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1. Supporting the Participant in Development of Person-Centered Service Plan.  Supports and information are made available to the participant (and/or the additional parties specified, as appropriate) to direct and be actively engaged in the person-centered service plan development process.  (Specify: (a) the supports and information made available, and (b) the participant’s authority to determine who is included in the process):
	(a) The service plan or treatment plan is developed by the participant and his or her interdisciplinary team based on information from the needs-based assessment, and taking into account the participant’s social history, and treatment and service history. The case manager, integrated health home coordinator or MCO community-based case manager acts as an advocate for the participant in this process and is a source of information for the participant and the team. The participant and the team identify the participant’s strengths, needs, preferences desired outcomes, and his or her desires in order to determine the scope of services needed. The case manager, integrated health home care coordinator or MCO community-based case manager informs the participant of all available Medicaid and non-Medicaid services. The participant is encouraged to choose goals based on his or her own desires while recognizing the need for supports to attain those goals.
(b) The interdisciplinary team includes the participant, his or her legal representative if applicable, the case manager, integrated health home coordinator or MCO community-based case manager, and any other persons the participant chooses, which may include service providers. Individuals that are not Medicaid providers are not reimbursed for their participation.
(c) The FFS CM, IHHCC or the member’s MCO ensures that the comprehensive service plan :
a. Includes people chosen by the member.
b. Provides necessary information and support to the member to ensure that the member directs the process to the maximum extent possible.
c. Is timely and occurs at times and locations of convenience to the member.
d. Reflects cultural considerations and uses plain language.
e. Includes strategies for solving a disagreement.
f. Offers choices to the member regarding services and supports the member receives and from whom.
g. Provides method to request updates.
h. Is conducted to reflect what is important to the member to ensure delivery of services in a manner reflecting personal preferences and ensuring health and welfare.
i. Identifies the strengths, preferences, needs (clinical and support), and desired outcomes of the member.
j. May include whether and what services are self-directed.
k. Includes individually identified goals and preferences related to relationships, community participation, employment, income and savings, healthcare and wellness, education and others. 
l.      Includes risk factors and plans to minimize them.
m. Is signed by all individuals and providers responsible for its implementation and a copy of the plan must be provided to the member and the member’s representative.

The FFS CM, IHHCC or the member’s MCO ensures that the written comprehensive service plan documentation:
a. Reflects the member’s strengths and preferences.
b. Reflects clinical and support needs.
c. Includes observable and measurable goals and desired outcomes.
d. Identify interventions and supports needed to meet those goals with incremental action steps, as appropriate.
e. Identifies the staff people, businesses, or organizations responsible for carrying out the interventions or supports.
f. Identifies for a member receiving Supported community living:
a. The member’s living environment at the time of enrollment,
b. The number of hours per day of on-site staff supervision needed by the member, and
c. The number of other members who will live with the member in the living unit.
g. Reflects providers of services and supports, including unpaid supports provided voluntarily in lieu of state plan HCBS, including:
a. Name of the provider
b. Service authorized
c. Units of service authorized
h. Includes risk factors and measures in place to minimize risk.
i. Includes individualized backup plans and strategies when needed.
j. Identifies any health and safety issues that apply to the member based on information gathered before the team meeting, including a risk assessment.
k. Identifies an emergency backup support and crisis response system to address problems or issues arising when support services are interrupted or delayed or the member’s needs change.
l. Providers of applicable services shall provide for emergency backup staff.
m. Includes individuals important in supporting the member.
n. Includes the names of the individuals responsible for monitoring the plan.
o. Is written in plain language and understandable to the member.
p. Documents who is responsible for monitoring the plan.
q. Documents the informed consent of the member for any restrictions on the member’s rights, including maintenance of personal funds and self -administration of medications, the need for the restriction, and either a plan to restore those rights or written documentation that a plan is not necessary or appropriate.
r. Any rights restrictions must be implemented in accordance with 441 IAC 77.25(4).
s. Includes the signatures of all individuals and providers responsible.
t. Is distributed to the member and others involved in the plan.
u. Includes purchase and control of self-directed services.
v. Excludes unnecessary or inappropriate services and supports.
w. Describes how a participant is informed of services available under the State Plan.


2. Informed Choice of Providers.  (Describe how participants are assisted in obtaining information about and selecting from among qualified providers of the 1915(i) services in the person-centered service plan):
	The case manager, MCO community-based case manager or integrated health home care coordinator informs the participant and his or her interdisciplinary team of all available qualified providers. This is part of the interdisciplinary team process when the service plan is developed, and again whenever it is renewed or revised. Participants are encouraged to meet with the available providers before choosing a provider.


3. Process for Making Person-Centered Service Plan Subject to the Approval of the Medicaid Agency.  (Describe the process by which the person-centered service plan is made subject to the approval of the Medicaid agency):
	The Iowa Department of Health and Human Services has developed a computer system named the Institutional and Waiver Authorization and Narrative System (IoWANS) to support certain Medicaid programs. This system assists with tracking information and monitoring the service plan and enforces parameters such as unit and rate caps set by the department.

For1915(i) participants who are not enrolled with an MCO through the Iowa HealthLink, the case manager or IHHCC initiates a request for services through this system, and Iowa Medicaid staff responds to the request for 1915(i) services. Case managers or IHHCCs complete the assessment of the need for services and submit it to the Iowa Medicaid Medical Services Unit for evaluation of program eligibility. The case manager or IHHCC is also responsible for entering the service plan information such as the services to be received, the effective dates, the amount of each service, and the selected provider into IoWANS, where it is reviewed for authorization by Iowa Medicaid Medical Services staff.

