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

PURPOSE OF THE HCBS WAIVER PROGRAM

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

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

Request for a Renew ai to a §1915(c) Home and Community-Based Services
Waiver

1. Major Changes

Describe ény significant changes to the approved waiver that are being made in this renewal application:
The following changes are being made to the Global Options for Long-Term Care (GO) Waiver:

1. Points of clarification to the service definitions of three waiver services (Respite, Environmental Accessibility Adaptations,
and Transitional Care Management) have been made to ensure the appropriate scope of the services are defined, and to
specify applicable limits on the amount, frequency, or duration of these services. These modifications are detailed in
Appendix C of the renewal document.

2. The provider qualifications of Care Managers were modified nominally.

3. Emphasis was made in Appendix C-4 and Appendix D-1d to clarify that all authorized services, which are identified in the
GO participants Plans of Care, are based on each individual’s assessed needs. A need based care allocation tool is utilized to
assist Care Managers in determining a GO participant’s care needs when developing the initial Plan of Care, the annual Plan
of Care or when there has been a significant change in the participant’s functional abilities or a significant change in
caregiver status requiring a revision to the Plan of Care. The needs based care allocation tool assists the state in
demonstrating that services available are equal in amount, duration, and scope for all GO participants based on their
individual assessed needs.

4. New Jersey has submitted a 1915(b) waiver to mandatorily enroll the aged, blind and disability populations, as well as
individuals with dual eligibility (Medicare/Medicaid)into managed care. That waiver is pending approval with CMS.

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

1. Request Information (1 of 3)

A. The State of New Jersey requests approval for a Medicaid home and community-based services (HCBS) waiver under
the authority of §1915(c) of the Social Security Act (the Act). '

B. Program Title (optional - this title will be used to locate this waiver in the fi nder)
Global Options for Long-Term Care (GO) Waiver

C. Type of Request: renewal

Requested Approval Period: (For new waivers requesting five year approval pertods the waiver must serve
individuals who are dually eligible for Medtcazd and Medicare.)
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3 years S years

- Migration Waiver - this is an existing approved waiver

i+ Renewal of Waiver:

Base Waiver Number: 0032 i
Amendment Number

(if applicable):

Effective Date: (mm/dd/yy) ~ 10/01/83
Waiver Number: NJ.0032.R05.00
Draft ID: NJ.20.05.00
Renewal Number: 05
D. Type of Walver (select only one)

Regular Walver

E. Proposed Effective Date: (mm/dd/yy)
10/01/11

Approved Effective Date: 10/01/11

1. Request Information (2 of 3)

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

" Hospital

Select applicable level of care

Hospital as defined in 42 CFR §440.10

If applicable, specify whether the State additionally limits the waiver to subcategories of the hospltal level of
care:

Inpatient psychiatric facility for individuals age 21 and under as provided in42 CFR §440.160
Nursing Facility

Select applicable level of care

Nursing Facility As defined in 42 CFR §440.40 and 42 CFR §440.155

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

The State does not additionally limit the Waiver to subcategories of the nursing facility level of care.
Institution for Mental Disease for persons with mental illnesses aged 65 and older as provided in 42
CFR §440.140

¢ Intermediate Care Facility for the Mentally Retarded (ICF/MR) (as defined in 42 CFR §440.150)

If applicable, specify whether the State additionally limits the waiver to subcategories of the ICF/MR level of
care:

1. Request Information (3 of 3)

G. Concurrent Operation with Other Programs. This waiver operates concurrently with another program (or programs)
approved under the following authorities
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Select one:
Not applicable

Applicable .
Check the applicable authority or authorities:

"\ Services furnished under the provisions of §1915(a)(1)(a) of the Act and described in Appendix I
" Waiver(s) authorized under §1915(b) of the Act.

Specify the §1915(b) waiver program and indicate whether a §1915(b) waiver application has been submitted
or previously approved:

Specify the §1915(b) authorities under which this program operates (check each that applies):
{7 §1915(b)(1) (mandated enrollment to managed care)

§1915(b)(2) (central broker)
’§1915(b)(3) (employ cost savings to furnish additional services)
© - §1915(b)(4) (selective contracting/limit number of providers)
" A program operated under §1932(a) of the Act.

Specify the nature of the State Plan benefit and indicate whether the State Plan Amendment has been
submitted or previously approved:

A program authorized under §1915(i) of the Act.
""""" i A program authorized under §1915(j) of the Act.
""A program authorized under §1115 of the Act.

Specify the program:

H. Dual Eligiblity for Medicaid and Medicare.
Check if applicable:
++ This waiver provides services for individuals who are eligible for both Medicare and Medicaid.

2. Brief Waiver Description

Brief Waiver Description. In one page or less, briefly describe the purpose of the waiver, including its goals, objectives,

- organizational structure (e.g., the roles of state, local and other entities), and service delivery methods.

Goal: The goal of the Global Options for Long-Term Care (GO) Medicaid Waiver is to enable individuals 65 years of age
and older and physically disabled persons between 21 years of age and 64, who are assessed as needing nursing facility level
of care and who meet financial requirements, to remain living in the community or return from institutional care to the
community through the provision of health care and supportive services delivered in the individual’s home, Assisted Living
Residence, Comprehensive Personal Care Home, Assisted Living Program in Subsidized Housing, Adult Family Care Home,
or Class B Boarding Home.

Objectives: } .

-Provide nursing facility level of care evaluations for individuals for whom there is a reasonable indication that Global
Options for Long-Term Care services is necessary in order to transition from or avoid institutionalization.

-Develop a Plan of Care for each Global Options for Long-Term Care participant based upon a comprehensive evaluation
that promotes participant direction (including hiring one’s own employee), considers the participant’s goals, preferences, and
risk factors, utilizes formal and informal service providers, and involves input from the participant and/or the participant’s
representative/legal representative.

-Provide services to Global Options for Long-Term Care participants utilizing qualified providers.

-Protect the general health and well being of Global Options for Long-Term Care participants.

-Maintain and improve State administrative structures, policies and procedures to assure Global Options for Long-Term Care
program integrity and fiscal accountability.

