Transmittal Form required for all Children’s Waiver/Health Home and OPWDD Waiver/CCO Health Home transfers

INSTRUCTIONS:

This is a multi-use form for contact to the Children’s Liaison (CL) by a Health Home Serving Children (HHSC)/Children
and Youth Evaluation Services (C-YES) or OPWDD Care Coordination Organization (CCO) Care Manager. The person’s
current care manager is responsible for filling out all sections pertinent to the request being made. If an item is not
applicable, indicate N/A. The CL will review the form contents and advise the care manager of the next steps.

Do not remove a person from any system (coding) until DOH and/or OPWDD confirm eligibility for the other system. All
requests are considered “Potential” until eligibility/authorizations are confirmed by DOH and/or OPWDD.

Form Specifications:

¢ Requests for care management change from HHSC/C-YES to CCO (Care Management Transfer only)

o Requests for care management change from CCO to HHSC/C-YES (Care Management Transfer only)

¢ Requests to be evaluated for potential enrollmentin OPWDD’s HCBS Waiver from the DOH Children’s Waiver
(Waiver Transfer)

o Requests to be evaluated for potential enrollment in the Children’s Waiver from the OPWDD HCBS Waiver
(Waiver Transfer)

e Requests to be evaluated for potential enrollment in CCO and OPWDD’s HCBS Waiver when only receiving
HHCM/C-YES (Transfer)

e Requests to be evaluated for potential enrollment in HHSC/C-YES and DOH'’s Children’s Waiver when only
receiving CCO Care Management (Transfer)

o Requests from HHSC/C-YES for OPWDD Eligibility (DD) Determinations, Level of Care Eligibility Determination
(LCED)/Re-determination (for purpose of potential transfer or to meet DOH Children’s Waiver Target Populations
of DD-MF or DD-FC)

For HHSC/C-YES: The care manager will send the form to the CL via Secure File Transfer (SFT) and use the
following naming convention: Lastname_Firstname_TABS# _YYYY_MM_DD_Name of Document

If the persondoes not havea TABS ID yet (seeking initial eligibility review) then TABS # does not apply. Do not PDF the
form when sending to the CL.

For CCO: The care manager will upload the form into CHOICES and notify the CL via email that the form has been
uploaded. Use thefollowing naming convention: Lastname_Firstname_TABS# YYYY_MM_DD_Name of Document
Do not PDF the form.

Special Note for CCO Intake: Requests are initiated by the Current Care Manager from HHSC/C-YES, and not CCO
Intake. The CL can assist with connecting CCO Intake with the current care manger from HHSC/C-YES. If a person is not
connected with a HHSC/C-Yes and needs to be, the CCO Intake can contact the CL.

COUNTIES PER REGION CHILDREN'S LIAISON CONTACT EMAIL
Region 1: Allegany, Cattaraugus, Chautauqua, childrensliaisonregionl@opwdd.ny.qgov
Chemung, Erie, Genesee, Livingston, Monroe, Niagara,
Ontario, Orleans, Schuyler, Seneca, Steuben, Wayne,
Wyoming, Yates
Region 2: Broome, Cayuga, Chenango, Clinton, childrensliaisonregion2@opwdd.ny.gov
Cortland, Delaware, Essex, Franklin, Hamilton,
Herkimer, Jefferson, Lewis, Madison, Oneida,
Onondaga, Oswego, Otsego, St. Lawrence, Tioga,
Tompkins

Region 3: Albany, Columbia, Dutchess, Fulton, childrensliaisonregion3@opwdd.ny.gov
Greene, Montgomery, Orange, Putnam, Rensselaer,
Rockland, Saratoga, Schenectady, Schoharie, Sullivan,
Ulster, Westchester, Warren, Washington

Region 4: Bronx, Kings, New York, Queens, Richmond | childrensliaisonregion4@opwdd.ny.gov

Region 5: Nassau, Suffolk childrensliaisonregion5@opwdd.ny.gov
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PERSON’S DEMOGRAPHIC INFORMATION

Name

Medicaid Number (CIN)

Date of Birth (MM/DD/YYYY)

Age

Social Security #

TABS ID

Home Address (Street)

City, State, Zip

County of Residence

OPWDD Regional Office Covering County
Has the person been deemed OPWDD eligible?

