accessible Waiver Services
Virginia currently operates five home and community based waivers that will be available to individuals transitioning under the Project.  The services available in these programs are listed in Appendix 1.  Furthermore, Virginia will permanently add the following services to certain home and community based services waivers, recognizing that each individual requires a different level of services and supports to successfully transition to the community: 

· Assistive Technology in the Elderly or Disabled with Consumer Direction and HIV/AIDS Waivers for State Fiscal Year 2009 (July 1, 2008 – June 30, 2009) only;

· Environmental Modifications (demonstration service pre-transition and waiver service post-transition in the Elderly or Disabled with Consumer Direction and HIV/AIDS Waivers for State Fiscal Year 2009 (July 1, 2008 – June 30, 2009) only; 
· Personal Emergency Response Systems and Personal Emergency Response System monitoring; 

· Transition Coordination in the Elderly or Disabled with Consumer Direction Waiver; and

· Transition services (demonstration service pre-transition and waiver service post-transition).
	Demonstration Benchmark
	MFP Calendar Year 2008

(07/01/08 – 12/31/08)
	MFP Calendar Year 2009

(01/01/09 – 12/31/09)
	MFP Calendar Year 2010 

(01/01/10 – 12/31/10)
	MFP Calendar Year 2011

(01/01/11 – 09/30/11)

	Assistive Technology
	
	
	
	

	Environmental Modifications
	
	
	
	

	Personal Emergency Response Systems and  Personal Emergency Response System monitoring 
	
	
	
	

	Transition Coordination 
	
	
	
	

	Transition Services
	
	
	
	


( Benchmark Five – Types of Qualified Residences for Individuals Transitioning into the Community 

As a part of this Project, recommendations will be made by September 11, 2008 by the Money Follows the Person Housing Task Force regarding development, recruitment, training and supervision strategies for all types of qualified residences for individuals transitioning into the community.  For example, previously, individuals transitioning into the Elderly or Disabled with Consumer Direction Waiver from nursing facilities could not use Adult Foster Care.  This prohibition has been lifted as a result of Virginia’s plan to rebalance institutional and community services. This benchmark will track each individual as they transition into the community by type of qualified residences.  
	Demonstration Benchmark
	MFP Calendar Year 2008

(07/01/08 – 12/31/08)
	MFP Calendar Year 2009

(01/01/09 – 12/31/09)
	MFP Calendar Year 2010 

(01/01/10 – 12/31/10)
	MFP Calendar Year 2011 

(01/01/11 – 09/30/11)

	
	Expected
	Actual
	Expected
	Actual
	Expected
	Actual
	Expected
	Actual

	Number of Individuals Transitioning into a Home Owned by the Individual or Individual’s Family Member
	27
	
	107
	
	107
	
	107
	

	Number of Individuals Transitioning into a Rental Unit
	26
	
	101
	
	101
	
	101
	

	Number of Individuals Transitioning into Adult Foster Care
	1
	
	5
	
	5
	
	5
	

	Number of Individuals Transitioning into Assisted Living Facilities
	1
	
	6
	
	6
	
	6
	

	Number of Individuals Transitioning into Sponsored Residential Placements
	15
	
	58
	
	58
	
	58
	

	Number of Individuals Transitioning into Group Home Residential Placements
	11
	
	43
	
	43
	
	43
	


B.
DEMONSTRATION POLICIES AND PROCEDURES

1.
PARTICIPANT RECRUITMENT AND ENROLLMENT

How will I know if I can be a part of the Money Follows the Person Project?

· You must be a resident of the Commonwealth of Virginia;
· You must be living in a long-term institutional setting, defined for the purposes of this Project as a Nursing Facility, Long-Stay Hospital, or Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation;
· You must have been in a long-term institutional setting for at least six successive months, including periods of hospitalization; and
· You must have been eligible for Medicaid for at least one month at the time of your transition.  You may already have Medicaid if you are living in a nursing facility, long-stay hospital, or Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation.  If you or your case manager or transition coordinator is not sure, your case manager or transition coordinator can contact the Department of Medical Assistance Services Automated Response System at 1-800-884-9730 to verify your Medicaid eligibility.  

· You must continue to meet the qualifications for participation and enroll in a Program of All-Inclusive Care for the Elderly (PACE) or one of the following five Medicaid Home and Community-Based Waivers:

· Elderly or Disabled with Consumer Direction;

· Mental Retardation (to be renamed Intellectual Disabilities);

· Individual and Family Developmental Disabilities Support;

· Technology Assisted; and

· HIV/AIDS.
Your case manager or transition coordinator is responsible for ensuring that you meet these requirements by reviewing documentation provided by you and the facility.  If you do not have a transition coordinator, the Department of Medical Assistance Services or its designated agent is responsible for ensuring that you meet these requirements.
How will I know the Project is right for me?
You can decide for yourself - The ability for you or your family member or caregiver, as appropriate, to decide whether transition is right for you is central to the Project.  The option of choice is a vital component of the recruitment process.  Under this Project, you or your family members or caregivers, as appropriate, may seek transition information, the requirements, and the options available to you including home and community-based services and housing.  To get more information about transition, contact:  
· Any staff member in the facility where you live, including a social worker or discharge planner; or
· Your local department of social services or local department of health.
( If you live in a nursing facility or long-stay hospital, you can also contact:
· The Long-Term Care Ombudsman

· An Area Agency on Aging

· A Center for Independent Living 
· A Community Services Board

(If you live in an Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation, you can also contact:
· Your case manager 
· A Community Services Board

Staff can recommend you – You can be recommended for participation in the Project by staff in the facility where you live.  In some cases, state employees reviewing your services in the facility may recommend you for participation in the Project.  All staff are expected to facilitate your access to information and people who can help you decide whether to participate in this Project.
( Nursing facility and long-stay hospital administrators, directors of nursing, and social workers will be specifically trained to provide awareness and instruction on the transition options available to you through this Project.  They will identify interested individuals and the waiver(s) for which they may be eligible and assist them in locating a transition coordinator or case manager as appropriate.  They will also provide an overall awareness campaign for the individuals living in their respective institutions.
( If you live in an Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation, Social Workers and Qualified Mental Retardation Professionals, in cooperation with Community Services Board Case Managers are involved in recruiting individuals who may be interested in participating in this Project.  
If you live in a public Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation (also called state-operated training center), regional Admissions/Discharge Teams comprised of case managers, Discharge Coordinators, and sometimes Community Services Board Mental Retardation Directors and Case Management Supervisors, will know about this Project, and they can identify individuals wanting to transition. All individuals who choose the community over an Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation will have the opportunity to be considered for participation in the Money Follows the Person Project.

People in your home community can recommend you – You may have a friend, neighbor, or community connection who knows you well and thinks you may be a good candidate for this Project.  They can contact you and the staff in the facility where you live or call your case manager in the community, if you have one.  They can also contact the Virginia Money Follows the Person Project Director at MFP@dmas.virginia.gov or (804) 225-4222 for information and referral to a community-based resource.

[image: image2]
If I am interested in or referred to the Project, how will I get information that will assist me in making a decision?

Information packets will be made available to you and anyone else who may be assisting you with making the decision whether to move to the community.  These packets will include a variety of materials such as:  
· This Money Follows the Person Project Guidebook;

· A one-page overview of the Project; that includes eligibility requirements and new waiver services (see Appendix 7);

· An abridged version of this Guidebook, specific to the type of facility in which you live, that includes eligibility requirements, services and supports available, enrollment, rights, responsibilities, monitoring and oversight of the Project (see Appendix 7);

· A three-panel color brochure describing the Project and how to participate in it (see Appendix 7); 

· A description of services available through the Medicaid Home and Community Based Waivers and how you can be assessed for eligibility for these waivers;

· Contact information for Centers for Independent Living, Community Services Boards, Area Agencies on Aging, and local Social Services departments;

· Processes that are available to more quickly access services, such as the online Medicaid application;

· Information on person-centered practices; 

· Information on how to access accurate information and referral using Virginia’s 2-1-1 system and the Easy Access internet website; 

· Helpful toll-free numbers you may want to use to get additional information; and

· If you will be using Mental Retardation or Individual and Family Developmental Disabilities Support Waiver services, a copy of 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).
These materials can be made available in alternative formats upon request to the Virginia Money Follows the Person Project Director at MFP@dmas.virginia.gov or (804) 225-4222.  You can also find these materials on the Money Follows the Person website at http://www.olmsteadva.com/mfp.

( In addition, regional Empowerment Teams that were formed through a prior nursing facility transition grant will share information with you, and your family members and/or caregivers, as appropriate.  These Teams can address specific questions and issues, encourage broad stakeholder participation, evaluate the process, and create recommendations.  The Teams allow time for you and your family or caregiver, as appropriate, to discuss the Project and obtain first hand experience of what it is like to transition and tips for successful transition.
A mentor who has experienced transition may be available to you and your family member or caregiver, as appropriate, for one-on-one support. 

This Guidebook and all materials also appear on a website at http://www.olmsteadva.com/mfp/ 
For more information on statewide marketing, education and outreach strategies, see section B.3. 
Who is responsible for assisting me to enroll in the Project?
When you have made the decision to participate in the Project, many people will be involved in assisting you to begin your transition process.  First, you can select a case manager, transition coordinator, or other appropriate provider to assist with transition.  (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 any family member or caregiver, as appropriate, and any other people important to you to determine what you will need to move to the community;
· Obtain 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 as established by the Commonwealth of Virginia 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 depending on your services and providers;  

· 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 a change in your residential status is planned.
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 Money Follows the Person Project without having to meet the requirement for six (6) consecutive months of institutional residency.  Before you can re-enroll into the Project, you will be re-evaluated to ensure that you continue to meet Waiver eligibility requirements, and a new person-centered service plan will be developed. The new person-centered service plan will include the changes made as a result of your re-institutionalization, as well as an update of supports that will better meet your needs so you can stay in the community.  Exceptions to this policy include those waivers that have waiting lists:
· 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 Mental Retardation Waiver slot for you.  The case manager will submit the request to the Department of Mental Health, Mental Retardation and Substance Abuse Services, and that Department will approve or deny the request.  For each month you remain in the Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation, the request must be submitted every 30 days until you return to Waiver services or a final determination is made to reassign your slot. 

· If you previously used the Individual and Family Developmental Disabilities Support Waiver and are readmitted to any institution, your case manager will hold your slot for 90 days.

What institutions will be targeted for the Project?
All nursing facilities, long-stay hospitals, state operated Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions and non-state operated Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions throughout the Commonwealth of Virginia will be targeted as qualified institutions during both the first year of the Project and subsequent years.  A listing of these facilities can be found in Appendix 3.

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 (see Section B.6);
· Working with your case manager or transition 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.  
What are my rights if I participate in the Project?
Under Virginia law, you have 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 consent.  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” in this Guidebook.  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 departments of social services provide ongoing education on the topic of adult and child abuse prevention to Virginia citizens, healthcare providers and others providing services to adults.  

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.

· ADULT PROTECTIVE SERVICES  HOTLINE 1-888-832-3858
· CHILD PROTECTIVE SERVICES HOTLINE 1-800-552-7096
Phone numbers and addresses of all local departments of social services may be found at http://www.dss.virginia.gov/localagency/. 

Additionally, Virginia Code §63.2-1606 requires certain individuals to report suspicions of adult abuse, neglect or exploitation, and Virginia Code §63.2-1509 requires certain individuals to report suspicions of child abuse or neglect.  Employers of these mandated reporters must notify their employees of their responsibility to report.  Mandated reporters face civil fines or penalties for failure to report.  Agency providers of waiver services are classified as mandated reporters.  

The Virginia Sexual and Domestic Violence Action Alliance operates the statewide Virginia Family Violence & Sexual Assault Hotline toll-free, confidential, 24-hour service that provides crisis intervention, support, information, and referrals to family violence and sexual assault survivors, their friends and families, professionals, and the general public.  Their toll free number is 1-800-838-8238
The Virginia Office of Protection and Advocacy also responds to reports of abuse, neglect, and exploitation, among other protections.  You may also receive advocacy services and/or legal representation.  Their toll free number is 1-800-552-3962.

( If you are using Mental Retardation or Individual and Family Developmental Disabilities Support 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), which outline the responsibility of providers for assuring the protection of the rights of individuals living in facilities and programs operated, funded, and licensed by the Department of Mental Health, Mental Retardation and Substance Abuse Services. The Department’s Office of Human Rights is responsible to assure that you have the right to:

· Retain your legal rights as provided by state and federal law; 

· Receive prompt evaluation and treatment or training about which you are informed in a way which you can understand; 

· Be treated with dignity as a human being and be free from abuse and neglect; 

· Not be the subject of experimental or investigational research without your prior written and informed consent or that of your legally authorized representative; 

· Be afforded the opportunity to have access to consultation with a private physician at your own expense; 

· Be treated under the least restrictive conditions consistent with your condition and not be subjected to unnecessary physical restraint or isolation; 

· Be allowed to send and receive sealed letter mail; 

· Have access to your medical and mental records and be assured of their confidentiality;  

· Have an impartial review of violations of the rights assured under the regulations and the right to access legal counsel; and 

· Be afforded the appropriate opportunities to participate in the development and implementation of your individualized person-centered service plan. 

If you or your family or caregiver, as appropriate, believes your rights have been violated, a human rights advocate can be contacted.  A listing of these advocates including their phone numbers can be found in Appendix 4.
2.
INFORMED CONSENT AND GUARDIANSHIP 
What is informed consent?

Informed consent means your voluntary, written agreement (or that of your surrogate decision maker) to participate in the Money Follows the Person Project and receive services.  No one can force or trick you into giving your consent to participate.  Once you consent to participate, it is possible you may change your mind.  If this happens, you can revoke your consent.
What are the procedures for obtaining my informed consent for the Project?

When you decide you want to participate in the Project, you or your surrogate decision maker, as appropriate, must give informed consent before transition planning can begin.  This informed consent will be documented on the “Informed Consent for Participation in Virginia’s Money Follows the Person Rebalancing Demonstration” form (found in Appendix 5).  As you decide on the supports and services you will need for successful transition, your case manager or transition coordinator will develop your person-centered service plan and record your informed consent to the following on the form:

· Your participation in the Project and any required follow-along;

· Your choice of waiver or PACE versus institutional services;

· Your choice of a place to live (called a “qualified residence”);
· Your choice of waiver or PACE service(s) and the opportunity to self direct;

· Your choice of service provider(s); and
· Continuation of services after transition.
What are the procedures for informed consent if I have a surrogate decision maker?  

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.   If you are a child, the person who has legal custody of you is your surrogate decision-maker. If you are an adult, in most cases your surrogate decision maker is a guardian. 

What is guardianship?  

( A guardian is a person appointed by a court to be responsible for the personal affairs of an “incapacitated person,” including responsibility for making decisions regarding that individual’s support, care, health, safety, habilitation, education, therapeutic treatment, and, if not inconsistent with an order of involuntary admission, residence.  The term also includes a “limited guardian” or a “temporary guardian.”  Guardianship in Virginia is governed by statute, §§ 37.2-1000 – 1029 of the Code of Virginia.  These statues provide limits to guardianship to assure that individuals retain as much decision-making authority as possible, and provide that guardians have a duty to determine and follow the wishes of the individual to the extent possible.  

A guardian has a very high duty of trust to the individual for whom he or she is appointed and may be held personally responsible for not living up to the duty to that individual.  

Family members and friends of individuals may serve as guardians.  If an individual cannot afford the fees to obtain a guardian and no other suitable person can serve as guardian, services may be provided through one of the public guardianship programs in Virginia.  Public guardianship services are provided by agencies under contract with the Virginia Department for the Aging.  In some cases, small amounts of funding may be available to assist individuals with establishing guardianship when they have no other means of doing so.
A stand-by guardian or conservator may be appointed by the court to assume the duties of guardian or conservator immediately upon the death or incapacitation of the last surviving parent, child, or legal guardian. (A conservator is a person appointed by a court to be responsible for managing financial affairs of an “incapacitated person.”)  A standby guardian is a reasonable option in situations involving long-term guardianship needs. It may be a helpful tool for parents who are concerned about who their successor in the role of guardian will be and allows parents or guardians a voice in selecting their successor and provides for seamless protection for the individual needing guardianship.
If you have questions about guardianship, you can contact the Virginia Guardianship Association at 804-261-4046.  The Virginia Guardianship Association also makes available a “Virginia Handbook for Guardianship and Conservators.”  This is a helpful guide that addresses a variety of topics of importance to court-appointed guardians and conservators.  

What does the State require of a guardian?

A guardian must file an annual report, accompanied by a filing fee, with the local department of social services (adult protective services program) for the jurisdiction in which he or she was appointed.  The report must include: 

· A description of the individual’s current mental, physical, and social condition; 

· A description of the individual’s living arrangements during the reported period; 

· Any medical, educational, vocational (or job-related), and other professional services provided to the individual and the guardian's opinion as to the adequacy of the individual’s care; 

· A statement of the frequency and nature of the guardian's visits with and activities on behalf of the individual; 

· A statement of whether the guardian agrees with the individual’s current services plan; 

· A recommendation as to the need for continued guardianship, any recommended changes in the scope of the guardianship, and any other information useful in the opinion of the guardian; and 
· The compensation requested and the reasonable and necessary expenses incurred by the guardian. 

Adult Protective Services reviews the report to determine if there is a reason to suspect that you are being abused, neglected or exploited. If no further action is required by the Adult Protective Services worker, the local department of social services must file, within 60 days of receipt, a copy of the report with the clerk of the circuit court that appointed the guardian.  The report is placed with court papers pertaining to your guardianship.  The original guardian report form is maintained in the files at the local department of social services.  While guardian report forms are considered to be documents maintained by Adult Protective Services and are not subject to Virginia Freedom of Information Act, a copy of the guardian report may be requested from the circuit court.  Adult Protective Services has the ability to petition to remove a guardian, or take other appropriate actions, if the guardian is not fulfilling the fiduciary responsibility to you if there is evidence of abuse, neglect or exploitation.
In addition to filing the annual report, guardians must report suspicions of adult abuse, neglect or exploitation to Adult Protective Services.  

I have a guardian. What contact does my guardian need to have with me regarding my plans to transition?  

The approval of your guardian is required for your transition, and your guardian’s continuous participation in decision-making is necessary. Your guardian must maintain enough contact with you to know of your capabilities, limitations, needs, and opportunities.  Your guardian must visit you as often as necessary.  Public guardians are expected to meet with you at least every three months, if not every month.
Your guardian must, to the extent feasible, encourage you to participate in decisions, to act on your own behalf, and to develop or regain the capacity to manage your personal affairs.   In making decisions, your guardian must consider your expressed desires and personal values to the extent known and must act in your best interest and exercise reasonable care, diligence, and prudence.  If you have a public guardian, your guardian may use a Values History Form (See Appendix 6) which assists the guardian in assessing your values, wishes and preferences particularly with regard to medical care and end of life issues.

When you indicate interest in participating in this Project, your case manager or transition coordinator must:

· Determine whether you have a guardian; 
· If so, contact the guardian immediately and request the guardian to participate to the fullest extent possible in planning for your transition. 
· Educate your guardian about the Project and what it means for you to participate in the Project.