Organizational Structure: In accordance with Executive Reorganization Plan No. 001-1996, the New Jersey Department of
Health and Senior Services (DHSS)’ Division of Aging and Community Services will operate the Global Options for Long-
Term Care Medicaid Waiver. The operating agency is accountable to the single State Medicaid Agency, the Division of
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Medical Assistance and Health Services (DMAHS), housed in a separate agency, the New Jersey Department of Human
Services (DHS). '

Under the Executive Reorganization Plan, as defined in the subsequent Interagency Agreement, the Department of Health
and Senior Services will exercise discretion in the administration and supervision of Global Options for Long-Term Care. A
copy of the Interagency Agreement, setting forth the authority and terms of this Executive Reorganization Plan, is on file at
the State Medicaid Agency. Currently DHSS & DHS have established internal review committees to update the Interagency
Agreement to reflect the new business processes, collaborative working relationships and the administrative responsibilities;
oversight and monitoring to ensure all federal assurances are met. At the conclusion of DHSS’ review of the existing
Interagency Agency, DHSS will schedule a meeting with the DHS to go through and discuss the revised draft for review and
approval by the Director of the Division of Medical Assistance and Health Services and the Assistant Commissioner of the
Division of Aging and Community Services. The target date for review and approval by the Medicaid Director and DACS
Assistant Commissioner is October 2011. The Interagency Agreement will then be forwarded to the DHSS and DHS
Commissioners for final authorization, which is projected to occur by February 2012.

Medicaid Agency Oversight: The Quality Management Unit (QMU) of the New Jersey Department of Human Services’
Division of Medical Assistance and Health Services has developed a systematic approach to the continuous improvement in
the provision of Home and Community-Based Services that builds upon the State Operating Agency’s quality assurance
systems. DMAHS/QMU has responsibility for the Quality Oversight of all waiver assurances through Comprehensive
Audits, Interim Targeted Audits, and analysis of aggregate data to develop system-wide quality improvement changes
utilizing specific Topic Audit(s).

Service Delivery Methods: Each Global Options for Long-Term Care participant is assigned a Care Manager who is
responsible for working with the participant or his or her representative/legal representative to develop a Plan of Care, based
upon a comprehensive assessment. In the Plan of Care, the participant identifies his or her needs, goals and

preferences. Risk factors are identified and back up plans created to respond to risk factors. The Care Manager and
participant work together to select those services that can best meet these needs, goals and preferences, and address the risk
factors. The Care Manager and participant also work together to choose both formal and informal service providers from
among those qualified to deliver Medicaid and other community services to the participant. Participants are offered the
opportunity to hire their own employee(s). This collaboration includes designing how services will be delivered. The Care
Manager arranges for service delivery with formal and informal providers selected by the Global Options for Long-Term
Care participant and monitors services to verify delivery and assure consumer satisfaction. Plans of Care are modified based
upon participant re-evaluations, in response to a change in the participant’s condition, or a change in the availability of
informal supports. The Global Options for Long-Term Care Medicaid Waiver reimburses approved service providers either
by utilizing traditional fee-for-service payment methods or through a Fiscal Intermediary for non-traditional providers or
Participant Employed Providers of waiver Services.

3. Components of the Waiver Request

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

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

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

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

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

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

Yes. This waiver provides participant direction opportunities. Appendix E is required. i
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lv No. This waiver does not provide participant direction opportunities. Appendix E is not required. I

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

G. Participant Safeguards. Appendix G describes the safeguards that the State has established to assure the health and
’ welfare of waiver participants in specified areas.

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

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

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

4. Waiver(s) Requested

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

B. Income and Resources for the Medically Needy. Indicate whether the State requests a waiver of §1902(a)(10)(C)(i)
(III) of the Act in order to use institutional income and resource rules for the medically needy (select one):

Not Applicable
No

Yes

C. Statewideness. Indicate whether the State requests a waiver of the statewideness requirements in §1902(a)(1) of the Act
(select one):

No

Yes

If yes, specify the waiver of statewideness that is requested (check each that applies):
¢ Geographic Limitation. A waiver of statewideness is requested in order to furnish services under this waiver

only to individuals who reside in the following geographic areas or political subdivisions of the State.
Specify the areas to which this waiver applies and, as applicable, the phase-in schedule of the waiver by
geographic area:

¢ Limited Implementation of Participant-Direction. A waiver of statewideness is requested in order to make

participant-direction of services as specified in Appendix E available only to individuals who reside in the
following geographic areas or political subdivisions of the State. Participants who reside in these areas may
elect to direct their services as provided by the State or receive comparable services through the service
delivery methods that are in effect elsewhere in the State.

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

8. Assurances

I accordance with 42 CFR §44¥.302, the State provides the following assurances to CMS:

A. Health & Welfare: The State assures that necessary safeguards have been taken to protect the health and welfare of
persons receiving services under this waiver. These safeguards include:
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1. As specified in Appendix C, adequate standards for all types of providers that provide services under this
waiver;

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

3. Assurance that all facilities subject to §1616(e) of the Act where home and community-based waiver services

are provided comply with the applicable State standards for board and care facilities as specified in Appendix
C.

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

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

D. Choice of Alternatives: The State assures that when an individual is determined to be likely to require the level of care
specified for this waiver and is in a target group specified in Appendix B, the individual (or, legal representative, if
applicable) is:

1. Informed of any feasible alternatives under the waiver; and,

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

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

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

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

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

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

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

6. Additional Requirements

Note: Tem 6-1 must be completed.

A.

Service Plan. In accordance with 42 CFR §441.301(b)(1)(i), a participant-centered service plan (of care) is developed
for each participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to
the service plan. The service plan describes: (a) the waiver services that are furnished to the participant, their projected
frequency and the type of provider that furnishes each service and (b) the other services (regardless of funding source,
including State plan services) and informal supports that complement waiver services in meeting the needs of the
participant. The service plan is subject to the approval of the Medicaid agency. Federal financial participation (FFP) is
not claimed for waiver services furnished prior to the development of the service plan or for services that are not
included in the service plan.

Inpatients. In accordance with 42 CFR §441.301(b)(1) (ii), waiver services are not furnished to individuals who are in-
patients of a hospital, nursing facility or ICF/MR.

Room and Board. In accordance with 42 CFR §441.310(a)(2), FFP is not claimed for the cost of room and board
except when: (a) provided as part of respite services in a facility approved by the State that is not a private residence or

~ (b) claimed as a portion of the rent and food that may be reasonably attributed to an unrelated caregiver who resides in

the same household as the participant, as provided in Appendix I.

Access to Services. The State does not limit or restrict participant access to waiver services except as provided in
Appendix C.

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

FFP Limitation. In accordance with 42 CFR §433 Subpart D, FFP is not claimed for services when another third-party
(e.g., another third party health insurer or other federal or state program) is legally liable and responsible for the
provision and payment of the service. FFP also may not be claimed for services that are available without charge, or as
free care to the community. Services will not be considered to be without charge, or free care, when (1) the provider
establishes a fee schedule for each service available and (2) collects insurance information from all those served
(Medicaid, and non-Medicaid), and bills other legally liable third party insurers. Alternatively, if a provider certifies
that a particular legally liable third party insurer does not pay for the service(s), the provider may not generate further
bills for that insurer for that annual period.

