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Attachment 3.1-A
Supplement

New York
3(d)(B)

26. Community First Choice Option (CFCO)

This program is a federal option under the Affordable Care Act that allows states to provide
consumer controlled enhanced personal attendant services and supports in their state plan.
These services must be provided to qualified individuals who would otherwise require an
institutional level of care in either a hospital, nursing home, intermediate care facility, state
psychiatric hospital (under 21) or institute for mental disease (65 and over). Services must be
related to an individual’s assessed need for assistance with Activities of Daily Living (ADL),
Instrumental Activities of Daily Living (IADL), and/or Health Related Tasks. Services may also
be provided that help an individual address their own ADL, IADL or health related task needs.
Permissive services include those related to transitioning individuals from institutional to

community based settings.

New York State will offer personal care, consumer directed personal care, home health care,
home and community support services, community habilitation, home maintenance (chore
service), community transportation, and congregate/home delivered meals. Services include
functional skills training, coaching and prompting the individual to accomplish the ADL, IADL
and health-related skills. The optional services of assistive/adaptive devices, home
modifications, transitional services including moving expenses and those to establish a home
will also be provided in the CFCO menu. All permissive services must increase an individual's
independence and substitute for human assistance, as well as being directly related to a need
identified in his or her plan of care. Personal Emergency Response Services (PERS) and other
technology allowing an individual to contact someone in an emergency will be covered under
the required backup mechanism in the event that an attendant does not arrive as expected.

Individuals will be assessed using core standardized assessments including the Uniform
Assessment System (UAS-NY) and the Comprehensive Assessment System (CAS). Those that
are determined capable of self-directing their long term services and supports either directly or
through a representative will be offered the CFCO menu of services. A plan of care to maximize
the individual’s independence and integration into the community will be developed with the
individual and his or her representative, where applicable. Such care planning will focus on the
whole individual and his or her needs and goals for living independently in the community.
Services will be provided based on the individual’s assessed needs and in accordance with his or
her plan of care.

As a consumer directed model, the current Consumer Directed Personal Assistance Program
(CDPAP) process will apply whereby the local social services district or managed care entity will
authorize services and enter into a contractual relationship with a home care services agency or
other entity that serves as a fiscal intermediary and provides compensation and any applicable
fringe benefits to the aides providing the CFCO services and assures appropriate withholdings
for workers’ compensation, unemployment insurance, and FICA.

TN #13-35 Approval Date

Supersedes TN __NEW Effective Date




Attachment 3.1-A
Suppiement

New York
3(d)(C)

Finally, since it is a consumer controlled model, the individual will be able to choose his or her
aide pursuant to his or her standards. So, whereas under the reqular personal care program
individuals are required to hire certified personal or home health aides who have passed
criminal background checks, these requirements are not applicable under the CFCO plan. The
State will, however, encourage participants to complete a comprehensive background check on
their chosen aide(s). Any person of the individual’s choice who is not fiscally responsible for
him or her (i.e. a parent or a spouse) may be employed as an aide under the CFCO model.

TN #13-35 Approval Date

Supersedes TN NEW Effective Date




Attachment 3.1-B
Suppiement

New York
3(d)(B)

26. Community First Choice Option (CFCO)

This program is a federal option under the Affordable Care Act that allows states to provide
consumer controlled enhanced personal attendant services and supports in their state plan.
These services must be provided to qualified individuals who would otherwise reguire an
institutional level of care in either a hospital, nursing home, intermediate care facility, state
psychiatric hospital (under 21) or institute for mental disease (65 and over). Services must be
related to an individual’s assessed need for assistance with Activities of Daily Living (ADL),
Instrumental Activities of Daily Living (IADL), and/or Health Related Tasks. Services may also
be provided that help an individual address their own ADL, IADL or health related task needs.
Permissive services include those related to transitioning individuals from institutional to
community based settings.

New York State will offer personal care, consumer directed personal care, home health care,
home and community support services, community habilitation, home maintenance (chore
service), community transportation, and congregate/home delivered meals. Services include
functional skills training, coaching and prompting the individual to accomplish the ADL, IADL
and health-related skills. The optional services of assistive/adaptive devices, home
modifications, transitional services including moving expenses and those to establish a home
will also be provided in the CFCO menu. All permissive services must increase an individual's
independence and substitute for human assistance, as well as being directly related to a need
identified in his or her plan of care. Personal Emergency Response Services (PERS) and other
technology allowing an individual to contact someone in an emergency will be covered under
the required backup mechanism in the event that an attendant does not arrive as expected.

Individuals will be assessed using core standardized assessments including the Uniform
Assessment System (UAS-NY) and the Comprehensive Assessment System (CAS). Those that
are determined capable of self-directing their long term services and supports either directly or
through a representative will be offered the CFCO menu of services. A plan of care to maximize
the individual’s independence and integration into the community will be developed with the
individual and his or her representative, where applicable. Such care planning will focus on the
whole individual and his or her needs and goals for living independently in the community.
Services will be provided based on the individual’s assessed needs and in accordance with his or
her plan of care.

As a consumer directed model, the current Consumer Directed Personal Assistance Program
(CDPAP) process will apply whereby the local social services district or managed care entity will
authorize services and enter into a contractual relationship with a home care services agency or
other entity that serves as a fiscal intermediary and provides compensation and any applicable
fringe benefits to the aides providing the CFCO services and assures appropriate withholdings
for workers’ compensation, unemployment insurance, and FICA.

TN #13-35 Approval Date

Supersedes TN __ NEW Effective Date




Attachment 3.1-B
Supplement

New York
3(d)(C)

Finally, since it is a consumer controlled model, the individual will be able to choose his or her
aide pursuant to his or her standards. So, whereas under the reqular personal care program
individuals are required to hire certified personal or home health aides who have passed
criminal background checks, these requirements are not applicable under the CFCO plan. The
State will, however, encourage participants to complete a comprehensive backaround check on
their chosen aide(s). Any person of the individual’s choice who is not fiscally responsible for
him or her (i.e. a parent or a spouse) may be employed as an aide under the CFCO model.

TN #13-35 Approval Date

Supersedes TN NEW Effective Date




Attachment 4.19-B

New York
6(a)(iii)

Eligible providers shall use such funds solely for the purpose of supporting health insurance
coverage for their employees and are prohibited from using such funds for any other purpose.
The Commissioner is authorized to audit such providers for the purpose of ensuring compliance
and shall recoup any funds determined to have been used for purposes other than those
authorized.

