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CHAPTER 7

HOME AND COMMUNITY-BASED SERVICES

7.1 HOME AND COMMUNITY-BASED SERVICES PROVIDER SELECTION
PROCESS

(A) Notification of free choice of providers, assistance with the provider selection process,
and procedural safeguards
(1) The Board shall notify each individual at the time of enrollment in a home and
community-based services waiver and at least annually thereafter, of the
individual's right to choose any qualified and willing provider of home and
community-based services. The notification shall specify that:

(a) The individual may choose agency providers, independent providers, or a
combination of agency providers and independent providers;

(b) The individual may choose providers from all qualified and willing
providers available statewide and is not limited to those currently
providing services in a given county;

(c) The individual may choose to receive services from a different provider
at any time;

(d) An individual choosing to receive homemaker/personal care in a licensed
residential facility is choosing both the place of residence and the
homemaker/personal care provider, but maintains free choice of
providers for all other home and community-based services and the right
to move to another setting at any time if a new homemaker/personal care
provider is desired; and

(e) The service and support administrator (SSA)will assist the individual
with the provider selection process if the individual requests assistance.

(2) A SSA will assist an individual enrolled in a home and community-based
services waiver with one or more of the following, as requested by the
individual:

(a) Accessing the department's website to conduct a search for qualified and
willing providers;

(b) Providing the individual with the department's guide to interviewing
prospective providers;

(c) Sharing objective information with the individual about providers that
includes reports of provider compliance reviews, approved plans of
correction submitted by providers in response to compliance reviews,
number of individuals currently served, and any information about
services offered by the provider to meet the unique needs of a specific
group of individuals such as aging adults, children with autism, or
individuals with intense medical or behavioral needs;

(d) Utilizing a uniform format to create a profile that shall include the type of
services and supports the individual requires, hours of services and
supports required, the individual's essential service preferences, the
funding source of services, and any other information the individual
chooses to share with prospective providers;

(e) Making available to all qualified providers in the county that have
expressed an interest in serving additional individuals, the individual-
specific profile -to identify willing providers of the service;



(f) Contacting providers on the individual's behalf;

(g) Developing provider interview questions that reflect the characteristics of
the individual's preferred provider; and

(h) Scheduling and participating as needed in interviews of prospective
providers. The SSA may participate in this interview as directed by the
individual.

(3) The Board will document the alternative home and community-based services
settings that were considered by each individual and ensure that each individual
service plan reflects the setting options chosen by the individual.

(4) The Board will document that each individual has been offered free choice
among all qualified and willing providers of home and community-based
services.

(5) If the Board receives a complaint from an individual regarding the free choice of
provider process, the Board will respond to the individual within thirty days and
provide the department with a copy of the individual's complaint and the Board’s
response.

(C) The Board’s written procedures will ensure that home and community-based services
begin in accordance with the date established in the individual service plan (ISP). The
procedures shall include a requirement for the Board to monitor the service
commencement process and implement corrective measures if services do not begin as
indicated.

(D) Due process and appeal rights:

See Board Policy 2.19.

7.1.1 NON-MEDICAID PROVIDER SELECTION PROCESS

(A) The purpose of this policy is to establish guidelines by which eligible individuals
receiving supported living or respite services and their guardians, if applicable,
will select residential service providers. These guidelines will reflect the options
for selection methods. Regardless of the type of selection method chosen by the
individual/guardian, the right to choose their provider will be maintained. The
individual/guardian also has the right to terminate existing provider contracts
within the framework established within the contract and to select a new provider
using any of the methods outlined in this procedure.

(B) For individuals currently receiving residential services or approved for residential
services, the SSA will review the provider selection methods during the initial
and subsequent ISPs. These methods include the following:

1. Certified provider list maintained by DODD.
2. Interviews with service providers who appear to be “matched” to the
individual’s needs/desires

(C) Determination of Services/Supports
1. Once resources are available for an individual to receive residential services,

the ISP will be developed or amended to determine the supports and
services required to meet the needs of the individual.



D)

(E)

2. Concurrently, the individual will be informed of the methods for selection of
providers.

3. If'the individual is determined to be in emergency need of residential
services, the Board may retain a provider on a temporary basis until such
time as the individual is able to participate in the selection process.

Interviews will be arranged- with the individual/guardian and providers who
appear to meet the individual’s desires/needs upon completion of the ISP to
outline services/supports required by the individual. The SSA will inform the
individual/guardian of providers who have expressed interest in providing similar
services.

Upon selection of a formal provider by the individual/guardian, a contract will be
developed by the Board to specify the obligations and responsibilities of all
parties providing services to the individual.

7.2 HCBS WAIVER ENROLLMENT AND DISENROLLMENT

(A)

(B)

©

(D).