· Arrange a meeting that you and your guardian, and staff at the institution must attend, within six months prior to your transition.  This meeting should be in person, but can, if necessary, be conducted by telephone.  At the meeting, the guardian’s role in the transition process will be discussed with you and your guardian. Additional guardian visits will be discussed, highly encouraged and scheduled as needed. and 
· Document all guardian visits in your services plan, and make the information available to the Centers for Medicare and Medicaid Services upon request.

3.
MARKETING, EDUCATION, AND OUTREACH
How are people learning about the Money Follows the Person Project?

The Department of Medical Assistance Services is responsible for marketing and outreach activities that will use a multi-layered, ongoing approach to promote individual and provider awareness of the Project.
Provider Outreach:  

· The Department of Medical Assistance Services, the Virginia Health Care Association, the Virginia Hospital and Healthcare Association, and the Virginia Association of Non-Profit Homes for the Aging will jointly send information about this Project to all nursing facilities. 

· The Department of Medical Assistance Services, the Department for Mental Health, Mental Retardation and Substance Abuse Services, and the Virginia Association of Community Services Boards will jointly send information about this Project to all Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions.

· The Department of Medical Assistance Services will work with the Virginia Department of Health, the Virginia Health Care Association, the Virginia Association of Non-Profit Homes for the Aging, and the nursing facilities to incorporate educational and awareness information about the Project into the annual resident review process 

Outreach to Individuals:

· Case managers or transition coordinators may contact each facility to provide outreach about the Project in their geographic area through one-on-one meetings and/or open informational sessions at the facility.  In addition, the health care coordinators for the Technology Assisted Waiver at the Department of Medical Assistance Services will notify long-stay hospital discharge planners of this Project. 
· The Department of Mental Health, Mental Retardation and Substance Abuse Services’ Office of Human Rights is committed to reaching out to individuals who live in Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions and Nursing Facilities operated by the Department of Mental Health, Mental Retardation and Substance Abuse Services to inform them of their choice to live in the community.  Human Rights Advocates are located throughout Virginia and visit these facilities regularly.  During these visits the advocate will provide information on the Project through marketing materials to individuals who reside in these facilities and their family members.  In addition, the advocate can assist individuals who are interested in learning more about transitioning to the community in getting more information.  
· The Commonwealth of Virginia’s Long Term Care Ombudsman Program has been heavily involved in the development of this Operational Protocol and is committed to reaching out to individuals who live in nursing facilities to inform them of their choice to live in the community.  Local long term care ombudsman programs are located throughout Virginia and each nursing facility is visited regularly.  During these visits the long term care ombudsman will provide information on the Project through marketing materials and presentations to residents and family members.  In addition, the long term care ombudsman will assist individuals who are interested in learning more about transitioning to the community to get in contact with the facility social worker and/or transition coordinator or case manager.  
· Information about the Project and the choice to receive long term supports in the community will also be provided at nursing facility resident and family council meetings by local long term care ombudsman offices.  
· Information about the Project will be available to individuals through Regional Empowerment Teams.
· Providing marketing materials such as tents, brochures, posters and this Guidebook to institutions to make available to individuals who live there.
· The Department of Medical Assistance as lead, with support from collaborating state agencies and organizations, will pursue opportunities to educate and inform all stakeholders about this Project.
· Staff at Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions, Nursing Facilities, and Long-Stay Hospitals, and community programs as well as self-advocates were involved early in the planning process so that they are aware of the Project and can share information with you. 
Public Outreach:

Information about the Project is being made available to everyone through a variety of means:

· On the internet at http://www.olmsteadva.com/mfp/ and on other state and local agency websites;
· Information sessions hosted by the Department of Mental Health, Mental Retardation and Substance Abuse Services, the Department of Rehabilitative Services, the Virginia Department for the Aging, state and local Departments of Social Services, Area Agencies on Aging, Community Services Boards and Centers for Independent Living;
· 2-1-1 Virginia;
· The Virginia Easy Access website;
· Speaking engagements with provider organizations and associations;

· Videos (DVDs) about community options;
· Meetings with state and local family, advocacy, and support groups;
· Focus groups;
· An abridged five-page version of the Operational Protocol Guidebook that answers the most critical questions for each institutional population.  The abbreviated version will also include information about back-up requirements and services.  (Drafts of the abridged versions may be found in Appendix 7)
· Conferences and other educational events that target long-term supports and independent living; and
· Informational materials available at the Department of Mental Health, Mental Retardation and Substance Abuse Services, the Department of Rehabilitative Services, the Virginia Department for the Aging, state and local Departments of Social Services, Area Agencies on Aging, Community Services Boards, Centers for Independent Living and local libraries.
What type of initial training is being done?

There are several different ways that the state’s Medicaid program and key stakeholders are training the long-term support system about this Project.

· The Department of Medical Assistance Services sent a letter to all existing Medicaid home and community based providers to announce that videoconference training sessions would be held in April and May 2008 for entities interested in providing transition coordination services and case managers. In May and June 2008, additional videoconference training on operational details for case managers and transition coordinators is being offered;
· The Department of Medical Assistance Services sent a Medicaid Memorandum to all long-term support providers (both institutional and home and community based providers) in April 2008 informing them of this Project;
· Posting all training schedules and materials to the Money Follows the Person website (http://www.olmsteadva.com/mfp/ and the Department of Medical Assistance Services’ website; 
· Monthly posting of Frequently Asked Questions on the Project website for the first year and as frequently as needed in following years; and
· Training schedule postings to the Virginia Easy Access internet websites, with links to the training materials.
( Nursing facility and long-stay hospital staff will receive training in summer 2008. Training will include (but is not limited to) an overview of the  Project, roles and responsibilities of the pre-admission screening team in the  Project, transition planning and service delivery expectations, person centered practices, how to access community resources, housing challenges and options, and transportation resources.

Pre-admission screening teams will receive training in summer 2008.  Training will include (but is not limited to) an overview of the  Project, roles and responsibilities of the pre-admission screening team in the  Project, transition planning and service delivery expectations, person centered practices, how to access community resources, housing challenges and options, and transportation resources.

New transition coordinators will receive initial training in summer 2008 from the Department of Medical Assistance Services.  Training will include (but is not limited to) Medicaid provider orientation, overview of the Project, roles and responsibilities of the transition coordinator, basic Medicaid information, the Medicaid home and community based waivers, transition planning and service delivery expectations, person centered practices, how to access community resources, housing challenges and options, and transportation resources.
( Refresher training for existing case managers will be held in summer 2008.  Training will include (but is not limited to) overview of the  Project, roles and responsibilities of the case manager in the  Project, basic Medicaid information, transition planning and service delivery expectations, person centered practices, how to access community resources, housing challenges and options, and transportation resources.

Training will be offered to the Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation Social Workers and interdisciplinary team members, and should include visits to community residential and day program services.  This will include facility staff members who are viewed by family members and caregivers of individuals residing in the institutions as trusted sources of information and support.
What type of ongoing training will be done?

· Quarterly posting of Frequently Asked Questions on the Money Follows the Person website in years two, three and four;

· Training will be provided at least annually to pre-admission admission screening teams, nursing facility and long-stay hospital staff, case managers, and transition coordinators;
· The staff of the Department of Medical Assistance Services who conduct quality management reviews may also provide on-site, follow-up technical assistance (but not training) to personnel at all facilities.
Marketing, education, outreach and training materials are located in Appendix 7.
For information about how people living in institutions and their family members, as appropriate, are being told about this Project, see Section B.1. 
4.
STAKEHOLDER INVOLVEMENT

Am I a stakeholder in the Money Follows the Person Project?  

You are a stakeholder in this Project--and are strongly encouraged to get involved in some way with this Project--if you are: 

· Living in a nursing facility, an Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation or a long-stay hospital and thinking about, or planning to, transition to the community; 

· A family member or caregiver of an individual who is thinking about or planning to transition; 

· A public or private provider of nursing facility, Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation, or long-stay hospital care or services; 

· A public or private provider of services, supports, transportation or housing in the community for individuals with disabilities or seniors in need of services; 

· A disability or aging advocacy organization; or 

· A representative of local, regional or state government.  

If you are an individual with a disability or a senior, and you currently live in (or have transitioned from) a nursing facility, Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation, or long-stay hospital, you are an expert in the services and supports that you need to live successfully in the community.  Your involvement and, where applicable your family’s or caregiver’s involvement, in every aspect of the Project is critically important. The following section contains contact information for the various groups in which you may be interested.
How are stakeholders involved in this Project?

The chart at the end of this section shows how several stakeholder groups have assisted in developing this Guidebook and will assist in the implementation of this Project.  You can find a complete listing of all stakeholders who participated in the pre-implementation phase of this Project in Appendix 8.
During the pre-implementation phase of the project, a Stakeholder Advisory Team advised the State Work Group (see below) on the contents of this Guidebook as it was developed and approved.  A Transformation Leadership Team, an advisory group formed under another grant initiative assumed the advisory role for the final stages of the pre-implementation and implementation phases of this Project. The Team consists of people with disabilities, seniors, family members, community and facility providers, state and local agency staff, advocates, and associations.  The Team also assisted in developing outcome and evaluation measures and educational and marketing materials.  During the implementation phase, the Team assists with publicizing the Project; monitoring the success of transitions; overseeing development, administration and outcomes of participant satisfaction surveys; and reporting recommendations to the Community Integration (Olmstead) Advisory Commission (see below).  Working jointly with the Commission, the Team will produce a status report with further recommendations to state-level decision-makers, including members of the Virginia General Assembly. 

For further information about the Transformation Leadership Team, you may contact the Virginia Money Follows the Person Project Director at the Department of Medical Assistance Services at MFP@dmas.virginia.gov or (804) 225-4222.
The Community Integration (Olmstead) Advisory Commission is a stakeholder group that exists pursuant to Virginia law (Va. Code §§ 2.2-2524-2529) to monitor the implementation of state and federal laws pertaining to community integration of Virginians with disabilities.  The Commission’s roles in this Project are to receive reports, participant satisfaction surveys and recommendations from the Transformation Leadership Team; advise implementation of the Project; and work jointly with the Transformation Leadership Team to produce a status report with further recommendations to state level decision-makers. 
For further information about the Commission, you may visit http://www.olmsteadva.com or contact Julie Stanley in the Office of Community Integration at Julie.Stanley@governor.virginia.gov or at (804) 371-0828.

A State Work Group was established to draft this Guidebook. This Work Group consists of state agencies having a role in the Project, local government representatives, public and private community services providers, advocates and self-advocates.  In the pre-implementation phase, the Work Group divided into three subcommittees to draft this Guidebook -- one to draft general portions of the Guidebook, one to draft parts of the Guidebook that are specific to individuals transitioning from Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions, and one to draft parts of this Guidebook that apply only to individuals transitioning from nursing facilities and long-stay hospitals.  In the implementation phase, the Work Group meets regularly to: 

· Ensure that everyone understands Project activities, responsibilities, and expected outcomes;

· Provide technical assistance for members who need additional content knowledge;  

· Strengthen participation of individuals and family members in decision-making;

· Formalize new partnerships and reinforce existing relationships;

· Discuss all opportunities for collaboration;

· Develop recommendations for proposed legislative or regulatory changes; and

· Commit to sharing resources and creating systemic changes for balancing the long-term supports system in Virginia. 

For further information about the State Work Group or any of the three subcommittees, you may contact the Virginia Money Follows the Person Project Director at the Department of Medical Assistance Services at MFP@dmas.virginia.gov or (804) 225-4222.
A Housing Task Force is comprised of leaders in the fields of housing and human services and self-advocates.  During the pre-implementation phase, the Task Force discussed a state-funded community living supplement that would allow individuals transitioning under the Project to afford to live in the community, recommended criteria for verifying who needs home modifications and the community living supplement, and made recommendations for educating and involving people with disabilities and seniors in housing and transportation planning processes.  The Task Force is also developing an annual housing action plan that will be used throughout the implementation phase of the Project.

For further information about the Housing Task Force, you may visit http://www.olmsteadva.com or contact Julie Stanley in the Office of Community Integration at Julie.Stanley@governor.virginia.gov or at (804) 371-0828.

A Housing Task Force Work Group, consisting of state human service and housing entities, Commission representatives, and self-advocates, met regularly during the pre-implementation phase of the Project to plan and staff the Housing Task Force meetings.  This group: 1) developed a draft community living supplement and proposed criteria for accessing both the supplement and home modifications; 2) made recommendations for educating and involving people with disabilities and seniors in housing and transportation planning processes; 3) finalized the community plan participation recommendations; 4) identified organizations to include in a directory, and 5) disseminated the directories to organizations and drafted the annual action plan.

For further information about the Housing Task Force Work Group, you may visit www.olmsteadva.com or contact Julie Stanley in the Office of Community Integration at Julie.Stanley@governor.virginia.gov or at (804) 371-0828.
( During the implementation phase of the project, Regional Empowerment Teams will assist in identifying and mentoring individuals who want to transition from nursing facilities and long-stay hospitals under the Money Follows the Person Project.  The Teams address specific issues, encourage broad stakeholder participation, evaluate the process, and create recommendations.  Each Team meeting allows time for individuals, family members, caregivers and other interested citizens to address Team members and meet with the Virginia Money Follows the Person Project Manager. The Teams also annually survey stakeholders to obtain their input and assess their concerns.  The Teams are coordinated by the Centers for Independent Living to: 

· Provide a forum for discussion and consensus building among members; 
· Support the state’s planning to accurately project individuals’ needs and resources; 
· Identify systemic issues and provide guidance for change to the long-term support system; 
· Review training, marketing, and other materials to ensure that competencies and diversity are addressed; and    
· Report to the Transformation Leadership Team any necessary changes to legislation and regulations.  
For further information about the Regional Empowerment Teams, you may contact the Virginia Money Follows the Person Project Director at the Department of Medical Assistance Services at MFP@dmas.virginia.gov or (804) 225-4222.
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How are people with disabilities and seniors involved in this Project?

The following individuals with disabilities and seniors participate on each of the groups described in below:

Transformation Leadership Team:  individuals currently residing in nursing facilities; individuals who recently transitioned from a nursing facility; other individuals with disabilities currently living in the community; seniors currently residing in the community; family members of individuals residing in Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions and nursing facilities.   To foster maximum participation, travel expenses for self-advocates are reimbursed, and teleconferencing is made available as needed for individuals who cannot or prefer not to travel.

Community Integration Advisory Commission:  individuals who reside in a nursing facility; individuals who reside in a state-operated Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation; individuals who reside in a state mental health facility; individuals with disabilities currently living in the community; and family members of individuals with disabilities residing in or at risk of placement in Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions and nursing facilities.

State Work Group:  individuals currently residing in nursing facilities; individuals with disabilities currently living in the community; seniors currently residing in the community; family members of individuals residing in or at risk of placement in Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions and nursing facilities.  To foster maximum participation, travel expenses for self-advocates are reimbursed.
Regional Empowerment Teams:  individuals currently residing in nursing facilities; individuals with disabilities currently living in the community; seniors currently residing in the community; and family members of individuals residing in Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions and nursing facilities.  To foster maximum participation, travel expenses for self-advocates are reimbursed, and videoconferencing is made available as needed for individuals who cannot or prefer not to travel.
Housing Task Force:  individuals who have transitioned to the community from nursing facilities; individuals who currently resides in a state mental health facility; individuals with disabilities who currently live in the community; and seniors who currently reside in the community.
Housing Task Force Work Group: individuals with disabilities currently living in the community and family members of individuals with disabilities residing in the community.
In addition to ongoing input into all planning and oversight activities, people with disabilities and seniors are involved throughout the life of the Project in many ways.

· If you currently live in a nursing facility, Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation  or long-stay hospital and you are thinking about or planning to transition, you (and where applicable, your family members and caregivers) will:

· Receive education and training about person-centered practices;

· Be fully informed about all available community options;

· Participate to the maximum extent possible in planning and executing every aspect of your transition to the community; 

· Be invited to participate in Regional Empowerment Team meetings; and

· Participate in satisfaction surveys that will be reported to the Leadership Team, the Commission, members of the Virginia General Assembly, and other state decision makers.

· If you have already transitioned or wish to assist other people to transition, you can serve as a mentor to those planning to transition, and you will receive training on how to discuss informed choices with individuals participating in the Money Follows the Person Project. 
· If you are interested, you will have ample opportunity to:

· Give input into development of outcome and evaluation measures for the Project;

· Assist in developing and disseminating marketing materials for the Project;

· Assist with Regional Empowerment Teams in annual surveys; and

· Receive education and training about how you can effectively participate in housing planning at the local, regional and state levels.

How are institutional providers involved in this Project? 

Public and private providers of nursing facility, Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation or long-stay hospital care or services have especially important roles to play in both the pre-implementation and implementation phases of this Project.  The following institutional providers participate on each of the groups described below:

Transformation Leadership Team:  two state Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation providers; two non-state Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation providers; one nursing facility provider; two long-stay hospital providers; one nursing facility industry representative; one hospital industry representative; and one Program of All-Inclusive Care for the Elderly (PACE) provider.

Community Integration Advisory Commission:  one nursing facility industry representative; and one non-state Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation provider.
State Work Group:  state-operated Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation providers; non-state-operated Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation providers; nursing facility providers; long-stay hospital providers; nursing facility industry representatives; and hospital industry representatives
Regional Empowerment Teams: state-operated Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation providers; non-state-operated Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation providers; nursing facility providers; long-stay hospital providers; and nursing facility industry representatives 

Housing Task Force:  Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation providers and nursing facility industry representatives
Housing Task Force Work Group: state-operated Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation providers
In addition to ongoing input into all planning and oversight activities, institutional providers will be involved throughout the life of the Project in at least the following ways:

· Assist in disseminating educational and marketing materials to individuals residing in their facilities and, where applicable, to their family members and community caregivers;
· Develop good working relationships with transition coordinators, case managers and service facilitators;

· Learn how to use person-centered practices to work with individuals, family members and caregivers where applicable, case managers, transition coordinators, and Positive Behavioral Supports (PBS) facilitators as needed, to formulate individual transition plans;
· Provide valuable assistance in arranging, and participate as needed in, the Regional Empowerment Team meetings, and work with transition coordinators, case managers and state and local agencies to provide information sessions for residents and staff;
· Continue to participate in Department of Medical Assistance Services’ quality management reviews and surveys regarding capacity and capabilities and make reports through the Department of Medical Assistance Services’ Quality Management System;
· Continue to identify, prevent, and follow up on critical incidents; 
· Participate in developing outcome and evaluation measures for the Project; and
· Identify and refer individuals to the Project.