The effective period is January 1, 2000 through March 31, 2008.

The Commissioner of Health is authorized to require group health insurance plans and employer
based group health plans to report to the Department, insofar as such reporting does not
violate any provisions the Federal Employee Retirement Income Security Act (ERISA), at such
times and in such manner as the Commissioner shall decide, any information, including but not
limited to, the number of people in such plans who become ineligible each month for the
continuation coverage described herein. In addition every certified health maintenance
organization and every insurer licensed by the Superintendent of Insurance shall submit reports
in such form and at such times as may be required.

Community First Choice Option

For personal care/home health services provided under the Community First Choice
Option, rates will be equivalent to the rates determined by the Department of Health for
agencies acting as fiscal intermediaries under the Consumer Directed Personal Assistance
Program (CDPAP). For other services related to the Community First Choice Option including
habilitation, home and community support services, skill building, independent living skills
training, community integration counseling, nutritional counseling, congregate/delivered meals,
home maintenance, transitional services and others covered in the menu of services, the rate
will be consistent with that paid currently through Medicaid for those waivered services when
they are provided in community based settings.

Expenditures related to home modifications, adaptive and/or assistive devices that
increase an individual’s independence and may substitute for human assistance in the
individual’s plan of care must fall within the Department of Health’s determination of
appropriateness and cost-effectiveness.

Criminal Background Checks for Personal Care Service Agencies

Effective April 1, 2005, personal care service agencies must obtain a criminal history record
check from the United States Attorney General for any prospective unlicensed direct care
employee. This includes obtaining, as part of an application for employment, all information
from a prospective employee necessary for initiating the criminal history record check,
including, but not limited to, a finger print card of the prospective employee. The federal fee
and the costs associated with obtaining the fingerprint card shall be separately identified on any
report of costs submitted to the Department of Health and shall be deemed an allowable cost
for Medicaid rates of payment. Reimbursement for the period April 1, 2005 through March 31,
2006 and for the period April 1, 2006 through August 31, 2006, shall be made retrospectively

™ _#13-35 Approval Date

Supersedes TN #07-32 Effective Date




Attachment 4.19-B

New York
6(a)(iii)(A)

based upon cost reports submitted for the 2005 and 2006 rate years, respectively. For new
providers or existing providers for which cost report data is unavailable, payment will be based
on budgeted costs and subsequently adjusted to reflect actual costs. Reimbursement for all
types of providers shall total no more than $5,000,000 for the April 1, 2005 through March 31,
2006 period and no more than $5,600,000 for the April 1, 2006 through August 31, 2006
period. Reimbursement for the Medicaid share of these costs shall be in the form of an add-on
to the current rates of payment and will be determined by the percent of Medicaid utilization to
total utilization for each provider. If the total cost for these criminal background checks for all
types of providers exceeds the amounts set forth for the specified period, provider specific
reimbursement will be reduced proportionally based on each eligible provider’s reported costs
for criminal background checks to the total costs of criminal background checks of all eligible
providers.

Accessibility, Quality, and Efficiency of Home Care Services

The Commissioner of Health shall adjust rates of payment for services provided by
personal care service providers for the purpose of enhancing the provision, accessibility, quality,
and/or efficiency of home care services. These rate adjustments shall be for the purposes of
assisting such providers, located in social services districts that do not include a city with a
population of over one million persons, in meeting the cost of:

TN #13-35 Approval Date

Supersedes TN #07-32 Effective Date
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SUMMARY
SPA #13-35

This State Plan Amendment proposes to expand consumer controlled long term
supports and services related to enhanced personal care in community based settings.
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Subpart K—Home and Community-Based Attendant Services and Supports State Plan Option
(Community First Choice)

§ 441.500 Basis and scope.

(a) Basis. This subpart implements section 1915(k) of the Act, referred to as the Community First
Choice option (hereafter Community First Choice), to provide home and community-based attendant
services and supports through a State plan.

(b} Scope. Community First Choice is designed to make available home and community-based
attendant services and supports to eligible individuals, as needed, to assist in accomplishing activities of
daily living (ADLs), instrumental activities of daily living (IADLs), and health-related tasks through hands-
on assistance, supervision, or cueing.

§ 441.505 Definitions.
As used in this subpart:

Activities of daily living (ADLs) means basic personal everyday activities including, but not limited to,
tasks such as eating, toileting, grooming, dressing, bathing, and transferring.

Agency-provider model means a method of providing Community First Choice services and supports
under which entities contract for or provide through their own employees, the provision of such services
and supports, or act as the employer of record for attendant care providers selected by the individual
enrolled in Community First Choice.

Backup systems and supports means electronic devices used to ensure continuity of services and
supports. These items may include an array of available technology, personal emergency response
systems, and other mobile communication devices. Persons identified by an individual can also be
included as backup supports.

Health-related tasks means specific tasks related to the needs of an individual, which can be delegated
or assigned by licensed health-care professionals under State law to be performed by an attendant.

Individual means the eligible individual and, if applicable, the individual’s representative.

Individual’s representative means a parent, family member, guardian, advocate, or other person
authorized by the individual to serve as a representative in connection with the provision of CFC services
and supports. This authorization should be in writing, when feasible, or by another method that clearly
indicates the individual’s free choice. An individual’s representative may not also be a paid caregiver of
an individual receiving services and supports under this subpart.

Instrumental activities of daily living (IADLs) means activities related to living independently in the
community, including but not limited to, meal planning and preparation, managing finances, shopping



for food, clothing, and other essential items, performing essential household chores, communicating by
phone or other media, and traveling around and participating in the community.

Other models means methods, other than an agency-provider model or the self-directed model with
service budget, for the provision of self-directed services and supports, as approved by CMS.

Self-directed means a consumer controlled method of selecting and providing services and supports that
allows the individual maximum control of the home and community-based attendant services and
supports, with the individual acting as the employer of record with necessary supports to perform that
function, or the individual having a significant and meaningful role in the management of a provider of
service when the agency-provider model is utilized. Individuals exercise as much control as desired to
select, train, supervise, schedule, determine duties, and dismiss the attendant care provider.

Self-directed model with service budget means methods of providing self-directed services and supports
using an individualized service budget. These methods may include the provision of vouchers, direct
cash payments, and/or use of a fiscal agent to assist in obtaining services.

§ 441.510 Eligibility.

