
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.


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.

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!