Fair Hearing: The State provides the opportunity to request a Fair Hearing under 42 CFR §431 Subpart E, to
individuals: (a) who are not given the choice of home and community- based waiver services as an alternative to
institutional level of care specified for this waiver; (b) who are denied the service(s) of their choice or the provider(s)
of their choice; or (c) whose services are denied, suspended, reduced or terminated. Appendix F specifies the State's
procedures to provide individuals the opportunity to request a Fair Hearing, including providing notice of action as
required in 42 CFR §431.210.

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

http://170.107.180.99/WMS/faces/protected/35/print/PrintSelector.jsp 06/08/2012



Application for 1915(c) HCBS Waiver: NJ.0032.R05.00 - Oct 01, 2011 Page 8 of 242

I. Public Input. Describe how the State secures public input into the development of the waiver:
The Global Options for Long-Term Care quality assurance process includes bi-annual participant satisfaction surveys
conducted through mass mailings to program participants and/or their representatives/legal representatives. Also,
during on-site quality assurance visits to care management agencies, program participants are selected for in-home
face-to-face interviews conducted by Division of Aging and Community Services staff. The results of these surveys
are analyzed and aggregated to identify trends, concerns and suggestions to improve the program. Care Managers and
care management agency administrators are also interviewed during the on-site survey process and the results of these
interviews have been considered to improve the program in general as well as the quality assurance process.

In addition, the Division of Aging and Community Services’ Office of Long Term Care Programs representatives
meet with the Medical Assistance Advisory Council and the Medicaid Long Term Care Funding Advisory Council,
created by the June 2006 Independence, Dignity and Choice in Long-Term Care Act, on an ongoing basis; as well as
at periodic Systems Transformation State Management Team meetings. Input from consumer and professional
members of these standing Councils are considered with regard to GO Waiver Renewal.

GO Waiver Policy and Program Operations are also continually referenced and discussed at Area Agency on Aging
Executive Directors meetings, Care Coordinators and Care Management Supervisors quarterly meetings, and bi-
annual Care Management Regional Meetings hosted by the Division of Aging and Community Services' Quality
Assurance Unit staff, Interdivisional Waiver Committee meetings, as well as periodically at the Medicaid Directors
and Supervisors of the County Welfare Agencies meetings.

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

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

7. Contact Person(s)

A. The Medicaid agency representative with whom CMS should communicate regarding the waiver is:
Last Name:

%Van Pelt
First Name: éMeredith
Title: gRegulatory Officer, Office of Legal and Regulatory Affairs
Agency: i%Division of Medical Assistance and Health Services
Address: 7 Quakerbridge Plaza
Address 2: po Box 712
City: Trenton
State: New Jersey
Zip: 08625-0712
Phone: (609) 588-4674 Ext: . TTY
Fax: (609) 588-2435
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E-mail: Meredith.VanPelt@dhs.state.nj.us

B. Ifapplicable, the State operating agency representative with whom CMS should communicate regarding the waiver is:

Last Name:

%Day
First Name: ?Nancy
Title: éAssistant Commissioner
Agency: NJ Department of Health and Senior Services, Division of Aging and Community Se»rvi‘ées
Address: 240 West State Street
Address 2: P.O. Box 807
City: %Trenton
State: New Jersey
Phone: (609) 943-3428 Ext: _TTY
Fax: (609) 943-3343
E-mail:

Nancy.Day@doh.state.nj.us

8. Authorizing Signature

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

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

Signature: %Valerie Harr

State Medicaid Director or Designee

Submission Date: Jan 10, 2012

Note: ThevSignature and Submission Date fields will be automatically completed when the
State Medicaid Director submits the application.

Last Name: Harr

First Name: %Valeric
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Title:
Agency:

Address:

Address 2:

City:
State:
Zip:

Phone:
Fax:

E-mail:

‘Director

NJ Department of Human Services, Division of Medical Assistance and Health Servicés

7 Quakerbridge Plaza

P.O.Box 712

Trenton

New Jersey

08625-0712

(609) 588-2600 Ext: TTY

(609) 588-3583

Valerie.J.Harr@dhs.state.nj.us

Attachment #1: Transition Plan

Specify the transition plan for the waiver:

A transition plan is not necessary for the GO for Long-Term Care Waiver. Upon renewal, operations and administration of
this waiver remain the same.

Additional Needed Information (Optional)

Provide additional needed information for the waiver (optional):

Appendix A: Waiver Administration and Operation

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

The waiver is operated by the State Medicaid agency.

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

The Medical Assistance Unit.
Specify the unit name:

‘(Do not complete item A-2)

Another division/unit within the State Medicaid agency that is separate from the Medical Assistance
Unit.

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

I(Complete item A-2-a). »
The waiver is operated by a separate agency of the State that is not a division/unit of the Medicaid agency.

Specify the division/unit name:
New Jersey Department of Health and Senior Services

In accordance with 42 CFR §431.10, the Medicaid agency exercises administrative discretion in the
administration and supervision of the waiver and issues policies, rules and regulations related to the waiver. The
interagency agreement or memorandum of understanding that sets forth the authority and arrangements for this
policy is available through the Medicaid agency to CMS upon request. (Complete item A-2-b).

Appendix A: Waiver Administration and Operation

2. Oversight of Performance.

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

Asindicated in section 1 of this appendix, the waiver is not operated by another d1v1s10n/umt within the
State Medicaid agency. Thus this section does not need to be completed.

b. Medicaid Agency Oversight of Operating Agency Performance. When the waiver is not operated by the
Medicaid agency, specify the functions that are expressly delegated through a memorandum of understanding
(MOU) or other written document, and indicate the frequency of review and update for that document. Specify
the methods that the Medicaid agency uses to ensure that the operating agency performs its assigned waiver
operational and administrative functions in accordance with waiver requirements. Also spec1fy the frequency of
Medicaid agency assessment of operating agency performance:

The Division of Medical Assistance and Health Services established a Quality Management Unit (QMU)in its
Office of Provider Relations to provide oversight of the State Operating Agency’s implementation of its
Waivers to assure compliance with the Centers for Medicare and Medicaid Services Quality Assurance
measures and to prioritize problematic aspects of the service delivery system. A designated QMU Lead
Liaison is assigned to the Division of Aging and Community Services to coordinate and oversee the
development and finalization of the Waiver audit process and reports findings directly to the Quality
Management Unit Healthcare Administrator. The Quality Management Unit Clinical Lead Liaison assigned to
the Division of Aging and Community Services attends the Division’s quarterly and and semi-annual regional
meeting with specified waiver service providers. The Quality Management Unit oversight and monitoring
responsibilities encompass scheduled annual comprehensive desk audits, interim targeted desk and on-site
audits on an as-needed basis, quarterly topic audits, collection and analysis of aggregate data, and the
monitoring of trends. The focus of the topic audits will be determined annually and conducted through
quarterly reviews. Audits will include a review of the level of care determinations and re-evaluations of level
of care for accuracy, the responsiveness of plans of care to participant needs identified in the evaluations and
re-evaluations, the assurance that individuals receive services from qualified providers, that the health and
welfare of Waiver participants is addressed, and fiscal accountability is assured for the services rendered.