To receive Community First Choice services and supports under this section, an individual must meet the
following requirements:

(a) Be eligible for medical assistance under the State plan;
{b) As determined annually—
(1) Be in an eligibility group under the State plan that includes nursing facility services; or

(2) If in an eligibility group under the State plan that does not include such nursing facility
services, have an income that is at or below 150 percent of the Federal poverty level (FPL). In
determining whether the 150 percent of the FPL requirement is met, States must apply the same
methodologies as would apply under their Medicaid State plan, including the same income disregards in
accordance with section 1902(r){(2) of the Act; and,

(c) Receive a determination, at least annually, that in the absence of the home and community-
based attendant services and supports provided under this subpart, the individual would otherwise
require the level of care furnished in a hospital, a nursing facility, an intermediate care facility for the
mentally retarded, an institution providing psychiatric services for individuals under age 21, or an
institution for mental diseases for individuals age 65 or over, if the cost could be reimbursed under the
State plan. The State administering agency may permanently waive the annual recertification
requirement for an individual if:

(1) It is determined that there is no reasonable expectation of improvement or significant
change in the individual’s condition because of the severity of a chronic condition or the degree of
impairment of functional capacity; and



(2) The State administering agency, or designee, retains documentation of the reason for
waiving the annual recertification requirement.

{d) For purposes of meeting the criterion under paragraph (b) of this section, individuals who
qualify for medical assistance under the special home and community-based waiver eligibility group
defined at section 1902(a}(10)(A)(ii)(V1) of the Act must meet all section 1915(c) requirements and
receive at least one home and community-based waiver service per month.

(e) Individuals receiving services through Community First Choice will not be precluded from
receiving other home and community-based long-term care services and supports through other
Medicaid State plan, waiver, grant or demonstration authorities.

§ 441.515 Statewideness.
States must provide Community First Choice to individuals:
(a) On a statewide basis.

(b) In a manner that provides such services and supports in the most integrated setting appropriate to
the individual’s needs, and without regard to the individual’s age, type or nature of disability, severity of
disability, or the form of home and community-based attendant services and supports that the
individual requires to lead an independent life.

§ 441.520 Included services.

(a) If a State elects to provide Community First Choice, the State must provide all of the
following services:

(1) Assistance with ADLs, IADLs, and health-related tasks through hands-on assistance,
supervision, and/or cueing.

(2) Acquisition, maintenance, and enhancement of skills necessary for the individual to
accomplish ADLs, IADLs, and health-related tasks.

(3) Backup systems or mechanisms to ensure continuity of services and supports, as defined in §
441.505 of this subpart.

{4) Voluntary training on how to select, manage and dismiss attendants.

(b) At the State’s option, the State may provide permissible services and supports that are linked
to an assessed need or goal in the individual’s person-centered service plan. Permissible services and
supports may include, but are not limited to, the following:

(1) Expenditures for transition costs such as rent and utility deposits, first month’s rent and
utilities, bedding, basic kitchen supplies, and other necessities linked to an assessed need for an



individual to transition from a nursing facility, institution for mental diseases, or intermediate care
facility for the mentally retarded to a home and community-based setting where the individual resides;

(2) Expenditures relating to a need identified in an individual’s person-centered service plan that
increases an individual’s independence or substitutes for human assistance, to the extent that
expenditures would otherwise be made for the human assistance.

§ 441.525 Excluded services.
Community First Choice may not include the following:

(a) Room and board costs for the individual, except for allowable transition services described in
§ 441.520(b)(1) of this subpart.

(b} Special education and related services provided under the individuals with Disabilities
Education Act that are related to education only, and vocational rehabilitation services provided under
the Rehabilitation Act of 1973.

{c) Assistive devices and assistive technology services, other than those defined in §
441.520(a)(3) of this subpart, or those that meet the requirements at § 441.520(b)(2) of this subpart.

(d) Medical supplies and medical equipment, other than those that meet the requirements at §
441.520(b)(2) of this subpart.

(e) Home modifications, other than those that meet the requirements at § 441.520(b) of this
subpart.

§ 441.530 [Reserved]
§ 441.535 Assessment of functional need.

States must conduct a face-to-face assessment of the individual’s needs, strengths, preferences, and
goals for the services and supports provided under Community First Choice in accordance with the
following:

(a) States may use one or more processes and techniques to obtain information, including
telemedicine, or other information technology medium, in lieu of a face-to-face assessment if the
following conditions apply:

(1) The health care professional(s) performing the assessment meet the provider qualifications
defined by the State, including any additional qualifications or training requirements for the operation of
required information technology;

(2) The individual receives appropriate support during the assessment, including the use of any
necessary on-site support-staff; and



(3) The individual is provided the opportunity for an in-person assessment in lieu of one
performed via telemedicine.

(b) Assessment information supports the determination that an individual requires Community
First Choice and also supports the development of the person-centered service plan and, if applicable,
service budget.

(c) The assessment of functional need must be conducted at least every 12 months, as needed
when the individual’s support needs or circumstances change significantly necessitating revisions to the
person-centered service plan, and at the request of the individual.

(d) Other requirements as determined by the Secretary.

§ 441.540 Person-centered service plan.

(a) Person-centered planning process. The person-centered planning process is driven by the
individual. The process—

{1) Includes people chosen by the individual.

(2) Provides necessary information and support to ensure that the individual directs the process
to the maximum extent possible, and is enabled to make informed choices and decisions.

(3) Is timely and occurs at times and locations of convenience to the individual.
(4) Reflects cultural considerations of the individual.

(5) Includes strategies for solving conflict or disagreement within the process, including clear
conflict-of-interest guidelines for all planning participants.

(6) Offers choices to the individual regarding the services and supports they receive and from
whom.

(7) Includes a method for the individual to request updates to the plan.

(8) Records the alternative home and community-based settings that were considered by the
individual.

(b) The person-centered service plan. The person-centered service plan must reflect the services
and supports that are important for the individual to meet the needs identified through an assessment
of functional need, as well as what is important to the individual with regard to preferences for the
delivery of such services and supports. Commensurate with the level of need of the individual, and the
scope of services and supports available under Community First Choice, the plan must:



(1) Reflect that the setting in which the individual resides is chosen by the individual.

{2} Reflect the individual's strengths and preferences.

(3) Reflect clinical and support needs as identified through an assessment of functional need.
{4) Include individually identified goals and desired outcomes.

(5) Reflect the services and supports (paid and unpaid) that will assist the individual to achieve
identified goals, and the providers of those services and supports, including natural supports. Natural
supports cannot supplant needed paid services unless the natural supports are unpaid supports that are
provided voluntarily to the individual in lieu of an attendant.