5.
BENEFITS AND SERVICES
What Medicaid waiver benefits and services may be available to me?

You may be eligible for services using one of the following five home and community-based waiver programs to support you after transitioning to the community.  Please refer to Appendix 1 for a full explanation of the waivers and services:

1.  Services available under the Elderly or Disabled with Consumer Direction Waiver are:
· Personal Care Assistant Services (Consumer and/or Agency Directed)

· Adult Day Health Care 

· Respite Care (Consumer and/or Agency Directed)

· Personal Emergency Response System (to include Medication Monitoring) 
· Transition Coordination (two months prior to and 12 months following transition) 
· Transition Services ($5,000 life-time limit)

· Services Facilitation (to support individuals using consumer-direction)

2.  Services available under the HIV/AIDS Waiver are:

· Case Management  

· Enteral Nutrition (also called Nutritional Supplements) 

· Private Duty Nursing 

· Personal Care (Consumer and/or Agency Directed) 

· Respite Care (Consumer and/or Agency Directed)

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

· Consumer-Directed Services Facilitation (to support individuals using consumer-direction)

· Personal Emergency Response Systems (to include Medication Monitoring)

3.  Services available under the Individual and Family Developmental Disabilities Support Waiver are:
	· Family and Caregiver Training 
	· Prevocational Services

	· Crisis Stabilization/Supervision 
	· In-home Residential Support

	· Environmental Modifications ($5,000 yearly limit)
	· Therapeutic Consultation 

	· Assistive Technology ($5,000 yearly limit)
	· Day Support 

	· Personal Emergency Response System (to include Medication Monitoring)
	· Companion Services (Consumer and/or Agency Directed)

	· Skilled Nursing Services
	· Personal Care (Consumer and/or Agency Directed)

	· Respite Care (Consumer and/or Agency Directed)
	· Services Facilitation (to support individuals using consumer-direction)

	· Transition Services ($5,000 life-time limit)
	· Supported Employment (Agency Directed)



While there is a waiting list for this Waiver, the Department of Medical Assistance Services reserved 15 slots per fiscal year that will be available only to individuals participating in the Money Follows the Person Project who are transitioning from an institutional setting into the Individual and Family Developmental Disabilities Support Waiver.  If you are eligible as part of Money Follows the Person Project to transition into this waiver, please have your case manager contact the Department of Medical Assistance Services to discuss the availability of one of these waiver slots.

4.  Services available under the Mental Retardation/Intellectual Disabilities Waiver are:
	· Day Support
	· Assistive Technology ($5,000 yearly limit)

	· Congregate Residential Support
	· Environmental Modifications ($5,000 yearly limit)

	· In-Home Residential Support
	· Skilled Nursing

	· Prevocational Services
	· Crisis Stabilization/Supervision

	· Respite Care (Consumer and/or Agency Directed)
	· Personal Emergency Response System (to include and Medication Monitoring) 

	· Personal Care (Consumer and/or Agency Directed)
	· Therapeutic Consultation

	· Transition Services ($5,000 life-time limit)
	· Companion Care (Consumer and/or Agency Directed)

	· Supported Employment (Agency Directed)
	· Services Facilitation (to support individuals using consumer-direction)




While there is a waiting list for this Waiver, the Department of Medical Assistance Services reserved 110 slots per fiscal year that will be available only to individuals participating in the Money Follows the Person Project who are transitioning from an institutional setting into the Mental Retardation/Intellectual Disabilities Waiver.  If you are eligible as part of Money Follows the Person Project to transition into this waiver, please have your case manager contact the Department of Mental Health, Mental Retardation and Substance Abuse Services to discuss the availability of one of these waiver slots.

5.  Services available under the Technology Assisted Waiver are:
· Personal Care (Adults Only) 

· Private Duty Nursing 

· Respite Care 

· Environmental Modifications ($5,000 yearly limit)

· Assistive Technology ($5,000 yearly limit)
· Personal Emergency Response System (to include and Medication Monitoring

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

What other Medicaid benefits and services may be available to me?

As an individual participating in this Project, you will have access for the first 12 months to the 2-1-1 Virginia Tier 3 emergency back up demonstration service.  This new Medicaid benefit is not a Home and Community Based Waiver service, but rather it is a service created only for individuals participating in the Money Follows the Person Project.  See section B.6 for a description of the tiered back up system. 

You may also be eligible for the following Medicaid State Plan services offered in Virginia:

1.  Mandatory State Plan Services 

As with all state Medicaid programs, certain services provided by Virginia’s program are mandated by the federal government. These are:

· Inpatient Hospital Services

· Emergency Hospital Services

· Outpatient Hospital Services

· Nursing Facility Care

· Rural Health Clinic Services

· Federally Qualified Health Center Clinic Services

· Laboratory and X-ray Services

· Physician Services

· Home Health Services: Nurse, Aide, Supplies and Treatment Services

· Early and Periodic Screening, Diagnostic and Treatment Services Under 21 Years of Age
· Family Planning Services and Supplies

· Nurse-Midwife Services

· Medicare Premiums: Hospital Insurance (Part A)

· Medicare Premiums: Supplemental Medical Insurance (Part B) for the Categorically Needy

· Transportation Services

2.  Optional State Plan Services

In addition to the federally-mandated services categories set forth above, Virginia has elected to provide services in the following major optional categories:

· Other Clinic Services (in other words, services provided by rehabilitation agencies, ambulatory surgical centers, renal dialysis clinics and local health departments)

· Skilled Nursing Facility Services for Individuals Under 21 Years of Age

· Podiatrist Services

· Optometrist Services

· Clinical Psychologist Services

· Certified Pediatric Nurse and Family Nurse Practitioner Services

· Home Health Services: Physical Therapy, Occupational Therapy and Speech Therapy

· Dental Services for Individuals Under 21 Years of Age

· Physical Therapy and Related Services

· Prescribed Drugs

· Targeted Case Management Services

· Prosthetic Devices

· Mental Health Services, including intensive in-home services for children and adolescents, therapeutic day treatment for children and adolescents, community-based residential treatment for children and adolescents, day treatment/partial hospitalization, psychosocial rehabilitation, crisis intervention and targeted case management

· Community Mental Retardation (to be renamed Intellectual Disability) Services, including case management

· Mental Health Clinic Services

· Hospice Services

· Medicare Premiums: Supplemental Medical Insurance (Part B) for the Medically Needy

· If individuals have nutrition needs in which nutritional supplements are needed, Medicaid will cover the supplement if it is the sole source of nutrition for the individual.

3.  Program for All-Inclusive Care for the Elderly (also known as PACE)
The Program for All-Inclusive Care for the Elderly (also known as PACE) may be an option available to you in place of a home and community based waiver.  PACE is a service model that allows you to have access to acute, primary and long term supports through one organization.  This service model is centered on an adult day health center.  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 as defined by the Commonwealth of Virginia’s Uniform Assessment Instrument; and 

· Can be safely cared for in the community.

The covered services for the PACE are as follows:

· Primary Care including physician and nursing services

· Social work services

· Restorative therapies, including physical therapy, occupational therapy and speech-language pathology services

· Personal care and supportive services

· Nutritional counseling and Dietitian services

· Recreational therapy

· Transportation

· Meals

· Prescription Drugs

· Specialty services covered under the Medicaid State Plan

· Diagnostic procedures

· Prosthetics

· Corrective vision devices

· Durable medical equipment 

· Acute inpatient care 

· Emergency room care and treatment services

· Medical supplies

· Any other services deemed necessary by the interdisciplinary team

In addition to all the covered services listed above, as an enrollee of the PACE, the provider of the program 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.

For additional information, go to www.dmas.virginia.gov and click on “long-term care and wavier services” subsection. 
What non-Medicaid benefits and services may be available to me?

Housing and transportation supports are described in section B.9, of this Guidebook.  Other forms of support that may be available to you include, but are not limited to:

· Virginia Easy Access website as of summer 2008.  (Virginia Easy Access is a part of Virginia’s “No Wrong Door” initiative under two federal grants.  The vision of No Wrong Door is to have individuals and their families or caregivers, as appropriate, transition coordinators, case managers, screening teams and discharge planners access the system by using Virginia Easy Access, call centers (2-1-1 Virginia), or six No Wrong Door implementation sites (with four sites added by September 2008) to access long-term supports in the community.  Three of the new implementation sites will be expanded to include resources for individuals with intellectual and developmental disabilities and individuals with mental health needs. You can find out more information about No Wrong Door at http://www.vda.virginia.gov/ or contact the State Coordinator for No Wrong Door at the Virginia Department for the Aging at (804) 662-9153.

· Ticket to Work incentives such as Benefits Counseling;

· Vocational Rehabilitation and employment services through the Departments of Rehabilitative Services and the Blind and Vision Impaired;

· Long-Term Rehabilitation Case Management through the Department of Rehabilitative Services;
· Workforce Centers; 

· Assistive Technology beyond what is already covered under this Project through the Assistive Technology Loan Fund Authority (now the NewWell Program) 
· Recycling programs for assistive technology devices are available for individuals who do not have public or private insurance, are underinsured, or do not have the resources to purchase what they need.  Recycling means that gently-used devices are donated by the public, sanitized, repaired and gifted to those who need it.  These devices include wheelchairs, both manual and power; canes; scooters; walkers; tub benches; shower chairs; hospital chairs; and bedside commodes.  Most of the available devices are for adults, though some programs are beginning to have devices for children. There are currently 11 programs operating in localities across the State. Information concerning the available programs can be found at http://www.vats.org/atrecycling.htm;  
· Public Guardianship Program through the Virginia Department for the Aging for individuals in need of guardians;
· Independent Living Services (training, advocacy, peer counseling, information and referral) through the Centers for Independent Living; 

· There are several services in Virginia that read newspapers, magazines, and other current publications every day.  This service will help you if you cannot read because you have visual impairment or another disability.  To find a service near you, see Appendix​​​ 18.
· Regional Community Support Centers, which offer specialized services in dentistry, medical specialty areas, and behavioral therapies both on-site and through satellite clinics to persons with intellectual disabilities who live in the community; and
· Nutrition services, which may include but are not limited to the following:
· Seniors may apply for meals assistance through the local Area Agencies on Aging where this service is available.  Area Agencies on Aging vary on the number of individuals served and number of meals provided.  There may be a waiting list for these services depending on the locality.

· You may also apply for and, if you qualify, receive food stamps.  Virginia is establishing a streamlined process to expedite the application and approval process to assist transitioning individuals to receive emergency food stamps.

· Local food banks and/or closets may also be utilized to assist you with obtaining food to set-up your new household
· If you require assistance with preparing and eating meals, the personal assistance service option offered through the waivers will assist you with this need.

6.
CONSUMER SUPPORTS
How do I decide what supports I need?

You and your case manager or transition coordinator 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. Addressing all life areas, you and your case manager or transition coordination 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.  This service plan will be person-centered, will 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 warranted by changes in your needs.

Who will provide services to me before and after I transition?
Before you leave the facility, facility staff will continue to support you.  For example, if there is a facility social worker, that individual may be available to assist.  Your case manager or transition coordinator will also be there to assist you before and after you transition.  Community providers enrolled with the Department of Medical Assistance Services will support you when you move into the community.  
Who is responsible for monitoring these community-based providers?

There are several agencies that license or provide oversight of community-based providers. The Department of Medical Assistance Services will provide oversight through the provider enrollment process and ongoing reviews of services rendered by waiver and state plan providers.   
( The Virginia Department of Health licenses rehabilitation and home health providers.  The Virginia Department of Social Services licenses adult day health and assisted living facility providers, as well as regulates adult foster care providers that have been approved by local departments of social services.
( The Department of Mental Health, Mental Retardation and Substance Abuse Services licenses all providers of Mental Retardation and Day Support Waiver services.  In addition, this agency licenses in-home residential, day support, and pre-vocational service providers under the Individual and Family Developmental Disabilities Support Waiver.
Will my case manager or transition coordinator have the right skills to support me?  
A case manager must possess, at a minimum, a bachelor’s degree in human services or nursing and the following knowledge, skills, and abilities for the Individual and Family Developmental Disabilities Support, Mental Retardation, and HIV/AIDS Waivers:

Knowledge of:

· The nature and causes of intellectual disabilities, developmental disabilities and other disabilities; 

· Program philosophies for service provision;

· Treatment modalities and intervention techniques, such as behavior interventions, independent living skills training, supportive counseling, family education, crisis intervention, discharge planning, service coordination and transition coordination;

· Different types of assessments, including functional assessment, and their uses in person-centered service planning;

· Human rights;

· Local community resources and service delivery systems, including support services (e.g., housing, financial, social welfare, dental, educational, transportation, communications, recreation, vocational, legal/advocacy), eligibility criteria and intake processes, termination criteria and procedures, and generic community resources (e.g., churches, clubs, self-help groups);

· Types of programs and services for people with disabilities;

· Effective oral, written, and interpersonal communication principles and techniques;

· General principles of record documentation; 

· The person-centered service planning process and major components of a person-centered service plan;
· Consumer-directed principles and services and be willing to work collaboratively with the individual electing consumer-directed options to plan for and manage his or her services; and

· Person-centered practices.
Skills in:

· Interviewing;

· Negotiating with individuals and service providers;

· Observing, recording, and reporting on an individual’s functioning;

· Identifying and documenting an individual’s need for resources, services and other supports;

· Using information from assessments, evaluations, observation and interviews to develop person-centered service plans;

· Identifying services within the community and established service system to meet the individual’s needs;

· Formulating, writing and implementing individualized, person-centered service plans to promote goal attainment;

· Coordinating the provision of services by diverse public and private providers;

· Identifying community resources and organizations and coordinating resources and activities; and

· Using assessment tools (e.g., level of function scale, life profile scale).

Abilities to:

· Be persistent and remain objective;

· Work as a team member, maintaining effective inter- and intra-agency working relationships;

· Demonstrate a positive regard for individuals and their families (e.g., treating people as individuals, allowing risk-taking, and avoiding stereotyping of  people with disabilities, respecting individuals’ and families’ privacy, and believing individuals are valuable members of society);

· Work independently performing position duties under general supervision;

· Communicate effectively, verbally and in writing; and

· Establish and maintain ongoing supportive relationships.

A Transition Coordinator for the Elderly or Disabled with Consumer Direction Waiver must have, at a minimum, the following qualifications:
· Possess, at a minimum, a bachelor’s degree in human services or health care and relevant experience that indicates the individual possesses the following knowledge, skills, and abilities. These shall be documented on the transition coordinator’s job application form or supporting documentation, or observable in the job or promotion interview.

· The transition coordinator shall be at least 21 years of age.  
· Have knowledge of aging and the impact of disabilities; be able to conduct individual assessments (including psychosocial, health, and functional factors) and their uses in person-centered service planning; have knowledge of interviewing techniques, individuals’ rights, local human and health service delivery systems, including support services and public benefits eligibility requirements, principles of human behavior and interpersonal relationships; be able to communicate effectively both orally and in writing; and have knowledge of interpersonal communication principles and techniques, general principles of file documentation, the person-centered service planning process, and the major components of a person-centered service plan.
· Have skills in negotiating with individuals and service providers; observing and reporting behaviors; identifying and documenting an individual’s needs for resources, services and other assistance; identifying services within the established services system to meet the individual’s needs; coordinating the provision of services by diverse public and private providers; analyzing and planning for the service needs of the individual; and assessing individuals using Department of Medical Assistance Services’ authorized assessment forms.
· Have the ability to demonstrate a positive regard for individuals and their families or designated guardian; be persistent and remain objective; work as a team member, maintaining effective inter- and intra-agency working relationships; work independently, performing position duties under general supervision; communicate effectively, both verbally and in writing; develop a rapport and to communicate with different types of persons from diverse cultural backgrounds, and interview.
· Have knowledge of consumer-directed principles and services and be willing to work collaboratively with the individual electing consumer-directed options to plan for and manage his or her services.

Will my consumer directed services facilitator have the right skills to support me?  

It is preferred that a consumer directed services facilitator possess a bachelor’s degree in human services or be a registered nurse currently licensed to practice in the Commonwealth of Virginia.  At a minimum the consumer directed services facilitator must possess the following:
Knowledge of: 

· Types of functional limitations and health problems that may occur in individuals with disabilities, as well as strategies to reduce limitations and health problems; 

· Equipment and environmental modifications that may be required by individuals with disabilities that reduce the need for human help and improve safety; 

· Community-based and other services, including facility placement criteria, Medicaid waiver services, and other federal, state, and local resources that provide personal assistance, respite, companion, and individual supported employment services; 

· Waiver requirements, as well as the administrative duties for which the services facilitator will be responsible and those for which the individual and family/caregiver will be responsible; 

· Conducting assessments (including environmental, psychosocial, health, and functional factors) and their uses in care planning; 

· Interviewing techniques; 

· The individual’s and family/caregiver’s right to make decisions about, direct the provisions of, and control his CD personal assistance, respite, companion, and individual supported employment services including hiring, training, managing, approving time sheets, and firing an assistant, companion, and or employment assistant; 

· The principles of human behavior and interpersonal relationships; and 

· General principles of record documentation. 

Skills in: 

· Negotiating with individuals, family/caregivers and service providers; 

· Assessing, supporting, observing, recording, and reporting behaviors; 

· Identifying, developing, or providing services to individuals with disabilities; and 

· Identifying services within the established services system to meet the individual’s needs.

Abilities to: 

· Report findings of the assessment or onsite visit, either in writing or an alternative format for individuals who have visual impairments; 

· Demonstrate a positive regard for individuals and their families/caregivers; 

· Be persistent and remain objective; 

· Work independently, performing position duties under general supervision; 

· Communicate effectively, orally and in writing; and 

· Develop a rapport and communicate with persons from diverse cultural backgrounds.

Can my case manager, transition coordinator, or consumer directed services facilitator also provide my direct services? 

No.  In addition, the consumer directed services facilitator cannot be:

· Your case manager;

· Your spouse;

· Your parent if you are a minor child receiving services; or 

· A family member or caregiver acting as the employer of consumer directed assistants, companions, or employment assistant. 
What is a back up plan, and how do I develop and use it in an emergency?

Virginia’s home and community based waiver programs and the PACE Program require you to include back up preparations for essential services within your person-centered service plan.  Essential services are those services that are necessary to eliminate undue risk to your health and safety.  For individuals participating in the PACE program, there is a separate back up system unique to the PACE program which will provide you with 24-hour emergency back up support.  If you are in a home and community based waiver, you and your transition coordinator, services facilitator or case manager 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. Some examples are:  a) your transportation does not arrive to pick you up; b) your personal assistant calls in sick; or c) your wheelchair battery dies.

Virginia has provided a four-part approach for getting assistance for you if you have an emergency that threatens your health or safety.  These four “tiers” vary by the degree of the emergency need and do not have to be used in order.  Generally you will want to access these tiers of backup support in order, starting with Tier 1.  In case of an extreme emergency, however, you may need to go directly to Tier 4.

Tier 1:  Individual Person-Centered Service Plan Backup Providers
For each essential service you have identified in your person-centered service plan, you are required to have a backup provider; the plan must note which are the essential services and include the provisions for backup providers for each.  The plan must be detailed and updated to keep pace with changes in your person-centered service plan.  The backup providers listed in the person-centered service plan may be existing agency providers, employees of an enrolled Medicaid provider (such as a home health agency or nurse registry), consumer-directed employees, or informal caregivers such as family members, friends, or neighbors.  If you live in a group home, assisted living facility, or other living arrangement that is licensed, certified or regulated by the Commonwealth of Virginia, your provider is required to manage your services in the event of an emergency or a break-down in your services.
 

Tier 2:  Informal Network

In the event that the backup providers listed in your person-centered service plan are not able to fill in as planned, you may reach out to your family, friends, and neighbors to provide interim supports.  Most people already rely on family and friends to provide some supports and personal assistance, and in the event of an emergency, these natural supports may be able to assist you in the absence of the paid service providers. 

Tier 3:  24-hour Response System
If the backups planned in the first two tiers do not solve your problem, the Tier 3 back up option is available to you.