In addition, the Division of Medical Assistance and Health Services (DMAHS) utilizes the following methods
" to ensure that the Division of Aging and Community Services (DACS) meets Waiver requirements in its
operational and administrative functions. The Division of Medical Assistance and Health Services reviews
and approves annual 372 reports; reviews, has input into, and approves all State Plan Amendments, Waiver
renewals, amendments, and Interim Procedural Guidance progress reports; reviews the Division of Aging and
Community Services quarterly and annual reports of aggregated data from internal audits to ensure compliance
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with Waiver assurances; and annually reviews and has input into modification of the Division of Aging and
Community Services Quality Management Strategy.

The Division of Medical Assistance and Health Services (DMAHS) - Quality Management Unit (QMU)
oversight and monitoring responsibilities encompass annual comprehensive audits, interim target audits and
topic audits which include collection and analysis of aggregate data and monitoring trends. Topic audit(s) are
selected and conducted at least once during the waiver period and are based on the findings from the
comprehensive and interim target audits aggregated data. The purpose is to establish system-wide changes for
quality improvement for all of the state waivers in collaboration with DMAHS/QMU, Division of Aging and
Community Services (DACS), and all of the State Operating Agencies. Audits will include a review of the
level of care determinations and re-evaluations of level of care for accuracy, the responsiveness of plans of
care to participant needs identified in the evaluations and re-evaluations, the assurance that individuals receive
services from qualified providers, that the health and welfare of Waiver participants is addressed, and fiscal
accountability is assured for the services rendered.

Appendix A: Waiver Administration and Operation

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

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

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

Accredited Registered Homemaker Agencies, Licensed Certified Home Health Agencies, Licensed Adult Family
Care Sponsor Agencies, and approved proprietary or not-for-profit Care Management entities serve as Care
Management Agencies and conduct level of care re-evaluations. Care Management Agency Supervisors provide
Staff training, review and approve re-evaluations, and review and approve service plans/Plans of Care.

A fiscal intermediary, is contracted by DACS as Financial Management Services (FMS) to act as an agent for the
participant/employer in performing fiscal responsibilities associated with processing payroll and withholding
obligations. The Financial Management Services assists participants in verifying participant-employed
participant’s worker citizenship status, collects and processes timesheets of Participant-Employed Providers,
processes payroll, withholding, filing and payment of applicable federal, State and local employment-related
taxes and insurance, and is also under contract to: develop a Participant-Employed Provider Manual; Develop a
Provider Instructional Manual; Participate in/provide training sessions for Care Managers and Division of Aging
and Community Services Staff; provide Options Counseling as a services; provide technical assistance to
providers regarding billing/payment issues; and establish a quality assurance program to monitor the
performance of itself, providers, and participants in the accuracy and timeliness of completing required tasks and
procedures associated with Home and Community-Based Waiver programs. In addition, the Financial
Management Services provides customer services to Participant-Employed Providers and their employees re:
timesheet/paperwork completion and submission; support to Care Managers, assistance to Participant-Employed
Providers, to resolve claim discrepancies, verification that claims are paid in accordance with applicable
Individual Service Agreements, and provides year end tax information to employers and Participant-Employed
Providers. Also, the Fiscal Intermediary notifies all providers when claims are pended, reviews the pended claim
file for follow-up on problem resolutions, and issues payments to providers if approved through the Division of
Aging and Community Services (DACS) Database.

No. Contracted entities do not perform waiver operational and adm inistrative functions on behalf of the
Medicaid agency and/or the operating agency (if applicable).

Appendix A: Waiver Administration and Operation

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

Not applicable

Applicable - Local/regional non-state agencies perform waiver operatlonal and administrative functions.
Check each that applies:
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.+ Local/Regional non-state public agencies perform waiver operational and administrative functions at the

local or regional level. There is an interagency agreement or memorandum of understanding between the
State and these agencies that sets forth responsibilities and performance requirements for these agencies that
is available through the Medicaid agency.

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

Both the Area Agencies on Aging (AAA) (part of county government in New Jersey) and County Welfare
Agencies (CWA) disseminate information regarding the Waiver to potential enrollees and assist individuals
with Waiver enrollment. Both agencies provide Care Management for Global Options for Long-Term Care
participants and perform level of care re-evaluations. Care Management Supervisors in these agencies
provide Staff training, review and approve level of care re-evaluations conducted by Care Managers, and
review and approve service plans. The Area Agencies on Aging and County Welfare Agencies have
separate agreements with the Division of Aging and Community Services to perform Care Management
Functions. Each Area Agency on Aging and County Welfare Agency is also enrolled through Molina, the
State's fiscal agent, as a Medicaid provider of Care Management.

.1 Local/Regional non-governmental non-state entities conduct waiver operational and administrative

functions at the local or regional level. There is a contract between the Medicaid agency and/or the operating
agency (when authorized by the Medicaid agency) and each local/regional non-state entity that sets forth the
responsibilities and performance requirements of the local/regional entity. The contract(s) under which
private entities conduct waiver operational functions are available to CMS upon request through the
Medicaid agency or the operating agency (if applicable).

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

Medicaid enrolled Accredited Registered Homemaker Agencies, Licensed Certified Home Health Agencies,
Licensed Adult Family Care Sponsor Agencies, proprietary or not-for-profit Care Management Entities,
provide Care Management for Global Options for Long-Term Care participants and perform level of care
re-evaluations. Care Management Supervisors in these agencies provide Staff training, review and approve
level of care re-evaluations, and review and approve service plans. Each of the Care Management entities
mentioned in this section, have agreements with the Division of Aging and Community Services to provide
Care Management Services. In addition, each Care Management entity is also enrolled through the State
Fiscal Agent as a Medicaid provider of Care Management.

Non-traditional providers of Waiver services, i.e., Chore Services, Community Transition Services,
Environmental Accessibility Adaptations, Home-Based Supportive Care, Home-Delivered Meal Service,
Personal Emergency Response System, Specialized Medical Equipment and Supplies, and Transportation,
all have a written agreement with the Department of Health and Senior Services to provide the specific
service(s) for which they are eligible because they have met the standards for participation.

Appendix A: Waiver Administration and Operation

5. Responsibility for Assessment of Performance of Contracted and/or Local/Regional Non-State Entities. Specify
the state agency or agencies responsible for assessing the performance of contracted and/or local/regional non-state
entities in conducting waiver operational and administrative functions:

The State Contractor in the Department of Treasury, Division of Purchase and Property, Pur chase Bureau is
responsible for assessing the performance of the Waiver’s Financial Management Services.