(6) Reflect risk factors and measures in place to minimize them, including individualized backup
plans.

(7) Be understandable to the individual receiving services and supports, and the individuals
important in supporting him or her.

(8) Identify the individual and/or entity responsible for monitoring the plan.

(9) Be finalized and agreed to in writing by the individual and signed by all individuals and
providers responsible for its implementation.

(10) Be distributed to the individual and other people involved in the plan.

(11) Incorporate the service plan requirements for the self-directed model with service budget
at § 441.550, when applicable.

(12) Prevent the provision of unnecessary or inappropriate care.
(13) Other requirements as determined by the Secretary.

(c) Reviewing the person-centered service plan. The person-centered service plan must be
reviewed, and revised upon reassessment of functional need, at least every 12 months, when the
individual’s circumstances or needs change significantly, and at the request of the individual.

§ 441.545 Service models.

A State may choose one or more of the following as the service delivery model to provide self-directed
home and community-based attendant services and supports:

(a) Agency-provider model. (1) The agency-provider model is a delivery method in which the
services and supports are provided by entities, under a contract or provider agreement with the State
Medicaid agency or delegated entity to provide services. Under this model, the entity either provides



the services directly through their employees or arranges for the provision of services under the
direction of the individual receiving services.

(2} Under the agency-provider model for Community First Choice, individuals maintain the
ability to have a significant role in the selection and dismissal of the providers of their choice, for the
delivery of their specific care, and for the services and supports identified in their person-centered
service plan.

(b) Self-directed model with service budget. A self-directed model with a service budget is one in
which the individual has both a person-centered service plan and a service budget based on the
assessment of functional need.

(1) Financial management entity. States must make available financial management activities to
all individuals with a service budget. The financial management entity performs functions including, but
not limited to, the following activities:

(i) Collect and process timesheets of the individual’s attendant care providers.

(i) Process payroll, withholding, filing, and payment of applicable Federal, State, and local
employment related taxes and insurance.

(ili) Separately track budget funds and expenditures for each individual.
{iv) Track and report disbursements and balances of each individual’s funds.
(v) Process and pay invoices for services in the person-centered service plan.

(vi) Provide individual periodic reports of expenditures and the status of the approved service
budget to the individual and to the State.

(vii) States may perform the functions of a financial management entity internally or use a
vendor organization that has the capabilities to perform the required tasks in accordance with all
applicable requirements of the Internal Revenue Service.

(2) Direct cash. States may disburse cash prospectively to individuals self-directing their
Community First Choice services and supports, and must meet the following requirements:

(i} Ensure compliance with all applicable requirements of the Internal Revenue Service, and
State employment and taxation authorities, including but not limited to, retaining required forms and
payment of FICA, FUTA and State unemployment taxes.

(i) Permit individuals using the cash option to choose to use the financial management entity
for some or all of the functions described in paragraph (b)(1)(ii) of this section.



(iii) Make available a financial management entity to an individual who has demonstrated, after
additional counseling, information, training, or assistance that the individual cannot effectively manage
the cash option described in this section.

(iv) The State may require an individual to use a financial management entity, but must provide
the individual with the conditions under which this option would be enforced.

(3) Vouchers. States have the option to issue vouchers to individuals who self-direct their
Community First Choice services and supports as long as the requirements in paragraphs (b)(2)(i)
through (iv) of this paragraph are met.

(c) Other service delivery models. States have the option of proposing other service delivery
models. Such models are defined by the State and approved by CMS.

§ 441.550 Service plan requirements for self-directed model with service budget.

The person-centered service plan under the self-directed model with service budget conveys authority
to the individual to perform, at a minimum, the following tasks:

(a) Recruit and hire or select attendant care providers to provide self-directed Community First
Choice services and supports, including specifying attendant care provider qualifications.

(b) Dismiss specific attendant care providers of Community First Choice services and supports.

(c) Supervise attendant care providers in the provision of Community First Choice services and
supports.

(d) Manage attendant care providers in the provision of Community First Choice services and
supports, which includes the following functions:

{1) Determining attendant care provider duties.

(2) Scheduling attendant care providers.

(3) Training attendant care providers in assigned tasks.
(4) Evaluating attendant care providers’ performance.

(e) Determining the amount paid for a service, support, or item, in accordance with State and
Federal compensation requirements.

(f) Reviewing and approving provider payment requests.

§ 441.555 Support system.



For each service delivery model available, States must provide, or arrange for the provision of, a support
system that meets all of the following conditions:

(a) Appropriately assesses and counsels an individual before enroliment.

(b) Provides appropriate information, counseling, training, and assistance to ensure that an
individual is able to manage the services and budgets if applicable.

(1) This information must be communicated to the individual in a manner and language
understandable by the individual. To ensure that the information is communicated in an accessible
manner, information should be communicated in plain language and needed auxiliary aids and services
should be provided.

(2) The support activities must include at least the following:
(i) Person-centered planning and how it is applied.

(ii) Range and scope of individual choices and options.

(iii) Process for changing the person-centered service plan and, if applicable, service budget.
(iv) Grievance process.
{v) Information on the risks and responsibilities of self-direction.

(vi) The ability to freely choose from available home and community-based attendant providers
available service delivery models and if applicable, financial management entities.

?

(vii) Individual rights, including appeal rights.

{viii) Reassessment and review schedules.

(ix) Defining goals, needs, and preferences of Community First Choice services and supports.
{x) Identifying and accessing services, supports, and resources.

(xi) Development of risk management agreements.

(A) The State must specify in the State Plan amendment any tools or instruments used to
mitigate identified risks.

(B) States utilizing criminal or background checks as part of their risk management agreement
will bear the costs of such activities.

(xii) Development of a personalized backup plan.



(xiii) Recognizing and reporting critical events.

{xiv) Information about an advocate or advocacy systems available in the State and how an
individual can access the advocate or advocacy systems.

{c) Establishes conflict of interest standards for the assessments of functional need and the
person-centered service plan development process that apply to all individuals and entities, public or
private. At a minimum, these standards must ensure that the individuals or entities conducting the
assessment of functional need and person-centered service plan development process are not:

(1) Related by blood or marriage to the individual, or to any paid caregiver of the individual.

(2) Financially responsible for the individual.

(3) Empowered to make financial or health-related decisions on behalf of the individual.

(4) Individuals who would benefit financially from the provision of assessed needs and services.