OPWDD DD eligibility date (MM/DD/YYYY)
Is OPWDD DD eligibility “Provisional” status?

OPWDD ICF/IID LCED (most current) date
(MM/DD/YYYY)

The purpose of this section is to identify assessments that have bee already completed. DOH Chlidren’s
Waiver uses the CANS up to age 21, whereas OPWDD uses the CANS up to age 18. For individuals over
the age of 18, OPWDD uses the CAS assessment.
Date of Last CANS-NY Assessment (if applicable)
(MM/DD/YYYY)

Who completed the CANS-NY Assessment (if
applicable)

(Name and Title)

Date of CAS Assessment (if applicable) Over
18/Required for OPWDD(MM/DD/YYYY)

Who completed the CAS Assessment (if applicable)
(Name and Title)

Is the person in the DOH Children’s Waiver

Is the person in the OPWDD Waiver

Does this person receive and OPWDD Family
Support Services (FSS)

PARENT(S)/GUARDIAN(S)/AUTHORIZED REPRESENTATIVE(S) INFORMATION

Name

Phone

Email

Best Time to Contact (Days/Hours)

Will translation services be required for
meetings/phone calls? Note: This is the responsibility
of the current care manager to arrange. OPWDD will
provide translation for Front Door assessment.

CARE MANAGEMENT INFORMATION

Current Care Manager Name

Care Manager’s Phone

Care Manager’s emalil

Care Manager’s Supervisor’s Name
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Transmittal Form required for all Children’s Waiver/Health Home and OPWDD Waiver/CCO Health Home transfers

Supervisor’'s Phone

Supervisor’'s email

Name of Health Home Serving Children (HHSC)
Name of Care Management Agency (CMA)

Is this a C-YES Referral?

Name of CCO (if already in OPWDD Services)
Name of CCO (if preliminary chosen)

CCO Intake Person’s Name (if preliminary chosen)
CCO Intake Person’s phone

CCO Intake Person’s email

REASON FOR REFERRAL TO CHILDREN’S LIAISON
(If the person is in HHSC/C-YES and interested in OPWDD)

The purpose ofthis section is to identify the reasons why contact to the CL is being initiated. The CL
needs this information in order to determine next steps. Please check all that apply.

[ ]OPWDD DD Eligibility ~[_JOPWDD ICF/IID LCED (Initial) ~ [_|OPWDD ICF/IID LCED (Redetermination)
[ ] Transfer from DOH HHSC or C-YES to OPWDD CCO  [__| Transfer interest in OPWDD HCBS Waiver

|:|No longer meets criteria for DOH Children's Waiver (Please explain)

|:|Other (Please explain)

REASON FOR REFERRAL TO CHILDREN’S LIAISON
(if the person is in CCO and interested in HHSC/C-YES)
The purpose ofthis section is to identify the reasons why contact to the CL is being initiated. The CL
needs this information in order to determine next steps. Please check all that apply.

|:|Person no longer meets CCO Eligibility criteria |:|Person would benefit from DOH Children's Waiver
|:|Child/youth entered Foster Care |:| If child entered Foster Care, enter date (MM/DD/YYYY):
|:|Foster Care only: DSS case worker name
DSS case worker phone number
DSS case worker email address
|:|Other (please explain)

MEDICAID AND INSURANCE INFORMATION
The purpose ofthis section is to provide the CL with the person’s Medicaid information, including if

the Medicaid is connected to a waiver eligibility and type of Medicaid. Not all Medicaid types cover
HCBS Waiver services.

Is Medicaid active?

Start date of Medicaid (MM/DD/YYYY)

End date of Medicaid (if there is an end date)
Is Medicaid Family of One/Parental Deeming?
Type of Medicaid (coverage type)
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Transmittal Form required for all Children’s Waiver/Health Home and OPWDD Waiver/CCO Health Home transfers

Is the person’s MA under Managed Long-Term are
(MLTC)? If yes, this is not compatible for the
OPWDD Waiver.