The Division of Aging and Community Services is responsible for assessing the performance of all care management
agencies that are responsible for participant level of care re-evaluations and service plan approvals. The Division of
Aging and Community Services is also responsible for the manner in which Area Agencies on Aging disseminate
information and perform Waiver enrollment assistance functions.

The Division of Medical Assistance and Health Services is responsible for assessing the information dissemination
and Waiver enrollment assistance functions performed by County Welfare Agencies (CWA).

Appendix A: Waiver Administration and Operation
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6. Assessment Methods and Frequency. Describe the methods that are used to assess the performance of contracted
and/or local/regional non-state entities to ensure that they perform assigned waiver operational and administrative
functions in accordance with waiver requirements. Also specify how frequently the performance of contracted and/or
local/regional non-state entities is assessed:

The State Contract Manager, the Purchase Bureau, Division of Purchase and Property in the Department of Treasury,
is the entity responsible to assess the performance of the DACS contracted Financial Management Services (FMS)on
a monthly basis. Evaluation and monitoring of contracts happens within a number of contexts. The contract requires
that the Financial Management Services develop a report that details the outcomes of the performance measurements,
for submission to the State Contract Manager, on a monthly basis. The report includes a narrative explanation of the
analysis, findings, trends, corrective actions taken and outcome measures taken regarding claims during the previous
month. The Financial Management Services also generates exception reports on any of the operations required.under
the contract as requested by the State Contract Manager. The reports are available to Medicaid. While the primary
responsibility to oversee a contract falls to the State Contract Manager, the Contract Compliance and Audit Unit
(CCAU) within the Division of Purchase and Property may enter the scene when the State Contract Manager initiates
a PB-36 Formal Complaint Filing. To date, the Contract Compliance and Audit Unit has never filed a Formal
Complaint. The Supervisor of the Data Management Unit also has access to the monthly reports and reviews them for
information and evidence of compliance with the contract.

The Financial Management Services, under contracted by the State, has the followmg duties and obligations: a)
perform quality assurance activities; b) Interface with the Division of Aging and Community Services (DACS)
Database server via internet; c) process claims for services and issue payments to health and social services providers;
d) serve as the Employer Appointed Agency for Participant Provider; e) provide comprehensive payroll services for a
segment of Home and Community Based Services participants who assure the role of employer and for their
respective employees; and f) adjust previously paid claims as necessary. The Financial Management Services bills
Medicaid for reimbursement of certain costs. The Fiscal Intermediary has developed performance measures for the
accuracy and timeliness of the tasks including: submission of bills and invoices, payments to providers, payment of
wages to Participant-Employed Providers (Participant-Employed Providers) length of processing times, record
keeping, updating of manuals and instructions, training in response to requests and changes in regulations, resolution
of claim discrepancies, and resolution of conflicts between participant/employers and Participant-Employed
Providers. Please see Appendix A: 3 for additional responsibilities of the Financial Management Services.

All entities providing Care Management for the GO Waiver as operated by the Division of Aging and Community
Services have a contract with the Division for care management and are enrolled as Medicaid providers to bill for the
same. The Care Management entities include: Area Agencies on Aging, County Welfare Agencies, Licensed
Certified Home Health Agencies, Accredited Registered Homemaker Agencies, Adult Family Care Sponsor
Agencies, and proprietary or Not-for-Profit Care Management Entities. The Division of Aging and Community
Services Quality Assurance Unit (QAU) conducts performance surveys of all Care Management entities responsible
for participant re-evaluations and service plan approvals at least every 24 months. The QAU surveys are typically
completed by a team of three to four County Liaison/Quality Assurance Specialists and include: a brief Entrance
Interview with appropriate care management agency staff to explain the general format of the survey, in-home
participant interviews as available, review of files that have been opened within the past three years, as well as review
of participant files including when possible, a case utilizing a Participant-Employed Provider and a case from each
Care Manager. '
At the completion of the visit, the team meets privately to discuss the visit, identifying its concerns or areas to be
addressed. A formal Exit Interview is then held for the agency’s administrative Staff to summarize the overall
findings. A Summary Report / Follow-up letter is sent to the agency within 30 business days of the on-site visit to
outline the findings of the quality assurance survey. If a Remediation and Improvement Plan is warranted, the agency
has 30 days from the date of the letter to respond. Once the Remediation and Improvement Plan is received, the
County Liaison/Quality Assurance Specialist reviews it. If the Remediation and Improvement Plan is complete, an
acceptance letter is drafted for the signature of the Quality Assurance Unit Supervisor advising the Care Management
agency that the Plan is approved. If the Plan is insufficient, a response is generated, or a contact is made by the
County Liaison/Quality Assurance Specialist to request additional information from the agency. When warranted, an
additional on-site visit will be made by at least one County Liaison/Quality Assurance Specialist to assess the
progress that has been made in the cited areas of deficiency. A copy of the Plan is sent to the Quality Management
Unit in Medicaid. The QAU surveys may also consist of a review of continual quality improvement audits, with
corresponding corrective actions, as performed by the Supervisory staff at the care management agencies. The same
participant file review tool is used when auditing care mangement performance.
The Division of Medical Assistance and Health Services (Medicaid) conducts eligibility reviews for Title 19 and T1t1e
21 programs in accordance with 42 CFR Part 431 (Medicaid Eligibility Quality Control (MEQC) and part 457
(Payment Error Rate Measurement (PERM).
Active/Closed cases are randomly sampled from the County Welfare Agencies, statewide vendor, and reviewed
against the State Plan for the purpose of identifying issues, developing and implementing corrective actions.
The Division of Aging and Community Services is responsible to assure that all non-traditional providers of Waiver
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services meet all criteria initially and an ongoing basis to provide the service(s) for which they have been approved.

Appendix A: Waiver Administration and Operation

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

each that applies):

In accordance with 42 CFR §431.10, when the Medicaid agency does not directly conduct a function, it superwses the
performance of the function and establishes and/or approves policies that affect the function. All functions not
performed directly by the Medicaid agency must be delegated in writing and monitored by the Medicaid Agency. Nofe:
More than one box may be checked per item. Ensure that Medicaid is checked when the Single State Medicaid Agency
(1) conducts the function directly; (2) supervises the delegated function; and/or (3) establtshes and/or approves

policies related to the function.

Function

Medicaid

Other State Operating

Contracted
Entity

Local Non-State
Entity

Participant waiver enrollment

i

Agency

Agency

Waiver enrolment managed against approved limits

Waiver expenditures managed against approved levds

Level of care evaluation

Review of Participant service plans

Prior authorization of waiver services

Utilization management -

Qualified provider enrollment

Execution of Medicaid provider agreements

Establishment of a statewide rate methodology

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

Quality assurance and quality improvement activities

Appendix A: Waiver Administration and Operation

Quality Improvement: Administrative Authority of the Single State Medicaid

Agency

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

a.