(5) Providers of State plan HCBS for the individual, or those who have an interest in or are
employed by a provider of State plan HCBS for the individual, except when the State demonstrates that
the only willing and qualified entity/entities to perform assessments of functional need and develop
person-centered service plans in a geographic area also provides HCBS, and the State devises conflict of
interest protections including separation of assessment/planning and HCBS provider functions within
provider entities, which are described in the State plan, and individuals are provided with a clear and
accessible alternative dispute resolution process.

(d) Ensures the responsibilities for assessment of functional need and person-centered service
plan development are identified.

§ 441.560 Service budget requirements.

(a) For the self-directed model with a service budget, a service budget must be developed and approved
by the State based on the assessment of functional need and person-centered service plan and must
include all of the following requirements:

(1) The specific dollar amount an individual may use for Community First Choice services and
supports.

(2) The procedures for informing an individual of the amount of the service budget before the
person-centered service plan is finalized.

(3) The procedures for how an individual may adjust the budget including the following:

(i) The procedures for an individual to freely adjust amounts allocated to specific services and
supports within the approved service budget.



(ii) The circumstances, if any, that may require prior approval by the State before a budget
adjustment is made.

(4) The circumstances, if any, that may require a change in the person-centered service plan.

(5) The procedures that govern the determination of transition costs and other permissible
services and supports as defined at § 441.520(b).

(6) The procedures for an individual to request a fair hearing under Subpart E of this title if an
individual’s request for a budget adjustment is denied or the amount of the budget is reduced.

(b) The budget methodology set forth by the State to determine an individual’s service budget
amount must:

(1) Be objective and evidence-based utilizing valid, reliable cost data.
{2) Be applied consistently to individuals.
(3) Be included in the State plan.

(4) Include a calculation of the expected cost of Community First Choice services and supports, if
those services and supports are not self-directed.

(5) Have a process in place that describes the following:

(i) Any limits the State places on Community First Choice services and supports, and the basis for
the limits.

(ii) Any adjustments that are allowed and the basis for the adjustments.

(c) The State must have procedures in place that will provide safeguards to individuals when the
budgeted service amount is insufficient to meet the individual’s needs.

(d) The State must have a method of notifying individuals of the amount of any limit that applies
to an individual’s Community First Choice services and supports. Notice must be communicated in an
accessible format, communicated in plain language, and needed auxiliary aids and services should be
provided.

(e) The budget may not restrict access to other medically necessary care and services furnished
under the State plan and approved by the State but which are not included in the budget.

(f) The State must have a procedure to adjust a budget when a reassessment indicates a change
in an individual’s medical condition, functional status, or living situation.

§ 441.565 Provider qualifications.

{a) For all service delivery models:



(1) An individual retains the right to train attendant care providers in the specific areas of
attendant care needed by the individual, and to have the attendant care provider perform the needed
assistance in a manner that comports with the individual’s personal, cultural, and/or religious
preferences.

(2) An individual retains the right to establish additional staff qualifications based on the
individual’s needs and preferences.

(3) Individuals also have the right to access other training provided by or through the State so
that their attendant care provider(s) can meet any additional qualifications required or desired by
individuals.

(b) For the agency-provider model, the State must define in writing adequate qualifications for
providers in the agency model of Community First Choice services and supports.

(c) For the self-directed model with service budget, an individual has the option to permit family
members, or any other individuals, to provide Community First Choice services and supports identified
in the person-centered service plan, provided they meet the qualifications to provide the services and
supports established by the individual, including additional training.

(d) For other models, the applicability of requirements at paragraphs (b) or (c) of this section will
be determined based on the description and approval of the model.

§ 441.570 State assurances.
A State must assure the following requirements are met:

(a) Necessary safeguards have been taken to protect the health and welfare of enrollees in
Community First Choice, including adherence to section 1903(i) of the Act that Medicaid payment shall
not be made for items or services furnished by individuals or entities excluded from participating in the
Medicaid Program.

(b) For the first full 12 month period in which the State plan amendment is implemented, the
State must maintain or exceed the level of State expenditures for home and community-based
attendant services and supports provided under sections 1115, 1905(a), 1915, or otherwise under the
Act, to individuals with disabilities or elderly individuals attributable to the preceding 12 month period.

{c) All applicable provisions of the Fair Labor Standards Act of 1938.
(d) All applicable provisions of Federal and State laws regarding the following:
(1) Withholding and payment of Federal and State income and payroll taxes.

(2) The provision of unemployment and workers compensation insurance.



(3) Maintenance of general liability insurance.
{4) Occupational health and safety.

(5) Any other employment or tax related requirements.

§ 441.575 Development and Implementation Council.

(a) States must establish a Development and Implementation Council, the majority of which is
comprised of individuals with disabilities, elderly individuals, and their representatives.

(b) States must consult and collaborate with the Council when developing and implementing a
State plan amendment to provide Community First Choice services and supports.

§ 441.580 Data collection.

A State must provide the following information regarding the provision of home and community-based
attendant services and supports under Community First Choice for each Federal fiscal year for which the
services and supports are provided:

(a) The number of individuals who are estimated to receive Community First Choice services and
supports under this State plan option during the Federal fiscal year.

(b) The number of individuals who received the services and supports during the preceding
Federal fiscal year.

(c) The number of individuals served broken down by type of disability, age, gender, education
level, and employment status.

(d) The specific number of individuals who have been previously served under sections 1115,
1915(c) and

(i) of the Act, or the personal care State plan option.

(e) Data regarding how the State provides Community First Choice and other home and
community-based services.

(f) The cost of providing Community First Choice and other home and community-based services
and supports.

(g) Data regarding how the State provides individuals with disabilities who otherwise qualify for
institutional care under the State plan or under a waiver the choice to receive home and community-
based services in lieu of institutional care.



(h) Data regarding the impact of Community First Choice services and supports on the physical
and emotional health of individuals.

(i) Other data as determined by the Secretary.

§ 441.585 Quality assurance system.

(a) States must establish and maintain a comprehensive, continuous quality assurance system,
described in the State plan amendment, which includes the following:

(1) A quality improvement strategy.

(2) Methods to continuously monitor the health and welfare of each individual who receives
home and community-based attendant services and supports, including a process for the mandatory
reporting, investigation, and resolution of allegations of neglect, abuse, or exploitation in connection
with the provision of such services and supports.

(3) Measures individual outcomes associated with the receipt of home and community-based
attendant services and supports as set forth in the person centered service plan, particularly for the
health and welfare of individuals receiving such services and supports. These measures must be
reported to CMS upon request.

