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Application for a 81915(c) Home and Community-

Based ServicesWaiver

PURPOSE OF THE HCBSWAIVER PROGRAM

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

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

Request for an Amendment to a 81915(c) Home and Community-Based Services

WENWE]

1. Request I nformation

A. The State of I1linois requests approval for an amendment to the following Medicaid home and community-based services
waiver approved under authority of 81915(c) of the Social Security Act.
B. Program Title:
Adultswith Developmental Disabilities
C. Waiver Number:1L.0350
Original Base Waiver Number: |L.0350.
D. Amendment Number:
E. Proposed Effective Date:  (mm/dd/yy)
lov/ov/27

Approved Effective Date of Waiver being Amended: 07/01/22

2. Purpose(s) of Amendment

Purpose(s) of the Amendment. Describe the purpose(s) of the amendment:
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The purpose of this amendment isto:

1. Correct an error in the Enhanced Residential service rate in the 1/1/2026 amendment. The narrative was meant to read that the
Enhanced Residential service rate would increase from $22.20 to $23.18 statewide and from $25.45 to $26.56 in Chicago, Cook,
and Collar counties effective 1/1/2026.

2. Correct an error in the Residential Habilitation (Intermittent CILA - 1 person) service rate reported for 1/1/2026 amendment.
The narrative was meant to read that the Residential Habilitation (Intermittent CILA - 1 person) service rate from $59.09 to
$61.46 statewide and $67.37 to $70.07 in Chicago, Cook, and Collar counties effective 1/1/2026.

3. Correct an error in the Residential Habilitation (Intermittent CILA - 2 person) service rate reported in the 1/1/2026
amendment. The narrative was meant to read that the Residential Habilitation (Intermittent CILA - 2 person) service rate from
$29.54 statewide to $30.73 and $33.68 to $35.04 in Chicago, Cook, and Collar counties effective 1/1/2026.

4. Correct an error in the Residential Habilitation (Intermittent CILA - 3 person) service rate reported in the 1/1/2026
amendment. The narrative was meant to read that the Residential Habilitation (Intermittent CILA - 3 person) service rate would
increase from $19.70 statewide to $20.49 and $22.46 to $23.36 in Chicago, Cook, and Collar counties.

5. Request federal approval for an increase in the following rates in response to legislation passed by the lllinois General
Assembly as PA104-0466. All increases are effective 1/1/2027, or upon CM S approval.

* The Community Day Services (CDS) (On-Site) rate will increase from $18.38 to $18.85 statewide and from $20.89 to $21.42
in Chicago, Cook and the Collar counties.

* The CDS (Off-Site) rate will increase from $20.94 to $21.52 statewide and from $24.01 to $24.68 in Chicago, Cook and the
Collar counties.

* The Enhanced Residential services rate will increase from $23.18 to $23.84 statewide and from $26.56 to $27.31 in Chicago,
Cook and the Collar counties.

 Temporary Intensive Staffing Supports (Residential) and Temporary Intensive Staffing (CDS) rates will increase from $27.67
to $28.45 statewide and from $31.82 to $32.72 in Chicago, Cook, and Collar Counties.

* Residential Habilitation (24-hour CILA) average daily rate will increase from $375.11 to $401.63.

* The Residential Habilitation (Intermittent CILA - 1 person) service rate will increase from $61.46 to $63.54 statewide and from
$70.07 to $72.42 in Chicago, Cook, and Collar counties.

* The Residential Habilitation (Intermittent CILA - 2 person) service rate will increase from $30.73 to $31.77 statewide and from
$35.04 to $36.21 in Chicago, Cook, and Collar counties.

* The Residential Habilitation (Intermittent CILA - 3 person) service rate will increase from $20.49 to $21.18 statewide and from
$23.36 to $24.14 in Chicago, Cook, and Collar counties.

» Supported Employment (Individual) service rates will increase from $50.92 statewide to $52.27 statewide and from $58.51
to $60.16 in Chicago, Cook and Collar counties.

« Supported Employment (Small Group Level 1) (1:3 staff to customer ratio) rates will increase from $22.72 to $24.22 statewide
and from $26.09 to $27.81 in Chicago, Cook and Collar counties.

« Supported Employment (Large Group Level 2) (1:6 staff to customer ratio) rates will increase from $8.73 to $8.98 statewide
and from $10.00 to $10.28 in Chicago, Cook and Collar counties.

* The DSP hourly rate wage will increase from $21.30 to $21.90 statewide and from $24.50 to $25.19 in Chicago, Cook and
Collar counties.

» The Job Coach staff wage will increase from $22.94 to $23.58 statewide and from $26.38 to $27.12 in Chicago, Cook and
Collar counties.

6. Request federal approval for an increase in the following rates effective 1/1/2027, or upon CM S approval.

* Adult Day Service rate will increase from $21.82 to $23.22 to align with IL-0143 rate increase effective 1/1/2027.

« Skilled Nursing RN rate will increase from $45.00 to $57.78 statewide and Skilled Nursing LPN rate will increase from $37.50
to $48.15 statewide to align with current home health fee schedule.

* Non-Medical Transportation rate will increase from $0.67 per mile to $0.73 per mile in accordance with 2026 non-IRS
reimbursed mileage rates.

7. Update Appendix 1-2-a (in Main B Optional) to reflect the increase in the rates mentioned above.
8. Update Appendix J-2-c-i (in Main B Optional) to reflect the increase in the rates mentioned above.

9. No changes were made to update Appendix J-2-d for WY 5 related to the rate increases noted above. Since the rate increases

were less than 10%, per CM S guidance, and the current waiver projections were sufficient to cover the increases.
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10. Update the Limits section in the service definition for Community Day Services (CDS) in Appendix C-1/C-3 to increase the
maximum daily limit from 5 hours per day to 8 hours per day for non-residential, home-based customers that purchase this
service through self-directed budget authority. The 5 hours per day maximum remains in place for customers receiving
residential habilitation supportsin addition to CDS services. Monthly and annual limitations remain in place for all customers

11. Updated Main B Optional due to character limits. The word "amendment" was deleted throughout. The period after
abbreviations was del eted throughout. The following words were abbreviated: "reimbursement” has been changed to "reimbur";
"component” has been changed to "comp"; "administrative/ion” has been changed to "admin”; "methodology” has been changed

to "meth"; " Supervisor/ion" has been changed to " Sup"; "percentage" has been changed to the symbol "%"; "calculated" has been

changed to "calc"; "reviewed" has been changed to "rev"; "associated" has been changed to "assoc”; "intermittent” has been
changed to "intermit"; "hourly" has been changed to "hr"; "implemented/ing" have been changed to "imp"; "adjustment” has
been changed to "adj"; "calculation" has been changed to "calc"; "medication administration" has been changed to "med admin”;
"nursing” has been changed to "nsg"; "Host Family" has been changed to "HF"; "Day Habilitation" has been changed to "Day

Hab"; and "enhanced" has been changed to "enh".

3. Nature of the Amendment

A. Component(s) of the Approved Waiver Affected by the Amendment. This amendment affects the following
component(s) of the approved waiver. Revisions to the affected subsection(s) of these component(s) are being submitted
concurrently (check each that applies):

Component of the
Approved Waiver

I:|Waiver I I

Application

Subsection(s)

[ Appendix A -
Waiver I I
Administration
and Operation

L Appendix B -
Participant | |
Access and
Eligibility

Appendix C -
Participant I C-1/C-3 I
Services

O Appendix D -
Participant
Centered I I
Service
Planning and
Delivery

L Appendix E -
Participant I I
Direction of
Services

[ Appendix F -
Participant I I
Rights

O Appendix G -
Participant | |
Safeguards

|:lAppendix H

Appendix | -
Financial I-2-a
Accountability
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B

Component of the _
Approved Waiver Subsection(s)
Appendix J - .
Cost-Neutrality F2-C-i |
Demonstration

. Nature of the Amendment. Indicate the nature of the changes to the waiver that are proposed in the amendment (check

each that applies):
[ M odify target group(s)
v odify Medicaid eligibility
[ Add/delete services
Revise service specifications
[ Revise provider qualifications
[l I ncrease/decr ease number of participants
Revise cost neutrality demonstration
I:|Add participant-direction of services

[ Other
Specify:

Application for a 81915(c) Home and Community-Based Services Waiver

1. Request I nformation (1 of 3)

A

B.

. The State of Illinois requests approval for aMedicaid home and community-based services (HCBS) waiver under the

authority of section 1915(c) of the Social Security Act (the Act).
Program Title (optional - thistitle will be used to locate this waiver in the finder):

Adults with Developmental Disabilities

. Type of Request: amendment

Requested Approval Period:(For new waivers requesting five year approval periods, the waiver must serve individuals
who are dually eligible for Medicaid and Medicare.)

3years ® 5years

Original Base Waiver Number: IL.0350
Draft ID: IL.026.05.06

. Type of Waiver (select only one):

Regular Waiver

. Proposed Effective Date of Waiver being Amended: 07/01/22

Approved Effective Date of Waiver being Amended: 07/01/22

PRA Disclosur e Statement

The purpose of this application isfor statesto request aMedicaid Section 1915(c) home and
community-based services (HCBS) waiver. Section 1915(c) of the Socia Security Act authorizes the
Secretary of Health and Human Services to waive certain specific Medicaid statutory requirements so
that a state may voluntarily offer HCBS to state-specified target group(s) of Medicaid beneficiaries who
need alevel of ingtitutional carethat is provided under the Medicaid state plan. Under the Privacy Act
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of 1974 any personally identifying information obtained will be kept private to the extent of the law.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection
of information unlessit displays avalid OMB control number. The valid OMB control number for this
information collection is 0938-0449 (Expires: July 31, 2027). The time required to complete this
information collection is estimated to average 163 hours per response for a new waiver application and
78 hours per response for arenewal application, including the time to review instructions, search
existing data resources, gather the data needed, and complete and review the information collection. If
you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this
form, please write to: CM S, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop
C4-26-05, Baltimore, Maryland 21244-1850.

1. Request I nformation (2 of 3)

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

[ Hospital
Select applicable level of care
Hospital asdefined in 42 CFR § 440.10

If applicable, specify whether the state additionally limits the waiver to subcategories of the hospital level of
care:

Inpatient psychiatric facility for individuals age 21 and under asprovided in 42 CFR § 440.160
[ Nursing Facility
Select applicable level of care

Nursing Facility as defined in 42 CFR § 440.40 and 42 CFR § 440.155
If applicable, specify whether the state additionally limits the waiver to subcategories of the nursing facility level
of care:

Institution for Mental Disease for personswith mental illnesses aged 65 and older as provided in 42 CFR §
440.140

Intermediate Care Facility for Individualswith Intellectual Disabilities (ICF/I11D) (asdefined in 42 CFR §
440.150)
If applicable, specify whether the state additionally limits the waiver to subcategories of the ICH/IID level of care:

Not applicable.

1. Request I nformation (3 of 3)

G. Concurrent Operation with Other Programs. Thiswaiver operates concurrently with another program (or programs)
approved under the following authorities
Select one:

® Not applicable

Applicable
Check the applicable authority or authorities:
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[ Services furnished under the provisions of section 1915(a)(1)(a) of the Act and described in Appendix |

I:|Wajver(s) authorized under section 1915(b) of the Act.
Specify the section 1915(b) waiver program and indicate whether a section 1915(b) waiver application has been
submitted or previously approved:

Specify the section 1915(b) authorities under which this program oper ates (check each that applies):
[ section 1915(b)(1) (mandated enrollment to managed care)
[ section 1915(b)(2) (central broker)
O section 1915(b)(3) (employ cost savings to furnish additional services)
[ section 1915(b)(4) (selective contracting/limit number of providers)

[ A program operated under section 1932(a) of the Act.
Specify the nature of the state plan benefit and indicate whether the state plan amendment has been submitted or
previously approved:

LA program authorized under section 1915(i) of the Act.
|:lA program authorized under section 1915(j) of the Act.

I:|A program authorized under section 1115 of the Act.
Soecify the program:

H. Dual Eligiblity for Medicaid and Medicare.
Check if applicable:

Thiswajver provides servicesfor individualswho are eligible for both M edicare and Medicaid.

2. Brief Waiver Description

Brief Waiver Description. In one page or less, briefly describe the purpose of the waiver, including its goals, objectives,
organizationa structure (e.g., the roles of state, local and other entities), and service delivery methods.
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The Illinois Department of Healthcare and Family Services (HFS), the state Medicaid Agency (MA), has delegated the day-to-
day operations for the waiver to the Illinois Department of Human Services (IDHS), Division of Developmental Disabilities
(DDD), the Operating Agency (OA). Responsibilities of each agency are defined in an interagency agreement.

The OA isthelead agency for community-based services and supports to adults with developmental disabilities. The OA is
responsible for eligibility determination, Person-Centered Plan (PCP) development and implementation, enrolling waiver
providers, reporting to the MA, and assuring services and providers meet established standards. The MA enrolls providersin
Medicaid, provides oversight, consultation and monitoring, processes federal claims and maintains an appeal process.

The Waiver for Adults with Developmental Disabilities provides supports to eligible adults with developmental disabilities ages
18 and over. The supports provided are designed to prevent or delay out-of-home residential services for customers or to provide
residential servicesin the least restrictive community setting for customers who would otherwise need ICHI1D level of care.

Customer need for waiver servicesis determined by the 1SC agencies, which are under contract with OA. Individual Service and
Support Advocacy coordinators (1SSAS) are employed by |SCs.

I SCs practice a person-centered approach to assessment, care planning and on-going care coordination. Customers are provided
with the opportunity to lead the care planning process. Those who choose not to lead are still engaged at all levels of assessment
and care planning. 1SCs evaluate applicants need for waiver services using a standardized assessment instrument. This
discovery processis part of a comprehensive care assessment and designed to identify all needs and risks of the individual,
including health and well-being, depression, suicide, substance abuse, and support to and from care givers. Customers receiving
waiver services are informed of their rights and responsibilities and their role in the person-centered plan. Customer rights and
responsibilities are defined in official documents, on the website and reviewed and explained at various points of the assessment
and planning processes with signatures and other affirmations documenting participation and acknowledgement. The customer
and the provider(s) who are responsible for the implementation of the PCP will receive a copy of the PCP. Providers must sign
the PCP and return it to the ISC.

The waiver affords customers the choice between customer direction, including both budget and employer authority and more
traditional service delivery, or acombination of the two options.

The waiver offersafull array of serviceswhich include; Adult Day Service, Community Day Service, Residential Habilitation,
Occupational Therapy, Physical Therapy, Speech Therapy, Self Direction Assistance, 24-Hour Stabilization Services, Adaptive
Equipment, Assistive Technology, Behavior Intervention and Treatment, Behavioral Services (Psychotherapy and Counseling),
Emergency Home Response Services, Home Accessibility Modifications, Non-Medical Transportation, Personal Support,
Remote Support, Skilled Nursing, Supported Employment - Individual Employment Support, Supported Employment - Small
Group Support, Temporary Assistance, Training and Counseling Services for Unpaid Caregivers, and Vehicle Modification.

Customers who choose home-based supports select from amenu of services based on their individual needs within a monthly
services cost maximum. When customers exercise employer authority and hire domestic employees, the services of a Financial
Management Services (FMS) entity are available. Customers also have avariety of therapies and other services available to
them.

I SC staff are trained to educate customers on available providers and assist in making informed choices. Customers are given
choices and may receive one or more services. Other services are available through other local and state funding sources and
may be included in the PCP in addition to waiver services.

The OA uses al willing and qualified providers for providers seeking certification. OA staff ensure that providers meet al
standards being certified and before a contract is issued.

Residential service customers are provided with residential services and supports from the qualified provider of their choice.
These customers may also select day programs and have a variety of therapies and other services available to them.

All customers receive assistance in directing service delivery options from Independent Service Coordination (1SC) entities
under contract with the Operating Agency (OA).

I SC entities under contract with the OA serve as the local point of access for adults with developmental disabilities.

The MA and the OA maintain separate but complementary processes to monitor customer welfare, service access, and quality.

The OA provides the MA with reports of their monitoring activities, including sanctions. The OA respondsto the MA's reports
09/03/2026
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from data obtained in site visits and file reviews conducted by federally approved Quality Improvement Organizations. Negative
findings are addressed with corrective actions. The MA and OA meet quarterly to discuss reports that identify problematic
trends and track the effects of remediation efforts to improve performance.

An entity called the Developmental Disability Advisory Committee (DDAC) advises the OA on an ongoing basis on
reimbursement rates for waiver services, and recommendations regarding issues affecting waiver service delivery. Composition
requires representatives from the OA, providers, advocates, stakeholder groups and state agencies. The MA attends all advisory
committee meetings and actively participatesto clarify Medicaid or waiver policy issues.

3. Components of the Waiver Request

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

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

J.

waiver.

. Participant Access and Eligibility. Appendix B specifies the target group(s) of individuals who are served in this waiver,

the number of participants that the state expects to serve during each year that the waiver isin effect, applicable Medicaid
eligibility and post-eligibility (if applicable) requirements, and procedures for the evaluation and reevaluation of level of
care.

. Participant Services. Appendix C specifies the home and community-based waiver services that are furnished through

the waiver, including applicable limitations on such services.

. Participant-Centered Service Planning and Delivery. Appendix D specifies the procedures and methods that the state

uses to develop, implement and monitor the participant-centered service plan (of care).

. Participant-Direction of Services. When the state provides for participant direction of services, Appendix E specifiesthe

participant direction opportunities that are offered in the waiver and the supports that are available to participants who
direct their services. (Select one):

® Yes. Thiswaiver provides participant direction opportunities. Appendix E is required.

No. Thiswaiver does not provide participant direction opportunities. Appendix E is not required.

. Participant Rights. Appendix F specifies how the state informs participants of their Medicaid Fair Hearing rights and

other procedures to address participant grievances and complaints.

. Participant Safeguards. Appendix G describes the safeguards that the state has established to assure the health and

welfare of waiver participantsin specified areas.

. Quality Improvement Strategy. Appendix H contains the quality improvement strategy for this waiver.

. Financial Accountability. Appendix | describes the methods by which the state makes payments for waiver services,

ensures the integrity of these payments, and complies with applicable federal requirements concerning payments and
federal financial participation.

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

4. Waiver (s) Requested

A.

B.

Comparability. The state requests awaiver of the requirements contained in section 1902(a)(10)(B) of the Act in order to
provide the services specified in Appendix C that are not otherwise available under the approved Medicaid state plan to
individuals who: (a) require the level(s) of care specified in Item 1.F and (b) meet the target group criteria specified in
Appendix B.
Income and Resour cesfor the M edically Needy. Indicate whether the state requests awaiver of section
1902(a)(10)(C)(i)(I11) of the Act in order to use institutional income and resource rules for the medically needy (select
one):

Not Applicable

® No
Yes
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C. Statewideness. Indicate whether the state requests awaiver of the statewideness requirementsin section 1902(a)(1) of the
Act (select one):

® No

Yes
If yes, specify the waiver of statewideness that is requested (check each that applies):

[ Geographic Limitation. A waiver of statewidenessis requested in order to furnish services under this waiver
only to individuals who reside in the following geographic areas or political subdivisions of the state.
Secify the areas to which thiswaiver applies and, as applicable, the phase-in schedule of the waiver by
geographic area:

[ Limited Implementation of Participant-Direction. A waiver of statewidenessis requested in order to make
participant-direction of services as specified in Appendix E available only to individuals who reside in the
following geographic areas or political subdivisions of the state. Participants who reside in these areas may elect
to direct their services as provided by the state or receive comparable services through the service delivery
methods that are in effect elsewhere in the state.

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

5. Assurances

In accordance with 42 CFR § 441.302, the state provides the following assurancesto CM S:

A. Health & Welfare: The state assures that necessary safeguards have been taken to protect the health and welfare of
persons receiving services under this waiver. These safeguards include:

1. As specified in Appendix C, adequate standards for all types of providers that provide services under thiswaiver;

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

3. Assurance that all facilities subject to section 1616(e) of the Act where home and community-based waiver
services are provided comply with the applicable state standards for board and care facilities as specified in
Appendix C.

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

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

D. Choice of Alternatives: The state assures that when an individual is determined to be likely to require the level of care
specified for thiswaiver and isin atarget group specified in Appendix B, theindividual (or, legal representative, if
applicable) is:

1. Informed of any feasible alternatives under the waiver; and,
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2. Given the choice of either ingtitutional or home and community-based waiver services. Appendix B specifies the
procedures that the state employs to ensure that individuals are informed of feasible alternatives under the waiver
and given the choice of institutional or home and community-based waiver services.

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

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

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

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

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

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

6. Additional Requirements

Note: Item 6-1 must be completed.

A. Service Plan. In accordance with 42 CFR § 441.301(b)(2)(i), a participant-centered service plan (of care) is developed for
each participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to the
service plan. The service plan describes: (@) the waiver services that are furnished to the participant, their projected
frequency and the type of provider that furnishes each service and (b) the other services (regardless of funding source,
including state plan services) and informal supports that complement waiver servicesin meeting the needs of the
participant. The service plan is subject to the approval of the Medicaid agency. Federal financial participation (FFP) is not
claimed for waiver services furnished prior to the development of the service plan or for services that are not included in
the service plan.

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

C. Room and Board. In accordance with 42 CFR § 441.310(a)(2), FFPis not claimed for the cost of room and board except
when: (a) provided as part of respite servicesin afacility approved by the state that is not a private residence or (b)
claimed as a portion of the rent and food that may be reasonably attributed to an unrelated caregiver who resides in the
same household as the participant, as provided in Appendix I.

D. Accessto Services. The state does not limit or restrict participant access to waiver services except as provided in
Appendix C.

E. Free Choice of Provider. In accordance with 42 CFR § 431.151, a participant may select any willing and qualified
provider to furnish waiver services included in the service plan unless the state has received approval to limit the number
of providers under the provisions of section 1915(b) or another provision of the Act.
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F. FFP Limitation. In accordance with 42 CFR Part 433 Subpart D, FFP is hot claimed for services when another third-party
(e.g., another third party health insurer or other federal or state program) islegally liable and responsible for the provision
and payment of the service. If aprovider certifiesthat a particular legally liable third-party insurer does not pay for the
service(s), the provider may not generate further bills for that insurer for that annual period.

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

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

I. Public Input. Describe how the state secures public input into the devel opment of the waiver:
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On 09/04/2025, this proposed waiver amendment was sent to the tribal government and posted for public notice to the
website of the Illinois Department of Healthcare and Family Services, https://hfs.illinois.gov/info/legal/publicnatices.html
providing for a 30-day comment period ending 10/04/2025.

The non-€electronic method of public distribution occurred with postings at I1linois Department of Human Serviceslocal
offices throughout the state (except in Cook County). In Cook County, the notice was available at the Office of the
Director, Illinois Department of Healthcare and Family Services, 401 South Clinton Street, 1st Floor, Chicago, IL.
Additionally, a phone number was provided within the notice to request a paper copy of the proposed waiver amendment.
The public notice invited comments viaemail or regular mail. Finally, the Illinois Department of Human Services,
Division of Developmental Disabilities, the operating agency of the HCBS Waiver for Adults with Developmental
Disahilities, shared with their stakeholders and other interested parties.

Copies are also available at the following locations:

« Healthcare and Family Services, 201 South Grand Avenue East, Springfield, IL 62763
* Healthcare and Family Services, 401 South Clinton Chicago, IL 60607

The draft waiver amendment will remain on the public website until final approval from CMS.

The State received three comments during the public posting period. They have been summarized due to character
limitations.

1) We appreciate the investment in DSP wages. However, tying wage increases to a reduction in service hours
undermines this progress. We urge DHFS to preserve all DSP service hours while continuing to build on wage
investments.

State Response:  Thank you for your comment. The perceived reduction in service hoursis related to atemporary,
artificial adjustment, in CILA rate methodology that occurred in a previous amendment which allowed time for providers
to submit new ICAP data and adjust staffing to the new methodology without reducing supports.

2) We support waiver amendments for making essential increases to the existing waivers governing IDD services.
State Response: Thank you for your comment.
3) IARF submits the following comments:

A) Cut to Direct Support Service Hoursin CILA- A reduction in the number of hours at the same time as anincreasein
the rate for those same hours is inconsistent with a commitment to enhance service delivery in lllinois. Thisreductionin
hours will have a significant impact on all individualswho resideina CILA. The DSP rate increase at the sametimeasa
reduction in the overall number of hours was NOT vetted through the DDAC nor was it discussed with any other
community stakeholder.

B) Assessments Utilized in Rate Setting and Eligibility - The ICAP description included on page 60 is not an accurate
representation of the ICAP & needsrevision. The HRST scoreis used in the rate setting methodology. Thereisno
mention of utilization of thisin the proposed amendment. We recommend reference of the HRST be made in the waiver.

C) Community Day Services (CDS) Duration limitations - CDS are capped at 5 hrs/day, 115 hr&/month, & 1200
hrg/annually. We recommend the removal of the 5 hr/day cap. The removal of a5 hr/day cap for services while retaining
the 115hr/month cap allows individuals to exercise more options & individualize supports.

D) Remaining Guidehouse Recommendation - The remaining rate recommendations (DSP rate to 150% of min wage,
CILA funding for full 24 hours) must be implemented. Expansion of CDS array and restructuring reimbursement rates
for CDS is needed. The remaining guidehouse recommendations will enhance services that remain out of compliance
with the Ligas Consent Decree.

State Response: Thank you for your comments on our proposed waiver amendments.

09/03/2026



Application for 1915(c) HCBS Waiver: Draft IL.026.05.06 - Jan 01, 2027 Page 13 of 302

A) The perceived reduction in service hoursis related to atemporary, artificial adjustment, in CILA rate methodology
that occurred in a previous amendment which allowed time for providers to submit new |CAP data and adjust staffing to
the new methodology without reducing supports.

B) We acknowledge the description of the ICAP could be misleading or misinterpreted if unfamiliar with the assessment.
DDD will clarify the ICAP description for correction in future amendment and take into consideration the inclusion of the
HRST.

C) We will take this recommendation into consideration.
D) We remain committed to implementing rate increases when funds are appropriated to support them.