CURRENT SYSTEM R/RE CODING AND IDENTIFIERS

The purpose ofthis section is so that the CL is aware of all system coding thatis under the person’s
Medicaid at the beginning of the process. If the person is interested in transferring from one system
to another, no Care Management or Waiver codes are to be ended until the final confirmation of the
transfer by DOH and OPWDD. R/RE codes allow billing and payment for care management and
waiver services.

DOH CARE MANAGMENT DOH OPWDD CARE | OPWDD OTHER CODES
CODES CHILDREN’S MANAGEMENT | CODES
WAIVER CODES | CODES
Al: Care Management K1: HCBS LOC I5: CCO 95: OPWDD KK: Family of One
Agency Enroliment DD Eligibility Medicaid
Level 1 (OPWDD known
as Parental
Deeming)
A2: Health Home K3: HCBS SED 16: CCO 46: OPWDD K9: Foster Care
Enroliment HCBS Waiver
Level 2
C-YES (Child and Youth K4: HCBS MF I7: CCO CO (CFCO) 35: Early
Evaluation Services) -Note Enrollment Intervention
there are no R/E codes for C- Level 3
YES
K5: HCBS DD- 18: CCO
FC Enroliment
Level 4
K6: HCBS DD- 19: CCO: Basic
MF HCBS Plan
Support

FOR REQUESTS FOR POTENTIAL ENROLLMENT EITHER
THE DOH CHILDREN’S WAIVER OR THE OPWDD HCBS WAIVER THE CARE MANAGER NEEDS TO
DISCUSS WITH THE PERSON/PARENT/GUARDIAN/AUTHORIZED REPRESENTATIVE THE
DIFFERENCES BETWEEN THE TWO SYSTEMS

Has the care manager discussed differences If no, provide reason:
between the two systems?

Has the service comparison chart been If no, provide reason:
presented?

Is the person/parent/guardian/authorized
representative interested in pursuing more
information about the transfer process and
requirements?

WAIVER SERVICES

The purpose of this section is for the care manager to identify the current waiver services the person is
authorized for and what services the person is interested in pursuing as a potential transfer to the other
system’s waiver. This section is also applicable, if the person is not enrolled in a waiver currently but wants
to transfer to the other system to obtain waiver services.
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Transmittal Form required for all Children’s Waiver/Health Home and OPWDD Waiver/CCO Health Home transfers

|:|Requesting transfer from DOH Children's Waiver to OPWDD HCBS Waiver

|:|Requesting transfer from DOH (and not in the Children's Waiver) to OPWDD HCBS Waiver
Requesting transfer from OPWDD HCBS Waiver to DOH Children's Waiver

[ ]Requesting transfer from OPWDD (and not in the HCBS Waiver) to DOH Children's Waiver

Is the person enrolled in the DOH Children’s Waiver and

interested in the OPWDD HCBS Waiver?

Is the person enrolled in the OPWDD HCBS Waiver and

interested in the DOH Children’s Waiver?

The purpose ofthis section is to identify the waiver services the person currently has if in the DOH
Children’s Waiver or the services interested if there is an interested in pursuing a potential transfer
to the DOH Children’s Waiver

DOH CHILDREN’S WAIVER SERVICES NUMEBER OF HOURS AUTHORIZED FOR
EACH SERVICE

Respite

Community Habilitation

Day Habilitation

Prevocational Services

Supported Employment

Caregiver/Family Advocacy and Support Services
Palliative Care: Expressive Therapy

Palliative Care: Massage Therapy

Palliative Care: Counseling and Support Services
Palliative Care: Pain and Symptom Management
11.  Non-Medical Transportation 1.
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For Adaptive and Assistive Technology (AT), Environmental Modification (EM), Vehicle Modification (VM)
services: If the person has an open project (at any process step under the DOH Children’s Waiver) the
following questions must be answered.

Is there an open AT?

If yes, what is the status?