(4) Standards for all service delivery models for training, appeals for denials and reconsideration
procedures for an individual’s person-centered service plan.

(5) Other requirements as determined by the Secretary.

(b) The State must ensure the quality assurance system will employ methods that maximizes
individual independence and control, and provides information about the provisions of quality
improvement and assurance to each individual receiving such services and supports.

(c) The State must elicit and incorporate feedback from individuals and their representatives,
disability organizations, providers, families of disabled or elderly individuals, members of the community
and others to improve the quality of the community-based attendant services and supports benefit.

§ 441.590 Increased Federal financial participation.

Beginning October 1, 2011, the FMAP applicable to the State will be increased by 6 percentage points,
for the provision of Community First Choice services and supports, under an approved State plan
amendment.

Authority
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MISCELLANEOUS
NOTICES/HEARINGS

Notice of Abandoned Property
Received by the State Comptroller

Pursuant to provisions of the Abandoned Property Law and related
laws, the Office of the State Comptroller receives unclaimed monies
and other property deemed abandoned. A list of the names and last
known addresses of the entitled owners of this abandoned property is
maintained by the office in accordance with Section 1401 of the
Abandoned Property Law. Interested parties may inquire if they ap-
pear on the Abandoned Property Listing by contacting the Office of
Unclaimed Funds, Monday through Friday from 8:00 a.m. to 4:30
p.m., at:

1-800-221-9311
or visit our web site at:
WWW.0sc.state.ny.us

Claims for abandoned property must be filed with the New York
State Comptroller’s Office of Unclaimed Funds as provided in Sec-
tion 1406 of the Abandoned Property Law. For further information
contact: Office of the State Comptrolier, Office of Unclaimed Funds,
110 State St., Albany, NY 12236.

PUBLIC NOTICE
Department of Health

Pursuant to 42 CFR Section 447.205, the Department of Health
hereby gives public notice of the following:

The Department of Health proposes to amend the Title XIX
(Medicaid) State Plan for non-institutional services to revise provi-
sions of the Ambulatory Patient Group (APG) reimbursement method-
ology on or after October 1, 2013.

The Ambulatory Patient Group (APG) reimbursement methodol-
ogy is revised to include recalculated weight and component updates
that will become effective on or after October 1, 2013. The estimated
annual net aggregate increase in gross Medicaid expenditures attribut-
able to this initiative contained in the budget for state fiscal year 2013/
2014 is $5,000,000.

The public is invited to review and comment on this proposed State
Plan Amendment. Copies of which will be available for public review
on the Department’s website at http:/www.health.ny.gov/regulations/
state__plans/status.

Copies of the proposed State Plan Amendments will be on file in
each local (county) social services district and available for public
review.

For the New York City district, copies will be available at the fol-
lowing places:

New York County
250 Church Street
New York, New York 10018

Queens County, Queens Center
3220 Northern Boulevard
Long Island City, New York 11101

Kings County, Fulton Center
114 Willoughby Street
Brooklyn, New York 11201

Bronx County, Tremont Center
1916 Monterey Avenue
Bronx, New York 10457

Richmond County, Richmond Center
95 Central Avenue, St. George
Staten Island, New York 10301

For further information and to review and comment, please contact:
Department of Health, Bureau of Federal Relations & Provider As-
sessments, 99 Washington Ave. — One Commerce Plaza, Suite 1430,
Albany, NY 12210, (518) 474-1673, (518) 473-8825 (FAX),
spa—inquiries@hecalth.state ny.us

PUBLIC NOTICE
Department of Health

Pursuant to 42 CFR Section 447.205, the Department of Health
hereby gives public notice of the following:

The Department of Health proposes to amend the Title XIX
{Medicaid) State Plan for long term care services pursuant to statutory
provisions contained in the Patient Protection and Affordable Care
Act (Public Law 111-148), Section 2401 (Community First Choice
Option). The following changes are proposed:

The Affordable Care Act, PL 111-148, authorized states to expand
access and availability of Medicaid-funded long term services and
supports (LTSS) in non-institutional home and community-based set-
tings by offering enhanced personal attendant services through the
Community First Choice Option (CFCO) State Plan Amendment.
Such services are required to provide assistance to eligible individuals
to accomplish activities of daily living (ADLs), instrumental activities
of daily living (IADLs) and/or health-related tasks through hands-on
assistance, supervision and cueing. These services must be provided
pursuant fo a person-centered care plan developed after a comprehen-
sive assessment of functional need in a community-based setting
through an agency-provider or other model. Such services are to be
consumer controlled to the greatest extent possible. Included in the
services required under the CFCO are the acquisition, maintenance
and enhancement of skills necessary for the individual to accomplish
ADLs, IADLs, and health-related tasks; a backup system to assure
continuity of care and voluntary training on selecting, managing and
dismissing attendants. Excluded services include room and board,
vocational or educational services, home modifications, medical sup-
plies and equipment and assistive technology devices and services
other than those specifically allowed under the plan.

Services under the CFCO must be provided across the disability
spectrum including those who are elderly and those who have a phys-
ical, mental or developmental disability. Eligible individuals have
demonstrated functional needs that can be addressed by CFCO LTSS,
are Medicaid eligible, and require an institutional level of care.

New York State already offers personal care services as well as a
Consumer Directed Personal Attendant Program (CDPAP) in its
Medicaid State plan. The State also has an extensive array of waiver
services that provide assistance with ADLs, JADLs and health-related
tasks. These waiver programs and services are administered by vari-
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Miscellaneous Notices/Hearings
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ous State agencies including the Department of Health (DOH), the Of-
fice for People With Developmental Disabilities (OPWDD), and the
Office of Mental Health (OMH). Through the CFCO, the State will
expand these offerings to include personal care and CDPAP, supervi-
sion and cueing through habilitation or home-and-community support
services, home maintenance, home health aide, congregate and home-
delivered meals, community transportation, nutrition counseling and
education, community integration training, skill building, habilitation,
personal emergency response systems (PERS/EARS), adaptive
technology and assistive devices called for in the person-centered care
plan that substitute for human assistance and improve independence,
and transitional services like one-time moving expenses, peer mentor-
ing and other training programs aimed at ensuring an easy transition
from an institutional to a community-based setting, Individuals that
choose to direct their LTSS either directly or through a chosen repre-
sentative who are determined to need an institutional level of care ac-
cording to a comprehensive functional assessment will be eligible for
the CFCO services they qualify for based on the assessment. Those
who do not meet these requirements will continue to be served through
waiver programs. Participants in CFCO may also access other State
plan and waiver services to meet their needs.