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

K. Limited English Proficient Persons. The state assures that it provides meaningful access to waiver services by Limited
English Proficient persons in accordance with: (a) Presidential Executive Order 13166 of August 11, 2000 (65 FR 50121)
and (b) Department of Health and Human Services "Guidance to Federal Financial Assistance Recipients Regarding Title
V1 Prohibition Against National Origin Discrimination Affecting Limited English Proficient Persons' (68 FR 47311 -
August 8, 2003). Appendix B describes how the state assures meaningful access to waiver services by Limited English
Proficient persons.

7. Contact Person(s)

A. The Medicaid agency representative with whom CM S should communicate regarding the waiver is:

Last Name:
I\Ni nsel |
First Name:
|Pame|a |
Title:
|Senior Public Service Administrator I
Agency:
|Department of Healthcare and Family Services |
Address:
|201 South Grand Avenue East - 2nd Floor I
Address 2:
City:
[Springfidld, IL
State: Illinois
Zip:
2763
Phone:
[217) 782-6350 | ext] | rry
Fax:
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[(217) 557-8604

E-mail:

|Pame| aWinsel @ILLINOIS.GOV

B. If applicable, the state operating agency representative with whom CM S should communicate regarding the waiver is:

Last Name:
|Cooch |
First Name:
Meg |
Title:
|Senior Public Service Administrator I
Agency:
|Department of Human Services, Division of Developmental Disabilities I
Address:
600 East Ash Street, Bldg 400 3rd floor |
Address 2:
City:
[Springfield
State: [llinois
Zip:
2703
Phone:
[217) 7825019 | ext |Urry
Fax:
[(217) 782-9444 |
E-mail:

|M eg.Cooch@illinois.gov

8. Authorizing Signature

This document, together with the attached revisions to the affected components of the waiver, congtitutes the state's request to
amend its approved waiver under section 1915(c) of the Social Security Act. The state affirms that it will abide by all provisions
of the waiver, including the provisions of this amendment when approved by CMS. The state further attests that it will
continuously operate the waiver in accordance with the assurances specified in Section V and the additional requirements
specified in Section VI of the approved waiver. The state certifies that additional proposed revisions to the waiver request will be
submitted by the Medicaid agency in the form of additional waiver amendments.

Signature:

State Medicaid Director or Designee

Submission Date:

Note: The Signature and Submission Date fields will be automatically completed when the State
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Medicaid Director submitsthe application.

Last Name:

[Phelan |
First Name:

[Laura |
Title:

[Medicaid Administrator |
Agency:

[Healthcare and Family Services |
Address:

401 South Clinton |
Address 2:

I I
City:

[chicago |
State: [llinois
Zip:

[oso7 |
Phone:

[312) 5156768 | ext: | |0 rrv
Fax:

[(312) 793-1640 |
E-mail:

Atachments  [larafdan@iinaisgy ]

Attachment #1: Transition Plan
Check the box next to any of the following changes from the current approved waiver. Check all boxes that apply.

Replacing an approved waiver with thiswaiver.

[ Combining waivers.

[ Splitting one waiver into two waivers.

[ Eliminating a service.

O Adding or decreasing an individual cost limit pertaining to eligibility.

IjAdding or decreasing limitsto a service or a set of services, as specified in Appendix C.

[] Reducing the unduplicated count of participants (Factor C).

I:]Adding new, or decreasing, a limitation on the number of participants served at any point in time.

O Making any changesthat could result in some participantslosing eligibility or being transferred to another waiver
under 1915(c) or another Medicaid authority.

[ Making any changesthat could result in reduced servicesto participants.

Specify the transition plan for the waiver:

None of the proposed changes will have a negative impact on customers.

Additional Needed Information (Optional)
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Provide additional needed information for the waiver (optional):
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CONT FROM APP C-1/C-3: RESIDENTIAL HABILITATION (RESHAB) SERVICE (Serv) DEFINITION

RES HAB serv are not allowed to be provided through remote or telehealth serv delivery methods. However, RES HAB setting
is considered atelehealth originating site facility & telehealth serv can occur in the setting including the STAT serv The delivery
of these serv shall not impede the choice of the customer (cust) or their guardian to receive (rec) in-person health care serv at any
time. The use of telehealth serv shall not be used for the convenience of staff.

RES HAB serv providers (prov) are req to support (supp) a cust during the visit to ensure the cust is able to use the technology
reg for telehealth delivery of the serv & to ensure the needs of the individua (indiv) are met. Telehealth serv will be delivered in
alocation that respects the privacy of the cust where only staff who are needed to assist the cust during the tel ehealth session
have access to the space during the visit. If theindiv is unable to appropriately use the telehealth serv delivery model, the cust
must be supp to conduct an in-person visit to address their medical need(s). Changes to telehealth serv should be reflected in the
cust persona plan.

CONT FROM APP G-2-a-i SAFEGUARDS CONCERNING THE USE OF RESTRAINTS: Restrictions on other types of
Restraint are prohibited as follows:

1. Prone Restraint (ie being restrained, face down against the floor or another surface) is prohibited.

2. Supine Restraint (ie being restrained, face up) is prohibited.

3. Mechanical Restraint is prohibited. This does not include (incl) any restraint used to treat a cust medical needs; protect a cust
known to be at risk of injury resulting from lack of coordination or frequent loss of consciousness; provide a supplementary aid
or serv or an accommodation, including, but not limited to, assistive technology that provides proprioceptive input or aids in self-
regulation; or promote cust safety in vehicles used to transport cust.

4. Chemical Restraint is prohibited. This does not incl medication legally prescribed & administered as part of a cust regular
medical regimen including PRN medication, to manage behavioral symptoms & treat medical symptoms.

5. If any of the above types of Restraint is utilized by prov. agency staff, the incident must be reported via CIRAS as well as
reported to the Office of the Inspector General as appropriate.

All prov agency employees are required (req) to rec. the following:

A) Developmentally appropriate training initially (at hire) & annually (ann) thereafter, that shall incl:
1. Crisisde-escalation

2. Traumarinformed practices

3. Behavior management practices

4. Alternatives to the use of restraint

B) If the prov agency is utilizing Restraint, the prov agency staff must rec developmentally appropriate training initially (at hire)
& ann thereafter, that shall incl:

1. Restraint techniques

2. Restrictive interventions

3. Restorative practices

4. ldentifying signs of distress during restraint.

C) If prov agency staff areinvolved in Restraint not identified in the PCP, the prov agency may require them to complete
remediation training on Restraint.

D) A copy of the prov agency's policies on the use of Restraint. Any cust guardian, if applicable, organization or advocate may
file asigned, written complaint with the Director of the Division of Developmental Disabilities, alleging that the prov agency
serving the cust has violated this section.

CONT FROM APPI-1:

The State was approved for a Good Faith Effort exemption request for the implementation (imp) of an open/hybrid model
Electronic Visit Verification (EVV) on 11/21/19. On 9/3/21, the MA posted a Request for Proposal to secure the open/hybrid
model EVV. The winning bidder was selected & the EVV system went live 9/1/2023. This system is used for the personal care
Serv. (PCS) & Home Health Care Serv.(HHCS) as defined in the 21st Century Cures Act. PCS are defined as Activities of Daily
Living (ADLSs), such as movement, bathing, dressing, toileting, transferring, & personal hygiene & Instrumental ADLS, such as
meal preparation, money management, shopping, & telephone use. HHCS are defined as personal care serv. or home health care
serv requiring an in-home visit by a prov that are provided under a state plan or 1915¢c waiver. Cust. have the choice to cont. to
use the current EVV system operated by the OA or change to the open/hybrid EVV model system that will be maintained by the
MA. To ensure financial integrity & accountability, EVV will allow the state to monitor & reduce in unauthorized serv, improve
the quality of serv to the cust & reduce fraud, waste & abuse.
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The MA staff utilizes its Data Warehouse query capability to analyze the entire dataset of paid waiver claims. The MA utilizes
an exception report & review format as a component (comp.) of the agency's financial accountability activity. Claims for waiver
serv are compared with claims for nursing (nsg) home, hospitalized, or death dates to look for overlapping dates of serv to ensure
thereis no fraudulent or inappropriate billings. Agency staff have constructed database queries that encompass waiver eligibility,
coding & payment criteria. Based on these criteria, 2x ayear the MA conducts analysis of al paid claims & only the claims that
were not paid in accordance with set parameters are identified & extracted. The identified exceptions are printed out with all
relevant serv data. Current exception reports identify paid claims for waiver serv to cust who were in ansg home or who are
deceased. In addition to the exception reviews of waiver claims, MA staff conduct targeted reviews of indiv. waiver serv.,
utilization of waiver serv by indiv cust & billing trends & patterns of prov. These reviews are usually conducted on an
impromptu basis.

Theresults of al financial reviews are presented to OA personnel under cover memos with supporting claim detail. The OA
advises the MA of corrective actions taken, including adjustments, for all serv claimsidentified by the reviews that were not paid
in accordance with defined parameters.

(c) the agency (or agencies) responsible for conducting the financial audit program. State laws, regulations, & policies referenced
in the description are available to CM S upon request through the Medicaid agency or the operating agency (if applicable).

The MA & OA areresponsible for conducting the financial audit program.

The State has several measuresin place to ensure that claims describe serv rendered. First, errorsin billing may be found by the
OA or waiver serv prov. Second, the MA's claiming system does not allow the OA to submit a claim for a period in which the
cust was not active on Medicaid or was active on another HCBS waiver. Further, the OA has imp systematic checks & internal
controls in the billing system, to combat errors & fraud, which verify cust identification & serv authorization & information. The
OA reviews theidentified errors & send in a corrective billing through the OA system. The OA system adjusts current &
previous remittance as applicable. The OA system then adjusts any previous claiming based on updated prov. payments or
recoupments.

Additionally, the MA's Office of Inspector General has jurisdiction to investigate concerns of waste, fraud, & abuse. The OA &
the MA OIG work closely together to refer concerns for each entity to investigate. Finally, to ensure billing submissions match
serv provided, QI reviews are conducted by the OA for each OA contracted prov.

CONT FROM APP|-2-a

IL.350.R05.02, effective (eff) 1/1/24, the DSP hourly (hr) wage will increase (incr) to $19.50/hr statewide (St Wide) & an RWF
of 15% to $22.43/hr will beimp for DSP funded Wage Rates in Chicago (Chi) Metro on 1/1/24. The QIDP, Sup & RN funded
Wage Rates will be inc to the most recent BL S median wage. The wages are reviewed (rev) & adjusted (adj) ann using the most
current BLS median wage & incr based on the percentage (%) incr rec by the DSPsin order to avoid compression in the wage
bands. The same 15% RWF is being imp for these job titles for people living in & being served in Chi Metro. The employee
related expenses (ERE) is being incr to 29.9% for DSPs & ERE from 24.9% to 28.1% for the other named job titles as specified
in the Guidehouse Rate Study (GRS) (See D.1.2, Table 7).

IL.350.R05.03 eff 1/1/25, the DSP hr wage will incr to $20.50/hr St Wide & an RWF of 15% to $23.58/hr for DSP funded Wage
Ratesin Chi Metro. The QIDP, Sup & RN funded Wage Rates will be incr to the most recent BLS median wage. The wages are
rev & adj ann using the most current BL S median wage & incr based on the % incr rec by the DSPsin order to avoid comp in the
wage bands. The same 15% RWF is being applied to these job titles for people living in & being served in Chi Metro.

IL.350.R05.04 eff 1/1/26, the DSP hr wage will incr to $21.30/hr St Wide & an RWF of 15% to $24.50/hr for DSP funded Wage
Ratesin Chi Metro. The QIDP, Sup & RN funded rates will be incr to the most recent BL S median wage. The wages are rev &
adj ann using the most current BL S median wage & incr based on the % incr rec by the DSPsin order to avoid comp in the wage
bands. The same 15% RWF is being applied to these job titles for people living in & being served in Chi Metro.

Program Supp Costs: Incl in the methodology (meth) is a program supp comp that represents costs that are not direct care related
or administrative (admin) but have an impact on quality. These costs are specific to the program but are not billable, such as
quality assurance activities & basic staff training. Specialized staff training reimbursement (reimbur) remainsin effect & is
payable through an indiv reimbur reguest process. The program supp % is calculated (calc) based on direct care cost data
reported in the prov survey.

On 1/1/23, the Program Supp Cost in CILA is set at 5.6% of the Program Comp costs, developed from prov cost surveys based

on the proportion of reported program supp expenses relative to Program Comp costs.
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Supply Costs: Thereis a cost center in the meth called "Other Supplies.” This refers to the costs incurred in the provision of
habilitation & training serv associated (assoc) with ADL s such as training material s specific to a cust. Person-Centered Plan
(PCP) to assist with increasing skill levels & independence. The meth alocate a set allowance of $273.91/cust/month for this
cost center which is the same allowance in the current CILA rate meth.

Consultant Serv Costs: This cost center provides reimbur for consultant serv that may be necessary to provide or update
assessments & develop various therapy plans. The allowance is based on the ICAP score, with cust in the low need rangerec a
lower allowance than cust in the high need range.

Nsg Costs: Recognizing the need for cust with developmental disabilities to have regular health care supp & monitoring, reimbur
for 12hrsof LPN & 1 hr of RN supp. per year are built into the base reimbur for al cust rec. CILA residential supp, in all types
of CILA settings. On 1/1/23, the OA is changing the base nsg calculation (calc) to 18hrs of RN supp for al types of CILA
settings. Per the IL Nurse Practice Act (225 ILCS 65/55-30), LPNs can't provide serv without RN oversight; therefore, the OA is
changing thiscalc to fund al RN hrsfor this supp. Base nsg is intended to reimburse prov for the cost assoc with the completion
of nsg assessments, health risk identification & planning, health supp coordination & imp, health monitoring & to develop
updates to the nsg care plan. Currently, in 1-4 person homes, the base nsgisincr to 1 hr of RN & 18hrs of LPN supp per year
with additional (addtl) nsg supp hours available as determined by a cust Health Risk Screening Tool and Health Care Level
score so that a cust can rec up to 77.4hrs of nsg supp if warranted by health care level. On 1/1/23, the OA is expanding the HLC
multiplier for the nsg componentsto all 24-hr CILA (1-8 person homes). All nsg supp are adj ann & reimbursed at the most
recent BLS median wage. In addition, there is funding built into the rate to account for RN oversight of medication (med)
administration (admin) & RN supp for req nsg treatments. The OA isremoving the LPN hrsfor this cost center; however, RN
oversight will remain to allow for admin duties such as documentation in case notes, etc. The time calc for med admin &
oversight & treatments are based on the submission of a cust med admin Record (MAR) & Treatment Admin Record (TAR). An
RN in the OA reviewsthe MAR & TAR & calculates the staff hours needed for med admin & treatment oversight.

Admin: The current 24-hr CILA rate meth incorporates admin expenses as a fixed cost of $3,666/year. The Admin reimbur was
derived from the original 24-hr CILA cost of $30,000. At that time, admin costs were set at 10% of the entire CILA rate, or
$3,000. The admin cost was converted from a % of the CILA Base Residential rate to an annual fixed amount eff 7/1/99 & has
rec periodic legislatively mandated COLA adjustments since that time. Based on information rec from the prov wage & cost
survey, Guidehouse's resulting analysis as outlined in the GRS recommended the admin costs be revised to 15.8% of the
Program Comp portion of the CILA rate. This represented the median % of program costs spent on admin costs as reported by
the prov. The OA will fully imp this recommendation in accordance with the multi-year imp plan. Currently, admin costs for all
Intermittent (Intermit) CILA types & Host Family (HF) CILA are set at 10% of the Program Comp. portion of the rate. On
1/1/23, the admin cost will change from 10% for 24-Hr, HF, & Intermit CILA to the 15.8% recommended by the GRS.

Transportation (TRANSP): The TRANSP comp in the 24-hr CILA model isacalc of 2 inputs - Vehicle Purchase & Vehicle
Operation - divided by the number of indiv living in the home. See Section D.5.3 of the GRS for further explanation. The
Intermit CILA rate meth incl a staff mileage allowance of 50 miles/week, calc at the 2020 IRS mileage rate. The HF CILA rate
meth incl staff mileage allowances for QIDP, Sup, Relief & Vacation Staff of 46 miles/week. In addition, the meth inc aHF
mileage allowance for ten 7.5-mile trips/week. The mileage allowance will be adj ann upon new rates set by the IRS. On 1/1/23,
the mileage portion of the TRANSP comp will incr to the 2022 General Serv. Admin (GSA) mileage rate of $0.625/mile.

IL.350.R05.02 eff 1/1/24, the mileage portion of the TRANSP comp will incr to the 2023 GSA mileage rate of $0.655/mile.

Regional Wage Factor: Eff 1/1/23, the OA will be implem an RWF for all CILA Rate Meth. The RWF is part of the GRS & is
based on an analysis of reported prov costs, req local min wage incr, the consumer price index, & BL S wage data. Guidehouse
determined afactor of 15% for the RWF would be necessary to keep pace with higher wage incr in the Chi Metro. Cust living &
rec CILA serv in Chi Metro will have their CILA Rates calc using incr wage reimbur & ERE with the RWF.

Rate Components that Differ by CILA Type:

24 Hr CILA Base staffing costs comprise the largest share of each cust rate. The reimbur authorized for this cost center depends
on assumptions & internal calc. that model staffing needs each day throughout the week, extrapolated to incl. the entire year.
Assumptions assoc with "Time of Day/Day of Week," "Staff to Resident Ratio," aswell as substitute staff assumptions are used
to calculate the ultimate total reimbur assoc with DSP hours.

Previousto IL.0350.R05.01, CILA reimbur for base staffing costs are determined on resource need & islargely determined using
the ICAP. In CILA, anindiv ICAP was used to estimate the amount of staffing hours needed throughout the year. Incremental

changes in score will incr or reduce those hours & the budgeted costs assoc with them. On 1/1/23, in addition to the ICAP, the
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OA isimp an adjustment (adj) factor based on the cust. Health Care Level (HCL) as determined by their Health Risk Screening
Tool. The HCL isan addtl factor in determining the number of DSP hours calc for acust in 24-Hr CILA. Thisfactor is
incorporating addtl DSP time to facilitate cust in getting to & from needed medical appointments. This also imp one of the GRS
recommendations. Cust with higher HCL Scores will have addtl DSP time incorporated into their CILA Rate as a higher HCL
score objectively measures & quantifies a cust health need(s).

Room & Board: The room & board comp is removed from the rate the State claims for federal matching funds. Rates for 24-hr
CILA currently incl. room & board charges. The housing portion of the room & board comp is an annual per capita cost by
county & CILA home size with adjustmentsto reflect whether indiv are likely to have their own bedrooms & with abuilt-in
disincentive for larger homes. The housing portion of the room & board costs is based on HUD Fair Market Rent tables & have
rec. periodic incr. as funding would allow. The non-housing portion incl reimbur for such things as utilities & telephone,
property & business insurance, maintenance & housekeeping, food supplies & non-food supplies. The annual per capita cost is
scaled down for larger homes. The calc per diem rate is offset by an indiv unearned income, which is collected by the prov.

Occupancy Factor: Prov of 24-hr CILA serv bill "present” for daysthe cust isrec CILA serv & supp at the CILA site & inthe
community. Prov bill an applicable non-attendance code for any day the cust is not present in the CILA setting or rec CILA supp
for a complete midnight to midnight 24-hr period. The reimbur for 24Hr CILA supp. is paid on a per-diem basis for days the cust
was served. Prov are not paid for non-attendance days. The CILA Rate Meth for 24-Hr CILA supp assumes a cust isrec. serv.
from the CILA prov 19hs/day, Monday through Friday, & up to 24hrs/day on weekends, 13 holidays & 10 other days the cust
may not attend a day program. The annual funding is averaged for an equal per-diem rate paid to the CILA prov regardless of
what day of the week the CILA supp are delivered. Community Day Serv (CDS) account for the other 5hrs of the day during the
week.

The rate meth for Intermit CILA isbased on billing on an hr. basis. The Intermit rate meth assumes an average of 15hrs of
staffing per cust per week as currently determined by the cust habilitation team & authorized based on cust needs. Reimbur for
base staffing costs are determined on resource need & islargely determined using the ICAP. A cust in need of addtl staffing hrs
may request approval for addtl hrs by identifying the needs of the cust & documenting the anticipated staff time needed to
address the cust needs.

A Productivity Factor of 20% is used to account for unbillable DSP time. The Productivity Factor % follows the logic as
specified in the GRS for day programs & is factored based on the anticipated % of billable & unbillable activities provided by
the DSP. Understanding that prov will need to pay staff for unbillable time, the productivity factor isanew & necessary part of
the Hr Intermit Rate Meth.

Reimbur for Supervisor (Sup) costs assumes 2.5hrs/week as does reimbur for QIDP costs. The QIDP & Sup Wage Rates were
established (est) using the 2018 BL S median wage. The wages are adj ann using the most current BLS median wage & based on
the % incr rec by the DSPsin order to avoid compression in the wage bands.

IL.350.R05.02 eff 1/1/24, relief & vacation staff wages will incr to $19.50/hr St Wide & $22.43 Chi Metro with 29.9% ERE.
IL.350.R05.03 eff 1/1/25, relief & vacation staff wages will incr to $20.50/hr St Wide & $23.58/hr Chi Metro with 29.9% ERE.

Billable Hr Rates: Asnot all intermit serv are provided on a 1:1 basis, 3 different billing codes with 3 different rates will be
available to prov, depending upon the staff intensity of the serv being provided. With all the assumptions above, hr based billing
rates eff 1/1/23, will be:

« 1:1 staffing-$50.76/hr St Wide, $57.81 in Chi Metro

* 1:2 staffing-$25.38/hr St Wide, $28.90 in Chi Metro

* 1:3 or higher staffing-$16.92/hr St Wide, $19.27 in Ch. Metro

Amendment IL.350.R05.02, the hr based hilling rates will be:

« 1:1 staffing-$56.41/hr St Wide, $64.29 in Chi Metro

« 1.2 staffing-$28.20/hr St Wide, $32.14 in Chi Metro

* 1:3 or higher staffing-$18.80/hr St Wide, $21.43 in Chi Metro

Cust are automatically authorized for a maximum of 780 hours ann which can be used flexibly throughout the day, week, month,
& year asthe cust wants, needs & the PCP dictates. Thereis a process for requesting addtl hrs as warranted above.

HF CILA

The HF Stipend is determined on resource need & islargely determined using the ICAP. In other words, cust with high needs as
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determined by the ICAP rec a higher stipend than those with moderate or low needs. Eff 1/1/23, the St Wide stipends range will
incr to $80/day for a cust with lower needs up to $100/day for a cust with higher needs. The Chi Metro rate will incr to $92/day
for acust with lower needs up to $115/day for a cust with higher needs. The RWF applies to this rate. The stipend assumptions
are taken from the 2006 HF rate meth updated for inflation.

IL.350.R05.02 eff 1/1/24, the St Wide stipends range will incr to $90/day for a cust with lower needs up to $126.50/day &
$110/day for a cust with higher needs. The Chi Metro rate will incr to $103.50/day for a cust with lower needs up to $126.50/day
for acust with higher needs. The RWF appliesto thisrate.

IL.350.R05.03 eff 1/1/25, the St Wide stipends range will incr to $100/day for a cust with lower needs up to $120/day for a cust
with higher needs. The Chi Metro rate will incr to $115/day for a cust with lower needs up to $138/day for a cust with higher
needs. The RWF appliesto this rate.

Reimbur for Sup & QIDP costs vary depending on the number of cust served in the HF CILA. For 3 - 4 bed CILAS, the meth
assumes 2.5hrs/week for each position & assumes a 1:16 ratio. For 1-2 bed CILAS, the meth incr to 3.22hrs/week for each
position & the ratio dropsto 1:12. The QIDP & Sup ratios are determined by the req monitoring activities for HF supp in Illlinois
(IL) Admin Code Title 59, Chapter 1, Part 115, Section 115.620. The QIDP & Sup ratio for 1 & 2 bed HF Supp is adj for req
monitoring activities based on an economy of scale. The QIDP & Sup Wage Rates are est using the 2018 BL S median wage. The
wages are adj ann using the most current BLS median wage & incr based on the % incr rec by the DSPsin order to avoid
compression in the wage bands.

Relief Staff Costs: For HF CILA, an important program supp is billable relief staff to allow the family or live-in caregiver time
away from the home. The HF rate meth incl 20hrs/month per person served of relief staff time & 2 weeks of vacation per year.
Eff 1/1/23, relief & vacation staff wages will incr to $17/hr with 29.9% ERE. ERE incl legally req benefits such as
unemployment taxes, federal insurance contributions & worker's compensation, paid time off components such as vacation, sick,
personal & holiday days & other benefits such as retirement, health insurance & vision & dental insurance. Relief & vacation
timearesetinruleat IL Admin. Code Title 59, Chapter 1, Part 115, Section 115.600. In addition, TRANSP is funded for the
TRANSP of indiv served to & from community activities & for relief & vacation staff to allow for travel to & from the HF site.
TRANSP allowances for staff (Sup, QIDP, & relief & vacation staff) is set at 46 miles/'week. TRANSP allowance for the HF is
set at 75 miles/week. Also on 1/1/23, all mileage reimbur will be paid at the 2022 GSA mileage rate of $0.625/mile. The mileage
allowance will be adj ann upon new rates set by the GSA.

Occupancy Factor: Prov of HF CILA serv bill "present" for daysthe cust isrec CILA serv & supp at the CILA site & in the
community. Prov bill an applicable non-attendance code for any day the cust is not present in the CILA setting or rec CILA supp.
for a complete midnight to midnight 24-hr period. The reimbur for HF CILA supp. is paid on a per-diem basis for days the cust
was served. Prov are not paid for non-attendance days. The CILA Rate Meth for HF CILA supp assumes a cust isrec serv from
the CILA prov 19hrs/day, Monday through Friday, & up to 24hrs/day on weekends, 13 holidays & 10 other days the cust may
not attend a day program. The annual funding is averaged for an equal per-diem rate paid to the CILA prov regardless of what
day of the week the CILA supp are delivered. CDS account for the other 5hrs of the day during the week.