Individuals participating in the Project may dial 2-1-1, which is a free telephone call.  The call will connect you to 2-1-1 VIRGINIA.  2-1-1 VIRGINIA is statewide and operates 24-hours, 365-days per year and provides free access to health and human service information and referral.  When you dial 2-1-1, you will be able to speak to a live 2-1-1 Call Specialist who will be able to assist you in finding needed essential services and resources when your backups planned in the first two tiers are not available and/or do not solve your problem.  The Call Specialists who are needed to ensure this emergency level access were hired and trained in June 2008 to be ready for the Money Follows the Person Project launch date of July 1, 2008.
When you speak with a 2-1-1 Call Specialist, identify yourself as an individual participating in the “Money Follows the Person Project.”  By informing the 2-1-1 Call Specialist that you are an individual participating in the Project, a specific protocol will be followed and your call will be tracked.  This specific protocol will include: 

· Listening to you describe the essential service(s) you need;

· Determining the names of the providers you have tried to reach unsuccessfully for your backup;

· Identifying other providers of the essential services you need;

· Placing the call to the other providers on your behalf, if you choose; and,  

· Following-up with you to ensure your problem has been resolved.  

In addition to providing you with linkages to available providers, the 2-1-1 VIRGINIA system will also provide monthly reports to the Department of Medical Assistance Services on the number of calls placed to 2-1-1 VIRGINIA by individuals participating in the Money Follows the Person Project, the type of referral(s) requested, backup providers that were unable to be reached, the listing of other providers given, and the outcome of the call including the timeliness and appropriateness of the resolution.
Tier 4:  Extreme Emergency Backup
In the event of an immediate crisis involving a threat to your health, safety, or life, call 911!
What other resources are available to me if I need them? 

Other resources you can use to support your back up plan include the following:

1) Medicaid Transportation: LogistiCare is the broker for Medicaid-funded transportation, and they operate a Call Center 24 hours a day, seven days per week.  Trips are provided 24 hours a day, seven days per week, as needed.  LogistiCare is responsible for transportation backup.  If the transportation provider does not arrive at the assigned time, a taxi will be dispatched as soon as possible.  The Department of Medical Assistance Services monitors LogistiCare’s responsiveness on a monthly basis.  The Department of Medical Assistance Services also provides vouchers, bus tickets and gas reimbursement upon request.  More information on Medicaid transportation appears in Section B.9.f, below or by visiting http://www.dmas.virginia.gov/tra-transportation_services.htm.   A User’s Guide to Non-Emergency Medicaid Transportation appears in Appendix 9.
 

2) Crisis Services:  Your local Community Services Board operates 24-hour on-call mental health emergency services systems and is required by the Code of Virginia to ensure that individuals have access to these emergency services, as needed.  Emergency services for mental health needs include crisis intervention, stabilization, and referral assistance over the telephone or face-to-face for individuals seeking services for themselves or others. Emergency services may include walk-ins, home visits, jail interventions, pre-admission screenings, and other activities designed to stabilize an individual within the setting most appropriate to the individual's current condition.  These services are licensed and monitored by the Department of Mental Health, Mental Retardation and Substance Abuse Services. 

3) Equipment Repair:  If your equipment has been damaged or is no longer working, you should contact the business that provided your equipment to arrange for the necessary repair.  Sometimes equipment failure may result in an emergency and there are businesses that provide 24-hour emergency equipment repair.  This information will be provided to you as a resource and will also be available to the Personal Emergency Response System provider as a part of the emergency back-up system.  
4)  Disaster Preparedness:  Everyone should take the responsibility to have a personal preparedness plan in the event of natural or man-made disasters.  Your case manager or transition coordinator can assist you to develop this plan.  This plan should include how you would safely evacuate your residence or remain in your home for an extended period of time with little or no outside assistance.  You should also prepare a “go-kit” that includes information about you and things that you would need in the event you would have to leave your home.  You should also check with the emergency manager in your locality to see if there is a registry that you can join so that people know where you are and the assistance you will need in the event of a disaster.  You can find a lot of information on the following websites:

· http://www.vdem.virginia.gov/
· http://www.disabilitypreparedness.gov/
· http://www.fema.gov/plan/prepare/specialplans.shtm
· http://www.aoa.dhhs.gov/eldfam/Disaster_Assistance/Disaster_Assistance.asp
· http://www.ncd.gov/newsroom/publications/2005/saving_lives.htm
· http://www.prepare.org/
· Emergency Preparedness: Taking Responsibility For Your Safety - Tips for People with Activity Limitations and Disabilities: http://www.cert-la.com/ESP/ESP-Disabilities-Guide-2006.pdf
· Go-Kits: http://www.ready.gov/america/getakit/index.html
If you live in a licensed or certified living arrangement, your provider is required to have a disaster preparedness plan that is coordinated with local emergency services.  

5)  Adult and Child Protective Services:  In the event of abuse, neglect, and/or exploitation, you should call Adult Protective Services (1-888-832-3858) or Child Protective Services (1-800-552-7096).  In many cases, Adult or Child Protective Services will come to your home to investigate.  If you live in a group home, assisted living facility, or other living arrangement that is licensed, certified or regulated by the Commonwealth of Virginia, your provider is required to manage your services in the event of an emergency or a break-down in your services. If you are in immediate jeopardy, Protective Services investigators and caseworkers may be able to access a network of providers that can provide a safe placement for you.  This network includes providers such as assisted living facilities, nursing facilities and foster care homes.  The case managers and transition coordinators will provide information and telephone numbers to you and your family, as appropriate, for Adult Protective Services and Child Protective Services upon enrollment.  In addition, Protective Services will investigate valid reports by any citizen who suspects abuse or neglect.
6) Long Term Care Ombudsman Program:  You can contact the Long Term Care Ombudsman Program at 1-800-552-3402 for assistance:

· If you are 60 or older and encounter problems with the quality of your long term supports or with access to your long term supports regardless of where you live and no one has been able to assist you with these problems; or, 

· If you are any age and having problems with your care in nursing facilities or assisted living facilities.
7)  Department of Mental Health, Mental Retardation and Substance Abuse Services Human Rights Advocates:  If you are using the services of a provider of mental health, mental retardation/intellectual disabilities or substance abuse services, you have the right to contact and use the services of a human rights advocate.  You can contact the Department of Mental Health, Mental Retardation and Substance Abuse Services for a listing of the Human Rights Advocates at 1-800-451-5544.
7.
CONSUMER DIRECTION (SELF DIRECTION) 
What is consumer direction?  
For the purposes of this Guidebook, “consumer direction” means the same thing as “self direction.”  Consumer direction allows you to be the employer of your consumer-directed services.  As the employer, you are responsible for hiring, training, supervising, and firing your own consumer-directed services 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. Consumer-directed services are offered in four of the Medicaid Home and Community-Based Waiver programs: Mental Retardation Waiver, HIV/AIDS Waiver, Individual and Family Developmental Disabilities Support Waiver, and Elderly or Disabled with Consumer Direction Waiver.  In addition to this section, please refer to Appendix 10 for more information.

What services can I self-direct? 
Currently four waiver services can be self-directed (consumer-directed):

· Personal assistance services

Consumer-directed personal assistance services are “hands-on” services of either a supportive or health-related nature.  They may include, but are not limited to, assistance with activities of daily living, access to the community, monitoring of self-administration of medications or other medical needs, monitoring of health status and physical condition, and personal care services provided in a work environment.  If you require assistance with activities of daily living (for example, bathing, transferring, toileting, feeding, and walking) and this is specified in your services plan, supportive services may include assistance with instrumental activities of daily living (for example, shopping, bill paying, and housecleaning).  This service does not include skilled nursing services unless tasks (such as catheterization) are provided through nurse delegation. You can contact the Virginia Board of Nursing at (804) 367-4515 to obtain information about tasks that can be delegated by a registered nurse.
· Respite services
Consumer-directed respite services are specifically designed to provide temporary, periodic, or routine relief to your unpaid primary caregiver. This service may be provided in your home or other community settings.
· Companion services

Consumer-directed companion services (offered in the Mental Retardation and Individual and Family Developmental Disabilities Support Waivers) provide nonmedical care, socialization, or support to an adult.  Companions may assist or support you with such tasks as meal preparation, community access and activities, laundry and shopping, but they do not perform these activities as stand-alone services.  Companions may also perform light housekeeping tasks. This service is provided in accordance with a therapeutic goal in your person-centered service plan and is not purely for entertainment. 

How do my employees get paid?

A fiscal agent pays your employee .The Department of Medical Assistance Services contracts with a fiscal agent (which is currently Public Partnership Limited –PPL) to perform many of the administrative management tasks for consumer-directed services. These tasks include management of enrollment packets, maintaining preauthorization information, approving of the assistant’s employment and tax-related documents, payroll processing, calculating and depositing State and Federal income tax and Medicare, Social Security and unemployment taxes, completing criminal background checks, and providing quarterly reports on the assistant’s salary.  For information on the fiscal agent, you can call 1-866-259-3009.
Does anyone assist me in being my own employer? 

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.  The following people cannot be a consumer-directed services facilitator:  you, a direct service provider, your spouse, or your parent or family or caregiver who acts as the employer of record.

If I can, and do, choose to direct my own services, may I change my mind later?

Yes.  You will never be required to direct your own services.  You may elect at any time to stop self-directing your services.  You also may combine agency-directed and consumer-directed services in order to meet your needs. 
If I change my mind, how can I be sure that I will continue to receive the services I need during the change? 

If you decide to stop directing your services, the consumer directed services facilitator, case manager or transition coordinator, as appropriate, will help you to get services from an agency provider and will monitor your services until the agency has them in place.  To ensure the continuity of your services, it is recommended that you continue your consumer-directed services until agency services begin.
Are there any situations in which the State can require me to stop directing my services? 

Yes, but only if it is determined that your health, safety, or welfare is in danger.  If the service facilitator, after consulting you and/or your family member or surrogate decision maker, determines that your health, safety, and welfare may be in jeopardy and there is no way to reduce or eliminate the risk to you, the service facilitator will recommend to the Department of Medical Assistance Services that you be moved from consumer-directed to agency-directed services.  The Service Facilitator will assist you in securing services from an agency provider.  If there is a situation of suspected abuse, neglect, or exploitation, the consumer-directed services facilitator must contact either Adult Protective Services or Child Protective Services, as appropriate. 
You have a right to appeal if your consumer-directed services are terminated against your will.  For a copy of your appeal rights, see Appendix 11.  
How many individuals who participate in the Project will direct their own services? 

It is expected that approximately ten percent of individuals participating in the Money Follows the Person Project will choose consumer-directed services.
8.
QUALITY

Are my risks and benefits considered when I think about transitioning into the community? 

You, your needs, and preferences are central to the risk assessment process which is conducted with the support of your case manager, transition coordinator, registered nurse, or consumer-directed services facilitator. This is also an important part of your service plan development.  During this discussion you and the provider assisting you with developing 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.

As a part of the risk mitigation process, you will develop a viable back-up plan for each essential service using the framework established in Section Six.  In addition, as a part of the risk mitigation process, the State has a system in place that allows you and your service providers to report any concerns or critical incidents that occur.  Examples of critical incidents are abuse, neglect or exploitation.  The State 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 or systemic issues and making system changes to better support you.  Please see the section below for more details on the State’s use of critical incident reporting systems for its home and community-based waiver programs.
What will Virginia do to monitor the quality of services and supports provided to you?

( Primary responsibility for home and community based waiver and PACE quality management resides within the Department of Medical Assistance Services.  The Department of Mental Health, Mental Retardation and Substance Abuse Services is responsible for daily operation, licensing, human rights and some of the quality management components of the Mental Retardation and Day Support Waivers. The Department of Medical Assistance Services maintains ultimate authority for waiver and PACE oversight and monitoring.  In addition, the Department of Mental Health, Mental Retardation and Substance Abuse Services is responsible for human rights and licensing certain Individual and Family Developmental Disabilities Support Waiver services.  The Department of Medical Assistance Services is responsible for daily operation, quality management, and oversight of the Individual and Family Developmental Disabilities Support Waiver and for quality management, and oversight of the PACE program.  The Home and Community-Based Services system includes the ability to evaluate your access, provider capacity and capabilities, and your satisfaction on a limited basis.  Virginia is committed to making sustainable improvements across all levels of the service system with input from you and other individuals using the services.  
Home and Community Based Waiver Services:
Virginia is moving toward a comprehensive Quality Management strategy that spans waiver services and will include the following components:
· Information about service quality from you and other individuals using the services, as well as from providers;

· Regular input from you and other individuals using services that is not based solely on unsatisfactory events;

· Outcome measures established as a result of surveys and provider reviews will be designed to support quality improvement that means making services better for you;

· Internet-based information technologies will be developed to collect information on any critical incidents to understand why they occurred and prevent similar incidents in the future;

· Surveys and reporting systems will include standardized information to support many layers of review to discover problems and evaluate changes needed to the service system; and
· Data summaries will be readily available to key stakeholders to review and provide comment on training needs, health and safety issues, and decision indicators for systemic change.
The Department of Medical Assistance Services began working with Thomson Healthcare (formally Thomson Medstat) in the fall of 2005 to improve quality and monitoring oversight of its home and community based waiver services, beginning with review of the HIV/AIDS and Elderly or Disabled with Consumer Direction Waivers. This review was expanded to four additional home and community based services waivers in 2007 and produced action plans to meet all waiver assurances and improve overall Quality Management systems.  
The basic Quality Management strategy framework includes:

· Discovery activities related to level of care evaluations, person-centered service plan development, qualifications of providers, health and welfare of individuals, and administrative authority and financial accountability by the Department of Medical Assistance Services;

· A multi-level structure assessing the results of discovery;

· Identification and prioritization of quality management results for use in remediation and improvement;

· Compilation and communication of quality management information; and 

· A process to assess the effectiveness of the overall Quality Management System and make improvements.
The Centers for Medicare and Medicaid Services approved the HIV/AIDS and Elderly or Disabled with Consumer Direction Waiver quality management strategies in 2007 and also approved the quality management strategies for the Mental Retardation, Individual and Family Developmental Disability Support, and Technology Assisted waivers when the waiver amendments for the MFP Project were approved in February 2008.  In addition, The Centers for Medicare and Medicaid Services approved Technology Assisted Waiver renewal (including the quality management strategy) in April 2008 and approved the Individual and Family Developmental Disability Support Waiver renewal in May 2008. A chart that demonstrates the timeframes for review and approval is found below.  In addition, all home and community-based waiver quality management strategy sections (also called Appendix H in the waiver application) may be found in Appendix 22.
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The PACE Program:
Virginia has a comprehensive Quality Management strategy for the PACE programs that include the following components:

1. A certification that the provider is qualified to be a PACE provider.

2. A certification that the Commonwealth of Virginia is willing to enter into a program agreement with the PACE provider.

3. A description of the SAA’s enrollment process, including the process for conducting annual level of care recertifications and the criteria for deemed continued eligibility for PACE, in accordance with 42 CFR Section 460.160 (b).  

4. A description of the SAA’s process for overseeing the PACE organization’s administration of the criteria for determining if a potential PACE enrollee is safe to live in the community.  (See attached)

5. A description of the information to be provided by the SAA to enrollees, including information on how individuals access the State’s Fair Hearing process.

6. A description of the SAA’s disenrollment process.

7. The methodology the State used to develop the PACE Medicaid capitation rates.  

8. A description of the SAA’s procedures for the enrollment and disenrollment of individuals in the SAA’s system.

9. A description of how Medicare benefit requirements are protected for individuals who participate in PACE and who are dually eligible upon entering a facility, in accordance with 42 CFR Section 460.90.  

A more detailed description of this process can be found in Appendix 23.
What is the Project’s Quality Management Strategy?

( Home and Community Based Waiver Services Quality Management Strategy
The Centers for Medicare and Medicaid Services requires that quality indicators and monitoring be developed for waiver assurances related to service planning and participant health and welfare.  Virginia will use these quality measures for the Project by conducting discovery and remediation activities for each home and community based services waiver used to support individuals following transition to continuously improve the process by which home and community based waiver services are provided.  

Virginia’s Quality Management process provides monitoring of level of care for individuals receiving waiver services, person-centered service plan development, qualifications of waiver service providers, the health and welfare of individuals receiving waiver services, and financial accountability of providers.  Waiver service providers received periodic onsite Quality Management Review and corrective actions for providers are initiated when appropriate.  A more detailed description of each home and community-based waiver quality management strategy may be found in Appendix 22.
For each quality indicator, Virginia will collect data on a representative sample of individuals using waiver services, which will include individuals participating in the Project.  The Department of Medical Assistance Services will compile data from Quality Management Reviews into a centralized data base.  Data aggregation, analysis, and reporting will be done quarterly by an internal Quality Review team comprised of waiver policy and operations staff members. The Department of Medical Assistance Services will make adjustments to its quality management program in accordance with the both the findings from the data analysis, as well as evidentiary reviews.  

Virginia will track and monitor the following quality indicators:

Quality Improvement: Service Plan

You will be able to choose whether you live in an institution or get services in the community and be able to choose your providers and the waiver services you receive.  Your service plan will be developed as outlined in the waiver and will address all of your needs (including any health and safety risk factors) and your personal goals, whether they are covered by a waiver service or not.  The Department of Medical Assistance Services monitors, analyzes data, develops remediation plans and makes corrections to the system if your service plan is found not to be developed correctly as outlined in the waiver.  In addition, your service plan will be updated or revised with you and/or your family members at least once a year or if your needs change and your services will be delivered as they were written in your service plan based on the chosen service and its level of delivery, the number of hours, the length time, and how often.  
Quality Improvement: Health and Welfare

Virginia will monitor your health and welfare and take action if your services do not support your needs or impact your health, safety, or well-being.  Virginia will monitor the findings of investigations by the Department of Social Services to assure that instances of abuse, neglect, and exploitation are identified, addressed, and prevented whenever possible.  

Quality Improvement:  Administrative Authority

The Department of Medical Assistance Services monitors the agencies involved with pre-admission screening, case management oversight to include service plan development, pre-authorization, provider enrollment, and fiscal agent services.  The monitoring of these agencies occurs through a periodic assessment of contract questions and deliverables and during Quality Management reviews of service provider at which time a centralized database for data collection is maintained.

Quality Improvement:  Level of Care 

An evaluation for your level of care will be provided to you and all other users of home and community based waivers using standardized processes and instruments.  In addition, your level of care will be reevaluated at least annually or as specified in the approved waiver.
Quality Improvement: Qualified Providers

To ensure that the services you are receiving from providers are qualified to render home and community based waiver services, the Department of Medical Assistance Services will collect data on the number of providers requesting enrollment and the number and percentage that meet qualifications.  In addition, the Department of Medical Assistance Services will collect data during the Quality Management Review process to determine if the providers meet qualifications for the delivery of care. These reviews are conducted upon the personal records of the providers. During these reviews the qualifications of staff are reviewed including criminal record checks, training and any other specific personal requirements for delivery of care to waiver participants.  An analysis of activity on this measure will be completed by the Quality Management Review team to review both initial enrollment of providers, as well as on-going, periodic verification of provider qualifications. The Quality Management Review team monitors, analyzes data, develops remediation plans and makes corrections to the system if a provider is found not to be in compliance with the provider requirements as outlined in the waiver.
Quality Improvement:  Financial Accountability

The Program Integrity Division in the Department of Medical Assistance Services monitors that state payments for waiver services to ensure they go to individual using waiver services, are authorized in the service plan, and are properly billed by qualified providers.  The Department of Medical Assistance Services collects data to ensure compliance with this quality indicator.  Data will also be collected on the actions taken if services approval, authorization and billing are identified by Program Integrity as not being correct and appropriate remediation will be taken with the provider.
(  PACE Quality Management Strategy 
The Centers for Medicare and Medicaid Services requires that quality indicators and monitoring be developed for PACE Program assurances related to service planning and participant health and welfare.  Virginia will use these quality measures for the Project by conducting discovery and remediation activities for each PACE Program used to support individuals following transition to continuously improve the process by which PACE services are provided.  