Establishing eligibility and appropriate placement on a Home and N
Community-Based Medicaid waiver will be determined by following the

process outlined in OAC 5123-9-04. Once placement is determined, the

Board will ensure and/or assist the eligible individual with the submission

of the application for Home and Community Based Services (HCBS)
waiver enrollment to the Pickaway County Jobs and Family Services
(PCIJFS), if necessary.

The Board will notify the Department, in writing, if the Board enters into
a contract with a person or government entity for assistance with its
Medicaid local administrative authority.

Upon authorization by the Department to enroll eligible individuals in

HCBS waivers, the Board will:

1. Determine the individual's eligibility for Board services. Individuals
determined to have an Intermediate Care Facility/ Developmental
Disabilities (ICF/DD) level of care and who meet all other eligibility
criteria will be eligible for HCBS waiver enrollment even if determined
not eligible for Board services.

2. Complete the required assessments of the individual in accordance with
OAC 5160-3-05.

3. Complete all necessary enrollment information, including a request for <
an ICF/DD-level of care determination with respect to the individual.

Notification of waiver eligibility is the responsibility of DODD.
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(E)

)

(G)

(H)

Redetermination

1.

The Board shall submit an ICF/DD level of care redetermination to the
Department in accordance with OAC 5123-8-01.Subsequent to initial
enrollment in HCBS waivers, the Board shall evaluate the current needs
and circumstances of the individual in relationship to the services and
activities described on the individual's most current ISP and recommend
appropriate action to the Department, which may include a
recommendation to disenroll the individual from the HCBS waiver when
one of the following occur:

a. There is a significant change in the individual's condition as defined
in OAC 5123-8-01.

b. The individual is admitted to a nursing facility or ICF/DD or is
incarcerated.

c. The individual fails or refuses to receive services in accordance with
the ISP.

d. The individual interferes with or otherwise refuses to cooperate with
the Board and such interference or refusal to cooperate renders the
Board unable to perform its Medicaid local administrative authority
under ORC 5126.055.

. The individual fails to meet the eligibility criteria for enrollment in the

HCBS waiver. The individual does not require a monthly waiver service.

When the cost of waiver services for the individual exceeds the amount
authorized by CMS for the waiver in which the individual is enrolled, the
Board will evaluate the individual and submit a recommendation to the
Department regarding whether or not the individual can remain enrolled in the
waiver and have their health and welfare assured by one or more of the
following measures:

1.

2.
3.
4.

When the Department proposes to disenroll an individual in accordance with OAC

Adding more available natural supports;

Accessing available non-waiver services, other than natural supports;
Accessing additional Medicaid state-plan services;

Accessing private health insurance plan benefits; and/ or sharing
supports and services, such as natural supports and non-waiver services,
by collaborating with other systems, organizations, agencies, people with
and without disabilities.

5123-9-01 (F)(3)4, the Board will do the following:

1. Offer the individual the opportunity to apply for an alternate HCBS
waiver for which the individual is eligible that may more adequately
respond to the service needs of the individual, to the extent that such
waiver openings exist: and

2. Assist the eligible individual in identifying and obtaining alternative services

that are available and adequately address the needs of the individual.

When the enrollment or denial of enrollment in or disenrollment from an

HCBS waiver is proposed, written notice will, be provided to the individual

at least fifteen days prior to the proposed action. Notification will inform,
the individual of their right to a state hearing
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Under ORC 5160.31and OAC 5101-6-1 of the Administrative Code. If the
individual exercises their, right to appeal within fifteen days of the date of the
notice, the proposed action shall not be taken pending the outcome of the state
hearing. When enrollment, denial of enrollment, or disenrollment is proposed
because of the Board's recommendation, and the individual requests a state
hearing, the Board shall comply with its obligation to participate in the state
hearing in accordance with ORC 5126.055. The Department and the Board
shall abide by the findings of the state hearing.

7.3 RECORDS FOR ELIGIBLE INDIVIDUALS RECEIVING RESIDENTIAL
SERVICES

A. Each eligible individual's official record shall contain, at a minimum:
1. Evidence that the Bill of Rights was reviewed at least annually
2. Consent(s) for services signed by the individual, guardian, or parent
of a minor
3. Copies of all assessments used to develop services/supports
identified in the Individual Support Plan (ISP)
4. Initial and subsequent ISP's
5. Evidence that ISPs are reviewed at least annually
6. Completed Medication Administration Quality Assurance reviews and
documented follow-up
7. Evidence that the eligible individual was provided appropriate
notification of any action to withhold, reduce, or terminate services
in accordance with OAC 5101:6-2-04 and County Board Policies
(2.19 Administrative Resolution of Complaints)
8. For waiver records, the following information is also required:
a. Evidence that a level of care was completed at a minimum
of every twelve (12) months
b. Confirmation by the Ohio Department of Developmental
Disabilities of payment authorization for waiver services
(PAWS)
c. Patient liability amounts and identification of contractors
to whom each amount is assigned
d. Freedom of Choice Form.