IL.350.R05.02 eff 1/1/24, relief & vacation staff wages will incr to $19.50/hr St Wide & $22.43 Chi Metro with 29.9% ERE.
IL.350.R05.03 eff. 1/1/25, relief & vacation staff wages will incr to $20.50/hr St Wide & $23.58/hr Chi Metro with 29.9% ERE.
IL.350.R05.04 eff. 1/1/26, relief & vacation staff wages will incr to $21.30/hr St Wide & $24.50/hr Chi Metro with 29.9% ERE.
IL.350.R05.02 eff 1/1/24, the mileage portion of the TRANSP comp will inc to the 2023 GSA mileage rate of $0.655/mile.
Community Living Facility (CLF) rates are calc based on past indiv prov cost reports. Rates are rev based on cost report
submissions. Rates are subject to cost-of-living adjustments (COLAs) when enacted & may be adj based on rate appeals. CLFs
were not part of the GRS. The OA rec approval from the IL General Assembly to incr CLF rates by 2% on 1/1/23.
IL.350.R05.03 eff 1/1/25, the CLF rate will incr 9%.

Day Hahilitation (Day Hab) Serv (CDS-On Site, CDS-Off Site, & Enhanced (Enh) Res Hab).

These rates were originally est 7/1/06, by the OA & approved by the MA & have been subject to proposed legidlativeincr in
subsequent years. Base compensation for direct serv workers forms the foundation of each day hab program rate & is equivalent

to the St Wide DSP hr wage & ERE factor of 29.9% for one direct serv worker. DSP wages are adj when funding is approved by

the IL General Assembly. The DSP hourly wageis currently $16/hr & will incr to $17/hr on 1/1/23.
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IL.350.R05.02 eff 1/1/24, the DSP hourly wage will inc. to $19.50/hr St Wide. An RWF of 15% will be imp for DSP funded
Wage Rates in Chi Metro bringing the wage to $22.43/hr.

IL.350.R05.03 eff 1/1/25, the DSP hourly wage will incr to $20.50/hr St Wide. An RWF of 15% will be applied to DSP funded
Wage Rates in Chi Metro bringing the wage to $23.58/hr.

IL.350R05.04 eff 1/1/26, the DSP hourly wage will inc. to $21.30/hr St Wide. An RWF of 15% will be applied to DSP funded
rates in Chi Metro bringing the wage to $24.50/hr.

Amendment IL.350R05.05 eff 1/1/27 or upon CM S approval, the DSP hourly wage will inc to $21.90/hr St Wide. An RWF of
15% will be applied to DSP funded rates in Chi Metro bringing the wage to $25.19/hr.

Regional Wage Factor:

IL.350.R05.02 eff 1/1/24, the OA will beimp an RWF for al Day Hab Serv (CDS - On Site, CDS - Off Site, & Enh Res Hab
Rate Meth. The RWF is part of the GRS & is based on an analysis of reported prov costs, req local min wage inc., the consumer
priceindex, & BLS wage data. Guidehouse determined a factor of 15% for the RWF would be necessary to keep pace with
higher wage incr in the Chi Metro. Cust rec Day Hab Serv (CDS-On Site, CDS-Off Site, & Enh Res Hab) in Chi Metro will have
their Day Hab Serv (CDS-On Site, CDS-Off Site, & Enh Res Hab) Rates calc using inc wage reimbur & ERE with the RWF.

CDS-On Siteisthe only day hab serv that incl capital costs because thisis the only day program that requires the use of afacility
which incurs reimbursable capital costs. These costs are calc as the median ratio of reported annual costs of facilities to the
product of clients & annual attendance hours for each facility. Capital costs are set at $1.30/hr/cust as reported in the prov cost
survey.

A staff productivity factor then adjusts the eff hourly compensation to reflect the billable time of aworker assuming 5 hours of
billable time per eight-hour day for each worker. The productivity factor covers employer staff costs for non-billable or other
admin activities. Although DSPs serving as attendants cannot bill specifically for TRANSP time, the rate meth for day programs
reimburses this time through a productivity-impacted "trips adj" that considers the significant non-billable time assoc with travel
& lunch hours. See Section D.2.2 in the GRS. The productivity adjustment, as well as the supervision factor & occupancy
adjustments are applied to account for costs of Sup compensation & for attendance & availability of day program facilities
respectively.

The Sup factor reflects the proportion of sup compensation, using the wage & ERE assumptions for Lead DSPs, to the ratio of
direct serv workers to sup as reported by each facility. Supervision costs are based on analysis of sup span of control in the cost
surveys.

Staffing ratios are assumed based on recommendations from the Rates Oversight Committee & finalized in the GRS. Assumed
ratios for rate development purposes are:

* CDS-On Site1:5

* CDS-Off Site 1:4

* Enh Residential Serv. 1:3

The occupancy adj assumes each facility is open for 260 days ann & is paid for 240 days of attendance by cust ann according to
median occupancy information as reported in the cost survey.

Admin expenses represent the proportion of admin costs for providing day program serv to direct serv costs; because direct serv
costs incr as min wage incr, the value for thisinput should cont to be tied to direct care costs. Admin overhead factor is set at
18.9% of direct care compensation, developed from prov cost surveys based on the proportion of reported admin costs to direct
care compensation.

Program supp costs represents costs that are not direct care related nor admin but have an impact on quality. These costs are
specific to the program but are not billable such as quality assurance activities & basic staff training. Specialized staff training
reimbur remainsin effect & is payable through an indiv reimbur request process. Program supp factor is set at 10.6% of direct
care compensation, developed from prov. cost surveys based on the proportion of reported program supp. expenses relative to
direct care compensation.

The TRANSP factor is only part of the CDS-On Site, CDS-Off Site & Enh RES HAB Serv rates. Base compensation for drivers
isthe basis of the TRANSP rate, & because drivers are typically direct serv workers, thisis equivalent to the St Wide min hr

wage for one direct serv worker. This compensation is then adj by the same occupancy factor used for day program calc.
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IL.350.R05.02 eff 1/1/24, the mileage portion of the TRANSP comp will incr to the 2023 GSA mileage rate of $0.655/mile.

TRANSP specific cost componentsincl costs relating to the following categories as reported by prov in the prov cost & wage
survey, adj to the 260-days of operation:

* Materials & Supplies

* Fuel & Lubricants

* Tires

* Insurance

* Utilities

* Technology & Communication Related to TRANSP
 Travel & Mestings

* Other Miscellaneous TRANSP-Related Expenses

* Passenger Revenue Vehicles

* Serv. Vehicles

* Other TRANSP-Related General Admin Facilities

» Maintenance Personnel

« VVehicle Depreciation

* Property Depreciation

* Capital Leases Amortization

« Land Improvements Amortization

* Purchase L ease Payment

The 18.9% admin expenses for day program costs hold for the TRANSP rate & is applied to the total of the adj compensation &
vehicle & equipment costs listed above. Combining each of these components, including drivers wages & benefits as well as
vehicle-related costs & admin expenses. See Sections D.1.6 & D.2.2 in the GRS. The key comp of the TRANSP add-on isthe
trips adjustment, which tranglates the cost of providing TRANSP via one vehicle to a unit rate by dividing the daily cost by the
expected number of trips/day, calc based on loading & unloading time, number of riders, trip distance, driving speed, &
productivity. These components of the trips adj are based on reported TRANSP metrics from the prov cost & wage survey,
assumptions about assisting ambulatory & non-ambulatory clients, & policy priorities. Dividing the total daily cost by the trips
adj & by the number of ridersyields arate/trip/cust.

CDS-On Site Rate eff 7/1/22: $14.33

Rate eff 1/1/23: $15.03

Rate eff 1/1/24: $16.98 St Wide & $19.28 Chi Metro

Rate eff 1/1/25: $17.75 St Wide & $20.16 Chi Metro

Rate eff 1/1/26: $18.38 St Wide & $20.89 Chi Metro

Rate eff 1/1/27 or upon CMS approval: $18.85 St Wide & $21.42 in Chi. Metro

CDS-Off Site Rate eff 7/1/22: $15.96

Rate eff 1/1/23: $16.82

Rate eff 1/1/24: $19.20 St Wide & $22.02 Chi Metro

Rate eff 1/1/25: $20.17 St Wide & $23.14 Chi Metro

Rate eff 1/1/26: $20.94 St Wide & $24.01 Chi Metro

Rate eff 1/1/27 or upon CMS approval: $21.52 St Wide & $24.68 in Chi Metro

Enh Res Rate eff. 7/1/22: $17.49

Rate eff 1/1/23: $18.53

Rate eff 1/1/24: $21.24 St Wide & $24.32 Chi Metro

Rate eff 1/1/25: $22.20 St Wide & $25.45 Chi Metro

Rate eff 1/1/26: $27.67 St Wide & $31.82 Chi Metro

Rate eff 1/1/27 or upon CM S approval: $23.48 St Wide and $27.31 in Chi Metro

Supp. Employment (SE)-Indiv. Employment Supp. (SEI) & Small Group Supp. (SEG) Rate Meth.
These rates were originally est 7/1/06 by the OA & approved by the MA & have been subject to proposed legislative incr in
subsequent years. The rate for both SEI & SEG were updated 1/1/23.

Base compensation for job coaches forms the foundation of each SE program rate which isa St Wide. $17.23/hr. The job coach

wage is derived from the BLS Occupational Statisticsfor IL in May 2018 & adj for inflation to determine the FY 22 job coach
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wage rate assumption of $17.23. The wages are adj ann using the most current BLS median wage & incr based on the % incr rec
by the DSPs in order to avoid compression in the wage bands.

IL.350.R05.02, the rate for job coachesin both SEI & SEG will be updated from $17.23 to $21 St Wide & $24.15 Chi Metro eff
1124

IL.350.R05.03, therate for job coaches in both SEI & SEG will beincr. to $22.08 St Wide & $25.39 Chi Metro eff 1/1/25
IL.350.R05.04, therate for job coaches in both SEI & SEG will beincr. to $22.94 St Wide & $26.38 Chi Metro eff 1/1/26.
Amendment IL.350.R05.05 eff. 1/1/27 or upon CM S approval, the rate for job coaches in both SEI & SEG will beincr. to $23.58
St Wide and $27.12 Chi Metro.

Regional Wage Factor: Eff 1/1/24, the OA will be imp an RWF for SE both SEI, SEG & Large Group Supp Rate Meth. The
RWEF is part of the GRS & is based on an analysis of reported prov costs, reg local min wage incr, the consumer price index, &
BLSwage data. The GRS determined a factor of 15% for the RWF would be necessary to keep pace with higher wage incr in the
Chi Metro. Cust rec SEI, SEG & Large Group SE supp in Chi Metro will have their rates calc using incr wage reimbur & ERE
with the RWF. Incl is an ERE factor of 29.0% for one job coach. Hourly wages determined by BL S Occupational Statistics will
be adj ann.

Further, adjustments for billable time including the productivity adj & days adj (equivalent to the concept of an occupancy
adjustment in day programs) are different for employment serv. Here, the productivity adj assumes 6.4 billable hours from an 8-
hour day while the days adj assumes job coaches can bill each of the 260 serv daysin ayear. The supervision factor is calc
similarly, using differentials between job coaches & job coach supervisors.

The supervision factor reflects the proportion of sup compensation, using the wage & ERE assumptions for job coaches, to the
ratio of job coaches to supervisors as reported by each prov. Sup costs are based on analysis of sup span of control in the cost
surveys. The sup factor is also adj similar to the staff productivity factor using differentials between job coaches & job coach
supervisors, adjusting the ratio of the sup to supervisee time.

Staffing ratios are assumed based on recommendations from the Rates Oversight Committee. Theratio for SEG Group Levels 1
isbeing decreased & Level 2 isbeing incr on 1/1/23.

«SE-SEI 11

* SE-SEG Group Level 1 1:3

» SE-Large Group Supp. for SEG Group Level 2 1:6

Admin expenses represent the proportion of admin costs for providing SE serv to direct serv costs; because direct serv costsincr
as min wage incr, the value for this input should cont to be tied to direct care costs. The admin overhead factor is set at 18.1% of
direct care compensation & was devel oped from prov cost surveys based on the proportion of reported admin costs to direct care
compensation.

Program supp costs represents costs that are not direct care related nor admin but have an impact on quality. These costs are
specific to the program but are not billable such as quality assurance activities. The program supp factor is set at 10.6% based on
the proportion of reported program supp expenses relative to direct care compensation.

TRANSP costs are based on anticipated mileage reimbur for the job coach of 13.5 miles/day at the GSA 2022 Mileage allowance
of $0.625/mile, eff 1/1/23. The mileage allowance will be adj ann upon new rates set by the GSA.

SEI

Rate eff 7/1/22: $38.30
Rate eff 1/1/23: $40.67
Weighted estimate: $39.49

IL.350.R05.02 eff 1/1/24: $43.62 St Wid. & $53.57 Chi Metro

IL.350.R05.03 eff 1/1/25: $49 St Wide & $56.31 Chi Metro

IL.350.R05.04 eff 1/1/26: $50.92 St Wide & $58.51 Chi Metro

Amendment |L.350.R05.05 eff. 1/1/27 or upon CM S approval the rate for SEI will incr to $52.27 St Wide & $60.16 in Chi
Metro

SEG Rate eff 7/1/22: $11.03
Rate eff 1/1/23: $11.71

Weighted estimate: $11.37
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IL.350.R05.02 eff 1/1/24:
SE (Small Group Level 1 (1:3 staff to cust ratio) rates will incr from $13.73 to $15.72 St Wide & $18.04 in Chi Metro
SE (Large Group Level 2 (1:6 staff to cust ratio) rates will incr from $7 to $8 St Wide & $9.16 in Chi Metro

IL.350.R05.03 eff 1/1/25:

SE (Small Group Level 1 (1:3 staff to cust ratio) rates will incr. from $15.72 to $21.62 St Wide & from $18.04 to $24.82 in Chi
Metro

SE (Large Group Level 2 (1:6 staff to cust ratio) rates will incr from $8.00 to $8.40 St Wide & from $9.16 to $9.62 in Chi Metro

IL.350.R05.04 eff 1/1/26:

SE (Small Group Level 1 (1:3 staff to cust ratio) rates will incr. from $21.62 St Wid. to $22.72 & from $24.82 to $26.09 in Chi
Metro

SE (Large Group Level 2 (1:6 staff to cust ratio) rates will inc. from $8.40 St Wide to $8.73 & from $9.62 to $10.00 in Chi
Metro

Amendment IL.0350.R05.05 eff. 1/1/27 or upon CM S approval:
SE (Small Group Level 1 (1:3 staff to cust ratio) rates will incr to $24.22 St. Wide & to $27.81 in Chi Metro
SE (Large Group Level 2 (1:6 staff to cust ratio) rateswill incr to $8.98 St Wide & $27.81 in Chi Metro

Adult Day Serv (ADS): ADS is defined asthe direct care & supervision of adultsin a community-based setting for the purpose
of providing personal attention & promoting social, physical, & emotional well-being in a structured setting. ADS prov in this
waiver are the same as used by the IL Department on Aging (IDoA). They have the same staffing ratios & the same
qualifications as the prov used by the IDOA. The ADSrateis based on the rate est by the IDOA in the Elderly waiver (0143). The
rate structure in 1L-0350 incl ADS TRANSP in the ADS rate. The ADS rate was originally est by legislation. The ADC rate incl
both admin & direct care costs. Rates are not geographically based & do not incl room & board. ADS rates are rev minimally
every five years by IDOA to ensure the rates are adequate to maintain an ample prov base, quality of serv, budget sustainability,
appropriateness, compliance with ser. requirements, & compliance with any new federal or state statutes or rules affecting the
program. The ADSrate is being incr on 1/1/23 to $19.82/hr to align with other state agencies who have similar serv prov.

Rate eff 7/1/22: $12.34

Rate eff 1/1/23: $19.82
Weighted estimate: $16.10
IL.350.R05.02 eff 1/1/24: $21.82

IL.350.R05.02, the ADSrate is being incr on 1/1/24, to $21.82/hr to align with the rate in 1L-0143. A study of day serv rates was
last conducted in 2018, & rates were last incr in 2021. Thisrateis being incr on 1/1/23, to align with the rate in 1L-0143.

Amendment |L.350.R05.02 eff 1/1/27 or upon CMS approval, the ADS rate will incr to $23.22 to align with IL-0143 rate incr eff
1127.

Personal Supp/Temporary Assistance Serv Rates are negotiated between the cust, guardian (as applicable) or representatives &
the prov with assistance from the Self Direction Assistance prov. The negotiated rates are specified in the Serv Agreement & are
subject to review & approval by the OA on either atargeted or sample basis. These rates are not subject to COLAS.

Home Accessibility & Vehicle Modifications, Adaptive Equipment, Assistive Technology
Rates are usual & customary. Payments are subject to prior approval by the Operating Agency. Two bids are req for approval.
Per-cust five-year cost limits & specific cost limits on rental housing governing the use of these serv.

Non-medical TRANSP St Wide mileage rates are set by the OA. Per-trip rates are usual & customary charges. The rateis subject
to COLAs when enacted by the General Assembly & signed by the Governor.

Amendment IL.0350.R05.05 eff 1/1/27 or upon CM S approval, the state is adding historical rate information for Non-medical
TRANSP which was inadvertently left out in previous waiver actions:

The mileage rate eff. 7/1/22: $0.57/mile

The mileage rate eff. 7/1/25: $0.67/mile

The mileage rate eff. 1/1/27 or upon CM S approval: to $0.73/ mile in accordance with 2026 non-IRS reimbursed mileage rates.

Emergency Home Response Serv (EHRS) EHRS is a 24-hour emergency communication link to assistance outside the home for

cust with documented health & safety needs & mobility limitations. This serv is provided by atwo-way voice communication
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system consisting of a base unit & an activation device worn by the participant that will automatically link the participant to a
professionally staffed supp center. The St Wide rates for installation & monthly basic serv are adopted from the rates by the
IDOA for their persons who are elderly waiver (1L-0143). The State worked with an external vendor to review itsratesto
determine if the current rates are efficient, cost eff & allow for the purchase of serv at the lowest rate that will ensure accessto
walver serv by multiple prov Based upon its analysis, the State incr the Medicaid reimbur rate for EHRS to $40 for aone-time
installation. In developing the rate, the State examined Medicaid reimbur rates paid in other states, as well as analyzed
installation costs incurred by existing contracted & non-contracted prov. The State examined the cost components underlying
into the installation activity, which could incl admin costs (completing paperwork, contacting the cust, scheduling an
appointment), training & testing (incl. training the cust to properly use the device & testing the range capacity within the device)
& the cost of TRANSP to the cust home meth perform the installation. Based on this analysis, the State will employ a meth of
freguent, ongoing review to ensure that the installation rate remains in line with similarly situated programs in other states & is
reflective of the cost of providing the installation serv. The rate for EHRS was last updated in 2019. Thisrate is being incr on
1/1/23, to align with the rate in 1L-0143.

Rate eff 7/1/22: $28
Rate eff 1/1/23: $30
Weighted estimate: $29.01

Behavior Intervention & Treatment There are two rate levels for this serv based on prov qualifications. The higher rate (Level 1)
was based on aweighted combination of BLS wage for licensed clinical psychologists with a doctoral degree, prov survey
results, & a comparison to bargaining agreement wages for state employees. The lower rate of 80% rate of the higher rate was
based on aweighted combination of BLS wage for a master's degree, prov survey results, & a comparison to bargaining
agreement wages for state employees. Both rates are subject to COLASs when enacted. The rate was last set & rev. in 2020.

Behavioral Serv (Psychotherapy & Counseling) & Skilled Nsg Rates are based on available cost datafor clinical psychologist &
socia workers on contract with traditional developmental disabilities agencies. The rates are subject to COLAS when enacted.
These serv incl both indiv & group psychotherapy & counseling. The rates for Behavioral Serv. were last set & rev in 2020. The
rate for skilled nsg is based upon the Home Health Agency & Home Nsg Agency Fee Schedule eff 11/1/19 & updated 2/1/20.
The fee schedule is posted at:

https://www?2.illinois.gov/hfs/SiteColl ectionDocuments/Copyof HomeH eal thFeeSchedul eeff 11012019rev02042020Fi nal . pdf .

Rate eff 7/1/22: $39.74
Rate eff 1/1/23: $43.87
Weighted estimate: $41.82

Amendment |L.0350.R05.05 eff. 1/1/27 or upon CM S approval, the Skilled Nsg RN rate will incr from $45.00 to $57.78 St Wide
and Skilled Nsg LPN rate will incr. from $37.50 to $48.15 St Wide to align with current home health fee schedule
https://hfs.illinois.gov/medi cal providers/medi cai drei mbursement/hhfeeschedul e.ntml. The fee schedule was updated 12/29/25
and effective 1/1/25.

Occupational Therapy (OT), Physical Therapy (PT), & Speech Therapy (ST) These rates are based on rates within the Home
Health Fee Schedule [https://www2.illinois.gov/hfs/M edical Providers/M edi cai dRei mbursement/Pages/HHFeeSchedul e.aspx] -
These rates are increasing to $111/hr eff 1/1/23. Rate meth for Home Health Serv under the State Plan are rev ann to ensure rates
are adequate to maintain an ample provider base & to ensure quality of serv. The State completed areview of the OT, PT, & ST
rates 12/6/21.

Rate eff 7/1/22: $36
Rate eff 1/1/23: $111
Weighted estimate: $73.72

Self-Direction Assistance (SDA) SDA isrec a2% COLA inc. on 1/1/23, in order to keep pace with the QIDPsin the
Independent Serv. Coordination (1SC) agencies.

Program Component: The Program Comp of the rate meth reimburses prov for those costs incurred in providing Self Direction
Assistant serv Incl in the program comp are reimbur for QIDP staffing costs, sup staffing costs, & supply costs.

The QIDP Wage Rateis est using the 2018 BL S median wage, adj to present day. A 28.1% ERE factor is calc on all staff wages.
The wages are adj ann using the most current BL S median wage.
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Program Supp. Costs: Incl in the meth is a program supp comp that represents costs that are not direct care related nor admin but
have an impact on quality. These costs are specific to the program but are not billable such as quality assurance activities. The
program supp % is calc. based on direct care cost data reported in the prov survey & set at 10.6% of the Program Comp costs.

Supply Costs: Thereis a cost center in the meth called "Other Supplies.” This refers to the costs incurred in the provision of self-
direction & training serv assoc with ADL such as training material s specific to a cust PCP to assist with increasing skill levels &
independence.

Admin: The SDA rate meth. incorporates admin. expenses as afixed % set at 18.9%. This represents the median % of program
costs spent on admin costs as reported by the prov.

A Productivity Factor of 10% is used to account for unbillable staff time. The Productivity Factor is based on the anticipated %
of billable & unbillable activities provided by the QIDP. Understanding that prov. will need to pay staff for unbillable time, the
productivity factor is a necessary part of the SDA Rate Meth.

The TRANSP comp incl a staff mileage allowance of 10 miles/day & is adj ann upon new rates set by the GSA.

Rate eff 7/1/22: $50.26

Rate eff 1/1/23: $51.27

Weighted estimate: $50.77
IL.350.R05.02 rate eff 1/1/24: $54.59

24 Hour Stabilization Serv

The rates for this serv were est through a Request for Application process. Through this process, the State compared the
proposed rates of willing prov. A standard meth is developed for the waiver serv with variation based upon a number of factors
defined below. DSP wages are adj when funding is approved by the IL General Assembly. The current DSP hourly wage is
$16/hour & will incr to $17/hour 1/1/23.

IL.350.R05.02, The DSP hourly wage is currently $17/hour & will incr to $19.50/hour 1/1/24. Because the DSP staff providing
serv in 24 Hour Stabilization Serv are Registered Behavior Technicians (RBTS), they are given an addtl 20% incr over the DSP
rate. The req components that are used to establish the rate are:

* Professional staff wages & clinical contracts, e.g., QIDPs, Behavior Analysts, nurses, etc. The wages are adj ann using the most
current BLS median wage & incr based on the % incr. rec by the DSPsin order to avoid compression in the wage bands.

» Employment-related expenditures, e.g., employee benefits, FICA, unemployment insurance, workers compensation, etc. ERE
expenditures will be changed to the following: 29.9% for DSP & House Manager staff, 24.9% for RNs, 28.1% for QIDPs, &
21% for al staff not previously mentioned.

* Program-rel ated expenditures, e.g., supervision, supplies, etc. The Program Supp Cost is set at 5.6% of the Program Comp.
costs, developed from prov cost surveys based on the proportion of reported program supp expenses relative to Program Comp
costs. The Program Supp Cost is eff 1/1/23.

* Utilization factors

* Admin, e.g., admin. salaries, staff travel, office space & expenses

* TRANSP of indiv

The following addtl factors may influence the standard meth & are the basis for rate variations. When all factors are equal, the
rates produced by the standard meth would be the same.

A differential may beincl in the rate for the level of expertise & skill of specific professional staff; the differential will again be
uniform across all prov.

IL.350.R05.04 eff. 1/1/2026, the average daily rate for Stabilization Serv will be decreased from $1117.25 to $1062. Thisrateis
being updated to reflect a change in calc meth that accounts for all available beds, as opposed to reported occupants. Thisincl an
$0.80/hr incr in DSP wages.

Regional Wage Factor: Beginning 1/1/23, the OA will beimp an RWF for al CILA Rate Meth to incl the 24 Hour Stabilization
Serv. The RWF is part of the GRS & isbased on an analysis of reported prov costs, req local min wage incr, the consumer price
index & BLSwage data. The GRS determined a factor of 15% for the RWF would be necessary to keep pace with higher wage
incr in Ch. Metro. Cust living & rec CILA serv in Chi Metro will have their CILA Rates calc using incr wage reimbur & ERE
with the RWF.
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Once the rates are est, rates may be adj through contractual amendments subject to cost of living incr. appropriated by the IL
General Assembly, through negotiations during contract renewals, or through subsequent calls for Request for Application.

IL.350.R05.02, the rate will incr by 4.7% eff 1/1/24. The rates for 24-Hour Stabilization Serv were last set & rev in 2019. The
rates were rev. & updated as of 1/1/24.

Training & Counseling Serv for Unpaid Caregivers

The counseling rate for unpaid care giversisidentical to the standard St Wide rate currently used in the waiver for participants
rec Indiv Counseling serv. The rate is based on available cost data for licensed socia workers on contract with traditional
developmental disabilities agencies. Therate is subject to COLAs when enacted. The rate was last set & rev in 2020. Reimbur
for training for unpaid care giversis based on usual & customary charges for the tuition or fees to attend the program. TRANSP,
meals, & lodging to attend training are not incl.