Quality Improvement:  Routine Immunizations

The Department of Medical Assistance Services will collect data regarding the number of PACE participants who received routine immunizations during the reporting year.

Quality Improvement:  Grievances and Appeals

The Department of Medical Assistance Services will collect data regarding grievances which are defined as either a written or oral complaint that expresses dissatisfaction with service delivery or the quality of care provided.  Appeals are defined as a written complaint for the non-coverage or non-payment or a service or item.

Quality Improvement:  Enrollment

The Department of Medical Assistance Services will collect data regarding the number of individuals enrolled in the PACE program by month.

Quality Improvement:  Disenrollments
The Department of Medical Assistance Services will collect data regarding the number of individuals who disenrolled from the program for reasons other then death.

Quality Improvement:  Prospective Enrollees
The Department of Medical Assistance Services will collect data regarding the number potential participants who were interviewed, met eligibility requirements, but did not enroll in the PACE program.

Quality Improvement:  Readmissions

The Department of Medical Assistance Services will collect data regarding the number individuals participating in PACE who were re-admitted to an acute care hospital (excluding hospitalizations for diagnostic tests) in the last 30 days.

Quality Improvement:  Emergent (unscheduled) Care

The Department of Medical Assistance Services will collect data regarding the number individuals participating in PACE who are seen in the hospital emergency room (including care from a PACE physician in a hospital emergency department) or an outpatient department/clinic emergency, Surgicenter.

Quality Improvement:  Unusual Incidents for Individuals and the PACE site (to include staff if individual was involved)

The Department of Medical Assistance Services will collect data regarding the number of unanticipated circumstances, occurrences or situation which have the potential for serious consequences for the participants.  Examples include, but are not limited to: falls at home or the adult day health center, falls while getting into the van, van accidents other than falls, participant suicide or attempted suicide, staff criminal records, infectious or communicable disease outbreaks, food poisoning, fire or other disasters, participant injury that required follow-up medical treatment, participant injury on equipment, lawsuits, medication errors and any type of restraint use.  This is not inclusive list, so we would expect PACE sites to submit quarterly information on any unanticipated situations that occur.

Quality Improvement:  Deaths

The Department of Medical Assistance Services will collect data regarding the number of deaths of individuals participating during the given reporting period.
How will individual problems be identified and fixed in the Project’s Quality Management Strategy?

( The Department of Medical Assistance Services is responsible for collecting data, analyzing it on a quarterly basis, and identifying and implementing improvements as needed.
Virginia will continue to implement action plans that achieve the development of a comprehensive quality management strategy related to Level of Functioning, Provider Qualifications, Administrative Authority, and Financial Accountability. The process for addressing individual problems as they arise for Money Follows the Person Project participants is the same quality management strategy as described in “What is the Project’s Quality Management Strategy?” above.  In addition, individuals participating in the Project have additional back-up support through the use of 2-1-1 Virginia.  All incidents that are reported to 2-1-1 Virginia are recorded and reported to the Department of Medical Assistance Services.     

9.
HOUSING AND TRANSPORTATION

Case managers and transition coordinators are trained by the Department of Medical Assistance Services to assure that, if you indicate an interest in participating in the Money Follows the Person Project., you and your family member, caregiver, or surrogate decision maker, as appropriate, receive comprehensive, timely and accurate information about:

· The following are types of “qualified” residences available to you under this Project.  These residences must meet one of the following requirements:

· a home that you or your family member owns or leases;

· an apartment with an individual lease, with lockable entry and exit, which includes living, sleeping, bathing and cooking areas over which you or your family has domain and control; or

· a residence, in a community-based residential setting, in which no more than four unrelated individuals reside.

· The location of “qualified” residences in the geographic area in which you wish to reside, whether public transit is available to each residence and, if not, alternate transportation, if any, that is available. 
· Access Virginia, an online housing registry at www.accessva.org, is designed to assist you in finding accessible, affordable homes and apartments.  
· An interactive map to determine whether public transit is available in the locality in which you choose to reside is available at http://www.drpt.virginia.gov/locator/default.aspx.

· Whether and what types of assistance may be available to you and how you can access that assistance.  Types of housing and transportation assistance are discussed in detail in Sections B.9.a through B.9.f below.

Can I choose where I live?
You and your family member or surrogate decision-maker, as appropriate, may choose the residence into which you will move based on all available information.  Service facilitators, transition coordinators, case managers, facility and other staff do not decide where you will live.

How is it documented that I will be living in a qualified residence?
Your case manager or transition coordinator is responsible for documenting that you have transitioned to a qualified residence and the type of qualified residence into which you transitioned.  If you do not have a case manager or transition coordinator, the Department of Medical Assistance Services or its designated agent will document your move to a qualified residence.  Please refer to Appendix 12 for a chart detailing types of qualified residences in Virginia, with estimates of the numbers of individuals transitioning into each type.  A detailed description of the qualified residences available appears in section B.9.e below.

Am I eligible for housing and transportation assistance?

As a participant in the Project, you may be eligible for the following types and amounts of assistance.

a. Environmental Modifications
What are environmental modifications?   

Environmental modifications are physical changes to your residence or to your primary vehicle, and in some cases a workplace, which provide you a direct medical or remedial benefit.  They must be necessary to ensure your health, welfare, and safety, or assist you to function with greater independence. Without them, you would require continued institutionalization.

· Home modifications may include but are not limited to the installation of ramps and grab-bars, widening of doorways, modification of bathroom or kitchen facilities, changing the location of environmental controls, installation of specialized electric and plumbing systems that are necessary to accommodate the medical equipment and supplies that are necessary for your welfare, and home modifications consultation.

· Modifications may be made to a vehicle if it is the primary vehicle you are using.

· Modifications may be made to your workplace if the modification exceeds the reasonable accommodation requirements of the Americans with Disabilities Act.

This funding is available from Medicaid funding through certain home and community based waiver programs administered by the Department of Medical Assistance Services.  This service encompasses those durable medical equipment items not otherwise covered in the State Plan for Medical Assistance or through another state or federal program.

How do I qualify?  

In order to qualify, you must have a demonstrated need, documented in your person-centered service plan, for equipment or modifications of a remedial or medical benefit offered in your primary home, primary vehicle, workplace, community activity setting, or day program to specifically improve your personal functioning.  
What are the limitations?   

The maximum per person-centered service plan or calendar year, depending upon the waiver you are using, is $5,000.  Costs for environmental modifications cannot be carried over from year to year, cannot be duplicated, and must be authorized in advance by the Department of Medical Assistance Services or its designated agent for each year.  You cannot use modifications to bring a substandard dwelling up to minimum habitation standards or to make any changes or improvements to your home that are of general use, such as carpeting, roof repairs, or central air conditioning, and are not of direct medical or remedial benefit to you.  Modifications are also not available if some other law (for example, the Fair Housing Act or the Virginia Fair Housing Law) requires the modification to be completed by a third party.  Modifications that add to the total square footage of the home are also excluded except when they are necessary to complete the modification (for example, in order to improve entry to or exit from a residence or to configure a bathroom to accommodate a wheelchair).  Environmental modifications are not available to you if you will be transitioning to a living arrangement that is licensed or certified by the Commonwealth of Virginia or approved by a local government agency.
What are the provider requirements?  

Environmental modifications must be provided in accordance with all applicable federal, state or local building codes and laws by licensed contractors who have a provider agreement with the Department of Medical Assistance Services or who contract with an organization that has a provider agreement with the Department of Medical Assistance Services.   See Appendix 13 for a listing of local organizations that may have an environmental modifications provider agreement.  Your spouse and parents may not be providers.  Modifications must be completed within the person-centered service plan year or calendar year, as appropriate to the waiver you are using, in which the modification was authorized.

The following are provider documentation requirements:

· A person-centered service plan that documents the need for the environmental modification, the process to obtain the service, and the time frame during which the services are to be provided.  The person-centered service plan must include documentation of the reason that a rehabilitation engineer or specialist is needed, if one is to be involved;

· Documentation of the time frame involved to complete the modification and the cost of services and supplies;

· Any other relevant information regarding the modification;

· Documentation of notification by you or your family or caregiver as appropriate, of satisfactory completion of the service; and

· Instructions regarding any warranty, repairs, complaints, and servicing that may be needed.

Your case manager, transition coordinator, or the requesting provider if you do not have a case manager or transition coordinator, must, upon completion of each modification, meet face-to-face with you and your family or caregiver, as appropriate, to ensure that the modification is completed satisfactorily and that you are able to use it.
b. Supplemental Home Modifications

What are supplemental home modifications?  

Supplemental home modifications are the same physical changes to your qualified residence described in section 9.a above, but that must be completed in order for you to safely move into you home.  This funding is available only to individuals participating in the Money Follows the Person Project from the Department of Housing and Community Development.  

How do I qualify? 

In order to qualify for supplemental home modifications, you must have the same demonstrated need for equipment or modifications of a remedial or medical benefit offered in your primary home to specifically improve your personal functioning as described in section 9.a above.  In addition, your case manager, transition coordinator, or other provider if you do not have a case manager or transition coordinator, is responsible for providing documentation to the Department of Housing and Community Development that: 1) you are a participant in the Project; 2) your household income is at or below 80% of the area median income; and 3) home modifications not to exceed $45,000 are necessary before you can be safely inhabit the residence.  This information must be accompanied by a copy of the authorization made by the Department of Medical Assistance Services or its designated contractor for the $5,000 available under section 9.a above, the specifications for the modifications, building permit if applicable, and the name of the contractor.  This documentation must be sent to the attention of:
Shea Hollifield, Deputy Director of Housing

Department of Housing and Community Development 

Main Street Centre
600 East Main Street, Suite 300
Richmond, VA 23219

Phone:  (804) 371-7000 Fax: (804) 371-7090

shea.hollifield@dhcd.virginia.gov

What are the limitations?  

There is a limited amount of funding available, and it will be allocated on a first come, first served basis.  The total cost of the modifications is subject to approval by the Department of Housing and Community Development. This funding is available on a one-time basis only and must be used for your primary residence to enable you to transition.  You may not use this funding to bring a substandard dwelling up to minimum habitation standards or to make changes or improvements to your home that are of general use, such as carpeting, roof repairs, central air conditioning, and are not of direct medical or remedial benefit to you.  Modifications are also not available if some other law (for example, the Fair Housing Act or the Virginia Fair Housing Law) requires the modification to be completed by a third party.  Changes that add to the total square footage of the home are also excluded except when necessary to complete an adaptation (for example, in order to improve entry to or exit from a residence or to configure a bathroom to accommodate a wheelchair).  Landlords must agree not to increase your rent payment as a result of the modifications, and must waive any right to have the property returned to its original state.  Home modifications are not available to you if you will be transitioning to a living arrangement that is licensed or certified by the Commonwealth of Virginia or approved by a local government agency.  This funding does not cover vehicle modifications, community activity settings, day programs or worksite alterations.

What are the provider requirements?  

Home modifications must be provided in accordance with all applicable federal, state building codes and laws by licensed contractors.  The contractor must agree to submit a separate invoice to the Department of Housing and Community Development for the amount of the modifications that exceeds the $5,000 available in section 9.a above. The Department of Housing and Community Development reserves the right to verify the qualifications of contractors and to approve the cost of the modifications.
c. Bridge Rent
What is bridge rent?  

When environmental or home modifications are required before you move into a house or apartment, the modifications can take some time to complete.   When you will be leasing a home or apartment from a landlord, modifications cannot be started until you sign a lease agreement.  Bridge rent covers your rental payments from the time you sign a lease until the time you can actually move into the modified residence.  This funding is available only to individuals participating in the Money Follows the Person Project from federal HOME grant funds administered by the Department of Housing and Community Development.  The Department of Housing and Community Development will use existing Homelessness Intervention Providers to administer this funding.
How do I qualify?  

If home modifications are required to a residence that you intend to lease, bridge rent is available to you between the time you sign the lease and the time that the home modifications are completed.  Your case manager, transition coordinator or other home modifications provider if you do not have a case manager or transition coordinator, is responsible for providing documentation to the Department of Housing and Community Development that: 1) you are a participant in the Project; 2) your household income is at or below 80% of the area median income; 3) you have been approved for environmental modifications funding under section 9.a above; and 4) you have signed a lease.  This documentation should be sent to the attention of:
Shea Hollifield, Deputy Director of Housing

Department of Housing and Community Development 

Main Street Centre
600 East Main Street, Suite 300
Richmond, VA 23219

Phone:  (804) 371-7000 Fax: (804) 371-7090

shea.hollifield@dhcd.virginia.gov


What are the limitations? 

There is a limited amount of funding available, and it will be allocated on a first come, first served basis.  Bridge rent is available one time only to any one individual and for a maximum of 60 consecutive days, with an additional 30 days possible in special circumstances.  It is not available if no home modifications are needed or if the needed modifications can be performed within two weeks of signing of a lease.  Bridge rent is paid directly to the landlord.  You may not receive bridge rent unless you are leasing a home or apartment.
What are the provider requirements? 

There are no provider requirements other than that the landlord must agree to accept bridge rent payments.
d. Transition Services

What are transition services?  

Transition services are household set-up expenses available to you if you are transitioning to a living arrangement in a private residence where you are directly responsible for your own living expenses.  The maximum amount of funding is $5,000 per-person per lifetime.  Allowable costs include, but are not limited to:

· security deposits that are required to obtain a lease on your apartment or home;

· essential household furnishings required to move into and use your apartment or home, including furniture, window coverings, food preparation items, and bed and bath linens;

· set-up fees or deposits for utility or services access, including telephone, electricity, heating and water;

· services necessary for your health, safety, and welfare, such as pest eradication and one-time cleaning prior to your moving in;

· moving expenses;

· fees to get a copy of your birth certificate or an identification card or driver’s license; and

· activities to assess need, arrange for, or obtain needed resources. 
This funding is available to you from Medicaid funding through certain home and community based waiver programs administered by the Department of Medical Assistance Services.
How do I qualify?  

You qualify for this service if you will be transitioning to any private residence where you will be directly responsible for your own living expenses.  The case manager, transition coordinator, or the requesting provider if you do not have a case manager or transition coordinator, will initiate the service request and ensure that the funding spent is reasonable.
What are the limitations? 

Transition services are not available to you if you are transitioning:

· to any residence from an acute care hospital admission; or
· to any residence where you will not be directly responsible for your own living expenses.
Transition services must be authorized in advance by the Department of Medical Assistance Services or its designated agent.  Services are available only for one transition per person, per lifetime.  The total cost of these services must not exceed $5,000.  You must spend the funding you receive for transition services within nine months from the date the services are authorized.  No funding is available to you after that period of time.  The Department of Medical Assistance Services’ designated fiscal agent manages the accounting of the transition service and will ensure that the funding does not exceed the $5,000 maximum limit.
The services are furnished only to the extent that they are reasonable and necessary as determined through your person-centered service plan development process, are clearly identified in your person-centered service plan, you are unable to pay for the services, and the services cannot be obtained from another source.  The expenses do not include monthly rental or mortgage expenses; food; regular utility charges; or household items that are intended for purely recreational purposes. This service also does not include services or items that are covered under other waiver services such as chore, homemaker, environmental modifications or specialized supplies and equipment.

What are the provider requirements?  

Any retail or wholesale vendor, utilities company, or rental landlord identified to supply the needed goods or services to you which accepts a voucher for payment from the Department of Medical Assistance Services can be a provider.
e. Qualified Residences

There are several types of “qualified” residences available to you under this Project.  These residences must meet one of the following requirements:

· a home owned or leased by you or your family member;

· an apartment with an individual lease, with lockable entry and exit, which includes living, sleeping, bathing, and cooking areas over which you or your family has domain and control; or

· a residence, in a community-based residential setting, in which no more than four unrelated individuals reside.

i. Renting your own home or apartment
If you want to rent, your case manager or transition coordinator will assist you in finding a home or apartment suitable for you, obtaining a federal rental subsidy if available, and securing credit counseling for you, if needed.  Federal subsidies are described in detail below.

IMPORTANT NOTES:

If you are a first-time renter and cannot obtain a federal subsidy, you are encouraged to review, understand and use:

· The attached “U.S. Department of Housing and Urban Development (HUD) Housing Quality Standards Inspection Form,” at Appendix 14 to assess the quality of the home or apartment you want to rent before you sign a lease.  You can find more detail about these standards by going to http://www.hud.gov/offices/adm/hudclips/forms/files/593pih.pdf; and
· The Virginia Landlord/Tenant Handbook, which is available at http://www.dhcd.virginia.gov/HomelessnesstoHomeownership/PDFs/Landlord_Tenant_Handbook.pdf.  This Handbook explains your rights and responsibilities as a tenant.  
If you believe you have been discriminated against in the rental of a home or apartment based on your race, color, religion, national origin, sex, age (persons 55 years or older), family status (having children under the age of 18 years of age), or disability (both mental and physical disabilities are protected), you should contact the Virginia Fair Housing Office at:
Perimeter Center

9960 Mayland Drive, Suite 400
Richmond, Virginia 23233

(804) 367-8530

Toll Free: (888) 551-3247  TDD: (804) 367-9753

Email: FairHousing@dpor.state.va.us
Federal Rental Subsidies
What is a federal rental subsidy?  
There are two types of federal housing subsidies:  
· Development subsidies, for example federal Low-Income Housing Tax Credits, are provided to builders to reduce the cost of housing construction, thereby enabling individuals to have a more affordable rent.  Generally, these developments provide rents affordable to households with incomes between 40% and 60% of area median income.  However, the subsidies made available through these programs are not “deep” enough to provide rents that are affordable to the very lowest income populations, including households that are dependent on fixed-incomes provided through Supplemental Security Income (SSI).  Therefore, the federal government also provides the rental assistance described below.