For 1915(i) participants who are enrolled in the Iowa HealthLink, the MCOs have established a process for reviewing treatment plans and authorizing units of services.  A determination is made by the MCO for the appropriate services and units based on the assessment, treatment plan and other services the member may be receiving. The State reviewed the MCO service planning process during the readiness review and retains oversight of the MCO person-centered service planning process through a variety of monitoring and oversight strategies as described in the Quality Improvement Strategy Section.


4. Maintenance of Person-Centered Service Plan Forms.  Written copies or electronic facsimiles of service plans are maintained for a minimum period of 3 years as required by 45 CFR §74.53.  Service plans are maintained by the following (check e ach that applies):
	
	Medicaid agency
	
	Operating agency
	X
	Case manager

	X
	Other (specify):
	Integrated Health Home Care Coordinator for participants who are enrolled in an Integrated Health Home.  The case manager or IHHCC maintains service plans for fee-for-service members.  MCO community-based case managers or IHHCCs maintain MCO member service plans.



Services
1. State plan HCBS.  (Complete the following table for each service.  Copy table as needed):
	Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the state plans to cover):

	Service Title: 
	HCBS Case Management

	Service Definition (Scope):

	Services that assist participants in gaining access to needed waiver and other State plan services, as well as medical, social, educational, and other services, regardless of the funding source for the services to which access is gained. Individuals who receive Targeted Case Management or Integrated Health Home services under the Medicaid State plan cannot also receive case management under Section 1915(i). Members that are categorized as Medically Needy receive Targeted Case Management or 1915(i) Case Management (when they do not qualify for state plan Targeted Case Management) until the member is attributed and enrolled in an IHH. Reimbursement is not available for case management under multiple authorities. Because individuals can only be enrolled in one case management program, duplicate billing is avoided. Participants are free to choose their provider.

	Additional needs-based criteria for receiving the service, if applicable (specify):

	Participants have a need for support and assistance in accessing services.

	Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, services available to any categorically needy recipient cannot be less in amount, duration and scope than those services available to a medically needy recipient, and services must be equal for any individual within a group. States must also separately address standard state plan service questions related to sufficiency of services.  
(Choose each that applies):

	
	Categorically needy (specify limits):

	
	

	
	Medically needy (specify limits):

	
	 

	Provider Qualifications (For each type of provider.  Copy rows as needed):

	Provider Type (Specify):
	License (Specify):
	Certification (Specify):
	Other Standard 
(Specify):

	Case Management Provider
	
	Providers must be certified under Iowa Administrative Code 441-24, which includes meeting the following qualifications:
1. Has a bachelor’s degree with 30 semester hours or equivalent semester hours or equivalent quarter hours in a human services field (including but not limited to, psychology, social work, mental health counseling, marriage and family therapy, nursing, education, occupational therapy, and recreational therapy) and at least one year of experience in the delivery of relevant services.
-Or-
2. Has an Iowa license to practice as a registered nurse and at least three years of experience in the delivery of relevant services.
	Case Management Provider

 - Case Management services are delivered pursuant to 441 IAC chapter 90. 

- Case Managers must have at least one face-to-face contact per month for the first three months of enrollment. This requirement applies when a case management-eligible individual newly enrolls with Case Management or when an existing individual first becomes eligible for Case Management. 

- Following the first three months, the Case Manager must complete at least one contact per month with the individual or their authorized representative. 

- If the individual is authorized to receive HCBS Habilitation services who have been diagnosed with an Intellectual and/or Developmental Disability, Case Managers must complete at least one, in-home, face-to-face contact every other month. 

- For those who are not diagnosed with Intellectual and/or Developmental Disability, the Case Manager must complete at least one, in-home, face-to-face contact every three months. 

- When an individual is authorized to receive HCBS Habilitation services in a provider owned or controlled Home-based Habilitation residential setting and is under the age of 18, the Case Manager must complete at least one, in-home, face-to-face contact every other month.

	Verification of Provider Qualifications (For each provider type listed above.  Copy rows as needed):

	Provider Type (Specify):
	Entity Responsible for Verification 
(Specify):
	Frequency of Verification (Specify):

	Case Management Provider
	Iowa Department of Health and Human Services, Iowa Medicaid 
	Verified at initial certification and thereafter based on the length of the certification (either 270 days, 1 year, or 3 years)

	Service Delivery Method.  (Check each that applies):

	
	Participant-directed
	X
	Provider managed



	Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the state plans to cover):

	Service Title: 
	Habilitation

	Service Definition (Scope):

	Services designed to assist participants in acquiring, retaining and improving the self-help, socialization and adaptive skills necessary to reside successfully in home and community-based settings.
Components of this service include the following:
Home-based Habilitation means individually tailored supports that assist with the acquisition, retention, or improvement in skills related to living, working and recreating in the community. Home-based habilitation services are individualized supportive services provided in the member’s home and community that assist the member to reside in the most integrated setting appropriate to the member’s needs. Services are intended to provide for the daily living needs of the member and shall be available as needed during any 24-hour period. The specific support needs for each member shall be determined necessary by the interdisciplinary team and shall be identified in the member’s comprehensive service plan. Covered supports include:
1) Adaptive skill development;
2) Assistance with activities of daily living to address daily living needs;
3) Assistance with symptom management and participation in mental health treatment;
4) Assistance with accessing physical and mental health care treatment, communication, and implementation of health care recommendations and treatment;
5) Assistance with accessing and participating in substance use disorder treatment and services;
6) Assistance with medication administration and medication management;
7) Assistance with understanding communication whether verbal or written;
8) Community inclusion and active participation in the community;
9) Transportation;
10) Adult educational supports, which may include assistance and support with enrolling in educational opportunities and participation in education and training;
11) Social and leisure skill development;
12) Personal care; and
13) Protective oversight and supervision.
Setting requirements. Home-based habilitation services shall occur in the member’s home and community. 