Reimbur for training for unpaid care giversis not subject to COLAS. Therate was last set & rev in 2020.

Remote Supp Equipment: Serv are based on the manufacturer's suggested retail price or usual & customary charge defined as:
The current retail price of an equipment item that is recommended by the product's manufacturer. If avendor of equipment is
also the manufacturer, the vendor may establish a suggested retail price provided that the priceis equal to or less than the
suggested retail price or monthly lease amount for the same or a comparabl e item recommended by one or more other
manufacturers.

Two bids are req for approval when purchasing Remote Supp Equipment & Ongoing Monitoring from the same vendor. If an
indiv is unable to obtain two bids, they will submit the single bid along with the explanation why they were unable to obtain a
second bid. Valid reasons could incl alist of prov they contacted who did not respond, prov they contacted who do not provide
coverage in the areathey reside, etc. If the reason provided is valid, the request for serv will be processed. If the reason is not
valid, the OA will follow up with the participant to determine if there is valid rationale for only submitting one bid. Per-indiv
annual cost limits govern the use of these serv.

Ongoing monitoring: Rates are usua & customary. Payments are subject to prior approval by the Operating Agency. Two bids
arereq for approval & can be taken into account when purchasing Remote Supp - Equipment from the same vendor. Per-indiv
annual cost limits govern the use of these serv.

If an indiv is unable to obtain two bids, they will submit the single bid along with the explanation why they were unable to obtain
asecond bid. Valid reasons could incl alist of prov they contacted who did not respond, prov they contacted who do not provide
coverage in the areathey reside, etc. If the reason provided is valid, the request for serv will be processed. If the reason is not
valid, the OA will follow up with the participant to determine if there is valid rationale for only submitting one bid. Per-indiv
annual cost limits govern the use of these serv.

IL.350.R05.03 eff 1/1/25

Specialty Telehealth & Assessment Team Agency - The Specialty Telehealth & Assessment Team rate was developed using a
market-based approach. This process reflects costs that are reasonable, necessary & related to the delivery of the serv. Therate
will allow serv at alevel sufficient to ensure access, encourage prov participation & promote prov choice, while at the same time
ensuring cost effectiveness & fiscal accountability.

Utilization & cost per serv estimates were devel oped based on estimates provided by the OA. The cost per serv of $60 per month
is based on a comparison of the current cost for similar serv. in Missouri, Pennsylvania, Minnesota, & lowa. We assumed 6.3%
annual cost trend consistent with CILA trend assumptionsin the filed waiver. Units per user assume utilizers use the serv each
month.

CONT FROM J-2-C-i

Add anew Specialty Telehealth & Assessment Team serv to the waiver. The goal of the serv isto promote the health, wellness,
& safety of indiv rec CILA serv. The Specialty Telehealth & Assessment Team rate was devel oped using a market-based
approach. This process reflects costs that are reasonable, necessary & related to the delivery of the serv. The rate will alow serv
at alevel sufficient to ensure access, encourage prov participation & promote prov choice, while at the same time ensuring cost
effectiveness & fiscal accountability.

The telehealth serv is currently being utilized by waiver cust. The level of utilization on 7/1/24 was used to develop utilization
estimates. The Specialty Telehealth and Assessment Team serv is billed as a monthly serv. The average units per user was

developed based on 12 monthsin ayear. The cost per unit of $60 per month is based on a comparison of the amounts currently
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being paid to the Specialty Telehealth and Assessment Team prov. by residential prov. A 6.3% annual cost trend was assumed
for CILA rates based upon the GRS conducted in 2020.

IL.350.R05.04 eff 1/1/26, the following rates are being incr in response to legislation passed by the Illinois General Assembly as
PA 104-0002:

The CDS (On-Site) rate will incr from $17.75 to $18.38 St Wide and from $20.16 to $20.89 in Chi Metro

The CDS (Off-Site) rate will incr from $20.17 to $20.94 St Wide and from $23.14 to $24.01 in Chi Metro

Temporary Intensive Staffing DT rate will incr from $26.63 to $27.67 St Wide and from $30.62 to $31.82 in Chi Metro

Enh Res serv rate will incr from $22.20 to $27.67 St Wide and from $25.45 to $31.82 in Chi Metro

Res Hab (24-hour CILA) avg daily rate will incr from $364.50 to $375.11

Res Hab (Intermit CILA - 1 person) rate will incr from $59.09 to $60.48 St Wide and from $67.37 to $68.96 in Chi Metro

Res Hab (Intermit CILA - 2 person) rate will incr from $29.54 to $30.24 St Wide and from $33.68 to $34.48 in Chi Metro

Res Hab (Intermit CILA - 3 person) rate will incr from $19.70 to $20.16 St Wide and from $22.46 to $22.99 in Chi Metro

SE (Indiv.) serv rates will incr from $49.00 to $50.92 St Wide and from $56.31 to $58.51 in Chi Metro

SE (Small Group Level 1) (1:3 staff to customer ratio) rates will incr from $21.62 to $22.72 St Wide and from $24.82 to $26.09
in Chi Metro

SE (Large Group Level 2) (1:6 staff to customer ratio) rates will incr from $8.40 to $8.73 St Wide and from $9.62 to $10.00 in
Chi Metro

DSP hourly rate reimbur will incr from $20.50 to $21.30 St Wide and from $23.58 to $24.50 in Chi Metro

Relief and vacation staff wage will incr. from $20.50 to $21.30 St Wide and from $23.58 to $24.50 in Chi. Metro

Job coach hourly rate wage reimbur in both SE (Indiv) and SE (Group) will incr from $22.08 to $22.94 St Wide and from $25.39
to $26.38 in Chi Metro

24-hour Stabilization Serv: the rate will decrease from $1,117.25 to $1,062. This rate change is being updated to reflect a change
in calc meth that accounts for all available beds, as opposed to reported occupants. Thisincl an $0.80/hr incr. in DSP wages.

Amendment IL.350.R05.05 eff. 1/1/27 or upon CM S approval, the following rates are being incr. in response to PA 104-0466:
CDS (On-Site) rate will incr to $18.85 St Wide and $21.42 in Chi Metro

CDS (Off-Site) rate will incr to $21.52 St Wide and $24.68 in Chi Metro

Enh Res servicesrate will increase to $23.84 St Wide and $27.31 in Chi Metro

Temporary Intensive Staffing Res and CDS rates will incr to $28.45 St Wide and $32.72 in Chi Metro

Res Hab (24-hour CILA) avg. daily rate will incr to $401.63

Res Hab (Intermit. CILA - 1 person) rate will incr to $63.54 St Wide and $72.42 in Chi Metro

Res Hab (Intermit. CILA - 2 person) rate will incr to $31.77 St Wide and $36.21 in Chi Metro

Res Hab (Intermit. CILA - 3 person) rate will incr to $21.18 St Wide and $24.14 in Chi Metro

SE (Indiv) serv rates will incr. to $52.27 St Wide and $60.16 in Chi Metro

SE (Small Group Level 1) (1:3 staff to cust ratio) rates will incr to $24.22 St Wide and $27.81 in Chi Metro

SE (Large Group Level 2) (1:6 staff to cust ratio) rates will incr $8.98 St Wide and $10.28 in Ch. Metro

DSP hourly rate reimbur will incr to $21.90 St Wide and $25.19 in Chi Metro

Job coach hourly rate wage reimbur in both SE (Indiv) and SE (Group) will incr to $23.58 St Wide and $27.12 in Chi Metro
Adult Day Servicerate will incr from $21.82 to $23.22 to align with |L-0143 rate incr eff 1/1/27.

Skilled Nsg RN rate will incr from $45.00 to $57.78 St Wide and Skilled Nsg LPN rate will incr from $37.50 to $48.15 St Wide
to align with current home health fee schedule at

https://hfs.illinois.gov/medi cal providers/medi cai drei mbursement/hhfeeschedul e.html

Non-Medical Transportation rate will incr to $0.73/mile in accordance with 2026 non-1RS reimbursed mileage rates

Appendix A: Waiver Administration and Operation

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

Thewaiver isoperated by the state M edicaid agency.

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

The Medical Assistance Unit.

Specify the unit name:
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(Do not complete item A-2)
Another division/unit within the state M edicaid agency that is separ ate from the Medical Assistance Unit.

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

(Complete item A-2-a).

® Thewaiver isoperated by a separate agency of the state that isnot a division/unit of the Medicaid agency.

Specify the division/unit name:
[llinois Department of Human Services (IDHS), Division of Developmental Disabilities (DDD)

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

Appendix A: Waiver Administration and Operation

2. Oversight of Performance.

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

Asindicated in section 1 of thisappendix, the waiver is not operated by another division/unit within the state
Medicaid agency. Thusthis section does not need to be completed.

b. Medicaid Agency Oversight of Operating Agency Performance. When the waiver is not operated by the
Medicaid agency, specify the functions that are expressly delegated through a memorandum of understanding
(MOU) or other written document, and indicate the frequency of review and update for that document. Specify the
methods that the Medicaid agency uses to ensure that the operating agency performs its assigned waiver
operational and administrative functions in accordance with waiver requirements. Also specify the frequency of
Medicaid agency assessment of operating agency performance:
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Healthcare and Family Services (HFS), as the Medicaid Agency (MA), maintains an interagency agreement with
the lllinois Department of Human Services, Division of Developmental Disabilities IDHS-DDD) asthe
Operating Agency (OA), which outlines the HCBS waiver responsihilities of both agencies. The interagency
agreement isreviewed annually and amended if necessary.

The OA isresponsible for determination of customer eligibility, person centered plan (PCP) development,
budgeting, enrolling and certifying waiver providers, assuring PCPs are implemented, and that services and
providers meet standards established in the approved waiver and governing rules. The MA isresponsible for
enrolling providers in Medicaid; providing oversight, consultation and monitoring of waiver operations;
processing federal claims; and maintaining an appeal process. The MA conducts all waiver appeal hearings and
issues final determination decisions. The MA does not delegate this function to the OA. The MA provides
independent, trained hearing officers for all appeal hearings. The MA's Waiver Unit reviews and approves al OA
rules and policies prior to them being presented to the MA's Medical Policy Review Committee for final review
and approval. The OA consults the MA about all changesin payment rate and methodol ogies. All changes must
be approved by the MA prior to implementation. The MA provides the OA data, reports, or information as may be
required to ensure compliance with State and Federal licensure and certification requirements and quality
monitoring responsibilities.

The MA and OA both conduct routine oversight monitoring of the fiscal and program activities to assure that the
State meets the federal assurances identified in the waiver. The MA contracts with afederally certified Quality
Improvement Organization (QIO) to assist the MA initsrole of an administrative oversight for the Adults with
Developmental Disabilities waiver. The OA's Bureau of Quality Management conducts their reviews. The OA's
monitoring tools are reviewed annually and approved by the MA prior to implementation.

The MA uses the Raosoft sample size calculator to determine the number of record reviews for both the QIO and
OA.. The sampling methodology is based on a statistically valid approach that uses a 95% confidence level and a
5% margin of error. The MA selects the customer sample from the Medicaid Management Information System
(MMIS) using claims for waiver servicesin a specific period for the QIO to review.

The QIO conducts record reviews and onsite provider reviews. The onsite provider reviews are more
comprehensive than the record reviews. The QIO conducts onsite reviews of eight case management offices each
year, with six customers reviewed at each office. The onsite reviews assess how the waiver program operates
overall reviewing components of customer eligibility, PCPs, provider qualifications, health and safety, care
coordination, and how the system operates and communi cates customer needs and issues. Record reviews
examine customer eligibility, PCPs, and health and welfare.

The QIO submits areport of findingsto the MA at the conclusion of each onsite review and record review. The
report consists of asummary of findings for each customer record reviewed, as well as a summary of overall
findings detailed by Performance Measure. Remediation activities are tracked by the OA and MA to ensure 100%
remediation of findings. Timeframes for completion of remediation will be reported in 30, 60, 90, or greater than
90 days.

Remediation activities will be consistent with the approved activities detailed within each Performance Measure.
The MA and OA will work collaboratively to ensure remediation occurs within the required time frames. The
QIO then performs remediation validation of all findings at each review site. The OA approves the completed
remediation tracking spreadsheet and sendsit to the MA.

The OA selects the customer sample from the total number of customers enrolled in the waiver and are submitting
claims for waiver services during a specific period for their Bureau of Quality Management to review.

The MA holds quarterly meetings with the OA to review program administration and evaluate system
performance. Quarterly meetings also discuss broad topics, onsite reviews, and remediation activities unless
circumstances warrant communication prior to these meetings. The agencies also communicate regularly to follow
up on issues raised during quarterly meetings. In addition, MA/OA staff communicate regularly regarding any
issues that arise relating to administration of the waiver. These topics include general waiver administration,
quality improvement strategies, HCBS Rule transition, etc.
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Appendix A: Waiver Administration and Operation

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

® Yes. Contracted entities perform waiver operational and administrative functions on behalf of the M edicaid
agency and/or operating agency (if applicable).
Specify the types of contracted entities and briefly describe the functions that they perform. Complete Items A-5 and
A-6.

Independent Service Coordination Agencies (ISCs): Care coordination services are performed by |SCs under the
Operating Agency (OA). ISCs perform the initial and ongoing waiver digibility determinations for all waiver
customers.

ISC functions include:

1) Conduct acomprehensive care assessment of need and eligibility initially and at least annually or as needed
based on changes in the customer's financial, support or functional needs.

2) Outline available services and choices and provide the customer with information to allow the customer or
guardian, if applicable, to make informed choices regarding services and providers.

3) Develop and update at least annually a person-centered plan (PCP) with the customer which best meets the
customer's desires and needs, with available services through the waiver or other funding sources. Provide the
opportunity to the customer or guardian, if applicable, to lead the person centered planning process.

4) Monitor service implementation.

5) Maintain customer records.

6) Link customersto services and providers of their choice.

7) Enroll customers on the PUNS database for DD Medicaid services. Update enrollment information at |east
annually.

8) Advocate for customer's rights. Collaborate with service providers to ensure customer's health, safety, welfare,
well-being, and satisfaction with services.

9) Assist customers who will be entering services to apply for Medicaid benefits and to maintain Medicaid benefits
through the Medical Renewal process.

ACESS: Financial Management Services (FMS) are provided by ACES$ contracted through the OA.
ACESS$ functions include:

1) Enrolling individualy hired Personal Support Workers (PSWs) in IMPACT, the Medicaid provider enrollment
system.

2) Conducting background checks.

3) Processing timeshests.

4) Withholding, depositing, and filing taxes.

5) Processing payroll for individually hired PSWs.

No. Contracted entities do not perform waiver operational and administrative functions on behalf of the
M edicaid agency and/or the operating agency (if applicable).

Appendix A: Waiver Administration and Operation

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

® Not applicable

Applicable - Local/regional non-state agencies perform waiver operational and administrative functions.
Check each that applies:

[ L ocal/Regional non-state public agencies perform waiver operational and administrative functions at the local
or regional level. Thereis an interagency agreement or memorandum of under standing between the state
and these agencies that sets forth responsibilities and performance requirements for these agencies that is
available through the Medicaid agency.
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Foecify the nature of these agencies and complete items A-5 and A-6:

O L ocal/Regional non-gover nmental non-state entities conduct waiver operational and administrative functions
at the local or regional level. Thereisa contract between the Medicaid agency and/or the operating agency
(when authorized by the Medicaid agency) and each local/regional non-state entity that sets forth the
responsihilities and performance requirements of the local/regiona entity. The contract(s) under which private

entities conduct waiver operational functions are available to CM S upon request through the Medicaid agency or
the operating agency (if applicable).

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

Appendix A: Waiver Administration and Operation

5. Responsibility for Assessment of Performance of Contracted and/or L ocal/Regional Non-State Entities. Specify the

state agency or agencies responsible for assessing the performance of contracted and/or local/regional non-state entitiesin
conducting waiver operational and administrative functions:
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The Operating Agency (OA) isresponsible for oversight of the ISCs and FM S entities.

The Medicaid Agency (MA) conducts routine monitoring of 1SC performance by selecting a statically valid
representative sample of customer files. The OA conducts routine monitoring of 1SCs and FM S entities by selecting a
sample of customer files.

The MA isresponsible for assessing the performance of contracted entitiesin conducting waiver operational and
administrative functions.

Inthe MA's agreement with the OA, the MA has specified for each waiver performance measure the following:
responsibility for data collection; frequency of data collection/generation; sampling approach; responsible party for data
aggregation and analysis; frequency of data aggregation and analysis; data source; and remediation. For each
performance measure, the data source varies according to the performance measure; for many of the measures, the
sources are OA reports and BQM record reviews.

The data source for some measures includes customer/guardian satisfaction surveys. The OA collects this data through a
representative sample of records, based on the specific performance measure.

The OA isrequired to submit quarterly reports, using the format required by the MA, on specific performance measures,
which are described in MA's agreement with the OA. For each performance measure, the waiver specifies numerators,
denominators, sampling approaches, data sources, etc. The OA presents the results to the MA in quarterly meetings. The
waiver provider manual includes sanctions for failure to meet requirements for submissions of quality and performance
Mmeasures.

As part of the OA's quality oversight and monitoring of the waiver providers, the BQM performs onsite audits of the
customer PCPs through Record Reviews. Upon completion of record reviews, the BQM provides a summary of findings
by measure and a plan and Waiver specific summary report of findings and recommendations as appropriate. The report
includes: Summary of non-compliance related to specific performance measures; Overall summary of record review
findings; and recommendations for remediation of non-compliance. The OA follows-up with the agenciesto ensure
remediation occurs within the required time frames.

The MA contracts with afederally certified Quality Improvement Organization (QIO) to assist the MA initsrole of an
administrative oversight for the Adults with Developmental Disabilities Waiver. The QIO looks at the provider's staff
training documents, the amount of training hours for each staff person, the current licensure's and the results of the
background checks. These documents are reviewed as part of onsite Comprehensive Provider Reviews; the QIO visits
eight 1SCs each year throughout Illinois, with six customers included in each site's sample. Sites and customers are
designated by and randomly selected by the MA, respectively.

The MA's ongoing quality monitoring includes sharing of reports from QIO reviews with the OA aswell as directly with
the review site. Sites are notified of findings and must complete the Remediation Tracking Spreadsheet. If the site scores
less than 90% on their overall performance, the OA will request a Corrective Action Plan as well. Review sites must
submit the Remediation Tracking Spreadsheet and plan of correction to the OA for its review and any necessary follow
up or clarification. The OA must provide a copy of its approval of the Remediation Tracking Spreadsheet to the MA.

In addition, MA/OA staff communicates regularly regarding any issues that arise relating to the administration of the
waiver. These topics include general waiver administration, quality improvement strategies, HCBS Rule transition, etc.

The MA and OA hold quarterly meetings to discuss broad topics, site reviews and remediation activities unless

circumstances warrant communication prior to these meetings. The agencies also communicate regularly to follow up on
issues raised during quarterly meetings.

Appendix A: Waiver Administration and Operation

6. Assessment M ethods and Frequency. Describe the methods that are used to assess the performance of contracted and/or
local/regiona non-state entities to ensure that they perform assigned waiver operational and administrative functionsin
accordance with waiver requirements. Also specify how frequently the performance of contracted and/or local/regional
non-state entities is assessed:
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The following describes the oversight of the Independent Service Coordination Agencies (ISCs) and FM S entities.

The Medicaid Agency (MA) and the Operating Agency (OA) maintain separate but complementary processes to monitor
customer welfare, service access, and quality. The reviews are not conducted concurrently. There is some duplication of
review criteriafor the MA and OA reviews, but the same criteria are not utilized by the MA and OA.

The annual reviews referenced in this section by the OA are part of continued certification that the 1SCs are complying
with all administrative rules and policies for the OA's Waiver Program.

The MA's monitoring activity is not intended to replicate the OA's reviews. The QIO performs two types of onsite
reviews: Record Reviews and Comprehensive Provider Reviews. Record reviews are done through the state, based on a
randomly drawn representative sample size. As noted above, there are eight Comprehensive Provider Reviews at 1SCs
with atotal of six customers at each site. In addition to the record review, the QIO also conducts two site visits to
Community Service Providers and interviews with customers and staff from the ISC and community service provider
agenciesinvolved in their care and services.

Oversight of ISCs:
Annually:

OA staff conduct annual on-site surveys or record reviews that focus on compliance with the requirements of the OA's
provider manual, as well as contractual requirements. All assessments and reviews may be done more frequently if
needed. The OA may conduct more frequent assessments or reviews based on a variety of reasons that may be the result
of customer/family caregiver complaints, billing issues or a complaint, among others. These actions may occur if
numerous complaints are received for the same agency.

The survey protocol includes staff qualifications and training, 24-hour accessibility for emergencies, areview of the pre-
admission screening process (documentation of required assessments, eligibility determinations, informed choice and
selection of services, and conflict of interest), and review of the Individual Service and Support Advocacy process
(documentation of required visits, participation in PCP development and approval, and annual re-determinations of
eligibility).

Agencies are notified in writing of any deficiencies and are required to complete the Remediation Tracking Spreadsheet
and submit a plan of correction to the OA, including timeframes (for all findings that cannot be corrected immediately
while the reviewers are on site), if the agency scores less than 90% on their overall performance. | SC providers must
submit the corrective action plan to the OA within 14 calendar days of the exit and are required to develop a plan that will
correct al findings, other than those corrected immediately while the reviewers are on site, within 60 calendar days. OA
staff review the plan of correction and, if acceptable, approve it.

Reports are completed and sent to the | SC agencies after the review, generally within 30 days. |SC agencies are
prescribed atimeframe for completing corrective actions identified in the review. For issues of health, safety and
welfare, the timeframe is generally 30 calendar days (or |ess depending on the severity); for most corrective actions the
timeframe is 60 calendar days. If corrective action is not completed in its entirety, a second review is conducted with
further corrective action. The OA may initiate contract action, up to and including termination, for an agency with
extensive corrective action expectations or issues that jeopardize health, safety, and welfare of customers.

Oversight of an FM S entity(ies):

Annually:

OA staff conduct annual desk surveys that focus on compliance with the requirements of the OA's provider manual, as
well as contractual requirements. All assessments and reviews may be done more frequently if needed. The OA may
conduct more frequent assessments or reviews based on avariety of reasons that may be the result of customer/family
caregiver complaints, billing issues or acomplaint, among others. These actions may occur if numerous complaints are
received for the same FM S entity.

The survey protocol includes staff qualifications, training, and background checks as well as personal support worker
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(PSW) €ligibility and PSW background checks.

The FMS entity is notified in writing of any deficiencies and is required to complete the Remediation Tracking
Spreadsheet and submit a plan of correction to the OA, including timeframes (for all findings that cannot be corrected
immediately while the reviewers are on site), if the FM S entity scores less than 90% on their overall performance. FMS
providers must submit the corrective action plan to the OA within 14 calendar days of the exit and are required to develop
aplan that will correct al findings, other than those corrected immediately while the reviewers are on site, within 60
calendar days. OA staff review the plan of correction and, if acceptable, approveit.

Reports are completed and sent to the FM S entity after the review, generally within 30 days. The FMS entity(ies) is
prescribed atimeframe for completing corrective actions identified in the review. For issues of health, safety and
welfare, the timeframe is generally 30 calendar days (or less depending on the severity); for most corrective actions the
timeframe is 60 calendar days. If corrective action is not completed in its entirety, a second review is conducted with
further corrective action. The OA may initiate contract action, up to and including termination, for an FMS entity with
extensive correction action expectations or issues that jeopardize health, safety, and welfare of customers.

Summary reports of the reviews are shared with and discussed with the MA at the Quarterly Waiver Management
meetings.

Appendix A: Waiver Administration and Operation

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

In accordance with 42 CFR § 431.10, when the Medicaid agency does not directly conduct a function, it supervises the
performance of the function and establishes and/or approves policies that affect the function. All functions not performed
directly by the Medicaid agency must be delegated in writing and monitored by the Medicaid Agency. Note: More than
one box may be checked per item. Ensure that Medicaid is checked when the Sngle Sate Medicaid Agency (1) conducts
the function directly; (2) supervises the delegated function; and/or (3) establishes and/or approves policies related to the
function. Note: Medicaid eligibility determinations can only be performed by the State Medicaid Agency (SMA) or a
government agency delegated by the SMA in accordance with 42 CFR § 431.10. Thus, €ligibility determinations for the
group described in 42 CFR § 435.217 (which includes a level-of-care evaluation, because meeting a 1915(c) level of care
isafactor of determining Medicaid eligibility for the group) must comply with 42 CFR § 431.10. Non-governmental
entities can support administrative functions of the eligibility determination process that do not require discretion
including, for example, data entry functions, I T support, and implementation of a standardized level-of-care evaluation
tool. States should ensure that any use of an evaluation tool by a non-governmental entity to eval uate/determine an
individual's required level-of-care involves no discretion by the non-governmental entity and that the devel opment of the
requirements, rules, and policies operationalized by the tool are overseen by the state agency.