While it is likely that community-based Medicaid services could
increase under the CFCO State plan as services are now only available
through waiver programs and would become available to a larger pool
of individuals through the State plan, this increase is likely to be offset
by increased Federal Financial Participation. CFCO services are
eligible for an increased Federal Medical Assistance Percentage
(FMAP) of 6%. This is expected to result in approximately $93 mil-
lion to $120 million in additional Federal revenue, which may be
reinvested in community based LTSS in the first year of operation to
meet statutory Maintenance of Expenditure requirements.

The public is invited to review and comment on this proposed State
Plan Amendment. Copies of which will be available for public review
on the Department’s website at http://www.health.ny.gov/regulations/
state_plans/status.

Copies of the proposed State Plan Amendments will be on file in
each local (county) social services district and available for public
review.,

For the New York City district, copies will be available at the fol-
lowing places: .

New York County
250 Church Street
New York, New York 10018

Queens County, Queens Center
3220 Northern Boulevard
Long Island City, New York 11101

Kings County, Fulton Center
114 Willoughby Street
Brooklyn, New York 11201

Bronx County, Tremont Center
1916 Monterey Avenue
Bronx, New York 10457

Richmond County, Richmond Center
95 Central Avenue, St. George
Staten Island, New York 10301

For further information and to review and comment, please contact:
Department of Health, Bureau of Federal Relations & Provider As-
sessments, 99 Washington Ave. — One Commerce Plaza, Suite 1430,
Albany, NY 12210, (518) 474-1673, (518) 473-8825 (FAX),
spa_inquiries@health.state.ny.us

PUBLIC NOTICE
Department of Health

Pursuant to 42 CFR Section 447.205, the Department of Health
hereby gives public notice of the following:
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The Department of Health proposes to amend the Title XIX
(Medicaid) State Plan for non-institutional services to comply with
the provisions of Section 2301 of the Patient Protection and A fford-
able Care Act (ACA).

Non-Institutional Services

Under the Act, Section 1905 of the Social Security Act (U.S.C.
1396d) was amended to include the requirement that a State shall
provide separate payments to providers, such as nurse midwives and
other providers of birthing services such as birth attendants recognized
under State law, when administering prenatal labor and delivery or
postpartum care in a {reestanding birthing center. A freestanding birth-
ing center is a health facility that is not a hospital and is where
childbirth is planned to occur away from the pregnant woman’s
residence. It is licensed or otherwise approved by the State to provide
prenatal care and delivery or postpartum care and other ambulatory
surgery services that are included in the plan.

There is no additional estimated annual change to gross Medicaid
expenditures as a result of the proposed amendment since the State is
already in compliance with the provisions of the recently enacted ACA
using the Ambulatory Patient Group (APG) reimbursement method
for payment.

The public is invited to review and comment on this proposed State
Plan Amendment. Copies of which will be available for public review
on the Department’s website at http://www.health.ny.gov/regulations/
state__plans/status.

Copies of the proposed State Plan Amendments will be on file in
each local (county) social services district and available for public
review.

For the New York City district, copies will be available at the fol-
lowing places:

New York County
250 Church Street
New York, New York 10018

Queens County, Queens Center
3220 Northern Boulevard
Long Island City, New York 11101

Kings County, Fulton Center
114 Willoughby Street
Brooklyn, New York 11201

Bronx County, Tremont Center
1916 Monterey Avenue
Bronx, New York 10457

Richmond County, Richmond Center
95 Central Avenue, St. George
Staten Island, New York 10301

For further information and to review and comment, please contact:
Department of Health, Bureau of Federal Relations & Provider As-
sessments, 99 Washington Ave. — One Commerce Plaza, Suite 1430,
Albany, NY 12210, (518) 474-1673, (518) 473-8825 (FAX),
spa__inquiries@health.state. ny.us

PUBLIC NOTICE
Nassau Health Care Corporation

Pursuant to the State Finance Law, Nassau Health Care Corporation

hereby gives notice of the following:
Request for Proposals
Deferred Compensation Plan Services

The Deferred Compensation Plan for Employees of Nassau Health
Care Corporation (the “Plan”), a 457(b) plan created under the laws of
the State of New York and pursuant to Section 475(b) of the Internal
Revenue Code, is soliciting proposals from qualified firms to provide
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APPENDIX V
LONG TERM CARE SERVICES
State Plan Amendment #13-35

CMS Standard Funding Questions (NIRT Standard Funding Questions)

The following questions are being asked and should be answered in relation
to all payments made to all providers under Attachment 4.19-D of your state
plan.

1. Section 1903(a)(1) provides that Federal matching funds are only
available for expenditures made by States for services under the
approved State plan. Do providers receive and retain the total
Medicaid expenditures claimed by the State (includes normal per diem,
supplemental, enhanced payments, other) or is any portion of the
payments returned to the State, local governmental entity, or any
other intermediary organization? If providers are required to return
any portion of payments, please provide a full description of the
repayment process. Include in your response a full description of the
methodology for the return of any of the amount or percentage of
payments that are returned and the disposition and use of the funds
once they are returned to the State (i.e., general fund, medical services
account, etc.)

Response: Providers do retain the payments made pursuant to this
amendment. However, this requirement in no way prohibits the public provider,
including county providers, from reimbursing the sponsoring local government
for appropriate expenses incurred by the local government on behalf of the
public provider. The State does not regulate the financial relationships that exist
between public health care providers and their sponsoring governments, which
are extremely varied and complex. Local governments may provide direct and/or
indirect monetary subsidies to their public providers to cover on-going
unreimbursed operational expenses and assure achievement of their mission as
primary safety net providers. Examples of appropriate expenses may include
payments to the local government which include reimbursement for debt service
paid on a provider's behalf, reimbursement for Medicare Part B premiums paid
for a provider's retirees, reimbursement for contractually required health benefit
fund payments made on a provider's behalf, and payment for overhead expenses
as allocated per federal Office of Management and Budget Circular A-87
regarding Cost Principles for State, Local, and Indian Tribal Governments. The
existence of such transfers should in no way negate the legitimacy of these
facilities' Medicaid payments or result in reduced Medicaid federal financial
participation for the State. This position was further supported by CMS in review
and approval of SPA 07-07C when an on-site audit of these transactions for New

York City's Health and Hospitals Corporation was completed with satisfactory
results.