Methods for Discovery: Administrative Authority

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

agencies (if appropriate) and contracted entities. .
i. Performance Measures

For each performance measure/indicator the State will use to assess compliance with the statutory assurance
complete the following. Where possible, include numerator/denominator. Each performance measure must be
specific to this waiver (i.e., data presented must be waiver specific).

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

analyze and assess progress toward the performance measure. In this section provide information on the

method by which each source of data is analyzed statistically/deductively or inductively, how themes are

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

The DMAHS’ QMU utilizes a comprehensive audit to assess: timeliness of access to
service and compliance with all waiver assurances. This is done with a required
corrective action plan from DACS for less than 90% compliance with each of the waiver
subassurances. Numerator:#of deficient participant records for each
subassurance;Denominator:#of participant records reviewed for each subassurance.

Data Source (Select one):

Other

If 'Other' is selected, specify:

QMU Workplan; Annual Com prehensive Audits; Targeted Interim Audits; QI Topic

Audits; DMAHS working files; State Operating Agency policies and procedures, and
Interdepartemental resources.

Responsible Party for Frequency of data Sampling Approach (check
‘| data collection/generation |collection/generation each that applies):
(check each that applies): | (check each that applies): . _
+ State Medicaid . Weekly  100% Review
Agency
.+ Operating Agency ¢ Monthly s Less than 100%
Review
vvvvvvvvvv . Sub-State Entity Quarterly v Representative
Sample
Confidence
Interval =
95% with an

error rate of 5%
and a response
distribution of

50%
" Other " Annually | Stratified
......... Specify: : Describe Group:
v Continuously and ~ Other
Ongoing Specify:

Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation |Frequency of data aggregation and
and analysis (check each that applies): analysis (check each that applies):
/| State Medicaid Agency 1 Weekly
" Operating Agency " Monthly
- Sub-State Entity i Quarterly
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«1 Other ¢ Annually

Specify:

Quality Management Unit within the
State Medicaid Agency, the Division
of Medical Assistance and Health
Services (DMAHS/QMU)

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

The DMAHS/QMU Team meets on a quarterly basis and retains meeting minutes on file. A designated
Clinical Lead Liaison from this Team, is assigned to the State Operating Agency, DACS to coordinate and
oversee the development and finalization of the Waiver audit process and reports findings directly to the QMU
Administrator. The QMU Liaison attends the DACS Quality Assurance Unit staff meetings on a quarterly
basis and conveys information back to the QMU Team at the quarterly Quality Assurance Advisory
Committee meetings. Initiatives completed to date include: Quality Management Unit Work Plan that
facilitates an organized and effective implementation of Medicaid Single State Agency Administrative
Oversight to each of the State Operating Agency's Quality Management Strategies. Work Plan components
include: Oversight Management, Quality Assurance and Quality Improvement Monitoring and Coordination
of Interdepartmental Resources (Surveillance Utilization Review Subsystem, State Fiscal Agent, Office of
Licensing), and the Development of the Quality Management Unit Policy and Procedure Manual for
implementation of the Work Plan and the QMU Resource Library.

The QMU oversight and monitoring responsibilities encompass scheduled Annual Comprehensive Audits,
Interim Targeted Audits, to track continued compliance to Plans of Corrections, and collection and analysis of
aggregate data to monitor trends for development of system-wide quality improvement Topic Audit(s). The
focus of the Topic Audits will be determined annually. Comprehensive and Interim Targeted Audits will
include a review of the level of care (LOC) determinations and LOC reevaluations for accuracy, the
responsiveness of POC to participant needs identified in the evaluations and reevaluations, the assurance that
individuals receive services from qualified providers, that the health and welfare of waiver participants is
addressed, and financial accountability is assured for the services rendered. Follow-up measures for
remediation are initiated by the QMU as needed.

A copy of the Survey Report/Follow-Up Letter after DACS conducts a survey of care management agencies as
well as a copy of any subsequent Remediation and Improvement Plan submitted by the Care Management
Agency are sent to the Quality Management Unit in Medicaid for their records.

The QMU also reviews periodic DACS Reports of aggregated data from internal audits/quality assurance
reviews to ensure compliance with Waiver assurances.

b. Methods for Remediation/Fixing Individual Problems

i. Describe the State’s method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correctlon In addition, provide information
on the methods used by the State to document these items.
The DMAHS/QMU uses its own comprehensive audit tool during the annual comprehensive audits. A
corrective action plan is required from the State Operating Agency, DACS, when there is greater than 10% of
the files audited lacking the necessary documentation to meet the related waiver assurance. In instances that .
may have the potential for adversely affecting the health and well-being of participants, functioning of staff, or
potentially impacting upon fiscal responsibility, the Quality Management Unit's Clinical Liaison notifies the
QMU Healthcare Administrator who confers with DMAHS Medical Director for follow-up measures to
include notification to the DACS Quality Assurance staff and the Director of the DACS Office of the Assistant
Commissioner. .

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)
T T 1
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Frequency of data aggregation and

Responsible Party (check each that applies): analysis (check each that applies):

State Medicaid Agency " Weekly
"""" | Operating Agency ' " Monthly
_ Sub-State Entity  Quarterly
[] Other | Annually

Specify:

.1 Continuously and Ongoing

. Other
Specify:

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

operational.
No

Yes
Please provide a detailed strategy for assuring Administrative Authority, the specific timeline for implementing

identified strategies, and the parties responsible for its operation.

- Appendix B: Participant Access and 'Eligii)iiity
B-1: Specification of the Waiver Target Group(s)

a. Target Group(s). Under the waiver of Section 1902(a)(10)(B) of the Act, the State limits waiver services to a group or
subgroups of individuals. Please see the instruction manual for specifics regarding age limits. In accordance with 42
CFR §441.301(b)(6), select one waiver target group, check each of the subgroups in the selected target group that may
receive services under the waiver, and specify the minimum and maximum (if any) age of individuals served in each

subgroup:
Maximum Age
Target Group Included Target SubGroup Minimum Age | Maximum Age | No Maximum
Limit Age Limit
Aged or Disabled, or Both - General
Aged 6s 1 1
[pisabled (Physical 21 64
,,,,,,,,,, IDisabled (Other) |
Aged or Disabled, or Both - Specific Recognized Subgroups
vvvvvvv IBrain Tnjury
IHIV/AIDS
IMedically Fragile
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[Technology Dependent

Mental Retardation or Developmental Disability, or Both

IAutism

IDevelopmental Disability

|Mental Retardation

Mental Illness

IMental Illness

Serious Emotional Disturbance

b. Additional Criteria. The State further specifies its target group(s) as follows:

An applicant under 65 shall be determined disabled by the Social Security Administration (SSA) or be determined
disabled by the Division of Medical Assistance and Health Services, Disability Review Section.
Individuals between the ages of 21 and 64 who are chronically mentally ill, mentally retarded (intellectually dlsabled)
or developmentally disabled are ineligible for Global Options for Long-Term Care enrollment.