Function M edicaid Other State Operating Contrgcted
Agency Agency Entity
Participant waiver enrollment
Waiver enrollment managed against approved limits ]
Waiver expenditures managed against approved levels ]
Level of carewaiver eligibility evaluation
Review of Participant service plans
Prior authorization of waiver services
Utilization management ]
Qualified provider enrollment ] ]
Execution of Medicaid provider agreements ]
Establishment of a statewide rate methodology ]
Rules, policies, procedures and infor mation development governing the ]
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. Medicaid Other State Operating Contracted
Function -
Agency Agency Entity
waiver program
Quality assurance and quality improvement activities

Appendix A: Waiver Administration and Operation

Quality Improvement: Administrative Authority of the Single State M edicaid
Agency

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

a. Methodsfor Discovery: Administrative Authority
The Medicaid Agency retains ultimate administrative authority and responsibility for the operation of the waiver
program by exercising oversight of the performance of waiver functions by other state and local/regional non-state
agencies (if appropriate) and contracted entities.

i. Performance M easur es

For each performance measure the state will use to assess compliance with the statutory assurance, complete
the following. Performance measures for administrative authority should not duplicate measures found in other
appendices of the waiver application. As necessary and applicable, performance measures should focus on:
= Uniformity of development/execution of provider agreements throughout all geographic areas covered by
the waiver
= Equitable distribution of waiver openingsin all geographic areas covered by the waiver
= Compliance with HCB settings requirements and other new regulatory components (for waiver actions
submitted on or after March 17, 2014)

Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the state to analyze
and assess progress toward the performance measure. In this section provide information on the method by which
each source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions
drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

A1 Number and percent of substantive waiver changeswhere Public Noticeand Tribal
Notification were completed in accordance with CM Sregulations N: Number of substantive
waiver changes where Public Notice and Tribal Notification wer e completed in accor dance
with CM Sregulations. D: Total number of substantive waiver changes.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
L og of Substantive Changes

Responsible Party for data | Frequency of data Sampling Approach(check

collection/gener ation(check | collection/generation(check | each that applies):

each that applies): each that applies):

StateMedicajd Agency I:]Weekly lOO% Review

Operating Agency I:lMontth |:ILes's.than 100%
Review
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IjSub—State Entity I:lQuarterIy [ Representative Sample
Confidence
Interval =
IjOther Annually IjStratified
Specify: Describe Group:

[ Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
[] state Medicaid Agency L weekly
Operating Agency [ Monthly
O Sub-State Entity Quarterly
[ Other
Specify:
Annually
[ Continuously and Ongoing
[ Other
Specify:
Performance Measure;
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A2 Number and percent of quarterly Quality Management Committee (QM C) mestings
between OA and M A wherethe OA's quality performance data wasreviewed as specified in
thewaiver. N: Number of quarterly QM C meetings between OA and MA wherethe OA's
quality performance data wasreviewed as specified in thewaiver. D: Total number of
QM C meetings where OA quality performance data was reviewed.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
MA Meeting Log

Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/gener ation(check | each that applies):
each that applies): each that applies):
[¥] state Medicaid Agency | [ weekly [ 100% Review
IjOperating Agency I:|Monthly IjLassthan 100%
Review
IjSub—State Entity I:lQuarterIy [ Representative Sample
Confidence
Interval =
L other LI Annually [ stratified
Specify: Describe Group:
Continuously and [ Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
[] state Medicaid Agency L weekly
IjOperating Agency [ Monthly
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Responsible Party for data aggregation Frequency of data aggregation and

and analysis (check each that applies): analysis(check each that applies):
[ Sub-State Entity [ Quarterly
U other
Specify:
[ Annually

Continuously and Ongoing

O Other
Specify:

Performance M easure:

A3 Number and percent of active waiver participants compared to the approved waiver
capacity. N: Total number of active waiver participants by waiver year. D: Total number of
CM S approved waiver slots by waiver year.

Data Sour ce (Select one):
Other
If 'Other' is selected, specify:
MMIS
Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/generation(check | each that applies):
each that applies): each that applies):
StateMedicajd Agency IjWeekIy 100% Review
Operating Agency I:lMontth I:lLe$than 100%
Review
|]Sub-State Entity |:lQuarterIy [ Representative Sample
Confidence
Interval =
L other LI Annually U stratified
Specify: Describe Group:
[ Continuously and [ Other
Ongoing Specify:
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Other
Specify:

Semi-Annually

Data Aggregation and Analysis:
Responsible Party for data aggregation Frequency of data aggregation and

and analysis (check each that applies): analysis(check each that applies):
StateMedicaid Agency |:|Weekly
Operating Agency [ Monthly
[ Sub-State Entity [ Quarterly
O Other
Specify:
|:|Annually

O Continuously and Ongoing

Other
Specify:

Semi-Annually

Performance Measure;

A4 Number and percent of waiver customersreceiving servicesin their homeor community
that statethey are ableto participate in meaningful activitiesthat help meet their
goals/needs. N: Number of waiver customersreceiving servicesin their homeor community
that statethey are ableto participate meaningful activitiesthat help meet their goals/needs.
D: Total number of customersreviewed.

Data Sour ce (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/gener ation(check | each that applies):
each that applies): each that applies):
StateMedicaid Agency I:|Weekly I:|100% Review
Operating Agency I:|Monthly Le&than 100%
Review
IjSub—State Entity Quarterly Representative Sample
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Confidence
Interval =

95% confidence

level with a+/-
5% margin of
error
L other Y] Annually [ stratified
Specify: Describe Group:

[ Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
[] state Medicaid Agency L weekly
Operating Agency [ Monthly
[ Sub-State Entity Quarterly
O Other
Specify:
Annually
[ Continuously and Ongoing
U other
Specify:
Performance M easure
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A5 Number and percent of waiver customerswho state they feel supported in making
decisionsto remain independent to the greatest extent possible. N: Number of waiver

customerswho state they feel supported in making decisionsto remain independent to the
greatest extent possible. D: Total number of customersreviewed.

Data Sour ce (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/gener ation(check | each that applies):
each that applies): each that applies):
[¥] state Medicaid Agency | [ weekly [1100% Review
Operating Agency I:|Monthly Lessthan 100%
Review
IjSub—State Entity Quarterly Representative Sample
Confidence
Interval =
95% confidence
level with a+/-
5% margin of
error
L other Y] Annually [ stratified
Specify: Describe Group:
[ Continuously and [ Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis (check each that applies):

Frequency of data aggregation and
analysis(check each that applies):

StateMedicajd Agency |:|Weekly

Operating Agency

O Monthly
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Responsible Party for data aggregation Frequency of data aggregation and

and analysis (check each that applies): analysis(check each that applies):
[ Sub-State Entity Quarterly
U other
Specify:
Annually

O Continuously and Ongoing

O Other
Specify:

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
state to discover/identify problems/issues within the waiver program, including frequency and parties responsible.
The Medicaid Agency (MA) will conduct routine programmatic and fiscal monitoring for the Operating Agency (OA).

The MA and OA entered into an interagency agreement that is reviewed and updated on at least an annual basis. The OA
submits proposed policy changesto the MA. The MA reviews and approves these changes.

The MA and OA meet on a quarterly basisto review program administration and to evaluate the system performance. The
quarterly meeting provides opportunities to discuss trends, issues, and remediation activities.

The OA isresponsible for following up on al overdue PCPs that are identified during reviews until remediation is complete.
The MA works with the OA as needed to ensure required remediations have been compl eted.

For those functions delegated to the OA, the MA is responsible for oversight and monitoring to assure compliance with
federal assurances and performance measures. The MA monitors both compliance levels and timeliness of remediation by
the OA.

b. Methods for Remediation/Fixing I ndividual Problems
i. Describe the state's method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction and the state's method for analyzing
information from individual problems, identifying systemic deficiencies, and implementing remediation actions. In
addition, provide information on the methods used by the state to document these items.
Al: The OA submits outstanding substantive changes to the Medicaid Agency (MA) for approval. If remediation is not
within 30 days, the OA reviews procedures and submits a plan of correction to the MA. The MA follows-up to completion.

A2: The MA will require completion of overdue reports. The OA will submit a plan of correction within 30 days.

A3: The OA and MA monitor to ensure slots remain below capacity. If slots are getting close or going over capacity, the
MA will request awaiver amendment to increase capacity.

A4: The ISC staff will inform the provider of interview responses. The ISC staff will continue to follow-up with the
customer to determine satisfaction. If no change, the 1SC staff will follow-up with the provider until resolution. Initial
follow-up will occur within 30 days of the finding.

A5: The OA ISC staff will inform the provider of interview responses. The | SC staff will continue to follow-up with the
customer to determine satisfaction. If no change, the ISC staff will follow-up with the provider until resolution. Initial

follow-up will occur within 30 days of the finding.
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Additional remediation actions may be taken with providers. These actions may include, but are not limited to, enhanced
monitoring of the provider, recoupment of payments, prohibition of accepting new customers, and termination of the
Medicaid Provider Agreement.

If remediation is not within 30 days, the OA reviews procedures and submits a plan of correction to the MA. The MA
follows up to completion.

All data collected, including the timeliness of remediation activities, is summarized and shared with the Waiver Quality
Management Committee which meets quarterly. The datais analyzed and evaluated for trends on a quarterly and annual
basis. Astrends are identified, systemic remediation actions are identified and implemented.

The MA monitors the OA compliance with remediation procedures and established timelines related to individual problems.
If there are issues found, the MA works with the OA to rectify identified issues.

Remediation timelines are monitored during Waiver Quality Management Committee meetings on a quarterly basis.
Evidentiary reports summarize remediation timelines as follows: within 30 days, between 31- 60 days, more than 60 days
and those outstanding.

. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

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

StateMedicaid Agency I:|Weekly
Operating Agency [ Monthly
[ Sub-State Entity [ Quarterly
[ Other
Specify:
AnnuaJIy

Continuously and Ongoing

[ Other
Specify:

ines
the state does not have all elements of the quality improvement strategy in place, provide timelines to design

methods for discovery and remediation related to the assurance of Administrative Authority that are currently non-
operational.

*N
Y

(0]
€s

Please provide a detailed strategy for assuring Administrative Authority, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.

Appendix

B: Participant Accessand Eligibility

B-1: Specification of the Waiver Target Group(s)
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a. Target Group(s). Under the waiver of Section 1902(a)(10)(B) of the Act, the state limits waiver services to one or more
groups or subgroups of individuals. Please see the instruction manual for specifics regarding age limits. In accordance
with 42 CFR & 441.301(b)(6), select one or more waiver target groups, check each of the subgroupsin the selected target
group(s) that may receive services under the waiver, and specify the minimum and maximum (if any) age of individuals
served in each subgroup:

Maximum Age

Target Group Included Target Sub Group Minimum Age Maximum Age [No Maximum Age
Limit Limit

D Aged or Disabled, or Both - General

L] Aged ]
] Disabled (Physical)
] Disabled (Other)

Ll Aged or Disabled, or Both - Specific Recognized Subgroups

] Brain Injury

] HIV/AIDS

] Medically Fragile

] Technology Dependent

Intellectual Disability or Developmental Disability, or Both
IAutism 18

Developmental Disability 18

NN

I ntellectual Disability 18

D Mental |lIness

] Mental |liness

] Serious Emoational Disturbance

[ R o
aalanafunanfang

b. Additional Criteria. The state further specifiesits target group(s) as follows:

Customers must be assessed as eligible for ICF/11D level of care, must reside within the State of Illinois and not bein
need of nursing assessment, monitoring, intervention, and supervision of their condition or needs on a 24-hour basis. The
Waiver does not serve customers who need services solely due to physical conditions, but rather serves customers with
Intellectual Disabilities or conditions similar to Intellectual Disabilities, thus requiring an ICH/IID level of care.

The number of customers served each year will be based on available appropriations. New enrollees will be selected from
the Prioritization of Urgency of Need for Services (PUNS) database, a database maintained by the OA of individuals
potentially in need of state-funded DD services within the next five years. The selection criteriawill provide for selection
of individuals on several bases, including urgency of need, length of time on the database, and randomness.

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

® Not applicable. Thereisno maximum age limit

Thefollowing transition planning procedures are employed for participants who will reach the waiver's
maximum age limit.

Fecify:
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Appendix B: Participant Accessand Eligibility
B-2: Individual Cost Limit (1 of 2)

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

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

Cost Limit in Excess of I nstitutional Costs. The state refuses entrance to the waiver to any otherwise eligible
individual when the state reasonably expects that the cost of the home and community-based services furnished to

that individual would exceed the cost of alevel of care specified for the waiver up to an amount specified by the state.
Complete Items B-2-b and B-2-c.

Thelimit specified by the stateis (select one)

A level higher than 100% of the institutional average.

Specify the percentage:lzl

Other

Specify:

Institutional Cost Limit. Pursuant to 42 CFR 8§ 441.301(a)(3), the state refuses entrance to the waiver to any
otherwise digible individual when the state reasonably expects that the cost of the home and community-based

services furnished to that individua would exceed 100% of the cost of the level of care specified for the waiver.
Complete Items B-2-b and B-2-c.

Cost Limit Lower Than Institutional Costs. The state refuses entrance to the waiver to any otherwise qualified
individual when the state reasonably expects that the cost of home and community-based services furnished to that

individual would exceed the following amount specified by the state that isless than the cost of alevel of care
specified for the waiver.

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

The cost limit specified by the state is (select one):

Thefollowing dollar amount:

Specify dollar amount:IIl

Thedollar amount (select one)

Isadjusted each year that the waiver isin effect by applying the following for mula:

Specify the formula:
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May be adjusted during the period the waiver isin effect. The state will submit a waiver
amendment to CM Sto adjust the dollar amount.

Thefollowing percentage that islessthan 100% of theinstitutional average:

Specify percent:lzl

Other:

Soecify:

Appendix B: Participant Accessand Eligibility
B-2: Individual Cost Limit (2 of 2)

Answers provided in Appendix B-2-a indicate that you do not need to complete this section.

b. Method of Implementation of the Individual Cost Limit. When an individual cost limit is specified in Item B-2-a,
specify the procedures that are followed to determine in advance of waiver entrance that the individual's health and welfare
can be assured within the cost limit:

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

[ Theparticipant isreferred to another waiver that can accommodate the individual's needs.

|:|Additional servicesin excess of theindividual cost limit may be authorized.

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

[ Other safeguard(s)

Specify:

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

a. Unduplicated Number of Participants. The following table specifies the maximum number of unduplicated participants
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who are served in each year that the waiver isin effect. The state will submit awaiver amendment to CMSto modify the
number of participants specified for any year(s), including when amodification is necessary dueto legislative
appropriation or another reason. The number of unduplicated participants specified in thistableis basis for the cost-
neutrality calculationsin Appendix J:

Table: B-3-a
Waiver Year Unduplicated Number of Participants
Vear 1 25250
Vear 2 25851
Year 3 26470
Year 4 27107
vears 27758

b. Limitation on the Number of Participants Served at Any Point in Time. Consistent with the unduplicated number of
participants specified in Item B-3-a, the state may limit to alesser number the number of participants who will be served at
any point in time during awaiver year. |ndicate whether the state limits the number of participantsin thisway: (select one)

® Thestate does not limit the number of participantsthat it servesat any point in time during a waiver
year.

The state limitsthe number of participantsthat it servesat any point in time during a waiver year.

The limit that appliesto each year of the waiver period is specified in the following table:

Table: B-3-b
Waiver Year Maximum Number of Participants Served
At Any Point During the Year
Year 1
Year 2
Year 3
Year 4
Year 5

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (2 of 4)

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

® Not applicable. The state does not reserve capacity.

The statereserves capacity for the following purpose(s).

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (3 of 4)
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d. Scheduled Phase-In or Phase-Out. Within awaiver year, the state may make the number of participants who are served
subject to a phase-in or phase-out schedule (select one):

Thewaiver isnot subject to a phase-in or a phase-out schedule.

® Thewaiver issubject to a phase-in or phase-out schedulethat isincluded in Attachment #1 to Appendix
B-3. Thisschedule constitutes an intra-year limitation on the number of participantswho are served in
the waiver.

e. Allocation of Waiver Capacity.

Sdect one:

® Waiver capacity is allocated/managed on a statewide basis.

Waiver capacity isallocated to local/regional non-state entities.

Specify: (a) the entities to which waiver capacity is alocated; (b) the methodology that is used to allocate capacity
and how often the methodology is reevaluated; and, (c) policies for the reallocation of unused capacity among
local/regional non-state entities:

f. Selection of Entrantsto the Waiver. Specify the policies that apply to the selection of individuals for entrance to the
waiver:

Individuals potentially in need of these services are enrolled in the State's PUNS database by one of the contracted
entities serving as access points. This database records demographic and clinical information regarding the individual and
his/her circumstances, services currently received, and services needed. As appropriations are available, individuals are
selected for authorization for waiver services via a process that focuses on the individual's amount of time waiting (after
the 18th birthday) in the seeking services category. Entrance to the Waiver for Adults with Developmental Disabilities of
otherwise eligible applicantsis deferred via this process until capacity becomes available due to turnover or the
appropriation of additional funding by the State's legislature.

The intake assessment tool and corresponding PUNS manual have been incorporated into the Independent Service
Coordination (ISC) Manual and is available on the Operating Agency's website at:
https.//www.dhs.state.il.us/page.aspx 7item=31201.

The State gives service priority to eligible customers according to the following priority population criteriain priority
order, beginning with the most critical need:

1) Individuals who are subject to abuse, neglect, and/or homelessness.

2) Individuals who are youth in care of the Department of Children and Family Services and are approaching the age of
18 and individual s who are aging out of children's residential services funded by the Division of Developmental
Disahilities.

3) Individuals who are placed in state-operated developmental centers.

4) Bogard class members as defined in the Bogard Consent Decree and amended Bogard Consent Decree.

5) Individuals registered on DHS' database for Home and Community Based Waiver Services (PUNS).

6) Individuals with Intellectual Disabilities who reside in state-operated mental health hospitals.

The number of customers served each year will be based on available appropriations. New enrollees will be selected from
the PUNS database, a database maintained by the OA of individuals potentially in need of state-funded DD services
within the next five years.

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served - Attachment #1 (4 of 4)
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Waiver Phase-l1n/Phase-Out Schedule
Based on Waiver Proposed Effective Date: 07/01/22

a. Thewaiver isbeing (select one):

® Phased-in

Phased-out
b. Phase-In/Phase-Out Time Schedule. Complete the following table:

Beginning (base) number of Participants: {22709

Waiver Year 1

Phase-1n/Phase-Out Schedule

Unduplicated Number of Participants: 25250

Waiver Year 2

Page 52 of 302

Unduplicated Number of Participants: 25851

] e | || o] et | oew |
Jul 22709 23454 Jul 23969 48 24017
Aug 23454 46 23500 Aug 24017 24064
Sep 23500 23547 Sep 24064 24111
oct 23547 23594 oct 24111 48 24159
Nov 23594 m 23640 Nov 24159 48 24207
Dec 23640 23687 Dec 24207 48 24255
Jan 23687 23734 Jan 24255 48 24303
Feb 23734 23781 Feb 24303 48 24351
Mar 23781 E 23828 Mar 24351 48 24399
Apr 23828 23875 Apr 24399 24448
May 23875 23922 May 24448 48 24496
Jun 23022 23969 Jun 24496 48 24544

Waiver Year 3 Waiver Year 4
Unduplicated Number of Participants: 26470 Unduplicated Number of Participants: 27107

] T g [ | o] Pt | o | i
aul 24544 24593 aul 25133 25182
Aug 24503 24642 Aug 25182 25232
Sep 24642 24601 Sep 25232 25282
ot 24691 m 24739 oct 25282 25332
Nov 24739 24788 Nov 25332 25382
Dec 24788 24837 Dec 25382 25432
Jan 24837 24886 Jan 25432 25482
Mar 24935 24984 Mar 25533 25584
Apr 24984 25033 Apr 25584 25634
Jun 25083 25133 Jun 25685 25736

Waiver Year 5
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Phase-In/Phase-Out Schedule
Unduplicated Number of Participants: 27758

] e | oo |
N Y | e
Aug 25787 25838
Sep 25838 25889
oct 25889 25040
Nov 25940 25002
Dec 25092 26043
Jan 26043 26004
Feb 26004 26146
Mar 26146 26198
Apr 26198 26250
May 26250 26302
Jun 26302 26354

c. Waiver Y ears Subject to Phase-In/Phase-Out Schedule

Year One| Year Two| Year Three| Year Four | Year Five
d. Phase-In/Phase-Out Time Period

Month Waiver Year
Waiver Year: First Calendar Month Jul
Phase-in/Phase-out begins Jul 1
Phase-in/Phase-out ends Jun 5

Appendix B: Participant Accessand Eligibility
B-4: Eligibility Groups Served in the Waiver

a. 1. State Classification. The state is a (select one):
Section 1634 State
SSI Criteria State
® 209(b) State
2. Miller Trust State.
Indicate whether the state is a Miller Trust State (select one):
® No
Yes
b. Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this waiver are eligible under

the following eligibility groups contained in the state plan. The state applies all applicable federal financial participation
limits under the plan. Check all that apply:

Eligibility Groups Served in the Waiver (excluding the special home and community-based waiver group under 42 CFR
§435.217)
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[ Parents and Other Caretaker Relatives (42 CFR § 435.110)

[ pregnant Women (42 CFR § 435.116)

[\ nfants and Children under Age19 (42 CFR §435.118)

[ SSI recipients

Aged, blind or disabled in 209(b) stateswho are eligible under 42 CFR § 435.121
Optional state supplement recipients

Optional categorically needy aged and/or disabled individuals who have income at:

Select one:

® 100% of the Federal poverty level (FPL)
% of FPL, which islower than 100% of FPL.

Specify percentage:lzl

[ Working individuals with disabilitieswho buy into Medicaid (BBA working disabled group as provided in
section 1902(a)(10)(A)(ii)(XI11)) of the Act)

Working individuals with disabilitieswho buy into Medicaid (TWW!IIA Basic Coverage Group asprovided in
section 1902(a)(10)(A)(ii)(XV) of the Act)

[ Working individuals with disabilitieswho buy into Medicaid (TWWII1A Medical |mprovement Coverage
Group as provided in section 1902(a)(10)(A)(ii)(XVI) of the Act)

[ Disabled individuals age 18 or younger who would require an institutional level of care (TEFRA 134 dligibility
group as provided in section 1902(e)(3) of the Act)

M edically needy in 209(b) States (42 CFR § 435.330)

Clm edically needy in 1634 Statesand SSI Criteria States (42 CFR § 435.320, § 435.322 and § 435.324)

Other specified groups (include only statutory/regulatory referenceto reflect the additional groupsin the state
plan that may receive services under thiswaiver)

Soecify:

1. Adults age 19 and above without dependent children and with income at or below 138% of the Federal Poverty
Level (Adult ACA Population) as provided in Section 1902(a)(10)(A)(i)(V111)of the Social Security Act (the Act)
and Section 42 CFR 435.119 of the federal regulations.

2. Former Foster Care group defined as: young adults who on their 18th birthday were in the foster care system and
are applying for Medical benefits and are eligible for services regardless of income and assets pertaining to Title 1V-
E children under Section 1902(a)(10)(A)(i)(1X)of the Act and Section 42 CFR 435.150 of the federal regulations.

3. Caretaker relatives specified at 42 CFR 435.110.

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

No. The state does not furnish waiver servicestoindividualsin the special home and community-based waiver
group under 42 CFR 8 435.217. Appendix B-5 is not submitted.

® Yes Thestate furnisheswaiver servicesto individualsin the special home and community-based waiver group
under 42 CFR 8§ 435.217.

Select one and complete Appendix B-5.

All individualsin the special home and community-based waiver group under 42 CFR § 435.217
® Only thefollowing groups of individualsin the special home and community-based waiver group under 42
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CFR §435.217

Check each that applies:

PN special income level equal to:

Select one:

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

Specify percentage: I:l

A dollar amount which islower than 300%.

Specify dollar amount: I:l

Aged, blind and disabled individuals who meet requirementsthat are morerestrictive than the SS|
program (42 CFR §435.121)

[ Medically needy without spend down in states which also provide Medicaid to recipients of SSI (42
CFR §435.320, § 435.322 and § 435.324)

Medically needy without spend down in 209(b) States (42 CFR § 435.330)
[ Aged and disabled individuals who have income at:

Slect one:

100% of FPL
% of FPL, which islower than 100%.

Specify percentage amount:lzl

[ Other specified groups (include only statutory/regulatory referenceto reflect the additional groupsin
the state plan that may receive services under thiswaiver)

Foecify:

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of | ncome (1 of 7)

In accordance with 42 CFR § 441.303(€), Appendix B-5 must be completed when the state furnishes waiver services to individuals

in the special home and community-based waiver group under 42 CFR § 435.217, as indicated in Appendix B-4. Post-eligibility
applies only to the 42 CFR § 435.217 group.

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

Note: For the period beginning January 1, 2014 and extending through September 30, 2027 (or other date as required by
law), the following instructions are mandatory. The following box should be checked for all waivers that furnish waiver
services to the 42 CFR § 435.217 group effective at any point during this time period.

Spousal impoverishment rulesunder section 1924 of the Act are used to determine the eligibility of individuals
with a community spouse for the special home and community-based waiver group. In the case of a participant
with a community spouse, the state uses spousal post-eligibility rulesunder section 1924 of the Act.

Complete Items B-5-€ (if the selection for B-4-a-i is S3 Sate or section 1634) or B-5-f (if the selection for B-4-a-i is
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209b Sate) and Item B-5-g unless the state indicates that it also uses spousal post-éligibility rules for the time period
after September 30, 2027 (or other date as required by law).
Note: The following selections apply for the time period after September 30, 2027 (or other date as required by law)
(select one).

® Spousal impoverishment rulesunder section 1924 of the Act are used to determine the eligibility of individuals
with a community spouse for the special home and community-based waiver group.

In the case of a participant with acommunity spouse, the state elects to (select one):

® Use spousal post-dligibility rules under section 1924 of the Act.
(Complete Item B-5-c (209b Sate) and Item B-5-d)

Useregular post-eligibility rulesunder 42 CFR § 435.726 (Section 1634 State/SSI Criteria State) or under
§ 435.735 (209b State)

(Complete Item B-5-c (209b Sate). Do not complete Item B-5-d)

Spousal impoverishment rulesunder section 1924 of the Act are not used to determine eligibility of individuals
with a community spouse for the special home and community-based waiver group. The state usesregular

post-eligibility rulesfor individuals with a community spouse.
(Complete Item B-5-c (209b Sate). Do not complete Item B-5-d)
Appendix B: Participant Accessand Eligibility

B-5: Post-Eligibility Treatment of |ncome (2 of 7)

Note: The following selections apply for the time period after September 30, 2027 (or other date asrequired by law).

b. Regular Post-Eligibility Treatment of Income: Section 1634 State and SSI Criteria State after September 30, 2027
(or other date asrequired by law).

Answers provided in Appendix B-4 indicate that you do not need to complete this section and ther efor e this section
isnot visible.

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of Income (3 of 7)

Note: The following selections apply for the time period after September 30, 2027 (or other date asrequired by law).

¢. Regular Post-Eligibility Treatment of Income: 209(b) State or after September 30, 2027 (or other date asrequired
by law).