· Rental assistance is provided to individuals to further reduce their rent to a level they can afford based on their specific income.  Monthly rental assistance payments enable very low-income households to afford adequate housing.  In some programs, such as Section 8 and Rural Rental Assistance, the federal rent subsidy pays the difference between the actual rent charged for a privately owned housing unit and what the household can afford to pay.  The federal assistance is paid each month directly to the private landlord.  In other cases, such as the Public Housing program, the monthly federal assistance is provided in the form of an operating subsidy that enables the rent to be tailored to what the household can afford.
What is the difference between a housing “voucher” and “project-based” housing assistance?  
1) Housing “vouchers”—In the Housing Choice (“Section 8”) Voucher program, the rental assistance is assigned directly to the household for use in any privately owned housing that complies with program rent guidelines and housing quality standards  ( See www.hudclips.org/sub_nonhud/cgi/pdfforms/7420g10.pdf and Appendix 14 and whose owner is willing to accept a federal rent voucher.  To access housing choice voucher assistance, you must apply to the public housing agency that administers the program in the locality in which you choose to live.  If all available voucher funds have already been assigned to qualifying households (this is usually the case), then you must ask to be added to the public housing agency’s voucher program waiting list.  See Appendix 15 for contact information for all public housing agencies in Virginia.  For an interactive map that allows you to locate Housing Choice Voucher administrators, see https://apps.vhda.com/applications/agencyupdate/voucheradmin/default.aspx.  A FACT SHEET for HUD ASSISTED RESIDENTS, Rental Assistance Payments (RAP), appears at Appendix 16.

2) “Project-based” assistance—In “project-based” assistance programs, the rental assistance is assigned to a specific housing development for use by qualifying tenants who reside in it.  In some cases, all of the units in a rental development have rental assistance subsidies.  In other cases, rental assistance may be available for only a portion of the dwelling units in a housing development.  There are five types of housing developments with “project-based” rental assistance:

· Section 8—These are privately owned housing developments with rental assistance provided by the U.S. Department of Housing and Urban Development.  Some Section 8 developments are designed just for seniors and/or people with disabilities.

· Rural Housing Section 515—These are privately owned rental housing developments in rural areas and small towns with rental assistance provided by the Rural Housing Service, which is an office within the U.S. Department of Agriculture.  Some of these developments are designed just for seniors.  For additional information see http://www.rurdev.usda.gov/rhs/mfh/dev_splash.htm.

· Section 202—These are rental housing developments designed for seniors that are owned by private nonprofit entities with rental assistance provided by the U.S. Department of Housing and Urban Development.

· Section 811—These are rental housing developments designed for people with disabilities that are owned by private nonprofit entities with rental assistance provided by the U.S. Department of Housing and Urban Development.

· Public Housing—These are rental housing developments that are owned and managed by local public housing authorities with operating subsidies provided by the U.S. Department of Housing and Urban Development.  Some public housing developments are designed just for seniors and/or people with disabilities.

To access “project-based” rental assistance, you must apply directly to the owner of the rental property.  If the property has no current vacancies, then the owner usually maintains a waiting list.  In the case of Public Housing, a local public housing agency maintains a single waiting list for all of the housing developments it owns and manages.
How do I qualify for federal rental housing assistance?

There are four factors that affect eligibility:

· You must meet the definition of “family” as established by the U.S. Department of Housing and Urban Development, Rural Housing Service or the public housing agency.

· Your household's annual income may not exceed the applicable income limit set by the U.S. Department of Housing and Urban Development or Rural Housing Service, and it must be reexamined annually.

· You must meet the documentation requirements of citizenship or eligible immigration status.
· If you have been evicted from public housing or any Section 8 program for drug-related criminal activity, you are ineligible for assistance for at least three years from the date of the eviction.

If I qualify for rental assistance, then will I receive it?  
Unfortunately, meeting program qualifying guidelines does not guarantee your access to federal rental assistance.  Unlike other forms of public assistance to needy households, federal rental assistance is not an “entitlement” program.  The amount of federal funding is limited, and waiting lists for assistance are often very long.  In fact, a public housing agency may close its waiting list when it has more families on the list than can be assisted in the near future.

Public housing agencies may establish local preferences for selecting applicants from their waiting list for Housing Choice Vouchers or Public Housing.  Each public housing agency has the discretion to establish local preferences to reflect the housing needs and priorities of its particular community.  Households that qualify for any such local preferences move ahead of other households on the list that do not qualify for any preference.

In addition, not all localities administer Housing Choice Voucher programs, and available units in housing developments with “project-based” rental assistance may not be designed to meet your specific needs.

How do I determine whether my locality has a Housing Choice Voucher program?
The Virginia Housing Development Authority website, https://apps.vhda.com/applications/agencyupdate/voucheradmin/default.aspx, provides information on local voucher administrative agencies in Virginia.  For each city and county, the site shows the name of the administering agency or agencies, location and telephone number, whether the voucher program is administered directly with the U.S. Department of Housing and Urban Development or through the Virginia Housing Development Authority, and in some cases the length of the local waiting list and whether or not it is currently open.

How do I determine which rental properties in my community provide “project-based” rental assistance?  

Contact your local public housing agency (see Appendix 15 for a listing of local public housing agencies) for a listing of rental housing developments, their location, the total number of apartment units in each development, the number of units with rental assistance, the federal subsidy program through which the assistance is provided, and contact information.
Where can I get assistance in identifying available units in assisted housing developments and getting on housing subsidy waiting lists?  

The case manager or transition coordinator supporting your transition will assist you in getting this information.

ii. Owning your own home

You may want to own a home someday.  This section explains how you can determine whether it is something you would like to pursue.  

What do I do first?

Homebuyer education is the starting point for determining if buying a home is a viable option for you.  Many of the loan products designed for first time buyers require homeownership education.  Also, underwriters (who approve mortgage loans) and insurance companies look favorably upon evidence of your having learned how to go about buying a home.  There are two resources available to assist you to learn what you will need to buy a home:

· Take a class.  The Virginia Housing Development Authority provides several classes throughout the state each month at no charge for anyone who would like to attend.  These classes provide an opportunity for you to speak with a lender, a real estate agent, and others who will be instrumental in the home buying process. The people who conduct homebuyer education classes can assist you in identifying homeownership assistance programs for which you may qualify.  If becoming a homeowner is one of your goals, you may want to take advantage of some programs and people that are available, at no cost, to assist.  To register for a class:

· Call the Virginia Housing Development Authority at 1-877-843-2123 and someone will provide you with more information; or  
· Visit www.vhda.com/edu and select the Schedule of Homeownership Classes. Toward the bottom of the page is a calendar you can access.  When you open the calendar, select the date and location most convenient to you and call the number provided to reserve a space.  If you prefer to take the class on-line, you can call the same toll-free number (1-877-843-2123), select option six, and someone will get you registered. 
Attendance requires pre-registration.  You will receive a certificate after completing the class.  Please note that if you are going to attend an evening class, you will need to attend both evenings in order to receive a certificate of completion. 
Should you have need of an on-line class, the Virginia Housing Development Authority provides that as well.  It, too, is available at no cost, and all you need do is call toll free 1-877-843-2123 and select option six.  Someone will either be available to take your call immediately or you will be asked to provide a number where you can be reached.  Once you have completed the on-line course, you will be able to print a certificate which will include your name as you registered it and the date of completion.

· Visit a housing counselor.  You can locate a housing counselor on-line at www.virginiahousingcounselors.org .  The agencies are sorted by location.  Select the city or county most convenient to you, and you will have access to a name and a number.  You can make an appointment to speak in-person with a counselor or you may be able to speak to a housing counselor via telephone.

Whether you take the class or visit a housing counselor, you will get valuable information about:

· How to work effectively with a real estate agent to meet your specific housing needs; 
· How to establish credit;
· Individual Development Accounts, which allow you to save and have your savings matched;
· Down Payment Assistance programs;
· Section 8 Homeownership Voucher program. (Also see http://www.hud.gov/offices/pih/programs/hcv/homeownership/index.cfm);
· U. S. Department of Agriculture home ownership program; and 
· HOME Investment Partnerships Program, including a Special Needs Housing and the HOME Program and Tenant-based Rental Assistance: a HOME Program Model.
iii. Living with your family in a home or apartment
You may choose to transition to a home or apartment that your family member owns or leases.
iv. Living in a residential setting with people who are unrelated to you
You may choose to live with up to three other people who are unrelated to you.  Examples of these types of these residential settings are described below.


Adult Foster Care (With Auxiliary Grant)

What is adult foster care?  
Adult Foster Care is a locally optional program that provides room and board, supervision, and special services to adults who have a physical or mental health need.  Adult Foster Care may be provided for up to three adults by any one provider.  Local boards of social services must have an Adult Foster Care policy, approve Adult Foster Care programs, approve each home that is used in the program, and make each individual placement in an Adult Foster Care.  The local department may approve only Adult Foster Care homes in which it will make placements.  Local departments may not approve Adult Foster Care homes for placements by other agencies that are not part of the Virginia Department of Social Services system.  Case managers or transition coordinators can assist you in choosing Adult Foster Care, in conjunction with the local department of social services.  If you choose this type of qualified residence, you may be eligible to receive an “auxiliary grant.”
What is an auxiliary grant?  
An Auxiliary Grant is a supplement to income for individuals who receive Supplemental Security Income (SSI) and certain other individuals who have disabilities or are aging.  This assistance is available through local departments of social services to ensure that individuals who receive an Auxiliary Grant are able to maintain a standard of living that meets a basic level of need.  The Virginia Department of Social Services administers Virginia’s Auxiliary Grant program.  

If you qualify for an Auxiliary Grant, you also receive a personal needs allowance.  You can use the personal needs allowance for such things as over-the-counter and non-prescription medications, prescriptions not covered by Medicaid, dental care, eyeglasses, medical co-payments, clothing, personal toiletries, tobacco products, sodas, snacks, provision of a personal telephone and long-distance service, personal transportation, and activities outside of what is offered by the provider.

How do I qualify?  
You must be assessed by the local department of social services as meeting the following requirements:

· 18 years old or over, or blind, or have a disability;
· Be a citizen of the United States or a noncitizen who meets specified criteria;
· Have non-exempted (countable) income less than the total of the Auxiliary Grant rate approved for the Adult Foster Care home plus the personal needs allowance;
· Have non-exempted resources less than $2,000 for one person or $3,000 for a couple;
· Have been assessed with the Uniform Assessment Instrument and determined to need Adult Foster Care placement.  Reassessment is required annually or whenever there is a significant change in your condition.

What are the limitations? 
There are a very limited number of Adult Foster Care providers and amounts of funding available; therefore, funding will be allocated on a first come, first served basis.

The $77 per month personal needs allowance may not be used for required recreational activities, administration of accounts, debts owed the Adult Foster Care home for basic services, or charges for laundry that exceed $10 per month.

What are the provider requirements?  

If an Adult Foster Care provider is approved by the local department of social services, the provider is bound by provider standards and regulations of the Virginia Department of Social Services.  
Providers must be at least 18 years of age, and assistants must be at least 16 years of age.  Providers, assistants, providers’ spouses and adult household members must identify criminal convictions and consent to a criminal records search; conviction of a felony or misdemeanor that jeopardizes the safety or proper care of individuals disqualifies the provider.  The provider must participate in interviews; give two references; provide information on his or her employment history; and attend any orientation and training required.  Providers must submit evidence of freedom from tuberculosis in a communicable form and, when requested based on indications of a physical or mental health problem, providers and assistants must submit results of a physical and mental health examination.

Providers must not discriminate against anyone on the basis of familial status, race, color, sex, national origin, age, elderliness, religion, or disability/handicap.

There must be a plan for seeking assistance from police, firefighters, and medical professionals in an emergency.  A responsible adult must always be available to substitute in case of an emergency.  If extended absence of the provider is required, the local social services department must approve any substitute arrangements the provider wishes to make.  Providers must have the name, address, and telephone number of your physician and first aid supplies easily accessible in case of accidents and keep medicines and drugs separate from food except items that must be refrigerated. Providers must immediately report any suspected abuse, neglect, or exploitation to Adult Protective Services.

You must receive three meals a day, snacks as appropriate, and any special diets must be honored if prescribed by a licensed physician or in accordance with religious or ethnic requirements or other special needs.  Drinking water must be available at all times.

Providers who transport you must have a valid driver's license and automobile liability insurance. The vehicle used must have a valid license and inspection sticker.

The home must be in compliance with all local ordinances.  It must have sufficient appropriate space and furnishings for you, including: space for your clothing and other personal belongings; accessible sink and toilet facilities; comfortable sleeping furnishings; if you cannot use stairs unassisted, sleeping space on the first floor; space for recreational activities; and sufficient space and equipment for food preparation, service and proper storage.  All rooms that you use must be heated in winter, dry, and well ventilated.  All doors and windows used for ventilation must be screened.  Rooms must have adequate lighting for activities and your comfort. The home must have access to a working telephone. There must be space in the household for privacy outside of the sleeping rooms for you to entertain visitors and talk privately.

The home and grounds must be free from litter and debris and present no hazard to your safety. Providers must permit a fire inspection if conditions indicate a need for approval and the agency requests it; have a written evacuation plan in case of fire; rehearse the plan at least twice a year; and review the plan with you.  All sleeping areas must have an operable smoke detector. Attics or basements must have two fire exits, one of which must lead directly outside and may be a door or an escapable window. Providers must store firearms and ammunition in a locked cabinet or an area not accessible to individuals living in the home; protect you from household pets that may be a health or safety hazard; and keep cleaning supplies and other toxic substances stored away from food and out of the reach of children.  Providers must permit inspection of the home's private water supply and sewage disposal system by the local health department if conditions indicate a need for approval and the agency requests it.  Providers may not accept more than three adults for the purpose of receiving room, board, supervision, or special services, regardless of relationship of any adult to the provider.

Providers must maintain written information on you that includes: identifying information; the name, address, and home and work telephone numbers of responsible persons; the name and telephone number of a person to be called in an emergency when the responsible person cannot be reached; the names of persons not authorized to call or visit you; date of your admission and withdrawal; daily attendance record, where applicable; medical information pertinent to your health care; correspondence related to you and other written information provided by the agency; and placement agreement between the provider and you or your surrogate decision-maker where applicable.  Records are confidential and cannot be shared without the approval of you or surrogate decision-maker. The local social services department and its representatives must have access to all records.

Four-Bed Assisted Living Facility (with Auxiliary Grant)
What is an Assisted Living Facility?  
Assisted living facilities are non-medical residential settings that provide or coordinate personal and health care services, 24-hour supervision, and assistance for four or more seniors or people with disabilities.  Services may be provided in one or more locations.  Assisted living facilities are not nursing facilities.  

If you choose this type of qualified residence, you may be eligible to receive an “auxiliary grant.”    See What is an Auxiliary Grant?, above.

How do I qualify?  
You must be assessed as needing at least moderate assistance with your activities of daily living. 

What are the limitations?
For purposes of this Project a qualified residential setting consists of no more than four unrelated individuals living in a supervised residential setting.  If you choose to live in an assisted living facility, you will need to live in an assisted living facility that houses no more than four residents if you participate in the Money Follows the Person Project.  If you choose not to participate in this Project, the size of the assisted living facility should be selected based on what best meets your needs.
What are the provider requirements?  
Assisted living facilities are required to be licensed by the Virginia Department of Social Services.  The regulations specify all requirements for the facility and service provided to residents in the following areas:

· General Provisions

· Administration and Administrative Services

· Personnel

· Staffing and Supervision

· Admission, Retention and Discharge of Residents

· Resident Care and Related Services

· Resident Accommodations and Related Provisions

· Buildings and Grounds

· Emergency Preparedness

· Adults with Serious Cognitive Impairments

All potential providers must participate in pre-licensure training offered by one of the eight Virginia Department of Social Services licensing field offices.  
Sponsored Residential Services 

What are sponsored residential services?
Sponsored residential services are supports provided to you in a person’s or family’s (“sponsor’s”) home.  The sponsor is evaluated, trained, supported and supervised by a provider agency that is licensed by the Department of Mental Health, Mental Retardation and Substance Abuse Services. 
How do I qualify?
If you enroll in the Mental Retardation or the Individual and Family Developmental Disabilities Support Waiver, you may receive sponsored residential services as your means of residential support.  To qualify for either Waiver you must be eligible for Medicaid and meet the Level of Functioning Survey criteria.  To qualify for the Mental Retardation Waiver you must have a diagnosis of mental retardation/intellectual disability.  To qualify for the Individual and Family Developmental Disabilities Support Waiver you must have a diagnosis of a developmental disability other than intellectual disability.  Annual reassessment using the Level of Functioning Survey is required. 
What are the limitations?

The maximum number of individuals who may receive sponsored residential services in one home is two.

What are the provider requirements?
Physical location: All sponsor homes must be inspected and approved as required by the appropriate building regulatory entity, including obtaining a Certificate of Use and Occupancy.  The physical environment, design, structure, furnishing, and lighting of the home must be safe and appropriate, including: 
· clean floor surfaces and floor coverings that enable you to move safely; 
· adequate ventilation and temperatures kept between 65°F and 80°F; 
· adequate hot and cold running water of a safe and appropriate temperature;

· sufficient interior and exterior lighting to maintain safety; and 
· recycling, composting, and garbage disposal that does not create a nuisance, permit transmission of disease, or create a breeding place for insects or rodents.

The home must be on public water and sewage systems, or else the location’s water and sewage system must be inspected and approved annually by state or local health authorities.
Bedrooms for one person can have no less than 80 square feet of floor space.  Bedrooms for more than one person can have no less than 60 square feet of floor space per individual.  You must have adequate storage space for clothing and personal belongings.  Beds must be clean, comfortable and equipped with a mattress, pillow, blankets, and bed linens.  When a bed is soiled, the sponsor must assist you with bathing as needed, and provide clean clothing and bed linen.  Bedroom and bathroom windows and doors must provide privacy.  No one should have to travel through another bedroom to get to the bathroom.  There must be at least one toilet, one hand sink, and shower or bath for every four individuals.  A well-stocked first aid kit must be maintained and readily accessible for minor injuries and medical emergencies at each service location and to employees or contractors providing in-home services or traveling with individuals.

Provider agency responsibilities: The licensed provider agency must maintain a written agreement with residential home sponsors and provide training and development opportunities for sponsors to enable them to perform the responsibilities of their job.  The provider is required to maintain an organized system to manage and protect the confidentiality of personnel files and records.

The provider agency must keep information on file about the sponsor(s) such as:

· Documentation of references;

· Criminal background checks and results of the search of the registry of founded complaints of child abuse and neglect on all adults who are staff in the home;
· Orientation and training provided to the sponsor; and

· A log of visits made to the sponsor’s home. These visits must occur on an unannounced basis at least semi-annually.

The licensed provider agency must conduct an assessment to identify your physical, medical, behavioral, functional, and social strengths, preferences and needs, as applicable.  Using this information, the provider must then develop an individualized services plan for you.  A responsible adult must be available to provide supports to you as specified in your individualized person-centered service plan.
Both the licensed provider and the sponsor are required to comply with the Department of Mental Health, Mental Retardation and Substance Abuse Services human rights regulations.  

If behavioral intervention (also known as behavioral management) procedures are to be used with you, they must:
· Be consistent with applicable federal and state laws and regulations;

· Emphasize positive approaches to behavioral intervention;

· List and define behavioral intervention techniques in the order of their relative degree of intrusiveness or restrictiveness and the conditions under which they may be used for you;

· Protect your safety and well-being at all times, including during fire and other emergencies;

· Specify the mechanism for monitoring the use of behavioral intervention techniques; and

· Specify the methods for documenting the use of behavioral intervention techniques.