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

Not applicable. There is no maximum age limit

The following transition planning procedures are employed for partlclpants who will reach the waiver's
maximum age limit.

Specify:

Not applicable. There is no maximum age limit because those individuals determined physically disabled
between the ages of 21-64 may remain on the waiver when they reach the age of 65 as long as they meet all
applicable waiver eligibility criteria for continued enrollment.

Appendix B: Participant Access and Eligibility
B-2: Individual Cost Limit (1 of2)

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

No Cost Limit. The State does not apply an individual cost limit. Do not complete Item B-2-b or item B-2-c.

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

The limit specified by the State is (select one)

A level higher than 100% of the institutional average.
Specify the percentage:

Other
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Specify:

Institutional Cost Limit. Pursuant to 42 CFR 441.301(a)(3), the State refuses entrance to the waiver to any
otherwise eligible individual when the State reasonably expects that the cost of the home and community-based
services furnished to that individual would exceed 100% of the cost of the level of care specified for the waiver.
Complete Items B-2-b and B-2-c.

Cost Limit Lower Than Institutional Costs. The State refuses entrance to the waiver to any otherwise qualified
individual when the State reasonably expects that the cost of home and community-based services furnished to
that individual would exceed the following amount specified by the State that is less than the cost of a level of
care specified for the waiver. ‘

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

The cost limit specified-by the State is (select one):
The following dollar amount:
Specify dollar amounts
The dollar amount (select one)

Is adjusted each year that the waiver is in effect by applying the following formula:

Specify the formula:

May be adjusted during the period the waiver is in effect. The State will submit a waiver
amendment to CMS to adjust the dollar amount.

The following percentage that is less than 100% of the institutional average:

Specify percent:

Other:

Specify:

Appendix B: Participant Access and Eiigibility
B-2: Individual Cost Limit 2 of2)

Answers provided in Appendix B-2-a indicate that you do not need to complete this section.
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b. Method of Implementation of the Individual Cost Limit. When an individual cost limit is specified in Item B-2-a,
specify the procedures that are followed to determine in advance of waiver entrance that the individual's health and
welfare can be assured within the cost limit:

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

" The participant is referred to another waiver that can accommodate the individual's needs.

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

: :Other safeguard(s)

Specify:

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

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

Table: B-3-a
Waiver Year Unduplicated Number of Participants
Year 1 13438
Year 2 14110
Year 3 . 14816
Year 4 ) 15557
Year 5 ' 16335

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

The State does not limit the number of participants that it serves at any point in time during a waiver
year.
The State limits the number of participants that it serves at any point in time during a waiver year.

The limit that applies to-each year of the waiver period is specified in the following table:
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Table: B-3-b
Waiver Year ) Maximum Number of Participants
Served At Any Point During the Year
Year 1
Year 2
Year 3
Year 4
Year 5

Appendix B: Participant Access and Eligibiiity
' B-3: Number of Individuals Served 2 of 4)

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

Not applicable. The state does not reserve capacity.

The State reseﬁes capacity for the following purpose(s).

Appendix B: Participant Access and Eligibility

B-3: Number of Individuals Served (3 of 4)

d. Scheduled Phase-In or Phase-Out. Within a waiver year, the State may make the number of participants who are

served subject to a phase-in or phase-out schedule (select one):

The waiver is not subject to a phase-in or a phase-out schedule.

The waiver is subject to a phase-in or phase-out schedule that is included in Attachment #1 to Appendix B-
3. This schedule constitutes an intra-year limitation on the number of participants who are served in the

waiver.
e. Allocation of Waiver Capacity.

Select one:

Waiver capacity is allocated/managed on a statewide basis.

Waiver capacity is allocated to local/regional non-state entities.

Specify: (a) the entities to which waiver capacity is allocated; (b) the methodology that is used to allocate capacity
and how often the methodology is reevaluated; and, (c) policies for the reallocation of unused capacity among

local/regional non-state entities:

f. Seleétion of Entrants to the Waiver. Specify the policies that apply to the selection of individuals for entrance to the

waiver:

The selection of individuals for entrance to the GO Waiver is facilitated regionally. Once a comprehensive evaluation
is executed, options counseling is performed, and only after all other GO eligibility criteria are met by the applicant

shall enrollment occur.
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Individuals who seek Global Options enrollment instead of nursing facility institutionalization, and who: meet the
clinical and financial eligibility criteria, are part of the target population, and who require the receipt of at least two

GO waiver services (one of which is care management), will be considered for Global Options for Long-Term Care
enrollment.

Regardless of the No Cost Limit option selected as applied when determining entrance to the GO Waiver, it is not
expected than an individual will be offered enrollment onto the GO Waiver unless the comprehensive evaluation
indicates that the person’s needs (including assuring the persons’ health and welfare) can be met through the provision
of Waiver services in combination with State plan services, other formal and informal supports, and appropriate
safeguards.

Enrollment onto the GO Waiver is defined as the result of implementing all processes that must be completed in order
for an individual to begin to receive GO waiver services. '

In order for an individual to participate in the GO Waiver:

(a)the applicant must have been determined to meet applicable NJ State Medicaid eligibility criteria;

(b)there must have been a determination that the applicant is a member of the target population which is included in
the GO waiver; ,

(c)there must have been a determination that the applicant requires the clinical nursing facility level of care specified
in the GO waiver;

(d)the applicant must have exercised freedom of choice and has elected to receive the GO waiver instead of
institutional services; and,

(e)a service plan (interim Plan of Care) must have been developed that includes the need for GO waiver services.

In addition, GO enrollment can not occur:

« If the applicant is enrolled in any other HCBS Medicaid Waiver or in the State’s Program of All Inclusive Care for
the Elderly (PACE).

« If the applicant is a current beneficiary of the State’s Medicaid Hospice State Plan service or the Medicare Hospice
benefit.

« If the applicant qualifies as a Medicaid Medically Needy beneficiary.

« If the applicant is seeking enrollment solely to gain access to the Medicaid State Plan benefit.

If the GO applicant is a resident of a nursing facility, it is strongly advised that an Interdisciplinary Team meeting(s)
occur to discuss the sometimes complex facets of institutional transitions and to consider implementing the Money
Follows the Person initiative to facilitate the transition, as appropriate.

Federal Financial Participation (FFP) is not available for the costs of services furnished to an individual prior to
enrollment.