The state uses more restrictive eligibility requirements than SSI and uses the post-eligibility rules at 42 CFR § 435.735 for
individuals who do not have a spouse or have a spouse who is not a community spouse as specified in section 1924 of the
Act. Payment for home and community-based waiver servicesis reduced by the amount remaining after deducting the
following amounts and expenses from the waiver participant's income:

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

® Thefollowing standard included under the state plan

(select one):

Thefollowing standard under 42 CFR § 435.121

Soecify:

Optional state supplement standard
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Medically needy income standard

The special incomelevel for institutionalized persons

(select one):

300% of the SSI Federal Benefit Rate (FBR)
A percentage of the FBR, which islessthan 300%

Specify percentage:lzl

A dollar amount which islessthan 300%.

Specify dollar amount:IZI

® A percentage of the Federal poverty level

Specify percentage:

Other standard included under the state plan

Soecify:

Thefollowing dollar amount

Specify dollar amount:|:| If this amount changes, thisitem will be revised.
Thefollowing formulais used to deter mine the needs allowance:

Foecify:

Other

Soecify:

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

® Not Applicable

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

Specify:

Specify the amount of the allowance (select one):

Thefollowing standard under 42 CFR § 435.121
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Specify:

Optional state supplement standard
Medically needy income standard
Thefollowing dollar amount:

Specify dollar amount:IZI If this amount changes, thisitem will be revised.
Theamount isdetermined using the following for mula:

Specify:

iii. Allowancefor the family (select one):

® Not Applicable (seeinstructions)
AFDC need standard
M edically needy income standard
Thefollowing dollar amount:

Specify dollar amount:IIl The amount specified cannot exceed the higher of the need standard for a

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

Theamount is determined using the following formula:

Specify:

Other
Foecify:

iv. Amountsfor incurred medical or remedial care expenses not subject to payment by athird party, specified
in 42 CFR § 435.735:

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

Select one:

® Not Applicable (seeinstructions) Note: If the state protects the maximum amount for the waiver participant,
not applicable must be selected.

The state does not establish reasonable limits.
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The state establishesthe following reasonable limits

Foecify:

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (4 of 7)

Note: The following selections apply for the time period after September 30, 2027 (or other date asrequired by law).

d. Post-Eligibility Treatment of Income Using Spousal | mpoverishment Rules after September 30, 2027 (or other date
asrequired by law)

The state uses the post-eligibility rules of section 1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with acommunity spouse toward the cost of home and community-based care if it determines
theindividua's eligibility under section 1924 of the Act. There is deducted from the participant's monthly income a

personal needs allowance (as specified below), a community spouse's allowance and a family allowance as specified in the

state Medicaid Plan. The state must also protect amounts for incurred expenses for medical or remedia care (as specified
below).

i. Allowance for the personal needs of the waiver participant

(select one):

SSI standard

Optional state supplement standard

M edically needy income standard

The special income level for institutionalized persons
A percentage of the Federal poverty level

Specify percentage:

Thefollowing dollar amount:

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

Thefollowing formulais used to deter mine the needs allowance:

Foecify formula:

Other

Specify:

ii. If the allowance for the per sonal needs of a waiver participant with a community spouseis different from
the amount used for theindividual's maintenance allowance under 42 CFR § 435.726 or 42 CFR § 435.735,
explain why thisamount isreasonable to meet the individual's maintenance needsin the community.

09/03/2026



Application for 1915(c) HCBS Waiver: Draft IL.026.05.06 - Jan 01, 2027 Page 60 of 302

Select one:

® Allowanceisthe same
Allowanceis different.

Explanation of difference:

iii. Amountsfor incurred medical or remedial care expenses not subject to payment by athird party, specified
in 42 CFR §435.726 or 42 CFR § 435.735:

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

Select one:

® Not Applicable (seeinstructions) Note: If the state protects the maximum amount for the waiver participant,
not applicable must be selected.

The state does not establish reasonable limits.
The state uses the samereasonable limitsasare used for regular (non-spousal) post-eligibility.

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of Income (5 of 7)

Note: The following selections apply for the period beginning January 1, 2014 and extending through September 30, 2027 (or
other date as required by law).

e. Regular Post-Eligibility Treatment of Income: Section 1634 State or SSI Criteria State - January 1, 2014 through
September 30, 2027 (or other date asrequired by law).

Answers provided in Appendix B-4 indicate that you do not need to complete this section and ther efor e this section
isnot visible,

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of |ncome (6 of 7)

Note: The following selections apply for the period beginning January 1, 2014 and extending through September 30, 2027 (or
other date asrequired by law).

f. Regular Post-Eligibility Treatment of Income: 209(b) State - January 1, 2014 thr ough September 30, 2027 (or other
date asrequired by law).

Answers provided in Appendix B-5-a indicate the selectionsin B-5-c also apply to B-5-f.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (7 of 7)

Note: The following selections apply for the period beginning January 1, 2014 and extending through September 30, 2027 (or
other date as required by law).

g. Post-Eligibility Treatment of Income Using Spousal | mpoverishment Rules - January 1, 2014 through September
30, 2027 (or other date asrequired by law).
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The state uses the post-eligibility rules of section 1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with acommunity spouse toward the cost of home and community-based care. There is
deducted from the participant's monthly income a personal needs allowance (as specified below), acommunity spouse's
allowance and afamily alowance as specified in the state Medicaid Plan. The state must also protect amounts for incurred
expenses for medical or remedia care (as specified below).

Answers provided in Appendix B-5-a indicate the selectionsin B-5-d also apply to B-5-g.

Appendix B: Participant Access and Eligibility
B-6: Evaluation/Reevaluation of Level of Care

As specified in 42 CFR § 441.302(c), the state provides for an evaluation (and periodic reevaluations) of the need for the level(s)
of care specified for this waiver, when there is a reasonable indication that an individual may need such services in the near
future (one month or less), but for the availability of home and community-based waiver services.

a. Reasonable I ndication of Need for Services. In order for an individual to be determined to need waiver services, an
individual must require: (a) the provision of at least one waiver service, as documented in the service plan, and (b) the
provision of waiver services at least monthly or, if the need for services is less than monthly, the participant requires

regular monthly monitoring which must be documented in the service plan. Specify the state's policies concerning the
reasonable indication of the need for services:

i. Minimum number of services.

The minimum number of waiver services (one or more) that an individual must require in order to be determined to

need waiver services is:

ii. Frequency of services. The state requires (select one):
® Theprovision of waiver servicesat least monthly
Monthly monitoring of theindividual when services ar e furnished on a lessthan monthly basis

If the state also requires a minimum frequency for the provision of waiver services other than monthly (e.g.,
quarterly), specify the frequency:

b. Responsibility for Performing Evaluations and Reevaluations. Level of care evaluations and reevaluations are
performed (select one):

Directly by the Medicaid agency
By the operating agency specified in Appendix A
By an entity under contract with the M edicaid agency.

Foecify the entity:

® Other
Foecify:

Level of care evaluations and re-evaluations are performed by the Independent Service Coordination (ISC) entities

under contract with the Operating Agency. Issues, findings and status of remediation will be shared with the MA on
aquarterly basis.

c¢. Qualifications of Individuals Performing Initial Evaluation: Per 42 CFR § 441.303(c)(1), specify the
educational/professional qualifications of individuals who perform the initial evaluation of level of care for waiver
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applicants:

Persons making theinitial evaluations must be Qualified Intellectual Disabilities Professionals (QIDPs) as defined in Per
42 CFR 8§441.303(c)(1).

The I SC agencies employ the QIDPs. Per contractual agreement with the OA, the ISCs are prohibited from providing
direct service to waiver customers.

d. Level of CareCriteria. Fully specify the level of care criteriathat are used to evaluate and reevaluate whether an
individual needs services through the waiver and that serve as the basis of the state's level of care instrument/tool. Specify
the level of care instrument/tool that is employed. State laws, regulations, and policies concerning level of care criteriaand
the level of care instrument/tool are available to CMS upon request through the Medicaid agency or the operating agency
(if applicable), including the instrument/tool utilized.

All applicants for waiver services are required to have a Pre-Admission Screening and Record Review (PASRR)
completed to determine if waiver services are appropriate or institutional care is required.

If waiver services areindicated, an Inventory of Client and Agency Planning (ICAP) iscompleted. The ICAPisa
medical review that consists of a physical examination by a qualified professional, medical history and medication
review, and other assessments as needed to determine what service needs are required.

The ICAP gathers information on maladaptive behavior index, adaptive behavior index and service score and level. The
psychological assessment gathers information on cognitive/intellectual functioning, developmental history, educational
background, adaptive skill level, multi-axial diagnosis that includes a primary diagnosis, and recommendations for future
service delivery. The physical assessment gathers information on the individual's physical condition. The psychiatric
assessment gathers information on the individual's psychiatric history, description of intellectual functioning, memory
functioning, orientation, affect, suicidal or homicidal ideation, current attitude, motor behaviors, judgment, thought
processes and medication history.

For ongoing redetermination of waiver eligibility, an annual ICAP isrequired. An evaluation and periodic (at |east
annual) reevaluations of the customer's need for the level of care provided in an ICF/I1D, as defined by 42 CFR 440.150
(1996) isrequired in Administrative Rule 89. 11l. Adm. Code 120.80.
e. Level of Carelnstrument(s). Per 42 CFR § 441.303(c)(2), indicate whether the instrument/tool used to evaluate level of
care for the waiver differs from the instrument/tool used to evaluate institutional level of care (select one):
® Thesameinstrument isused in determining the level of carefor the waiver and for institutional care under the
state plan.
A different instrument isused to determine the level of carefor thewaiver than for institutional care under the
state plan.

Describe how and why this instrument differs from the form used to evaluate institutional level of care and explain
how the outcome of the determination isreliable, valid, and fully comparable.

f. Processfor Level of Care Evaluation/Reevaluation: Per 42 CFR § 441.303(c)(1), describe the process for evaluating
waiver applicants for their need for the level of care under the waiver. If the reevaluation process differs from the
evaluation process, describe the differences:
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The Operating Agency (OA) contracts with Independent Service Coordination (ISC) entities that employ Qualified
Intellectual Disabilities Professionals (QIDPs) to complete the level of care evaluations and reevaluations.

Administrative Rule 89 1ll. Adm. Code 120.140 requires that prior to Medicaid waiver enrollment, the PASRR agent
shall assess the individual using the same level of care criteria as used for placement into a State-Operated
Developmental Center or community |CF/II1D. Program services are an aternative to ICF/11D placement. The criteriafor
this determination is contained in IDHS'srule at 89 I1I. Adm. Code 140.642. Individuals demonstrating the ability to
function independently shall not be digible for program services.

An evaluation and periodic (at least annual) reevaluation of the customer's need for the level of care provided in an
ICF/11D, as defined by 42 CFR 440.150 (1996), is required in Administrative Rule 89. I1l. Adm. Code 120.80.

Aspart of theinitial level of care determination process, staff of the contracted agencies are responsible for performing or
arranging for necessary assessments and collecting other needed information to determine level of care. The ISC reviews
the assessment results and other available information against the level of care criteria and guidance in the screening
manual for developmental disabilities. The ISC uses the totality of the information available and their best clinical
judgment in making the determination of digibility. Assessment information and level of care determinations are
documented on forms specified by the OA. Level of care determinations are transmitted electronically to the OA viathe
Reporting of Community Services (ROCS) system.

The redetermination process is essentially the same as the eligibility process, except the ongoing level of care
determination is based on a current ICAP, individual assessments and other information from the personal planning
process in conjunction with personal knowledge of the customer. Level of care redeterminations are documented on a
form specified by the OA and are transmitted electronically to the OA viathe ROCS system.

The OA uses a combination of assessments to determine eligibility, including the ICAP, plus psychological, physical, and
psychiatric assessments, as warranted by the individual's related condition(s). ISC's complete an assessment with the
customer using a statewide standardized discovery process developed by the OA with stakeholder input. The ICAP
gathersinformation on maladaptive behavior index, adaptive behavior index and service score and level. The
psychological assessment gathers information on cognitive/intellectual functioning, developmental history, educational
background, adaptive skill level, multi-axial diagnosis that includes a primary diagnosis, and recommendations for future
service delivery. The physical assessment gathers information on the individual's physical condition that includes a
review of the following components: skin, head, eyes and vision, ear and hearing, mouth, neck, lymph nodes, breasts,
peripheral circulation, male genitalia and hernias, female genitalia, rectum, muscul oskeletal system, and the neurological
system. The psychiatric assessment gathers information on the individual's psychiatric history, description of intellectual
functioning, memory functioning, orientation, affect, suicidal or homicidal ideation, current attitude, motor behaviors,
judgment, thought processes and medication history. The discovery process collects and compiles information about the
customer's strengths, needs, preferences, desired outcomes, health, and risk factors. The discovery process guides an
interview with the customer. Topics covered include the customer's self-description, communication needs, relationships,
living arrangements, work, abilities, health/medication issues, recreation, and community connections. The discovery
process is available upon request from the OA.

The OA requires the | SC staff to review and make the determination based on the assessments that are performed and the
information gathered.

The MA will provide oversight of the OA for monitoring of redeterminations of the Level of Care though two methods:

1. The OA conducts quarterly and annual reviews of the redetermination process. The OA provides this data to the MA
and it is available on the OA website for public transparency. The link to the OA's website is located here:
http://www.dhs.state.il.us/page.aspx?item=97777 The MA reviews this data at quarterly waiver meetings. If trends are
identified that reveal noncompliance, an action plan would be developed to ensure compliance is achieved.

2. In addition to the OA assessment review and MA oversight, the contracted Quality Improvement Organization reviews
asample of records to ensure compliance. These reports are shared with the Waiver Quality Management team. If
noncomplianceisidentified related to awaiver PM, the Remediation Tracking Spreadsheet is completed. If the
noncomplianceis not related to a PM, a corrective action plan would be devel oped to address the issue.

0. Reevaluation Schedule. Per 42 CFR § 441.303(c)(4), reevaluations of the level of care required by a participant are
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conducted no less frequently than annually according to the following schedule (select one):
Every three months
Every six months
® Every twelve months

Other schedule
Foecify the other schedule:

h. Qualifications of I ndividuals Who Perform Reevaluations. Specify the qualifications of individuals who perform
reevaluations (select one):

® Thequalifications of individuals who perform reevaluations ar e the same asindividuals who perform initial
evaluations.

The qualifications ar e different.
Foecify the qualifications:

i. Proceduresto Ensure Timely Reevaluations. Per 42 CFR 8 441.303(c)(4), specify the procedures that the state employs
to ensure timely reevaluations of level of care (specify):

I SC staff enter customer demographic and assessment information into a computerized database. This alows |SC staff to
track customers and caseloads.

The OA and MA monitor timeliness of reevaluations during monitoring activities.

The OA has an edit in the computerized payment system to ensure re-eval uations are conducted annually. The edit
requires the | SC to enter the re-evaluation date. If that date is more than one year old, the edit will not allow paymentsto
be made to the entity.

j- Maintenance of Evaluation/Reevaluation Records. Per 42 CFR § 441.303(c)(3), the state assures that written and/or
electronically retrievable documentation of all evaluations and reevaluations are maintained for a minimum period of 3
yearsas required in 45 CFR § 92.42. Specify the location(s) where records of evaluations and reevaluations of level of
care are maintained:

Evaluation and reevaluation forms are kept on-site at each Independent Service Coordination (1SC) office under contract
with the OA. Files are kept by the I SC five years. After five years, the files may be disposed of if the customer isno
longer receiving waiver services and all audits have been completed and no litigation is pending or anticipated. If the
customer remains enrolled in the waiver, all fileswill remain in storage either onsite at the | SC office or at a secure
location near where the ISC is located.

Appendix B: Evaluation/Reevaluation of Level of Care
Quality Improvement: Level of Care

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

a. Methodsfor Discovery: Level of Care Assurance/Sub-assurances

The state demonstrates that it implements the processes and instrument(s) specified in its approved waiver for
evaluating/reevaluating an applicant's'waiver participant'slevel of care consistent with level of care provided in a
hospital, NF or ICF/I1D.
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i. Sub-Assurances:

a. Sub-assurance: An evaluation for LOC is provided to all applicants for whom there isreasonable
indication that services may be needed in the future.

Perfor mance M easur es

For each performance measure the state will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the state to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

B1 Number and percent of applicantsfor whom thereisreasonableindication that
services may be needed in the futurewho received level of care assessment prior to
receipt of services. N: Number of applicantsfor whom thereisreasonable indication
that services may be needed in the future who received level of care assessment prior
to receipt of services. D: Total number of applicants.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
OA Reports: Eligibility Report

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[ state Medicaid L weekly [V 100% Review
Agency
[ operating Agency L Monthly [ 1 essthan 100%
Review
IjSub—State Entity IjQuarterIy O Representative
Sample
Confidence
Interval =
I:|Other Annually IjStratified
Specify: Describe
Group:
Continuously and [ Other
Ongoing Specify:
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[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
StateMedicajd Agency I:|Weekly
Operating Agency [ Monthly
[ Sub-State Entity Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing

[ Other
Specify:

b. Sub-assurance: The levels of care of enrolled participants are reevaluated at least annually or as
specified in the approved waiver.

Perfor mance M easur es

For each performance measure the state will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the state to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance M easure:
B2: Number and percent of waiver customer s reassessed, as specified in the approved
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Number of waiver customer sreassessed, as specified in the approved waiver, through

the redetermination process of waiver eligibility every 12 months. D: Total Number

of waiver customerswho had reassessment due.

Data Sour ce (Select one):
Other
If 'Other' is selected, specify:

OA Report: Reassessment of Eligibility Report

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(check
each that applies):

Sampling Approach
(check each that
applies):

[ state Medicaid L weekly 100% Review
Agency
Operating Agency [ Monthly [ Lessthan 100%
Review
IjSub—State Entity IjQuarterIy [ Representative
Sample
Confidence
Interval =
L other I Annually U stratified
Specify: Describe
Group:
Continuously and [ Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency L weekly
Operating Agency O Monthly
O Sub-State Entity Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing

[ Other
Specify:

¢. Sub-assurance: The processes and instruments described in the approved waiver are applied
appropriately and according to the approved description to determine participant level of care.

Performance M easur es

For each performance measure the state will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the state to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

B3: Number and percent of LOC deter minations and reevaluations completed for
waiver customersusing the processes and instruments described in the approved
waiver. N: Number of LOC determinations and reevaluations completed for waiver
customer susing the processes and instruments described in the approved waiver. D:
Total number of LOC determinations and reevaluationsreviewed.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
OA Report: MOBUS Report

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
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[ state Medicaid L weekly 100% Review
Agency
Operating Agency |]Monthly [ Lessthan 100%
Review
IjSub—State Entity IjQuarterIy [ Representative
Sample
Confidence
Interval =
L other Y] Annually U stratified
Specify: Describe
Group:
Continuously and [ Other
Ongoing Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
|jSta’[eMedicaid Agency |:|Weekly
Operating Agency [ Monthly

[ Sub-State Entity

Quarterly

O Other
Specify:

AnnuaJIy
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

[ Continuously and Ongoing

[ Other
Specify:

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the

state to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

ISCs conduct Level of Care (LOC) determinations. The state ensures L OC determinations are done in an accurate and
timely fashion. The state maintains a tracking database in which information about customer LOC determinationsis
contained. This database contains individual customer level and item level information from the LOC determination tools.
Information is collected on a continuous basis. The OA extracts information from these databases regarding the timeliness of
the eligibility determinations and redeterminations. The information is summarized in quarterly management reports. The
databases also contain edits that ensure that only customers who meet the LOC eligibility threshold are determined eligible
for the program. For those functions delegated to the OA such as LOC determinations, the MA is responsible for oversight
and monitoring to assure compliance with federal assurances and performance measures. The MA monitors both compliance
levels and timeliness of remediation by the OA. The MA's sampling methodology is based on a statistically valid sampling
methodology using a 95% confidence level and a 5% margin of error. The MA will pull the sample annually.

b. Methodsfor Remediation/Fixing I ndividual Problems
i. Describe the state's method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problem correction and the state's method for analyzing
information from individual problems, identifying systemic deficiencies, and implementing remediation actions. In
addition, provide information on the methods used by the state to document these items.

B1:

1. LOC isdone/corrected upon discovery

2. If eligible, no additional action

3. If ineligible, correction of billing and claims

4. Individual staff training as appropriate.

Remediation must be completed within 60 days.

B2:

1. LOC is completed upon discovery

2. If eligible, no additional correction required

3. If ineligible, billing and claims adjusted

4. Customer receives assistance with accessing other supports and services.

Remediation must be completed within 60 days.

B3: If it isdiscovered that the Level |1 Preadmission Screen (PAS) score does not support LOC determination, the OA will
require aplan of correction from the I SC to include areassessment or justification if in error. If the justification is
inadequate and/or the reassessment does not result in the required scoring, the waiver digibility will be discontinued and the
OA will assist the customer with accessing other supports and services. Federal claims will be adjusted and the OA wiill
provide technical assistance or training to 1SC staff. Remediation must be completed within 60 days.

The OA isresponsible for seeing that individual issues are resolved. The OA provides quarterly reports of these findings and
remediation activities to the MA. Staff of the two State agencies review the reports on a quarterly basis.

ii. Remediation Data Aggregation

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

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

StateMedicaid Agency I:|Weekly
Operating Agency [ Monthly
DSub-State Entity |:lQuarterIy
[ Other
Specify:
Annually

O Continuously and Ongoing

[ Other
Specify:

c. Timelines
When the state does not have all elements of the quality improvement strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Level of Care that are currently non-operational.

® No
Yes

Please provide a detailed strategy for assuring Level of Care, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix B: Participant Accessand Eligibility
B-7: Freedom of Choice

Freedom of Choice. As provided in 42 CFR § 441.302(d), when an individual is determined to be likely to require a level of care
for thiswaiver, theindividual or hisor her legal representativeis:

i. informed of any feasible alternatives under the waiver; and
ii. given the choice of either institutional or home and community-based services.

a. Procedur es. Specify the state's procedures for informing eligible individuals (or their legal representatives) of the feasible
alternatives available under the waiver and allowing these individuals to choose either institutional or waiver services.
Identify the form(s) that are employed to document freedom of choice. The form or forms are available to CMS upon
request through the Medicaid agency or the operating agency (if applicable).
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Customer choice is arequirement of the waiver program as established in Illinois Administrative Code 120.80. The
Independent Service Coordination Agencies (1SC) contracted with the Operating Agency (OA) inform customers, and/or
their legal guardians, about their options during the level of care determination process. The I SC presents the
customer/legal representative with all service options, including both community-based Waiver services and ICF/11D
services the customer is digible to receive, regardless of availability, in sufficient detail so they are able to make
informed choices. If the customer/legal representative does not speak English, has limited proficiency or is non-verbal,
the 1SC makes the appropriate accommodation. Acceptable accommodations may include use of staff with secondary
language skills, trandlation services, oral assistance, and communication devices.

The I SC provides the customer/legal representative with additional information and materials on the service options they
choose to pursue and arranges for and facilitates conversations with potential service providersincluding visits to the
potential providers as indicated. Upon enrollment and annually thereafter each customer is given a statement of rights by
the ISC. Selection of providersis discussed in the statement of rights brochure. The statement of rights can be found at:
http://www.dhs.state.il.us/onenetlibrary/12/documents/Forms/I L462-1201.pdf. The ISCs are trained to educate customers
and provide information to the customer on the available providers, their settings if service isto be delivered outside of
the home, and to assist customers, if needed in making an informed choice of providers.

The IL 462-1238 form, Choice of Supports and Services, specifically documents the decision to choose Waiver services
as an dternative to ICF/IID services. Thisform also states that choice of supports and services may be changed in the
future. The form is signed by the customer/legal representative. The form is available in English and Spanish (IL 462-
12389).

b. Maintenance of Forms. Per 45 CFR § 92.42, written copies or electronically retrievable facsimiles of Freedom of Choice
forms are maintained for a minimum of three years. Specify the locations where copies of these forms are maintained.

Copies of the IL 462-1238 forms are available in English and Spanish and are maintained by the Independent Service
Coordination (ISC) Agency. The OA requires that | SCs adhere to the OA's standards and policies which require that all
written and/or electronic documentation and forms related to all evaluations, reevaluations and customer care are
maintained for a minimum period of five years. Active customer records can never be purged regardless of the five-year
minimum time-period. 1SCs are required to maintain records in a secure, confidential location that is readily accessible
during this period. Records are kept securely at the local 1SCs or at a secure storage facility until they can be purged by
the 1SCs.

Appendix B: Participant Accessand Eligibility
B-8: Accessto Services by Limited English Proficiency Persons

Accessto Services by Limited English Proficient Persons. Specify the methods that the state uses to provide meaningful access
to the waiver by Limited English Proficient persons in accordance with the Department of Health and Human Services "Guidance
to Federal Financial Assistance Recipients Regarding Title VI Prohibition Against National Origin Discrimination Affecting
Limited English Proficient Persons' (68 FR 47311 - August 8, 2003):

The State provides access to waiver services to all eligible customersin Illinoisincluding limited English proficient persons. The
local 1SC entities under contract with the Operating Agency (OA) serve as access points to the Waiver and are integrated in their
communities. Daily, the ISC entities interact with awide variety of customers of varying backgrounds, cultures, and languages.
The entities have resources available to communicate effectively with customers of limited English proficiency in their
community, including bilingual staff as needed, interpreters, translated forms, etc.

The OA has awebsite, www.dd.lllinois.gov, and atoll-free number, 1-888-DDPLANS, specifically designed for families usein
learning more about Illinois' DD service system and in contacting their local entity for assistance with accessing services. Each
of these information points are available in both Spanish and English. In addition, brochures and flyers are available in other
languages including: Arabic, Bosnian, Chinese, Hindi, Khmer, Korean, Polish, Russian, Urdu, and Viethamese.