The provider agency must develop and implement periodic emergency preparedness and response training for all sponsors and their employees.  There must be at least one person at the home who holds a current certificate, issued by a recognized authority, in standard first aid and cardiopulmonary resuscitation, or emergency medical training.  Each sponsor or employee who will have direct contact with you must obtain a statement from a medical professional indicating the absence of tuberculosis in a communicable form within 30 days of employment or contact with individuals.
The provider agency is required to maintain the following emergency medical information for you:

· If available, the name, address, and telephone number of:

· Your physician; and

· A relative, surrogate decision maker (for example, an authorized representative), or other person to be notified;

· Medical insurance company name and policy or Medicaid, Medicare or CHAMPUS number, if any;

· Currently prescribed medications and over-the-counter medications that you use;

· Medication and food allergies;

· History of substance abuse;

· Significant medical problems;

· Significant communication problems; and

· An advance directive, if one exists.

Medications can be administered only by persons authorized by state law.

The provider agency ensures a means for facilitating and arranging, as appropriate, your transportation to medical and dental appointments and medical tests.  Any member of the sponsor family who transports you must have a valid driver’s license and automobile liability insurance. The vehicle used to transport you must have a valid registration and inspection sticker.
Sponsor(s) responsibilities:  Sponsored residential home members must submit to the provider agency the results of a physical and mental health examination when requested by the provider based on indications of a physical or mental health problem.
The sponsor must have a written plan for the provision of food services, which ensures your access to nourishing, well-balanced, healthful meals.  In addition, the sponsor must make reasonable efforts to prepare meals that consider your cultural background, personal preferences, and food habits and that meet your dietary needs.  The sponsor must assist you if you require assistance feeding yourself.

The sponsor must provide opportunities for you to participate in community activities.
Group Home Residential Services

What are group home residential services?

Group home residential services are congregate residential services providing 24-hour supervision to individuals in a community-based, home-like dwelling operated by a provider agency licensed by the Department of Mental Health, Mental Retardation and Substance Abuse Services.  Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions are not considered to be group home residential services.
How do I qualify?

If you are eligible for the Mental Retardation Waiver, you may receive group home residential services as your means of residential support.  To qualify for this Waiver you must be eligible for Medicaid, meet the Level of Functioning Survey criteria and have a diagnosis of mental retardation/intellectual disability.    

What are the limitations?

For purposes of this Project, a qualified residential setting consists of no more than four unrelated individuals living in a supervised residential setting.  If you choose to live in a group home, you will need to live in a group home of no more than four beds.  If you choose not to participate in this Project, the size of the group home should be selected based on what best meets your needs.
What are the provider requirements?

The provider agency requirements are essentially the same as those listed under sponsored residential services above.  However, the licensed provider employs persons to work in the group home instead of contracting with sponsor(s) to provide services in their own home.  Therefore, responsibilities of the sponsor above become the responsibilities of the provider agency.
f. Transportation
What types of transportation are available in the community?

Transportation to and from Medicaid-covered services.  Transportation services are provided to all individuals transitioning under this Project to ensure necessary access to and from providers of services covered by the State Plan for Medical Assistance.  Visit http://websrvr.dmas.virginia.gov/manuals/General/I_gen.pdf for a complete list of these services.  
Both emergency and non-emergency transportation services are covered, with certain limitations.

· Emergency ambulance transportation is available if you have an emergency condition such as a heart attack and other life-threatening injury.  It is not available for non-emergency conditions.

Non-emergency transportation is available through a broker, who must pre-authorize the trip and assign it to a transportation provider who transports you to or from the Medicaid-covered service.  You must contact the broker in advance to have your trip pre-authorized.  The current broker is Logisticare, which can be contacted at 1-866-386-8331.  

Logisticare is required to use the following guidelines to determine your need for transportation:

· Mobility: Your transportation is provided and covered if you do not own an operable automobile or cannot operate it safely.  

· Eligible Purpose: Your transportation is provided and covered so services that are covered by Medicaid can be received.  If the covered service requires pre-authorization by the Department of Medical Assistance Services or its designated agent, you must have the required pre-authorization before requesting transportation for the service and any follow-up visits.  However, transportation for a service consultation or evaluation does not require pre-authorization.

Transportation is provided and covered for the nearest available source of care capable of providing your medical needs.

For additional information on scheduling trips, making complaints and appeals, visit http://www.dmas.virginia.gov/tra-transportation_services.htm or see A User’s Guide to Non-Emergency Medicaid Transportation at Appendix 9.  
Medicaid non-emergency transportation is promoting alternative means of transportation in an effort to better support your needs and circumstances.  The first alternative is to promote when possible and feasible fixed-route public transit (See “Public Transit” immediately below).  Public transit is often the most desirable alternative because it increases your mobility, sometimes very dramatically.  Your participation is voluntary and not required.  If you have frequent trips and the transit system offers weekly or monthly passes, the broker may offer you that instead of tickets.  Travel training is also available.  The other alternative includes two options: 1) a volunteer driver program in which a trained and qualified volunteer driver provides your transportation in their own approved vehicle (the driver receives mileage reimbursement paid by the broker); and 2) gas reimbursement. (if you need to go to a medical appointment, service, or day program for example, and a family member or friend can drive you, the driver can receive mileage reimbursement from the broker.)  Pre-approval is needed).

Public Transit: Many localities in Virginia offer public transit, including Para transit services, to their residents.  For a listing of available public transit services and the localities they serve, see Appendix 17.  An interactive map to determine whether public transit is available in the locality in which you choose to reside is available at http://www.drpt.virginia.gov/locator/default.aspx.  Additional information may also be available by dialing 2-1-1, or by visiting the Easy Access website.

Specialized Transportation:  Specialized transportation is available in many localities in Virginia from various services providers such as Area Agencies on Aging, Community Services Boards, Centers for Independent Living and other private, non-profit organizations.  To see if specialized transportation is available in the area in which you wish to live, call 2-1-1, visit Easy Access website, or contact your local Center for Independent Living, Community Services Board or Area Agency on Aging.
Modifications to the Primary Vehicle You Use:  See Section 9.a, Environmental Modifications, above, for Medicaid-reimbursed assistance for modifications to the primary vehicle that you use.

Vehicle loans:  If you are interested in an automobile loan to purchase a van or car and make necessary modifications, you may wish to contact the NewWell program (also known as the Assistive Technology Loan Fund Authority or “Authority”) at http://www.atlfa.org/autoloans.htm.  These loans cover vehicles that are modified to accommodate a specific disability (for example, wheelchair lifts and hand controls), and are secured by the vehicle.  Financing for up to 100% of the vehicle may be available.  Used vehicles no more than three years old may be financed for up to 72 months, while older vehicles can be financed for up to 60 months.  Loans for new vehicles may be made for up to 72 months.  
If you are unable to meet the bank's standard loan requirements but can demonstrate to the Authority that you are creditworthy and able to repay the loan you are applying for, the Authority may guarantee the loan.  The Authority will make payments to the bank for problems of repayment or pay the principle and accrued interest in cases of default.  Any funds paid by the Authority for repayment will be owed by you to the Authority and repaid at the conclusion of the loan.  Auto and van purchases, including vehicles that are modified to accommodate a specific disability (for example, wheelchair lifts and hand controls) may be secured by the vehicle, in the same way other vehicle purchases are secured.  To qualify, you must be a resident of Virginia with a disability or a family member of someone who has a self-identified limitation to a major life function.  You must demonstrate creditworthiness and repayment abilities to the satisfaction of the Authority’s Board.  For a loan guarantee, the participating bank must first reject your application.  All other terms and conditions are the same as those of the non-guaranteed loans offered by SunTrust Bank.  For more information, see http://www.atlfa.org/guaranteed_loans.htm.
New Freedom Initiative Transportation Grants:  Awards will be made to successful applicants for New Freedom Initiative Transportation Grants by mid-2008, and information about new services funded by these grants will be shared with individuals interested in transition.
g. Future Assistance through the Annual Housing and Transportation Action Plan
(  A Housing Task Force working with this Project has been asked to develop an Annual Housing and Transportation Action Plan by Fall 2008 that addresses additional assistance that may become available to you and to other individuals.  The Task Force’s over-arching goal is to increase housing options for both individuals who participate in this Project and other seniors and individuals with disabilities, with an emphasis on working at the local level with human service providers and public housing agencies to forge new partnerships among them and, where possible, to encourage development of memoranda of understanding designed to increase housing options for these individuals.  The members of the Task Force are listed in Appendix 8.  
Strategies that the Task Force will be asked to consider are as follows:

1.  Strategies to increase the affordability and availability of community housing

a. Work with Virginia’s Congressional Liaison Office to educate the U.S. Department of Housing and Urban Development on understanding the housing needs of people with disabilities and seniors who are currently residing in institutions or at risk of unwanted admission to an institution and to seek targeted voucher rental assistance for these populations.

b. Develop a state community living supplement that would provide a monthly income supplement for you if you have tried, but cannot access, federal rental assistance.  
c. Develop recruitment, training and supervision strategies for additional Adult Foster Care providers.

d. Use Auxiliary Grants for qualified residences other than adult foster care and assisted living facilities.
e. Assess local housing capacity needs and develop strategies to address identified needs with appropriate local, state and federal policymakers.  This will be supported by funding from the Statewide Independent Living Council  and facilitated by the 16 Centers for Independent Living through local training and advocacy activities
f. Develop a plan for ensuring that your housing needs are included permanently in local plans and planning processes.  This will be supported through funding from the Statewide Independent Living Council. 

g. Explore the need to make further amendments to the Qualified Allocation Plan Low Income Housing Tax Credit program.
h. Explore the possible use of below market loans through the Sponsoring Partnerships and Revitalizing Communities Loan Programs.  Find out more about this program at http://www.vhda.com/vhda_com/template_a.asp?vhda_com_page_name=sparchomepage. 
i. Produce new housing units for persons leaving institutions.  The Virginia Housing Development Authority and the Department of Housing and Community Development have pledged unused supplemental home modifications and bridge rent funding (if any) toward subsidizing the production of new housing units for persons leaving institutions.  The Department of Housing and Community Development will direct the funding into the existing special needs funding pool.

j. Consider the use of any federal Housing Trust Fund monies that may become available. 

2.  Strategies to increase the availability of accessible transportation  

a. Clearly identify and disseminate information about transportation providers that offer accessible vehicles, including “5310,” Job Access Reverse Commute, and New Freedom Initiative vehicles. 
b. Incentivize specialized transportation providers to coordinate their services beyond geographic boundaries. 
c. Incentivize specialized transportation providers to provide door through door transportation.

d. Explore the potential for a transportation voucher system.

e. Widely disseminate information about new services that become available under the New Freedom Grants.

3.  Strategies that recognize the importance of the link between housing and transportation
Assist individuals to locate housing and transportation in each geographic area of the Commonwealth via an interactive website.

Use the existing Transportation and Housing Alliance Toolkit as a resource for gathering information and data.  This will be supported by funding from the Statewide Independent Living Council and facilitated by the 16 Centers for Independent Living through local activities.  The purpose of the Toolkit is to assist localities, local governments, and Planning District Commissions with assessing housing and transportation needs, project future needs and identify overlapping issues and opportunities. You can read more about the Toolkit at http://www.tjpdc.org/housing/thatoolkit.asp.
Create incentives to develop housing on public transportation routes.  

4.  Strategies for education, awareness, and partnership building among housing and human service agencies and the individuals they serve
Through the three year State Plan for Independent Living, the Statewide Independent Living Council has allocated Federal Rehabilitation Act Title VII, Part B funding of up to $380,000 (Year 1), $327,000 (Year 2), and $325,000 (Year 3) to assist in educating stakeholders in housing and transportation planning through the 16 local Centers for Independent Living.  

a. Enhance the knowledge of the U.S. Department of Housing and Urban Development and local public housing agencies on the housing and community living needs and preferences of people with disabilities and seniors.

1. Offer assistance to public housing agencies in follow up to the U.S. Department of Housing and Urban Development Secretary Jackson’s letters and Governor Kaine’s 2007 letter to public housing agencies.

2. Provide technical assistance to local housing offices, local planning authorities and local the U.S. Department of Housing and Urban Development offices on understanding the needs of persons transitioning out of an institution, the existing Housing Registry (www.accessva.org), and existing laws that govern housing services, options and choice for people with disabilities and seniors.
3. Develop and disseminate a directory of services agencies to housing agencies

4. Distribute the Rutgers Medicaid Services Primer to housing agencies.

5. Encourage public housing agencies to list accessible housing units on www.accessva.org, in the 2-1-1 Virginia databases, and the Easy Access website.
b. Enhance the knowledge of the disability and aging communities about housing.

1. Provide orientation to Public Housing Agency Plans, the Qualified Allocation Plan, Consolidated Plans, the Continuum of Care Plan and transportation planning to people with disabilities, seniors, advocates, Area Agencies on Aging, Community Services Boards, Centers for Independent Living, Disability Services Boards, local Departments of Social Services, other local services agencies, and the broader disability and aging communities.

2. Use funding from the Statewide Independent Living Council to disseminate this annual action plan and related recommendations arising from Virginia's Money Follows the Person Housing Task Force to educate people with disabilities, seniors, Disability Services Boards, Area Agencies on Aging, Centers for Independent Living, Community Services Boards and other stakeholders about effective participation in community housing planning processes, including but not limited to the Consolidated Plan, Public Housing Agency Plan, Continuum of Care Plan and Qualified Allocation Plan.

3. Ensure that the input of advocates and the broader disability and aging communities is considered in housing agencies’ Consolidated Plans, the Qualified Allocation Plan and local planning activities by creating a mechanism to track local changes in public policy and relate ongoing needs and solutions to statewide and national housing funding agents and authorities.

4. Develop a timetable for review of local plans for use of HOME, Community Development Block Grant, and Housing Choice Voucher funding and disseminate the list to organizations to encourage their participation in needs statements and priorities for allocation of resources in local plans.

5. Using funding made available by the Statewide Independent Living Council, document local changes in public housing policy, and work with the Council to interface with state and national public policy makers and funding agents to foster and sustain increased housing options for people with disabilities and seniors.   This information will be tracked through a grant from the Council to the Virginia Association of Centers for Independent Living.
6. Develop a directory of public housing agencies and rental and homeownership assistance programs for use by people with disabilities, seniors, Disability Services Boards, Area Agencies on Aging, Centers for Independent Living, Community Services Boards, local Departments of Social Services, and other stakeholders.

7. Develop a Housing Primer for services agencies and advocates.
10.
CONTINUITY OF CARE POST DEMONSTRATION

By participating in the Money Follows the Person Project, you will have access to services that you need from one of Virginia’s home and community-based waiver or PACE programs and be eligible to receive other services provided in the Medicaid State Plan.  After participating for 12 months in the Project, the Money Follows the Person benefit code will disappear, but the Medicaid payment system will still show that you continue to remain enrolled in the waiver program as long as you continue to meet criteria for waiver eligibility.  
(  When you are enrolled as an individual participating in the Money Follows the Person Project, staff of the Department of Medical Assistance Services will assign you a special benefit code in the Medicaid payment system’s eligibility file that will reflect your participation in this Project.  (This code is used only for required tracking and reporting purposes to the Centers for Medicare and Medicaid Services.)  You will also be enrolled in the home and community based waiver program that best fits your support needs.   Normally, if an individual is enrolled in a home and community based waiver program, the Medicaid payment system prohibits an overlap of another long term care program.  However, this Money Follows the Person benefit code will allow the overlap to occur for a twelve-month period.  This will ensure that you will continue to receive services even after the 12-month demonstration period ends.  In addition, the Department of Medical Assistance Services is exploring the feasibility of offering the 2-1-1 Virginia back up service following the 12-month period. 
How will the State ensure that individuals are able to successfully move out of institutions after the Money Follows the Person Project ends?

The new wavier services in each waiver (see Appendix 1) are approved as “qualified home and community-based program” services for the purposes of the Project.  This means you will have access to these services as needed both during and after the Project.

All of the new services added to existing home and community-based waiver programs for the Project are permanent service changes to ensure individuals will continue to be able to transition from institutional settings into the community beyond the demonstration period.  In addition, as a part of Virginia’s balancing efforts, services that were added to the home and community based waiver programs are also available to individuals who are receiving those waiver services.  The amendments were approved by the Centers for Medicare and Medicaid Services in March 2008.

To accomplish this, the following permanent changes were made:

· The AIDS Waiver 1915(c) home and community based waiver application was amended and submitted for review and approval by the Centers for Medicare and Medicaid Services on December 13, 2007 to include Personal Emergency Response Systems, assistive technology, environmental modifications, and transition funding as waiver services.  No additional slots were needed for this Waiver because there are sufficient numbers of additional slots available in this Waiver to accommodate individuals transitioning to this program.  The amendment was approved by the Centers for Medicare and Medicaid Services in March 2008.  As of July 1, 2009, assistive technology and environmental modifications will not be available as a permanent waiver service; however, these two services will still be available as demonstration services to individuals participating in the Money Follows the Person Project.  This amendment was approved by the Center for Medicare and Medicaid Services on July 2, 2009.  
· The Elderly or Disabled with Consumer Direction 1915(c) home and community based waiver application was amended and submitted for review and approval by the Centers for Medicare and Medicaid Services on December 13, 2007  to include assistive technology, environmental modifications, transition funding, and transition coordination as waiver services.  No additional slots were needed for this Waiver because there are sufficient numbers of additional slots available in this Waiver to accommodate individuals transitioning to this program.  The amendment was approved by the Centers for Medicare and Medicaid Services in March 2008.  As of July 1, 2009, assistive technology and environmental modifications will not be available as a permanent waiver service; however, these two services will still be available as demonstration services to individuals participating in the Money Follows the Person Project.  This amendment was approved by the Center for Medicare and Medicaid Services on June 26, 2009.  An amendment will be submitted to the Centers for Medicare and Medicaid Services in December 2009 to achieve consistency between the Money Follows the Person Operational Protocol and the waiver amendment for the allowable period of pre-discharge Transition Coordination of up to two months.
· The Individual and Family Developmental Disability Support 1915(c) home and community based waiver application was amended and submitted for review and approval by the Centers for Medicare and Medicaid Services on December 13, 2007 to include transition funding as waiver services.  The amendment was approved by the Centers for Medicare and Medicaid Services in March 2008.  The State also reserved 15 slots for each fiscal year for individuals transitioning into the community through the Project.  The additional slots for this Waiver were necessary because there is currently a waiting list to receive services in this program.  An amendment will be submitted to the Centers for Medicare and Medicaid Services in December 2009 to reserve capacity for the 15 slots for individuals transitioning into the community through the Project. 
· The Mental Retardation 1915(c) home and community based waiver application was amended and submitted for review and approval by the Centers for Medicare and Medicaid Services on December 13, 2007  to include transition funding as waiver services.  The State also reserved 110 slots for each fiscal year for individuals transitioning into the community through the Project.  The additional slots for this Waiver were necessary because there is currently a waiting list to receive services in this program.  The amendment was approved by the Centers for Medicare and Medicaid Services in March 2008.
· The Technology Assisted 1915(c) home and community-based waiver application was amended and submitted for review and approval by the Centers for Medicare and Medicaid Services on December 13, 2007 to include transition funding and Personal Emergency Response Systems as waiver services.  No additional slots were needed for this Waiver because there are sufficient numbers of additional slots available in this Waiver to accommodate individuals transitioning to this program.  The amendment was approved by the Centers for Medicare and Medicaid Services in March 2008.
In addition, the state’s regulations that govern the operation of these home and community based waiver programs were amended to include the new services.  These regulations were developed with extensive stakeholder input and were promulgated to go into effect on July 1, 2008.  This, combined with the waiver amendment approvals, means that Virginia has Federal and State approval to continue to offer the new services that were added to home and community based waiver programs even after the Project ends.
For the demonstration services offered as part of the participation in the Money Follows the Person Project, these demonstration services will be discontinued at the end of the Project.  In addition, for individuals participating in the Project, access to the demonstration services will cease at the end of their one-year of Money Follows the Person Project participation.  In order to ensure continuity of care for individuals participating in the Project after their one-year of participation, all demonstration services were designed to meet an individuals transitional needs, but once the individual is in the community, their individual supports will be provided by the waiver in which the individual is enrolled.  
I currently receive other Medicaid-funded services (for example, hospitalizations) outside of the institution in which I live.  Will those benefits still be available to me if I participate in the Project?