2. Section 1902(a)(2) provides that the lack of adequate funds from local
sources will not result in lowering the amount, duration, scope, or
quality of care and services available under the plan. Please describe
how the state share of each type of Medicaid payment (normal per
diem, supplemental, enhanced, other) is funded. Please describe
whether the state share is from appropriations from the legislature to
the Medicaid agency, through intergovernmental transfer agreements
(IGTs), certified public expenditures (CPEs), provider taxes, or any
other mechanism used by the state to provide state share. Note that, if
the appropriation is not to the Medicaid agency, the source of the state
share would necessarily be derived through either an IGT or CPE. In
this case, please identify the agency to which the funds are
appropriated. Please provide an estimate of total expenditure and
State share amounts for each type of Medicaid payment. If any of the
non-federal share is being provided using IGTs or CPEs, please fully
describe the matching arrangement including when the state agency
receives the transferred amounts from the local government entity
transferring the funds. If CPEs are used, please describe the
methodology used by the state to verify that the total expenditures
being certified are eligible for Federal matching funds in accordance
with 42 CFR 433.51(b). For any payment funded by CPEs or IGTs,
please provide the following:

(O] a complete list of the names of entities transferring or
certifying funds;

(i)  the operational nature of the entity (state, county, city,
other);

(ifi) the total amounts transferred or certified by each entity;

(iv) clarify whether the certifying or transferring entity has
general taxing authority; and,

(v)  whether the certifying or transferring entity received
appropriations (identify level of appropriations).

Response: Payments made to service providers under the provisions of this
SPA are funded through a general appropriation received by the State agency
that oversees medical assistance (Medicaid), which is the Department of Health.
The source of the appropriation is the Local Assistance Account under the
General Fund/Aid to Localities.

3. Section 1902(a)(30) requires that payments for services be consistent
with efficiency, economy, and quality of care. Section 1903(a)(1)
provides for Federal financial participation to States for expenditures
for services under an approved State plan. If supplemental or
enhanced payments are made, please provide the total amount for

each type of supplemental or enhanced payment made to each
provider type.

Response: The payments authorized for this provision are not supplemental or
enhanced payments.



4. Please provide a detailed description of the methodology used by the
state to estimate the upper payment limit (UPL) for each class of
providers (State owned or operated, non-state government owned or
operated, and privately owned or operated). Please provide a current
(i.e. applicable to the current rate year) UPL demonstration. Under
regulations at 42 CFR 4447.272, States are prohibited from setting
payment rates for Medicaid inpatient services that exceed a reasonable
estimate of the amount that would be paid under Medicare payment
principals.

Response: Not applicable. State expenditures under the Community First
Choice Option are to be made for attendant services and related supports
provided exclusively in home and community based settings.

5. Does any governmental provider receive payments that in the
aggregate (normal per diem, supplemental, enhanced, other) exceed
their reasonable costs of providing services? If payments exceed the
cost of services, do you recoup the excess and return the Federal share
of the excess to CMS on the quarterly expenditure report?

Response: No, not applicable.

ACA Assurances:

1. Maintenance of Effort (MOE). Under section 1902(gg) of the Social
Security Act (the Act), as amended by the Affordable Care Act, as a
condition of receiving any Federal payments under the Medicaid program
during the MOE period indicated below, the State shall not have in effect
any eligibility standards, methodologies, or procedures in its Medicaid
program which are more restrictive than such eligibility provisions as in
effect in its Medicaid program on March 10, 2010.

MOE Period.

» Begins on: March 10, 2010, and

= Ends on: The date the Secretary of the Federal Department of Health
and Human Services determines an Exchange established by a State
under the provisions of section 1311 of the Affordable Care Act is fully
operational.

Response: This SPA complies with the conditions of the MOE provision of section
1902(gg) of the Act for continued funding under the Medicaid program.

2. Section 1905(y) and (z) of the Act provides for increased FMAPs for
expenditures made on or after January 1, 2014 for individuals determined
eligible under section 1902(a)(10)(A)(i)(VIII) of the Act. Under section
1905(cc) of the Act, the increased FMAP under sections 1905(y) and (z)
would not be available for States that require local political subdivisions to



contribute amounts toward the non-Federal share of the State’s

expenditures at a greater percentage than would have been required on
December 31, 2009.

Prior to January 1, 2014 States may potentially require contributions by
local political subdivisions toward the non-Federal share of the States'
expenditures at percentages greater than were required on December 31,
2009. However, because of the provisions of section 1905(cc) of the Act,
it is important to determine and document/flag any SPAs/State plans
which have such greater percentages prior to the January 1, 2014 date in

order to anticipate potential violations and/or appropriate corrective

actions by the States and the Federal government.

Response: This SPA would [ ]/ would not [v] violate these provisions, if they
remained in effect on or after January 1, 2014.

3. Please indicate whether the State is currently in conformance with the
requirements of section 1902(a)(37) of the Act regarding prompt
payment of claims.

Response: This SPA does comply with the requirements of section 1902(a)(37) of
the Act regarding prompt payment of claims.

Tribal Assurance:

Section 1902(a)(73) of the Social Security Act the Act requires a State in
which one or more Indian Health Programs or Urban Indian Organizations
furnish health care services to establish a process for the State Medicaid
agency to seek advice on a regular ongoing basis from designees of Indian
health programs whether operated by the Indian Health Service HIS Tribes
or Tribal organizations under the Indian Self Determination and Education
Assistance Act ISDEAA or Urban Indian Organizations under the Indian
Health Care Improvement Act.

IHCIA Section 2107(e)(I) of the Act was also amended to apply these
requirements to the Children's Health Insurance Program CHIP.
Consultation is required concerning Medicaid and CHIP matters having a
direct impact on Indian health programs and Urban Indian organizations.
a)Please describe the process the State uses to seek advice on a regular
ongoing basis from federally recognized tribes Indian Health
Programs and Urban Indian Organizations on matters related to
Medicaid and CHIP programs and for consultation on State Plan
Amendments waiver proposals waiver extensions waiver amendments
waiver renewals and proposals for demonstration projects prior to
submission to CMS.
b) Please include information about the frequency inclusiveness and
process for seeking such advice.



c) Please describe the consultation process that occurred specifically for
the development and submission of this State Plan Amendment when
it occurred and who was involved.

Response: Tribal consultation was performed in accordance with the State’s tribal
consultation policy as approved in SPA 11-06, and documentation of such is included
with this submission. To date, no feedback has been received from any tribal
representative in response to the proposed change in this SPA.