Is there an open EM?

If yes, what is the status?

Is there an open VM?
If yes, what is the status?
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Transmittal Form required for all Children’s Waiver/Health Home and OPWDD Waiver/CCO Health Home transfers

The purpose of this section is to identify the waiver services the person currently has if in the
OPWDD waiver or the services interested if there is an interested in pursuing a potential transfer to
the OPWDD waiver.

OPWDD WAIVER SERVICES NUMBER OF HOURS AUTHORIZED

|_| 1. Respite

|:| 2. Community Habilitation
[ ] 3. Day Habiltation
|:| 4. Prevocational Services
I:I 5. Supported Employment
I:I 6. Live-In Caregiver
7. Residential Habilitation
8. Community Transition Services
I:l 9. Fiscal Intermediary (FI)
I:I 10.Individual Directed Goods and Services
|:| 11.Support Brokerage
|:| 12.Assistive Technology-Adaptive Devices
|:| 13.Environmental Modifications
[ ] 14.Vehicle Modifications
|:| 15.Intensive Behavioral Services
|:| 16.Pathway to Employment
For Assistive Technology-Adaptive Devices, Environmental Modification, Vehicle Modification
services: If the person has an open project (at any process step) under the OPWDD HCBS Waiver
the following questions must be answered
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Is there an open AT?

If yes, what is the status?

Is there an open E-Mod

If yes, what is the status?

6|Page



Transmittal Form required for all Children’s Waiver/Health Home and OPWDD Waiver/CCO Health Home transfers

Is there an open V-Mod

If yes, what is the status?

STATE PLAN SERVICES
The purpose of this section is to identify any State Plan Services the person is currently receiving. If the
person transfers from DOH to OPWDD or OPWDD to DOH, State Plan Services will remain in effect, as long
as the person meets the criteria for the State Plan Services.

Is the person receiving State Plan Private Duty
Nursing?

If yes, number of hours:

Is the person receiving State Plan CDPAP
services?

Is the person receiving State Plan Children and
Family Treatment and Support Services (CFTSS)?
List CFTSS services (if applicable)

Other Licensed Practitioner

Crisis Intervention

Community Psychiatric Supports & Treatment

Psychosocial Rehabilitation Services

Family Peer Support Services

Youth Peer Advocacy and Training

Is the person receiving only Care Management
under HHSC or C-YES

Is the person only receiving CCO Care
Management

Does the person receive OPWDD Family Support
Services (FSS)?
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Transmittal Form required for all Children’s Waiver/Health Home and OPWDD Waiver/CCO Health Home transfers

FOR LCED REDETERMINATIONS NECESSARY FOR DOH CHILDREN’S WAIVER TARGET
POPULATIONS OF DD-MEDICALLY FRAGILE OR DD-FOSTER CARE.

** |f there was a break in CW HCBS eligibility or child/youth left HCBS and no longer in foster care, then
another Children’s Waiver Target Population can be attempted for HCBS eligibility other than DD in Foster
Care.

[, attest that the documentation provided for this LCED
(name of care manager)

redetermination request remains valid and reflects the current needs of the person.

Date of last LCED (MM/DD/YYYY)

The request for redetermination requires submission of the following documents:

Current general medical report

Copy of person’s most recent Plan of Care (POC) or a Social Evaluation (The POC needs
developmental history/psychosocial information).

Updated psychological if there is a significant change in the person’s functioning.

Additional requirements:
Target Population of Developmental Disability
_EL Medically Fragile

I:l Currently in Foster Care

ﬂ Originally in Foster Care when first becoming eligible/receiving Children’s Waiver HCBS (without a
break of service).

** |f there was a break in CW HCBS eligibility or child/youth left HCBS and no longer in foster care, then
another Children’s Waiver Target Population can be attempted for HCBS eligibility other than DD in Foster
Care.

SIGNATURE OF PERSON
COMPLETING FORM

TITLE OF PERSON COMPLETING
FORM

DATE FORM SIGNED MM/DD/YYYY
DATE FORM SENT TO CL
MM/DD/YYYY
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