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

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

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

1. State Classification. The State is a (select one):
§1634 State
SSI Criteria State
209(b) State

2. Miller Trust State.
Indicate whether the State is a Miller Trust State (select one):

No
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Yes

b. Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this waiver are eligible
under the following eligibility groups contained in the State plan. The State applies all applicable federal financial
participation limits under the plan. Check all that apply:

Eligibility Groups Served in the Waiver (excluding the special home and community-based waiver group under 42
CFR §435.217)

. Low income families with children as provided in §1931 of the Act

o SSI recipients

.| Aged, blind or disabled in 209(b) states who are eligible under 42 CFR §435.121
.+ Optional State supplement recipients

..» Optional categorically needy aged and/or disabled individuals who have income at:
Select one:

100% of the Federal poverty level (FPL)
% of FPL, which is lower than 100% of FPL.

Specify percentage:

! Working individuals with disabilities who buy into Medicaid (BBA working disabled group as provided in

§1902(a)(10)(A)(ii)(XIID)) of the Act)
" 'Working individuals with disabilities who buy into Medicaid (TWWIIA Basic Coverage Group as provided

in §1902(a)(10)(A)(ii)(XV) of the Act)
" Working individuals with disabilities who buy into Medicaid (TWWIIA Medical Improvement Coverage

Group as provided in §1902(a)(10)(A)(ii)(XVI) of the Act)
" Disabled individuals age 18 or younger who would require an institutional level of care (TEFRA 134

eligibility group as provided in §1902(e)(3) of the Act)
Medically needy in 209(b) States (42 CFR §435.330)

= ‘Medically needy in 1634 States and SSI Criteria States (42 CFR §435.320, §435.322 and §435.324)
¢ Other specified groups (include only statutory/regulatory reference to reflect the additional groups in the

State plan that may receive services under this waiver)

Specify:

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

No. The State does not furnish Waiver services to individuals in the special home and community-based
waiver group under 42 CFR §435.217. Appendix B-5 is not submitted.

Yes. The State furnishes waiver services to individuals in the special home and community-based waiver
group under 42 CFR §435.217.

Select one and complete Appendix B-5.

All individuals in the special home and community-based waiver group under 42 CFR §435.217

Only the following groups of individuals in the special home and community-based waiver group
under 42 CFR §435.217
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Check each that applies:

i+ A special income level equal to:

Select one:

300% of the SSI Federal Benefit Rate (FBR)
A percentage of FBR, which is lower than 300% (42 CFR §435.236)

Specify percentage:

A dollar amount which is lower than 300%.

Specify dollar amount: :
¢ Aged, blind and disabled individuals who meet requirements that are more restrictive than the

SSI program (42 CFR §435.121)
" Medically needy without spenddown in States which also provide Medlcald to recipients of SSI (42

CFR §435.320, §435.322 and §435.324)
"1 Medically needy without spend down in 209(b) States (42 CFR §435.330)

Aged and disabled individuals who have income at:

Select one:

100% of FPL
% of FPL, which is lower than 100%.

Specify percentage amount
" Other specified groups (mclude only statutory/regulatory reference to reflect the additional

groups in the State plan that may receive services under this waiver)

Specify:

ppendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (1 of 4)

In accordance with 42 CFR §441.303(e), Appendix B-5 must be completed when the State furnishes waiver services to
individuals in the special home and community-based waiver group under 42 CFR §435.217, as indicated in Appendix B-4.
Post-eligibility applies only to the 42 CFR §435.217 group. A State that uses spousal impoverishment rules under §1924 of the
Act to determine the eligibility of individuals with a community spouse may elect to use spousal post-eligibility rules under
$1924 of the Act to protect a personal needs allowance for a participant with a community spouse.

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

Spousal impoverishment rules under §1924 of the Act are used to determine the eligibility of individuals
with a community spouse for the special home and community-based waiver group.
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In the case of a participant with a community spouse, the State elects to (select one):

Use spousal post-eligibility rules under §1924 of the Act.
(Complete Item B-5-b (SSI State) and Item B-5-d)
Use regular post-eligibility rules under 42 CFR §435.726 (SSI State) or under §435.735 (209b State)
(Complete Item B-5-b (SSI State) . Do not complete Item B-5-d)
Spousal impoverishment rules under §1924 of the Act are not used to determine eligibility of individuals
with a community spouse for the special home and community-based waiver group. The State uses regular

post-eligibility rules for individuals with a community spouse.
(Complete Item B-5-b (SSI State) . Do not complete Item B-5-d)

Appendix B: Participaﬂf Access and Eiigibility
B-5: Post-Eligibility Treatment of Income (2 of 4)

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

The State uses the post-eligibility rules at 42 CFR 435.726 for individuals who do not have a spouse or have a spouse
who is not a community spouse as specified in §1924 of the Act. Payment for home and community-based waiver
services is reduced by the amount remaining after deducting the following allowances and expenses from the waiver
participant's income: '

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

The following standard included under the State plan

Select one:

SSI standard
Optional State supplement standard
Medically needy income standard

The special income level for institutionalized persons

(select one): -

300% of the SSI Federal Benefit Rate (FBR)
A percentage of the FBR, which is less than 300%

Specify the percentage: ‘

A dollar amount which is less than 300%.

Specify dollar amount:

A percentage of the Federal poverty level

Specify percentage:
Other standard included under the State Plan

Specify:
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The following dollar amount

Specify dollar amount: If this amount changes, this item will be revised.

The following formula is used to determine the needs allowance:

Specify:

Other
Specify:

Supplemental Security Income plus the optional State supplement for individuals who reside in Assisted
Living and Adult Family Care. For all other individuals, 300% of the Federal Benefit Rate.

ii. Allowance for the spouse only (select one):

Not Applicable

The state provides an allowance for a spouse who does not meet the definition of a community
.spouse in §1924 of the Act. Describe the circumstances under which this allowance is provided:

Specify:

Specify the amount of the allowance (select one):

SSI standard

Optional State supplement standard
Medically needy income standard
The following dollar amount:

Specify dollar amount: If this amount changes, this item will be revised.

The amount is determined using the following formula:

Specify:

iii. Allowance for the family (select one):

Not Applicable (see instructions)
AFDC need standard
Medically needy income standard

The following dollar amount:
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Specify dollar amount: The amount specified cannot exceed the higher of the need standard

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

The amount is determined using the following formula:

Specify:

Other

Specify:

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party,
~ specified in 42 §CFR 435.726:

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

expenses.

Select one:

Not Applicable (see instructions) Note: If the State protects the maximum amount for the waiver
participant, not applicable must be selected.

The State does not establish reasonable limits.

The State establishes the following reasonable limits

Specify:

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (3 of 4)

c. Regular Post-Eligibility Treatment of Income: 209(B) State.

Answers provided in Appendix B-4 indicate that you do not need to complete this section and therefore this
section is not visible.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (4 of 4)

d. Post-Eligibility Treatment of Income Usi'ng Spousal Impoverishment Rules
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