Appendix C: Participant Services
C-1: Summary of Services Covered (1 of 2)

a. Waiver Services Summary. List the services that are furnished under the waiver in the following table. If case
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Service Type Service
Statutory Service Adult Day Service
Statutory Service Community Day Services
Statutory Service Residential Habilitation
Extended State Plan Service Occupational Therapy (Extended Medicaid State Plan)
Extended State Plan Service Physical Therapy (Extended Medicaid State Plan)
Extended State Plan Service Speech Therapy (Extended Medicaid State Plan)
Supportsfor Participant Direction Self Direction Assistance
Other Service 24-Hour Stabilization Services
Other Service Adaptive Equipment
Other Service Assistive Technology
Other Service Behavior Intervention and Treatment
Other Service Behavioral Services (Psychotherapy and Counseling)
Other Service Emergency Home Response Services (EHRS)
Other Service Home Accessibility M odifications
Other Service Non-Medical Transportation
Other Service Per sonal Support
Other Service Remote Support
Other Service Skilled Nursing
Other Service Specialty Telehealth and Assessment Team
Other Service Supported Employment - Individual Employment Support
Other Service Supported Employment - Small Group Supports
Other Service Temporary Assistance
Other Service Training and Counseling Servicesfor Unpaid Caregivers
Other Service Vehicle Modification

Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Statutory Service

Service:

Adult Day Health

Alternate Service Title (if any):
Adult Day Service

HCBS Taxonomy:

Category 1.

04 Day Services

Category 2:

Sub-Category 1.

04050 adult day health

Sub-Category 2:
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Category 3: Sub-Category 3:

Category 4 Sub-Category 4:

Service Definition (Scope):

Services generally furnished four or more hours per day on aregularly scheduled basis, for one or more days per week, or as
specified in the person centered plan, in anon-institutional, community-based setting, encompassing both health and social
services needed to ensure the optimal functioning of the customer. Meals provided as part of these services shall not
constitute a"full nutritional regimen” (three meals per day).

Transportation between the customer's place of residence and the Adult Day Service center will be provided as a component
of Adult Day Service (ADS) services. The cost of this transportation isincluded in the rate paid to providers of ADS
Services.

Specify applicable (if any) limits on the amount, frequency, or duration of thisservice:

The annual rate is spread over a State fiscal year maximum of 1,200 hours for any combination of day programs. Payment
during any month is limited to a maximum of 115 hours for any combination of day programs.

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed
[ Remotenvia Telehealth

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
[ Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Community-Based Agencies

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Adult Day Service

Provider Category:
Agency

Provider Type:
Community-Based Agencies

Provider Qualifications
L icense (specify):
89 I1l. Adm. Code 240

Certificate (specify):
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Other Standard (specify):
59 1ll. Adm. Code 120
Contract with Department on Aging
Verification of Provider Qualifications
Entity Responsible for Verification:
Department on Aging and Waiver Operating Agency

Department on Aging - Surveys are conducted once per contracting period (three years), with additional surveys conducted
as necessary due to complaints or deficiencies.

Waiver Operating Agency - Verification of contract with the Department on Aging upon enrollment and annually thereafter.
Frequency of Verification:

Department on Aging surveys are conducted once per contracting period (three years), with additional surveys conducted as
necessary due to complaints or deficiencies. The OA verifies a contract with the Department on Aging upon enrollment and
annually thereafter.

Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Statutory Service

Service:

Day Habilitation

Alternate Service Title (if any):

Community Day Services
HCBS Taxonomy:
Category 1: Sub-Category 1:
04 Day Services 04070 community integration
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Service Definition (Scope):

The primary focus of Community Day Servicesis the acquisition of new skills or maintenance of existing skills based on
individualized preferences and goals as outlined in a customer's Person-Centered Plan (PCP). The service shall offer adult
skill-building activities, including opportunities for community exploration, inclusion and integration, based upon the
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customer's current, emerging and newly discovered interests and preferences. The activities shall support the acquisition of
new skills as well as support for self-determination, the development of relationships, community integration, employment
exploration and/or community contribution (providing for discussion of and general exposure to different types of
employment with the goal being to enable the customer to identify and develop interests, cultivate relevant skills, and seek
out training). The skill acquisition/maintenance activities should include formal strategies for teaching the individualized
skills and include the intended outcome for the customer. Individualized progress for the skill acquisition/maintenance
activities should be routinely reviewed and evaluated with revisions made as necessary to promote continued skill
acquisition. Asthe customer develops new skills, his or her training should move along a continuum of habilitation services
offered toward greater independence and self-reliance.

CDS is asite-based service with community integration. Community integration must be offered to the customer on a
weekly basis at a minimum. Planning for community integrated services should be based on the customer's interests and
needs and identified in the customer's PCP.

CDS coordinates and provides supports for valued and active participation in integrated weekday activities that build on the
customer's interests, preferences, gifts, and strengths while working toward the customer's goals with regard to community
involvement and membership.

CDS services are aimed at developing activities and/or skills acquisition to support or further integrate community
opportunities outside of the customer's home, to foster independence, autonomy or career exploration and encourage the
development of afull life in hissher community. Services are typically provided in group settings, but within these settings,
customers may receive services as part of asmaller group. If the customer requires individualized services based on the
needs identified in the customer's PCP, the customer may receive CDS services on an individualized basis.

CDS provides arange of adaptive skillstraining in the areas of motor development, attention span, safety, problem solving,
quantitative skills, and capacity for independent living. It also enhances the customer's ability to engage in productive work
activities through afocus on such habilitative goals as compliance, attendance, and task completion. CDS also includes
training and supports designed to maintain skills and functioning and to prevent or slow regression.

Activities consist of job exploration activities (not competitive integrated employment) or volunteer work, recreation,
educational experiencesin natural community settings, maintaining family contacts and purposeful activities and services
where persons without disabilities are present.

For working-age customers receiving CDS who are not also working in individualized competitive integrated employment
or self-employment, this service includes and can be exclusively focused on, opportunities for exploration, learning and skill
development focused on encouraging pursuit of, and aptitudes for, individualized competitive integrated employment or
self-employment.

CDS shall support and enhance, rather than supplant, the customer's involvement in public education, postsecondary
education/training, individualized competitive integrated employment or self-employment, and services designed to lead to
these types of employment.

For customers who are aging, CDS provides supports for integrated age-appropriate activities.

CDS focuses on enabling the customer to attain or maintain his or her maximum functional level and shall be coordinated
with any other paid or unpaid servicesin the customer's PCP. In addition, CDS reinforces skills or lessons taught in other
settings.

CDS developmental supports can include the reduction of maladaptive behaviors through positive behavioral supports and
other methods.

Personal care is acomponent of day habilitation services when necessary to meet the needs of the customer but shall not
comprise the entirety of the service.
Meals provided as part of these services shall not constitute a "full nutritional regimen" (three meals per day).

Time spent in transportation between the customer's home and site CDS services will be provided but is not billable because
this transportation time is part of the CDSrate. If conducting community integrated CDS activities, the time spent in
transportation between community integrated sites where CDS is being conducted is allowed to be billed.

Training and assistance in transportation is provided as needed.
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CDS does not include the following:

» Special education and related services (as defined in Section 601 (16) and (17) of the Individuals with Disabilities
Education Act) which otherwise are available to the individual through alocal education agency;

e Vocational rehabilitation services which otherwise are available to the individual through a program funded under
Section 110 of the Rehabilitation Act of 1973.

Activities are expected to increase the customer's opportunity to build connections within his’her local community and
provide the following:

» Supportsto participate in age-appropriate community activities, groups, associations or clubs to develop socia networks;
« Supports to participate in community opportunities related to the development of hobbies or leisure/cultural interests or
to promote personal health and wellness (e.g., yoga class, walking group, etc.);

* Supportsto participate in adult education and postsecondary education classes;

e Supports to participate in formal/informal associations or community/neighborhood groups;

« Supports to participate in volunteer opportunities;

» Supportsto participate in opportunities focused on training and education for self-determination and self- advocacy;

« Supportsfor learning to navigate the local community, including learning to use public transportation and/or private
transportation available in the local ares;

e Supports to maintain relationships with members of the broader community (e.g. neighbors, co-workers and other
community members who do not have disabilities and who are not paid or unpaid caregivers) through natural opportunities
and invitations that may occur.

CDS cannot be provided in the customer's home or during the same time the customer is receiving Residential Habilitation
since community integration is part of that service.

Specify applicable (if any) limits on the amount, frequency, or duration of thisservice:

CDS may be attended Monday through Friday. The annual rateis spread over a State fiscal year maximum of 1,200 hours
for any combination of day programs. Monthly payment is limited to a maximum of 115 hours for any combination of day
programs. CDS is limited to 5 hours per day.

Amendment IL.0350.R05.05 effective 1/1/2027, or upon CMS approval:

The maximum daily limit will increase from 5 hours per day to 8 hours per day for non-residential, home-based customers
that purchase this service through self-directed budget authority. The 5 hours per day maximum remainsin place for
customers receiving residential habilitation supports in addition to CDS services. Monthly and annual limitations remainin
place for all customers.

Service Delivery Method (check each that applies):

O Participant-directed as specified in Appendix E
Provider managed
[ Remotenvia Telehealth

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Special Recreation Associations
Agency Community-Based Agencies

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
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Service Name: Community Day Services

Provider Category:

Agency

Provider Type:

Special Recreation Associations

Provider Qualifications
License (specify):

Certificate (specify):
59 11l. Adm. Code 119

Other Standard (specify):

59 11l. Adm. Code Section 50

59 Ill. Adm. Code Section 120

The Provider must have a current contract with the Operating Agency (OA) and meet all contractual requirements.
Verification of Provider Qualifications

Entity Responsible for Verification:

Waiver Operating Agency

Frequency of Verification:
Annual certification survey

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Community Day Services

Provider Category:
Agency

Provider Type:
Community-Based Agencies

Provider Qualifications
License (specify):

Certificate (specify):
59 11l. Adm. Code 119

Other Standard (specify):

59 1ll. Adm. Code 50

59 11l. Adm. Code 120

The Provider must have a current contract with the Operating Agency (OA) and meet all contractual requirements.
Verification of Provider Qualifications

Entity Responsible for Verification:

Waiver Operating Agency

Frequency of Verification:
Annual certification survey
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Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Statutory Service

Service:

Residential Habilitation

Alternate Service Title (if any):

HCBS Taxonomy:
Category 1. Sub-Category 1.
02 Round-the-Clock Services 02011 group living, residential habilitation
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4.

Service Definition (Scope):

Residential Habilitation is individually tailored supports that assist with the acquisition, retention, or improvement in skills
related to living in the community. Services are developed in accordance with the needs of the customer and include
supports to foster independence and encourage development of afull life in the community, based upon what isimportant to
and for the customer, as documented in his or her Person Centered Plan (PCP). This includes assisting and teaching
customers to attain new and maintain and improve existing skillsin areas of self-care, daily living, adaptive skills, leisure,
and community integration, including building and maintaining relationships.

These supports include adaptive skill development, assistance with activities of daily living, community inclusion,
transportation, adult educational supports, social and leisure skill development to assist the customer to reside in the most
integrated setting appropriate to his’her needs and desires.

In addition, Residential Habilitation provides necessary nursing assessment, direction and monitoring by aregistered
professional nurse, and support services and assistance by a registered professional nurse or alicensed practical nurseto
ensure the customer's health and welfare. It also includes administration and/or oversight of the administration of

medi cations consistent with the 11linois Nursing and Advanced Practice Nursing Act (225 ILSC 65) and the Mental Health
and Developmental Disabilities Administrative Act. Nursing services are considered an integral part of Residential
Habilitation services.

M eeting the routine nursing needs of customers receiving Residential Habilitation is the responsibility of the residential
service provider who must employ or contract with a professional nurse to perform their professional duties providing the
oversight and training of direct support staff. Nursing supports are part-time and limited; 24- hour nursing supports, similar
to those provided in anursing facility (NF) or Intermediate Care Facility for individuals with Developmental Disabilities
(ICHI1D), are not available to customers in the waiver. These services are in addition to any Medicaid State Plan nursing
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services (or EPSDT nursing, if under 21 years old) for which the customer may qualify.

Residential Hahilitation provides personal care and protective oversight and supervision. Residential Habilitation also
includes the reduction of maladaptive behaviors through positive behavioral supports and other methods as reviewed and
approved by the Human Rights Committee. Payment is not made, directly or indirectly, to members of the customer's
immediate family. Transportation provided as a component part of Residential Habilitation isincluded in the rate paid to
providers of Residential Habilitation services.

The Residential Habilitation provider isresponsible for developing and carrying out an Implementation Strategy for each
customer served. The Implementation Strategy is based on the customer's needs and desires asindicated in his or her PCP.
The Strategy documents how, when, where and by whom Residential Habilitation needs and desired outcomes will be met,
put into action and addressed.

Some types of Residentia Habilitation include payment made for the cost of room and board. Costs covered are building
maintenance, upkeep and improvement (other than such costs for modification or adaptations to aresidential site required to
assure the health and safety of residents, or to meet the requirements of the applicable life safety code). Room & board costs
are removed from the rate the State claims for federal match.

The customer and/or the customer's guardian, as applicable, have the right to choose the residential service provider. The
residential service provider is responsible for managing the residential habilitation services for the customer based on the
customer's PCP. Residential Habilitation services are currently provided in homes of up to eight people.

All Residential Hahilitation settings must fully comply with the requirements of the HCBS Setting Rule. Residential
Habilitation payments provide the following:

a) All supervision from direct support staff, QIDP, Supervisors and other appropriate staff;

b) All nursing provided in the residence for medication administration oversight, physician ordered protocols and
procedures, charting, or other supports as per physician's orders,

¢) Transportation (excluding transportation costs associated with other waiver or Medicaid services);

d) Programmatic supplies and fees,

€) Program Support costs. These costs are specific to the program but are not billable such as quality assurance activities,
) Consultant costs, which provides reimbursement for consultant services that may be necessary to provide or update
assessments and devel op various therapy plans; and

g) General and Administrative fees for waiver services.

Reimbursement for base staffing costs are determined on resource need and is largely determined using the Inventory for
Clinical Assessment and Planning (ICAP). For Residential Habilitation, a customer's score is used to estimate the amount of
staffing hours needed throughout the year. Incremental changesin score will increase or reduce those hours and the
budgeted costs associated with them.

Types of Residential Habilitation Services:

24-Hour Shift Staff Community Integrated Living Arrangement (24-Hour CILA) - Customers receive a comprehensive
individualized array of residential habilitation, individual support services and supports under the direction of a provider
support team within the local agency. These homes have on-site shift staff available during all times when customers are
present, unless an approved remote supports service isin place that affords a customer more independence or thereisa
documented safety plan that allows the customer to remain home alone for a specific number of hours per day. Staff provide
both scheduled and unscheduled supports and services as needed by customers. This service can be provided in individual
and provider owned and controlled settings where one to eight unrelated customerslive.

Intermittent Community Integrated Living Arrangement (Intermittent CILA) - A living arrangement provided in agroup
home, family home, a customer's own home or apartment where eight or fewer unrelated customers with developmental
disabilities reside under supervision of aresidential provider agency. Customers receive a comprehensive individualized
array of residential habilitation, individual support services and supports under the direction of a provider support team
within the local agency. Thislevel of support serves customers whose PCP documents they do not require 24-hour and
regular on-site staff presence. Intermittent residential services have staff on call 24 hours per day. On-site staff are available
to provide both scheduled and unscheduled supports and services as needed by the customers served and as specified in each
customer's PCP.

Host Family Community Integrated Living Arrangement (Host Family CILA) - A living arrangement provided in a host
family's home. A host family's home can be owned or controlled by the customer receiving services, the host family or a
provider agency. Host families consist of one or more persons who are unrelated to the customer with a developmental

disability and who are under contract with the provider agency to provide host family services. No more than two customers
09/03/2026



Application for 1915(c) HCBS Waiver: Draft IL.026.05.06 - Jan 01, 2027 Page 81 of 302

with developmental disabilities may reside with any single host family (Rule 115.550 a.) unless awaiver is granted
according to Rule 115.550 c. Customers receive a comprehensive individualized array of residentia habilitation, personal
support services and supports under the direction of a provider support team within the local agency.

The two support models are:

a) Standard Host Family level: The residential setting is the full-time residence of the paid care givers. Thelive-in paid care
givers own, lease or rent the residence and provide al necessary support for the customer. The live-in paid care givers
arrange relief and vacation staff on their own schedule. Relief and vacation staff are required to be trained and have
previously met all DSP hiring requirements.

b) Comprehensive Host Family level: The residential setting may be owned, leased or rented by the customer(s), care givers
or provider agency and may house either full or part-time paid care givers. In a Comprehensive Host Family CILA, shift
staff employees are regularly scheduled as part of the comprehensive host family staffing and routinely share supervision,
care and training responsibilities with the host family care givers, although shift staff never provide more than 50% of
needed staff coverage.

Community Living Facility (CLF) - A residential setting licensed by the Department of Public Health that serves customers
with developmental disabilitiesin skills training programs that provide guidance, supervision, training and other assistance,
with the goal of eventually assisting these customers in moving to independent living. These programs provide
housekeeping, money management, social skills, and community living skills. Customers are encouraged to participatein
day activities, such as Community Day Services, Supported Employment, or regular employment. A CLF shall not be a
nursing or medical facility and shall house no more than customers, excluding staff, except as provided for in Section 18 of
the Community Living Facilities Licensing Act [210 ILCS 35/18]. (Reference: 77 11I. Adm. Code 370.240) The Department
continues to support these programs and vacancies are filled.

Residential Habilitation Rate Modification:

Enhanced Residential Habilitation - Enhanced Residential Habilitation is an enhanced payment option that is authorized
when a customer is unable or has chosen not to attend traditional day services. This serviceisin addition to other Residential
Habilitation services (24-Hour, Intermittent, Host Family, CLF). Because customers receiving this service require or desire
supports not able to be met in atraditional day habilitation program, the staffing ratio for this service can be provided at
various ratios such as 1:1 but can be up to 1:4, staff to customer. The DDD funds the Enhanced Residential Habilitation at a
1:3 staffing ratio. Enhanced Residential Habilitation may be authorized up to 5 days per week. A customer can participate
on a part-time or full-time basis as determined by their needs and as specified in their PCP.

Providers of this service must maintain documentation which supports the billing for the services being provided. The
documentation should include start time, stop time, location service was provided, description of service, and outcome.
Enhanced Residential Habilitation requires prior approval and must be documented in the customer's PCP. Enhanced
Residential Hahilitation is authorized when the customer meets at least one of the following criteria:

a) Has anillness or medical condition(s) or severe maladaptive behaviors that prevent participation in avocational or day
habilitation program.

b) Is over the age of 60 and declines to participate in traditiona out of home day habilitation program.

c) Isunable to locate a traditional community day service program to serve him/her or the community day service program
is not appropriate to meet his’her needs; or

d) Has chosen not to participate in traditional day habilitation services on afull or part-time basis.

Specify applicable (if any) limits on the amount, frequency, or duration of thisservice:

Enhanced Residential Habilitation in combination with Adult Day Care, Community Day Services, Supported Employment
- Individual Employment Support, and Supported Employment - Small Group Supports cannot exceed 1,200 hours per year,
115 hours amonth, and 5 hours a day.

Service Delivery Method (check each that applies):
O Participant-directed as specified in Appendix E

Provider managed
L] Remotefvia Telehealth

Specify whether the service may be provided by (check each that applies):
[ L egally Responsible Person

L Relative
09/03/2026



Application for 1915(c) HCBS Waiver: Draft IL.026.05.06 - Jan 01, 2027 Page 82 of 302

[l Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Community-Based agencies (CLF)
Agency Community-Based Agencies (CILA)

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Residential Habilitation

Provider Category:

Agency

Provider Type:
Community-Based agencies (CLF)

Provider Qualifications
License (specify):
77 11l. Adm. Code 370

Certificate (specify):

Other Standard (specify):
59 I1l. Adm. Code 120
59 IIl. Adm. Code 116

The Provider must have a current contract with the Operating Agency (OA) and meet all contractual requirements.
Verification of Provider Qualifications

Entity Responsible for Verification:

Department of Public Health

Frequency of Verification:
Annual surveys and ongoing complaint investigations

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Residential Habilitation

Provider Category:

Agency

Provider Type:

Community-Based Agencies (CILA)

Provider Qualifications
License (specify):
59 IIl. Adm. Code 115

Certificate (specify):
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Other Standard (specify):

59 I1I. Adm. Code 50

59 11l. Adm. Code 120

59 1ll. Adm. Code 116

The Provider must have a current contract with the Operating Agency (OA) and meet all contractual requirements
Verification of Provider Qualifications

Entity Responsible for Verification:

Waiver Operating Agency

Frequency of Verification:

Full licensure surveys are conducted at least every three years, with focused surveys conducted more frequently if serious
deficiencies are identified.

Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Extended State Plan Service

ServiceTitle:

Occupational Therapy (Extended Medicaid State Plan)

HCBS Taxonomy:
Category 1: Sub-Category 1:
11 Other Health and Therapeutic Services 11080 occupational therapy
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4 Sub-Category 4:

Service Definition (Scope):

Occupational Therapy services under the waiver differ in nature and scope from Occupational Therapy servicesin the
Medicaid State Plan. Waiver Occupational Therapy focuses on the long-term therapeutic needs of the customer, rather than
short-term acute restorative needs. Restorative services are covered under the Medicaid State Plan. Thiswaiver serviceis
only provided to customers age 21 and over. All medically necessary Occupational Therapy services for customers under
age 21 are covered in the state plan pursuant to the EPSDT benefit.

Specify applicable (if any) limits on the amount, frequency, or duration of thisservice:

For customers who choose participant-directed supports, this service isincluded in the customer's monthly cost limit. See
Appendix C-4.
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There is a State fiscal year maximum of 26 hours, unless additional documentation supports the need for additional hours
(up to 52 hours).

Services are subject to prior approval by the OA.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
Provider managed
[ Remoteivia Telehealth

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
I:]Relative

[ Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Individual Occupational Therapist

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Extended State Plan Service
Service Name: Occupational Therapy (Extended Medicaid State Plan)

Provider Category:
Individual

Provider Type:
Occupational Therapist

Provider Qualifications
L icense (specify):
225 |LCS 75/1 et seq.
68 11l. Adm. Code 1315
Certificate (specify):

Other Standard (specify):
Occupational Therapist may directly supervise a Certified Occupationa Therapist Assistant

Verification of Provider Qualifications
Entity Responsible for Verification:
Waiver Operating Agency and Medicaid Agency

Freguency of Verification:

The Operating Agency verifies upon enrollment, and the Medicaid Agency conducts a monthly verification of continuation
of licensure.

Appendix C: Participant Services
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C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Extended State Plan Service

Service Title:

Physical Therapy (Extended Medicaid State Plan)

HCBS Taxonomy:
Category 1. Sub-Category 1:

11 Other Health and Therapeutic Services 11090 physical therapy
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Service Definition (Scope):

Physical Therapy services under the waiver differ in nature and scope from Physical Therapy servicesin the Medicaid State
Plan. Waiver Physical Therapy focuses on the long-term therapeutic needs of the customer, rather than short-term acute
restorative needs. Restorative services are covered under the Medicaid State Plan. Thiswaiver service is only provided to
individuals age 21 and over. All medically necessary Physical Therapy services for children under age 21 are covered in the
state plan pursuant to the EPSDT benefit.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

For customers who choose participant-directed supports, this service isincluded in the customer's monthly cost limit. See
Appendix C-4.

Thereis a State fiscal year maximum of 26 hours, unless additional documentation supports the need for additional hours
(up to 52 hours).

Services are subject to prior approval by the Operating Agency.
Service Delivery Method (check each that applies):
Participant-directed as specified in Appendix E

Provider managed
[ Remotetvia Telehealth

Specify whether the service may be provided by (check each that applies):
[ L egally Responsible Person

O Relative

[ Legal Guardian
Provider Specifications:

09/03/2026



Application for 1915(c) HCBS Waiver: Draft IL.026.05.06 - Jan 01, 2027 Page 86 of 302

Provider Category|Provider TypeTitle

Individual Physical Therapist

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Extended State Plan Service
Service Name: Physical Therapy (Extended Medicaid State Plan)

Provider Category:
Individual
Provider Type:
Physical Therapist

Provider Qualifications
L icense (specify):
225 |LCS 90/1 et seq.
68 11l. Adm. Code 1340
Certificate (specify):

Other Standard (specify):
Physical Therapist may directly supervise a Certified Physical Therapy Assistant.

Verification of Provider Qualifications
Entity Responsible for Verification:
Operating Agency and Medicaid Agency

Frequency of Verification:

The Operating Agency verifies upon enrollment and the Medicaid Agency conducts a monthly verification of continuation
of licensure.

Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Extended State Plan Service

Service Title:

Speech Therapy (Extended Medicaid State Plan)

HCBS Taxonomy:
Category 1. Sub-Category 1.
11 Other Health and Therapeutic Services 11100 speech, hearing, and language therapy
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Category 2: Sub-Category 2
Category 3: Sub-Category 3:
Category 4: Sub-Category 4

Service Definition (Scope):

Speech Therapy services under the waiver differ in nature and scope from Speech Therapy services in the Medicaid State
Plan. Waiver Speech Therapy focuses on the long-term therapeutic needs of the customer, rather than short-term acute
restorative needs. Restorative services are covered under the Medicaid State Plan. Thiswaiver service is only provided to
individuals age 21 and over. All medically necessary Speech Therapy services for children under age 21 are covered in the
state plan pursuant to the EPSDT benefit.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

For customers who choose participant-directed supports, this service isincluded in the customer's monthly cost limit. See
Appendix C-4.

Thereis a State fiscal year maximum of 26 hours, unless additional documentation supports the need for additional hours
(up to 52 hours).

Services are subject to prior approval by the Operating Agency.
Service Delivery Method (check each that applies):
Participant-directed as specified in Appendix E

Provider managed
L] Remotevia Telehealth

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
L Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Individual Speech/L anguage Pathologist

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Extended State Plan Service
Service Name: Speech Therapy (Extended Medicaid State Plan)

Provider Category:
Individual

Provider Type:

Speech/L anguage Pathol ogist

Provider Qualifications
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License (specify):

225 ILCS 110/1 et seq.
68 I1l. Adm. Code 1465
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:
Operating Agency and Medicaid Agency

Frequency of Verification:

The Operating Agency verifies upon enrollment and the Medicaid Agency conducts a monthly verification of continuation
of licensure.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Supports for Participant Direction

The waiver provides for participant direction of services as specified in Appendix E. Indicate whether the waiver includes the
following supports or other supports for participant direction.