C. Record Retention
1. Records will be maintained per the Board’s Records Retention
Schedule
7.4 SUPPORTED LIVING COST CAP
A. Purpose
The Board has limited resources, including both state and local funds, for Supported

Living services. In order to maximize supports the Board may establish a cost
controls policy
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B. Definition
Supported Living has the same meaning as in Section 5126.01 in ORC.
C. Policy

Annually, the Board establishes a per person cost ceiling for the annual expenditure
of state and local money for the purpose of identified Supported Living services.

The Board shall ensure that all Supported Living services are provided in the most
effective and efficient manner. This includes ensuring that individuals utilize
natural supports, technological supports, and shared services to the greatest extent
possible.

In the event that the supports required for any individual currently receiving
Supported Living services or for any individual about to receive Supported Living
services will require expenditures in excess of the ceiling amount, the Board may
require documentation of efforts to secure additional resources, including individual
and family supports.

The Board may authorize an increase in the ceiling due to variables such as cost of
living, inflation, or demand at any time.

Any individual or agency may use additional resources to pay for costs above the
ceiling or the current annual cost for an individual. Those resources will not be used
to obligate future Board Supported Living funds.

HEALTH AND RESPITE BUDGET POLICY

A. ELIGIBILITY:

1. Health and Respite Budget refers to local funding set aside by the Board to assist
individuals in paying for specific health and respite needs and/or community
inclusion supports. In order to be considered eligible for Health and Respite
Funding, individuals must meet all of the following criteria:

a. Reside in Pickaway County;
b. Receive formal services through an ISP or IFSP

2. The Board will determine appropriation and funding limits for Health and
Respite Budgets on an annual basis.

B. ELIGIBLE SERVICES:
Approved items and services for purchase through Health and Respite Funding are
limited to the cost of items and services directly related to an eligible individual’s
disability and are not meant to cover standard or routine costs of living. An
individual or guardian may select the provider or vendor of choice. Requested items
and services must not be available through an alternate source of payment.

C. REQUEST AND APPROVAL OF FUNDING:



7.5.1

1. The Superintendent or designee will appoint a Health and Respite Committee
to evaluate funding requests. The Committee will consist of at least a three-
person panel of Board personnel.

2. Requests for funds must be made through the eligible individual’s Service
and Support Administrator or Developmental Specialist.

3. Requests for funds should be discussed during the annual ISP or IFSP
process. The amount of the request will be based on identified needs.
Requests submitted outside of the service plan process will only be
considered when:

a. The eligible individual has experienced a significant change in status;
b. The eligible individual or their representative can demonstrate a need for
additional approval of funding.

4. All requests for Health and Respite Budget funds are reviewed by the Health
and Respite Committee on at least a monthly basis. The Committee reserves
the right to approve, deny, or approve in part any request.

. APPEALS:

Decisions by the Committee may be appealed by following the Board’s Grievance
Policy 2.19. A representative of the Board will review this policy with Health and
Respite Budget recipients on an annual basis as part of the ISP/ IFSP process.
MONITORING:

Allocation usage and service satisfaction will be monitored by SSAs and
Developmental Specialists as part of a continuous review process.

COMMUNITY CONNECTION FUNDS POLICY

. Eligibility:

1. Community Connections Funds refers to monies set aside by the Board to assist
eligible individuals in paying for participation in inclusive, community-based
activities. In order to request Community Connections funds, individuals must
meet the following criteria:

a. Reside in Pickaway County;
b. Be at least three years of age;
c. Receive formal services through an Individual Service Plan (ISP or IFSP).

2. All requests for Community Connections funding are reviewed by the Health
and Respite Committee. The Committee will consist of at least a three-person
panel of Board personnel.

. Eligible Requests:

1. Requests for community inclusion funding must promote an individual’s full
participation in their community but may not include services that are otherwise
available under the state Medicaid program, under locally funded PCBDD
programs, or are part of experimental or otherwise prohibited treatments.

2. Requests must incorporate and promote inclusive community membership.
Requests that relate to activities, membership, participation, etc. of groups
formed by either a majority or exclusive composition of people with
developmental disabilities will not be considered.

. Request and Approval of Funding:



1. Request for funds must be made through the eligible individual’s Service and
Support Administrator or Developmental Specialist.

2. Requested funding must be identified within the ISP/IFSP and be linked to a
current person-centered outcome within this plan.

3. When approving or rejecting a request, the Health and Respite Committee may
take into account past usage of Community Connections funds, achievement of
past outcomes related to usage of funds, and availability of funds. The
Committee reserves the right to approve, deny, or approve in part any request.

D. Appeals:

Decisions by the Health and Respite Committee may be appealed following the

Board’s Grievance Policy. A representative of the Board will review this policy

with recipients of Community Connections funds on an annual basis as part of the

funds approval process.

E. Monitoring:
Allocation, usage and service satisfaction will be monitored by SSAs as part of the
continuous review process.

F. Allocation:
The Board will determine appropriation and funding limits for Community
Connection Funds on an annual basis.