Yes.  When you agree to participate in the Project, you are still eligible to receive those services that you are currently eligible to receive in the Medicaid program.  This includes physician visits, hospitalizations, and other necessary medical services.  These services will continue to be available to you after the Project ends as long as you continue to need long-term support services and meet the level of care criteria for the home and community based program in which you are receiving services. 

What procedures does the State have in place to monitor services, detect fraud, and insure against duplication of payment to providers of State and Medicaid-funded services in the Project?  

( Department of Housing and Community Development Services
The Department of Housing and Community Development will receive referrals from the Department of Medical Assistance Services for those individuals who are eligible. If you are eligible for this service, you will then request approval for home modifications, including the proposed scope of work. Payments from the Department of Housing and Community Development for eligible home modifications will only be made after the Department of Medical Assistance Services has confirmed the amount it will pay through its environmental modifications service. Once this has been confirmed, you can then request payment from the Department of Housing and Community Development. This request will require submission of actual invoices for the work performed. A database of everyone who uses this service will be set up to track expenditures. This will ensure that you do not receive duplicative payments.  In addition, site visits will be conducted with you to ensure that the work has been completed and that it was done in a workman-like manner. 
( Medicaid Services

There are several systems in place through the Medicaid program that monitor services, detect fraud, and insure against duplication of payments to providers.  

Duplication of Payments to Providers
The Department of Medical Assistance Services assures that, when claims are paid on your behalf, you are Medicaid-eligible at the time the services were provided to you and the services being billed were approved for you.  First, many of your services must be pre-authorized by the Department of Medical Assistance Services or its designated agent.  Secondly, prior to payment, all claims submitted by providers are processed through the Medicaid payment system using automated edits that:

· Check for a valid pre-authorization;

· Verify there is no duplicate billing;

· Verify that the provider submitting claims has a valid participation agreement with the Department of Medical Assistance Services;

· Check for any service limits; and

· Verify your eligibility.

Service Monitoring
The Department of Medical Assistance Services also uses a post-payment review process, Quality Management Review, on an annual sample of individual records to assure that services are approved and appropriate for the individuals using them.  The purpose of the Quality Management Review is to determine whether services delivered met your needs, continue to be needed by you, and that you really needed the amount and kind of services they received.  The Department of Medical Assistance Services staff conduct Quality Management Reviews of all documentation, which shows your level of care.  Visits are conducted on-site and are unannounced.  
The Quality Management Review visit is conducted by reviewing individual records, evaluating individual medical and functional status, and meeting with individuals and family or caregivers, as appropriate.  As a user of Medicaid waiver services, you may be selected to be interviewed as a part of the Quality Management Review process.  Specific attention is paid to all applicable documentation, which may include person-centered service plans, supervisory notes, daily logs, consumer-directed employee time sheets, progress notes, screening packages, and any other documentation necessary to determine if appropriate payment was made for services delivered.

A financial review is also included as a part of the Quality Management Review.  The purpose of the financial review and verification of services is to ensure the provider bills only for those services that have been provided in accordance with Department of Medical Assistance Services’ policy and which are covered by the waivers.

Fraud Detection
The Department of Medical Assistance Services’ Program Integrity and Medicaid Fraud Units may be requested to conduct additional review of service providers if Quality Management Review uncovers very serious errors or suspect practices by the provider.  This occurs when a Quality Management Review results in atypical practices by the provider that cannot be routinely taken care of through technical assistance, corrective action planning, and/or retraction of funds.  Individuals who suspect fraudulent activity should call at 1-800-371-0824 or send an email to MFCU_mail@oag.state.va.us to relay their concerns.
In addition, the Department of Medical Assistance Services undergoes an annual independent audit through the Audit of Public Accounts process.  This process includes a review of all home and community based waiver and State Plan service operations.  Results of the audit are available to the public for review.
C.
ORGANIZATION AND ADMINISTRATION

Which State agencies are involved in Virginia’s Money Follows the Person Project?
Below is a diagram outlining all the various State agencies that are involved with Virginia’s Money Follows the Person Project.  
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Which State agency is responsible for oversight of the Money Follows the Person Project?

The Department of Medical Assistance Services is responsible for the oversight of the Money Follows the Person Project.  This State agency is housed (along with 12 other human service agencies) under the umbrella of the Secretary of Health and Human Resources.  

A copy of the Department’s organizational chart as well as the organizational chart for the Governor’s Office and Cabinet can be found in Appendix 19. 

Although the Department of Medical Assistance Services has the primary responsibility for the administration of the Money Follows the Person Project, there are numerous state agency and other organization staff who are committed to this Project.  A detailed staffing plan which provides the staffing plan for this Project may be found in Appendix 20.

Who is the Director of the Project, and how can I contact him if I have questions or need assistance? 

The Director for the Money Follows the Person Project is Mr. Jason Rachel.  Mr. Rachel began employment with the Department of Medical Assistance Services in July 2007, and he is assigned full-time to the Project.  Mr. Rachel has an extensive educational background in both gerontology and the study of the health care delivery system.  Mr. Rachel has worked professionally in the private sector of senior housing, as well as in grants management at the university level.  Mr. Rachel’s resume can be found in Appendix 21.  Mr. Rachel can be reached by email at mfp@dmas.virginia.gov or by phone at (804) 225-4222.
D.
EVALUATION

How will the Money Follows the Person Project be evaluated?

The Money Follows the Person Project will be evaluated by the Centers for Medicare and Medicaid Services through a contract with Mathematica, Inc.  Mathematica developed the Quality of Life Survey tool that is being used in the Project and will be maintaining Quality Of Life survey data collected by all participating states.  In addition, the Department of Medical Assistance Services will be providing data to support the benchmarks identified in Section A. 2.  Benchmark data will be analyzed at the state and federal levels to determine Virginia’s progress in successfully rebalancing its long term support systems.  
Virginia will measure the number of individuals choosing to use self-directed services and the availability of self-directed services.
Virginia will also measure the number of individuals choosing to use transition coordination under the Elderly or Disabled with Consumer Direction Waiver.
E.
FINAL BUDGET

What is the budget for the Money Follows the Person Project?
The MFP Project will allow 1,041 individuals in institutions, who wish to return to the community to do so.  To support these individuals, transition coordination, transition services, assistive technology, personal emergency response systems and environmental modification services are being added to the appropriate home and community based care waivers.  There are savings from the reduced cost of home and community-based waiver services as compared to institutions, and for individuals served under this Project, the federal matching percentage is 75% instead of 50%, for one year after the you leave your institutional setting.  

Projected Estimated Expenditures

Projected Number of Enrollees:

	Money Follows the Person Demonstration Years
	Seniors*
	Individuals with Physical Disabilities
	Individuals with Intellectual Disabilities-Developmental Disabilities
	TOTAL

	
	Expected
	Actual
	Expected
	Actual
	Expected
	Actual
	Expected
	Actual

	MFP Calendar  Year 2008
	25
	
	28
	
	28
	
	81
	

	MFP Calendar Year 2009
	100
	
	110
	
	110
	
	320
	

	MFP Calendar Year 2010
	100
	
	110
	
	110
	
	320
	

	MFP Calendar Year 2011
	100
	
	110
	
	110
	
	320
	

	TOTAL
	325
	
	358
	
	358
	
	1,041
	


The following number of individuals are anticipated to transition during the life of the Money Follows the Person Project:

* Seniors are those individuals age 65 and older who participate in the Project.

Qualified Home and Community-Based Services Expenditures

All of the home and community-based waiver and State Plan (long-term care) expenditures that will be used by individuals participating in the Money Follows the Person Project will be captured as a qualified home and community-based services expenditures and are reflected in the crosswalk listed in Chart 3 below.  Acute care services are not figured into this calculation.  The waivers that will be affected in this Project include the Elderly or Disabled with Consumer Direction, Technology Assisted, Individual and Family Developmental Disabilities Support, AIDS, and Mental Retardation Waivers. These expenditures are anticipated to total $20,282,883 over a four-year period.  The projected expenditures may be found in Chart 1 below.

Home and Community-Based Demonstration Expenditures

Transition Services

Transition services as a demonstration service will be available to all individuals who participate in the Money Follows the Person Project who meet the criteria for transition services.  This service will be reimbursed as a demonstration service if the needed transition items are purchased prior to your transition and you successfully move into the community.  If you use this service prior to entering a home and community-based waiver program, you will still be eligible to receive transition services in the community as long as you have not exhausted the $5,000 lifetime limit.  You will still have a $5,000 lifetime limit for transition services, whether it is a demonstration or waiver service (or a combination of both).  It is estimated approximately 178 individuals each year will use transition services as a demonstration service.  The projected expenditures may be found in Chart 1 below.

Environmental Modifications
Environmental modifications as a demonstration service will be available to all individuals who participate in the Money Follows the Person Project.  This service will be reimbursed as a demonstration service if the needed environmental modifications are made prior to your transition and you successfully move into the community.  If you use this service prior to entering a home and community-based waiver program, you will still be eligible to receive environmental in the community as long as you have not exhausted the $5,000 yearly limit.  You will still have a $5,000 yearly limit for environmental modifications, whether it is a demonstration or waiver service (or a combination of both).  It is estimated approximately 178 individuals each year will use environmental modifications as a demonstration service. The projected expenditures may be found in Chart 1 below.

2-1-1 Emergency Back-Up System
The emergency back-up service provided to all individuals who participate in the Money Follows the Person Project will be covered as a demonstration expenditure.  The annual projected expenditure for this service is $400,000 ($100,000 of which will be covered in general funds).  This service will be available to all individuals participating in the Money Follows the Person Project during the twelve-month period that they are enrolled in the Project. The projected expenditures may be found in Chart 1 below.

Supplemental Services

Virginia has elected to cover no supplemental services for the Money Follows the Person Project.  
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Demonstration Budget

Total

Rate Total Costs Federal State

Qualified HCBS**** 20,282,883       15,212,162    5,070,721           

Demonstration HCBS**** 1,260,000         945,000         315,000              

Supplemental**** -                    -                 -                     

Administrative - Normal***** 2,180,189         1,090,094      1,090,094           

Administrative - 75%***** 1,001,244         750,933         250,311              

Administrative - 90%***** -                    -                 -                     

State Evaluation -                    -                 -                     

Total 24,724,316       17,998,190    6,726,126           

Per Capita Service Costs 20,694             

Per Capita Admin Costs 3,056               

Rebalancing Fund****** 5,385,721        

****  Qualified HCBS Services, Demonstration HCBS Services and Supplemental Services were defined in the RFP.

*****  Administration - Normal should include all costs that adhere to CFR Title 42, Section 433(b)(7) Administrative - 75% 

should include all costs that adhere to CFR Title 42, Sections 433(b)(4) and 433(b)(10)  Administrativ - 90% should include 

all costs that adhere to CFR Title 42 Section 433(b)(3)

******  The Rebalancing Fund is a calculation devised by CMS to estimate the amount of State savings realized because of 

the enhanced FMAP rate that could be reinvested into rebalancing benchmarks.

   


Administrative Expenditures
The estimated administrative costs associated with the MFP Project include contractual services, system changes, and personnel costs.  The estimates for contractual services are based on current average payment and utilization rates for comparable services.  The payment processing expenditures for consumer-direction and transition services are based on the current contractual $88 per member, per month rate paid by the Department of Medical Assistance Services to an outside contractor (the fiscal management to process these payments for a total annualized estimate of $166,848 ($83,424 general funds).  

Implementation of the Money Follows the Person Project requires one-time modifications to the Department’s computer systems of $275,000 total funds which is based on the costs of systems changes required for other similar programs.  Computer systems include the Medicaid Management Information System and the prior authorization system (which is tied to the Medicaid Management Information System.  The ongoing expenses for processing prior authorizations and claims for the new services are also calculated into the administrative expenses over the four-year Project.

Additionally, the Department will use administrative funding to hire staff to administer the quality of life interviews for individuals participating in the Money Follows the Person Project and one wage position to manage the Project.  With 1,041 MFP participants anticipated over the four-year grant period, 3,123 interviews will need to be conducted during this time frame. 

	Budget Items
	FY 2008
	FY 2009
	FY 2010
	FY 2011

	Personnel
	$15,375
	$117,241
	$117,241
	$117,241

	Fringe Benefits
	$1,176
	$52,765
	$52,765
	$52,765

	Contractual Costs
	$0
	$67,068
	$611,788
	$876,748

	Indirect Charges
	$0
	$119,330
	$119,330
	$119,330

	Travel
	$0
	$29,000
	$25,000
	$23,000

	Supplies
	$0
	$2,000
	$2,000
	$2,000

	Equipment
	$0
	$1,000
	$1,000
	$1,000

	*Other Costs
	$0
	$275,000
	$0
	$0


*Includes changes to computer systems

Crosswalk Between State Procedure Codes and Type of MFP Services

The following chart specifies the type of service and its corresponding (billing) procedure codes for Money Follows the Person long-term support services.
Chart 3
	
State Plan Service

	VA Procedure Code(s)
	Modifier (if Applicable)

	Targeted Case Management
	H0023, H0046, T2023

 T1017
	U3

	PACE
	3101 (Revenue Code)
	

	Rehabilitation Services
	0400, 0421, 0423, 0424, 0431, 0433, 0434, 0430, 0440, 0441, 0443, 0444
	

	Home Health
	0550, 0551, 0559, 0571, 0420, 0421, 0431, 0424, 0434, 0444, 0441, 0542
	

	Hospice
	0651, 0562, 0653, 0655, 0658
	

	Personal Care Services
	N/A
	N/A

	Waiver Services
	
	

	Case Management
	T1016
	

	Homemaker Services
	N/A
	N/A

	Home Health Aide Services
	N/A
	N/A

	Personal Care
	T1019, S5126
	

	Adult Day Health
	S5102
	

	Habilitation (Residential)
	97535, H2014
	

	Habilitation (Day)
	97537

97537 w/modifier
	U1

	Expanded Habilitation (Prevocational Services)
	H2025

H2025 w/modifier
	U1

	Expanded Habilitation (Supported Employment)
	H2023, H2024
	

	Education
	N/A
	N/A

	Respite Care
	S9125, T1005, S5150
T1030

T1031  
	TD

TE

	Day Treatment
	N/A
	N/A

	Partial Hospitalization
	N/A
	N/A

	Psychosocial Services
	N/A
	N/A

	Clinic Services
	N/A
	N/A

	Live-In Caregiver
	N/A
	N/A

	Capitated Payments for LTC Services
	N/A
	N/A

	Family/Caregiver Training
	S5111
	

	Personal Emergency Response System
	S5160

S5161
S5185

S5160

H2021
	U1

TD, TE

	Skilled Nursing
	T1002, T1003
	

	Private Duty Nursing
	T1002, T1003, T1030, T1031
S9125
S9125
	TD

TE

	Environmental Modifications
	S5165
	

	2-1-1 Emergency Back Up
	N/A
	N/A

	Assistive Technology
	T1999
	

	Crisis Stabilization - Intervention

	H0040
	

	Crisis Supervision
	H2011
	

	Companion Care
	S5135, S5136
	

	Assisted Living
	T2031
	

	Enteral Nutrition
	B4150, B4141, B4152, B4153, B4154, B4155, B4156
	

	Therapeutic Consultation
	97139
	


Rebalancing Fund

The federal government encourages states to return the savings realized in this Project (called the “rebalancing fund”) to its long term support system to aid in rebalancing efforts.  Virginia is using the cost savings resulting from this Project (listed in Chart 1)to cover the costs of allowing all eligible individuals in the home and community-based waivers (in addition to individuals in the Money Follows the Person Project) to have access to the services added in their waivers.  An example includes the addition of assistive technology and environmental modifications to the Elderly or Disabled with Consumer Direction Waiver.  These services will be available to all individuals who receive services in this waiver.  The costs for adding these services will be covered using available rebalancing funding. A breakdown of the rebalancing fund amount can be found in Chart 1, with anticipated yearly savings documented in Appendix 24 (Budget Form).
Budget Narrative

Virginia developed the projected expenditures for the Money Follows the Person Project using current average payment and utilization rates for comparable services in its home and community-based waiver programs.  The enhanced federal financial participation savings were estimated by calculating the general fund/non-general fund payment of projected expenditures at the current Virginia Medicaid FMAP (50%) to the enhanced FMAP (75%) provided through the Money Follows the Person Project. The savings associated with home and community-based waiver services are based on the differences in the average annual per capita institutional costs and the average annual per capita community care costs for home and community-based waiver services.  

Enhanced Federal Financial Participation Savings

There are projected costs savings associated with participation in the MFP Demonstration because Virginia will be able to pull down an enhanced match (75 percent) of Medicaid expenditures for a period of 12 months for individuals who were transitioning out of the institution and who were already factored into the Medicaid budget.  There are 1,041 individuals (183 in the first year, 226 each subsequent year) who are currently projected to leave the institution during the four-year period in which Virginia will also draw on the enhanced match to realize cost savings.  

Community-Based Care Savings
It is also assumed there will be cost savings each year for individuals who transition into the community from institutions because the overall costs for providing care to individuals in the community is less than overall costs for providing institutional care.  However, the cost savings for 126 individuals who already transition yearly from the nursing homes and individuals who already transition from state intermediate care facilities for persons with mental retardation/intellectual disabilities in were not counted because these savings are already factored into the Medicaid budget.  Community-based care savings, however, were counted for persons transitioning from private intermediate care facilities for persons with mental retardation/intellectual disabilities as a result of the Money Follows the Person Project.  Community-based savings were also adjusted by seven percent to reflect the capital expenditures for institutional beds.  
Required Budget Request Forms

Lastly, the Department will use all budget forms and assurances required by the Centers for Medicare and Medicaid Services.  In addition, Virginia has the capacity to report all qualified home and community-based expenditures by individuals participating in the Project for the enhanced Federal Medical Assistance Percentage and to demonstrate the maintenance of effort.  The final budget form, Application for Federal Assistance SF 424, is attached as Appendix 25.
No matter how you are referred to the Money Follows the Person Project, you will not be required to participate; it is ALWAYS YOUR CHOICE!











Always call 911 if you are dealing with an IMMEDIATE crisis involving a threat to your health, safety, or life!





You are strongly encouraged to research, visit, and evaluate any residential setting you are considering before you make the decision to transition to that setting.
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ICFs/MR Protocol Subcommittee





Generic Protocol Sections Subcommittee
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