Support for Participant Direction:

Information and Assistance in Support of Participant Direction
Alternate Service Title (if any):

Self Direction Assistance

HCBS Taxonomy:
Category 1 Sub-Category 1.
12 Services Supporting Self-Direction 12020 information and assistance in support of self-directic
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Service Definition (Scope):
Self Direction Assistance (SDA) assists the customer (or the customer's family or representative, as appropriate) in
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arranging for, directing and managing services. Practical skillstraining is offered to enable families and customers to
independently direct and manage waiver services. Examples of skillstraining include providing information on recruiting
and hiring personal support workers, managing workers, and providing information on effective communication and
problem-solving. The service/function includes providing information to ensure customers understand the responsibilities
involved with directing their services. The extent of the assistance furnished to the customer or family is specified in the
PCP.

| SC agencies may not employ persons who may also provide this waiver service or other waiver services to customers.

This service can't be used to replace other waiver services such as Personal Support, Temporary Assistance and Non-
Medical Transportation. Additionally, this service can't be used to replace services provided by contracted entities such as
case management.

This serviceisincluded in the customer's annual cost maximum, see Appendix C-4. There is no specific service maximum.
Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

O Participant-directed as specified in Appendix E
Provider managed
[J Remote/via Telehealth

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Community-based agencies

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Supportsfor Participant Direction
Service Name: Self Direction Assistance

Provider Category:
Agency

Provider Type:
Community-based agencies

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):

Entity under contract with the Operating Agency that does not aso provide Individual Service and Support Advocacy.
Services must be provided personally by a professional defined in federal regulations as a Qualified Intellectual Disabilities
Professional (QIDP).
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I SC agencies may not employ persons who may also provide this waiver service or other waiver services to customers.
Verification of Provider Qualifications

Entity Responsible for Verification:

Waiver Operating Agency

Frequency of Verification:
Upon enrollment and annually

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not specified
in statute.

ServiceTitle:

24-Hour Stabilization Services

HCBS Taxonomy:
Category 1: Sub-Category 1
10 Other Mental Health and Behavioral Services 10030 crisis intervention
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Service Definition (Scope):
24-Hour Stabilization Services are designed to meet the needs of customers who are experiencing acute behavioral health
conditions while living in community-based settings or while searching for community placement and wishing to transition

from state-operated facilities, hospital settings or child group home settings and require temporary stabilization services
outside of their existing settings.

24-Hour Stabilization Services may include the development of a sustainable behavior plan and interventions,
implementation of positive and necessary behavior interventions, monitoring and tracking of customers' behaviors and
medications, remediation of negative peer to peer interactions, resolution of other issues that are jeopardizing the customer's
current service delivery, technical assistance to habilitation service providers serving the customer or potential habilitation
service providers that may serve the customer, and follow-up review on customer progress and phone consultation regarding
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remediation of identified issues.

24-Hour Stabilization Services providers are required to have one QIDP per home, one Board Certified Behavior Analyst
(BCBA) per home, psychiatric services, and other staff (nurses and management) as needed to ensure treatment goals are
met.

24-Hour Stabilization Services providers must ensure that direct support professionals (DSPs) working in the Residential
Habilitation settings receive the basic DSP training that is required of all DSPs in the waiver plus an additional 20 hours of
training targeting the unique needs of customers who seek the 24-Hour Stabilization Services. All staff are required to
receive crisis intervention training as approved by the Division.

24-Hour Stabilization Services providers will be required to submit their curriculum and show documentation of staff
completion of this additional 20 hours of training. In addition, providers must document the credentials and experience of
the trainer or trainers proposed by the provider and this documentation must be approved in advance by the OA.

The OA requires that the additional training is focused oninitial and on-going safety and well-being of the customer (and
other customers and staff in the 24-Hour Stabilization Services homes) and specific program and behavioral needs of the
customer to facilitate the customer's return to his or her previous setting or an appropriate alternative. Training topics for the
additional training for DSPs may include:

*  Welcome of the customer into the new temporary home

* Introduction of the customer to other customers in the temporary home

« Building rapport/devel oping relationships with a strong positive philosophy of purpose and goals of the service
encouraging safety, security, revised/modified PCP and understanding of the customer's return to their previous residential
setting or new community setting, or the transition to a new community setting from a state-operated facility, hospital
setting, or child group home setting.

« Signsand symptoms of medication toxicity or non-therapeutic medication levels

e Recognizing, describing (verbally and in writing) and addressing escal ating behavior

e Tension reduction and behavior de-escalation strategies using non-violent crisis management and intervention techniques
that include how to deal with agitation, aggressiveness, crisis de-escalation

* Restraint techniques as explained in Appendix G, if necessary, and nonphysical and verbal strategies for the prevention
and risk reduction of crisis and other potential incidences of injurious situations

» Organizing meaningful structure of the day, evening and night, again with an emphasis on a strong positive philosophy
of purpose and goals of the service directed at implementing a continuation of implemented strategies in the plan of care that
follows the customer upon his/her return to the previous setting, to a new community setting (either from a previous
habilitation setting or from a state-operated facility, hospital setting, or a child group home setting).

« Aiding inreturn by the customer to the structure of the day, evening or night after escalation of behavior/de- escalation
of behavior

e Aiding inreturn of the customer to his previous home or an appropriate alternative

e Aiding in the plan preparations for atransition to a community setting for the first time or the first timein along time for
those coming from a state-operated facility, hospital setting, or child group home setting.

This additional training with a curriculum and trainers approved by the OA is required in advance of service delivery in the
24-Hour Stabilization Services settings. Refresher training is required by the OA at least every two years after initial training
inclusive of training topics which may be identified through the provider's program operations and provider or OA quality
assurance activities.

The role of QIDPs requires active involvement with DSPs including intensive data tracking and reporting, behavior
modeling, team leadership, and post service progress. Theindividual to QIDP ratiois 1 to 4.

Behavior therapy consultation is provided by BCBASs as part of this service. This consultation includes such activities as
training provider staff and family members/guardians in individualized behavioral analysis concepts, crisisintervention
including formal recommendations of strategies and responses, demonstrating and modeling individualized techniques,
educating staff regarding best practice methods as they may be relevant to specific customers, devel oping customer-specific
data collection and reporting systems, and monitoring individual service implementation and outcomes. Behavior plans are
written by BCBAs with consultation and coordination from the QIDPs. Each behavior plan developed will augment the
existing behavior plan where appropriate and will address customer's respective needs.

Providers must include nursing oversight, mental health expertise, when needed, coordination of ancillary services as part of
this service, and ongoing dialogue and planning with other service providers for the customer to ensure a successful return to

the former residential setting or a new community setting.
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Types of 24-Hour Stabilization Services:

Stabilization Homes (SH):

Stabilization Homes are designed to meet the needs of customers who are experiencing acute behavioral health conditions
while living in community-based settings and require temporary stabilization services outside of their existing homes with
the intent to return back to the residential setting they came from. Stabilization Homes are also designed to meet the needs of
customers in need of community placement and experiencing acute behaviora health conditions and require temporary
stabilization servicesin order to begin receiving community-based services in this waiver; such customers could be located
in ahospital setting or a child group home setting. The service will provide comprehensive clinical supports to address
identified behavioral health needs which, without intervention, could lead to permanent displacement from their current
living arrangement or lack of a permanent community placement. The SH provider cannot decline referrals, and all referrals
must be accepted and placed within 24 hours of the referral being made by the OA. The SH provider will support and work
collaboratively with the customer's service team. This includes scheduling meetings, trainings, and facilitating
communication among various service team members to aid in the customer's successful transition back to their community-
based setting or to a new community-based setting. Customers are provided support as needed per the discretion of the OA,
at which point they return to their original provider or to anew provider as needed.

Transition Homes (TH):

Transition Homes are designed to meet the needs of customers who are transitioning from institutional settings such a state-
operated facilities and have been unable to find appropriate community placement due to behaviora conditions that need
additional support and intervention to support community integration and successful placement. The TH provider cannot
declinereferrals and all referrals must be accepted and placed within 24 hours of the referral being made.

24-Hour Stabilization Services require prior approval by the OA.

The OA will establish and maintain SHs and THSs statewide for this service provision. Homes will have single bedrooms and
serve no more than four customers at any onetime.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Stabilization Homes are temporary in nature. A customer will typically receive of services for aperiod of time as approved
by the OA.

Transition Homes are for individuals who require additional time to develop skills for transitioning to a community
placement. A customer will typically receive 18 to 24 consecutive months of Transition Home services but may be approved
for additional days by the OA.

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed
[J Remote/via Telehealth

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider . .
Category Provider TypeTitle
Aden Licensed Community Integrated Living Arrangement (CILA) agency under contract to provide 24-Hour
gency Stabilization services.

Appendix C: Participant Services
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C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: 24-Hour Stabilization Services

Provider Category:
Agency
Provider Type:

Licensed Community Integrated Living Arrangement (CILA) agency under contract to provide 24-Hour Stabilization
Services.

Provider Qualifications
L icense (specify):
59 I1I. Adm. Code 115

Certificate (specify):

Other Standard (specify):
59 I1I. Adm. Code 50

59 11l. Adm. Code 116

59 I1I. Adm. Code 120

The provider must have a current contract with the Operating Agency and meet all contractual requirements.
Providers will be selected through an application process.

The provider's homes must be accessible.

Verification of Provider Qualifications
Entity Responsible for Verification:
The Operating Agency

Frequency of Verification:
The Operating Agency verifies provider qualifications upon enrollment and on an ongoing basis.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service
Asprovided in 42 CFR 8§440.180(b)(9), the State requests the authority to provide the following additional service not specified
in statute.
Service Title:
Adaptive Equipment

HCBS Taxonomy:

09/03/2026



Application for 1915(c) HCBS Waiver: Draft IL.026.05.06 - Jan 01, 2027 Page 94 of 302

Category 1 Sub-Category 1.
14 Equipment, Technology, and Modifications 14031 equipment and technology
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Service Definition (Scope):

Adaptive equipment, as specified in the PCP, includes (a) devices, controls, or appliances that enable customers to increase
or maintain their ability to perform activities of daily living; (b) devices, controls or appliances that enable customers to
perceive, control, access or communicate with the environment in which they live; (¢) such other durable equipment not
available under the State plan necessary to address a customer's functional limitations; and (d) necessary initial training from
the vendor to use the adaptive equipment.

Items reimbursed with waiver funds do not include any equipment and supplies furnished by the school program or by the
State Plan and exclude those items that are not of direct remedial benefit to the customer. All items shall meet applicable
standards of manufacture, design and installation. All purchased items shall be the property of the customer or the
customer's family.

The cost of the service may include the performance of assessments to identify the type of equipment needed by the
customer.

The cost of the service may include training the customer or caregivers in the operation and/or maintenance of the
equipment.

This serviceis subject to prior approval by the OA.

To the extent that any listed services are covered under the state plan, the services under the waiver would be limited to
additional services not otherwise covered under the state plan, but consistent with waiver objectives of avoiding
institutionalization.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

There is a$15,000 maximum per customer per five-year period for any combination of Adaptive Equipment, Assistive
Technology, Home and V ehicle Modifications, Remote Support - Equipment (which includes consultation, training,
installation, equipment costs (lease or purchase), and/or maintenance/repair service agreements), and any monthly
monitoring costs for Remote Support.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
Provider managed
[J Remote/via Telehealth

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:
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Provider Category| Provider TypeTitle

Agency Equipment Vendors

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Adaptive Equipment

Provider Category:
Agency

Provider Type:
Equipment Vendors

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
Enrolled vendors approved by the Operating Agency and customer/family.

Verification of Provider Qualifications
Entity Responsible for Verification:
Waiver Operating Agency

Frequency of Verification:
Upon enrollment

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8§440.180(b)(9), the State requests the authority to provide the following additional service not specified
in statute.

Service Title:
Assistive Technology

HCBS Taxonomy:

Category 1. Sub-Category 1:

14 Equipment, Technology, and Modifications 14031 equipment and technology
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Category 2: Sub-Category 2
Category 3: Sub-Category 3:
Category 4: Sub-Category 4

Service Definition (Scope):
Assistive technology device means an item, piece of equipment, or product system, whether acquired commercially,
modified, or customized, that is used to increase, maintain, or improve functional capabilities of customers.

Assistive technology service means a service that directly assists a customer in the selection, acquisition, or use of an

assi stive technology device. Assistive technology includes -

a) The evaluation of the assistive technology needs of a customer, including afunctiona evaluation of the impact of the
provision of appropriate assistive technology and appropriate services to the customer in the customary environment of the
customer;

b) Services consisting of purchasing, leasing, or otherwise providing for the acquisition of assistive technology devices for
the customer;

c) Services consisting of selecting, designing, fitting, customizing, adapting, applying, maintaining, repairing, or replacing
assistive technology devices;

d) Coordination and use of necessary therapies, interventions, or services with assistive technology devices, such as
therapies, interventions, or services associated with other services in the personal plan;

€) Training or technical assistance for the customer, or, where appropriate, the family members, guardians, advocates, or
authorized representatives of the customer; and

f) Training or technical assistance for professionals or other persons who provide services to, employ, or are otherwise
substantially involved in the major life functions of the customer.

Items reimbursed with Waiver funds do not include any assistive technology furnished by the school program or by the
Medicaid state plan and exclude those items that are not of direct remedial benefit to the customer. All items shall meet
applicable standards of manufacture, design and installation. All purchased items shall be the property of the customer or the
customer's family.

The cost of the service may include the performance of assessments to identify the type of equipment or technology needed
by the customer.

The cost of the service may include training the customer or caregivers in the operation and/or maintenance of the
equipment or technology.

This serviceis subject to prior approval by the OA.

To the extent that any listed services are covered under the state plan, the services under the waiver would be limited to
additional services not otherwise covered under the state plan, but consistent with waiver objectives of avoiding
institutionalization.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

There is a$15,000 maximum per customer per five-year period for any combination of Adaptive Equipment, Assistive
Technology, Home and V ehicle Modifications, Remote Support - Equipment (which includes consultation, training,
installation, equipment costs (lease or purchase), and/or maintenance/repair service agreements), and any monthly
monitoring costs for Remote Support.

Service Delivery Method (check each that applies):
Participant-dir ected as specified in Appendix E

Provider managed
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L] Remotefvia Telehealth

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
I:lReIative

[ Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Agency Equipment Vendors

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Assistive Technology

Provider Category:
Agency

Provider Type:
Equipment Vendors

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):
Enrolled vendor approved by the Operating Agency and customer/family.

Verification of Provider Qualifications
Entity Responsible for Verification:
Waiver Operating Agency

Freguency of Verification:
Upon Enrollment

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8§440.180(b)(9), the State requests the authority to provide the following additional service not specified
in statute.

Service Title:
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Behavior Intervention and Treatment

HCBS Taxonomy:
Category 1. Sub-Category 1.

10 Other Mental Health and Behavioral Services 10040 behavior support
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Service Definition (Scope):

Behavior intervention and treatment includes a variety of individualized, behaviorally based treatment models consistent
with best practice and research on effectiveness that are directly related to a customer's therapeutic goals. Interventions
include, but are not limited to: Applied Behavior Analysis, Relationship Development Intervention (RDI), and Floor Time.
These services are designed to assist customers to develop or enhance skills with social value, lessen behavioral excesses
and improve communication skills. Key elements are:

- Approach is tailored to address the specific behavioral needs of the customer;

- Targeted skills are broken down into small attainable tasks;

- Direct support staff and family training is a key component so skills can be generalized and communication promoted;

- Services must be directly related to the customer's therapeutic goals contained in the personal plan and coordinated with
the customer'sindividual education plan (IEP); and

- Success is closely monitored with detailed data collection.

A behavior consultant assesses the customer, including analysis of the presenting behavior and its antecedents and
conseguences, and devel ops written behavior strategies based upon the customer's individual needs. The strategies are a
component of the PCP and must be approved by the customer, family, responsible QIDP, ISC and the other members of the
planning team. Trained team members implement the planned behavior services. The behavior consultant monitors progress
on at least a monthly basis and more frequently if needed to address issues with the customer's outcomes. A progress report
is prepared by the behavior consultant and sent to the support planning team every six months. This progress report is
available to State staff upon request to evaluate the efficacy of the treatment.

The behavior consultant supervises implementation of the behavior strategies. Thisincludes training of the direct support
staff and family to ensure that they apply the interventions properly, understand the specific services and outcomes for the
customer being served, and know the procedures for reporting customer progress.

Professionals working closely with the customer's direct support staff, family, teachers and other school personnel provide
services in the customer's home and other natural environments (excluding school). Direct support staff and families of
customers receiving intensive behavior treatment are vital members of the behavior team. They must be involved in the
initial training session to initiate services and must remain involved with the team, so they are able to carry through and
reinforce the behaviors being worked on by the team.

This service requires prior approval by the OA.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

For customers who choose participant-directed supports, this service isincluded in the customer's monthly cost limit. See
Appendix C-4.

Thereis a State fiscal year maximum of 104 hours.
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Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
Provider managed
[ Remotenvia Telehealth

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
[ Relative

11 egal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Individual Behavior Consultant

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Behavior I ntervention and Treatment

Provider Category:
Individual
Provider Type:
Behavior Consultant

Provider Qualifications
L icense (specify):
225 [LCS 15/1 et. Seq.
68 11l. Adm. Code 1400
Certificate (specify):
Board Certified Behavior Analyst (bach.com)

Other Standard (specify):
1. Licensed clinical psychologist

2. Masters level professional who is certified as a Behavior Analyst by the Behavior Analyst Certification Board (bach.com)

3. Bachelors level professional who is certified as an Associate Behavior Analyst by the Behavior Analyst Certification
Board (bach.com)

4. Professional who is certified to provide Relationship Development Assessment. Information is at rdiconnect.com.

5. Early Intervention Specialist with a Developmental Therapy credential or equivalent experience and training.

6. Professional with a Bachelors Degree in a human service field and who has completed at least 1,500 hours of training or
supervised experience in the application of behaviorally-based therapy models consistent with best practice and research on

individuals with intellectual and developmental disabilities.

The Provider must be aMedicaid Enrolled Vendor.
Verification of Provider Qualifications

Entity Responsible for Verification:

Waiver Operating Agency (OA) and the Medicaid Agency (MA)
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Frequency of Verification:
Operating Agency verifies upon enrollment and annual verification of national certification or continuation of licensure.

Medicaid Agency conducts a monthly check for continuation of licensure for clinical psychologists.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM'S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not specified
in statute.

Service Title:

Behavioral Services (Psychotherapy and Counseling)

HCBS Taxonomy:
Category 1. Sub-Category 1.
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Service Definition (Scope):

Psychotherapy is atreatment approach that focuses on agoa of ameliorating or reducing the symptoms of emotional,
cognitive or behavioral disorder and promoting positive emotional, cognitive and behavioral development. Counselingisa
treatment approach that uses relationship skills to promote the customer's abilities to deal with daily living issues associated
with their cognitive or behavioral problems using avariety of supportive and re-educative techniques.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

For customers who choose participant-directed supports, this service isincluded in the customer's monthly cost limit. See
Appendix C-4.

There is a State fiscal year maximum of 60 hours for any combination of psychotherapy and counseling services.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
Provider managed
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L] Remotefvia Telehealth

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
I:lReIative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Individual Licensed Psychotherapists
Individual Licensed Counselors

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Behavioral Services (Psychotherapy and Counseling)

Provider Category:
Individual

Provider Type:

Licensed Psychotherapists

Provider Qualifications
L icense (specify):
225 |LCS 15/1 et. Seq.
68 11l. Adm. Code 1400
225 ILCS 55/1 et seq.
68l1l. Adm. Code 1283
225 1L.CS 107/1 et seq.
68 11l. Adm. Code 1375
225 |ILCS 20/1 et seq. 68 |1l Adm. Code 1470
Certificate (specify):

Other Standard (specify):

Clinical Psychologist

Clinical Social Worker

Marriage/Family Therapist

Clinical Professional Counselor
Verification of Provider Qualifications

Entity Responsible for Verification:

Operating Agency and Medicaid Agency

Frequency of Verification:
Operating Agency verifies upon enrollment.

Medicaid Agency conducts a monthly check for continuation of licensure for licensed professionals.

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
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Service Name: Behavioral Services (Psychotherapy and Counseling)

Provider Category:
Individual
Provider Type:
Licensed Counselors

Provider Qualifications
License (specify):
225 ILCS 15/1 et. Seq.
68 11l. Adm. Code 1400
225 ILCS 55/1 et seq.
68l11. Adm. Code 1283
225 ILCS 107/1 et seq.
68 I1l. Adm. Code 1375
225 [LCS 20/1 et seq.
68 11l Adm. Code 1470
Certificate (specify):

Other Standard (specify):
Socia Worker
Professional Counselor

Verification of Provider Qualifications
Entity Responsible for Verification:
Operating Agency and Medicaid Agency

Freguency of Verification:
Operating Agency verifies upon enrollment.

Medicaid Agency conducts a monthly check for continuation of licensure for licensed professionals.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not specified
in statute.

Service Title:

Emergency Home Response Services (EHRS)

HCBS Taxonomy:

Category 1 Sub-Category 1.
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Category 2: Sub-Category 2
Category 3: Sub-Category 3:
Category 4: Sub-Category 4

Service Definition (Scope):

Emergency Home Response Services (EHRS) is defined as a 24-hour emergency communication link to assistance outside
the customer's home for customers based on health and safety needs and mobility limitations. This service is provided by a
two-way voice communication system consisting of abase unit and an activation device worn by the customer that will
automatically link the customer to a professionally staffed support center. Whenever the system is engaged by a customer,
the support center assesses the situation and directs an appropriate response. The purpose of providing EHRS is to improve
the independence and safety of customersin their own homes in accordance with the authorized PCP, and thereby help
reduce the need for institutional care or out-of-home placement in amore restrictive setting.

EHRS are limited to customers who live aone, or who are alone for significant parts of the day and have no regular

caregiver for extended periods of time, have no regular companion and who would otherwise require extensive routine
supervision.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed
[J Remote/via Telehealth

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category|Provider TypeTitle

Agency Certified vendor

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Emergency Home Response Services (EHRS)

Provider Category:
Agency

Provider Type:
Certified vendor

Provider Qualifications
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L icense (specify):

Certificate (specify):
Certified by the Illinois Department on Aging

Other Standard (specify):
Annual written rate agreements with the I1linois Department on Aging and the OA.

Verification of Provider Qualifications
Entity Responsible for Verification:
Department on Aging
Operating Agency
Frequency of Verification:
Initial Certification and recertification no less frequently than every three years by Department on Aging.

Upon enrollment and annual verification of Department on Aging written rate agreement by OA.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not specified
in statute.

Service Title:

Home Accessibility Modifications

HCBS Taxonomy:
Category 1 Sub-Category 1.
14 Equipment, Technology, and Modifications 14020 home and/or vehicle accessibility adaptations
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4. Sub-Category 4

Service Definition (Scope):
Those physical adaptations to the private residence of the customer, required by the customer's PCP, that are necessary to
ensure the health, safety, and welfare of the customer or enable the customer to function with greater independence in the
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home. Such adaptations include the installation of ramps and grab-bars, widening of doorways, modification of bathroom
facilities, or the installation of specialized electric and plumbing systems necessary to accommodate the medical equipment
and supplies that are necessary for the welfare of the customer. Excluded are those adaptations or improvements to the home
that are of general utility, such as carpeting, roof repair, central air conditioning, and are not of direct medical or remedial
benefit to the customer.

Excluded are those adaptations or improvements to the home that are of general utility, such as carpeting, roof repair, central
air conditioning, and are not of direct remedial benefit to the customer. Adaptations that add to the total square footage of
the home are excluded from this benefit. Seasonal items such as swimming pools and related equipment are excluded. All
services shall be provided in accordance with applicable State or local building codes.

This service will not be duplicative of other servicesin the waiver. For example, nursing services beyond those covered in
the State Plan, are a component of residential services. For participants who choose parti cipant-directed supports, this
service isincluded in the participants monthly cost limit. See Appendix C-4.

This serviceis subject to prior approval by the OA.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

There is a$15,000 maximum per customer per five-year period for any combination of Adaptive Equipment, Assistive
Technology, Home and V ehicle Modifications, Remote Support - Equipment (which includes consultation, training,
installation, equipment costs (lease or purchase), and/or maintenance/repair service agreements), and any monthly
monitoring costs for Remote Support.

Within the five-year maximum, there is also a $5,000 maximum per address for permanent home modifications for rented
homes. See Appendix C-4.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
Provider managed
[J Remoteivia Telehealth

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
L Relative

[] Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Individual Independent Contractor

Agency Construction Companies|

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Home Accessibility M odifications

Provider Category:
Individual

Provider Type:
Independent Contractor

Provider Qualifications
L icense (specify):
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Certificate (specify):

Other Standard (specify):
Enrolled vendor approved by the Operating Agency and customer/family

Verification of Provider Qualifications
Entity Responsible for Verification:
Waiver Operating Agency

Freguency of Verification:
Upon enrolment

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Home Accessibility M odifications

Provider Category:
Agency

Provider Type:
Construction Companies

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
Enrolled vendor approved by the Operating Agency and customer/family.

Verification of Provider Qualifications
Entity Responsible for Verification:
Waiver Operating Agency

Frequency of Verification:
Upon enrolment

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through the

Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not specified
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in statute.
Service Title:
Non-Medical Transportation

HCBS Taxonomy:
Category 1. Sub-Category 1.
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Service Definition (Scope):

Non-Medical Transportation is a service offered in order to enable waiver customers to gain access to waiver and other
community services, activities and resources, as specified by the PCP. This service is offered in addition to medical
transportation required under the Code of Federal Regulations (42 CFR 8431.53) and transportation services under the
Medicaid state plan, defined in the Code of Federal Regulations at 42 CFR 8440.170(a) (if applicable), and does not replace
them. Transportation services under the waiver are offered in accordance with the customer's person-centered plan.
Whenever possible, family, neighbors, friends, or community agencies that can provide this service without charge are
utilized.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

No more than $500 of the customer's monthly cost limit may be used for Non-Medical Transportation services. This limit
was established through input from an external advisory committee of family representatives and is based on their opinions
of customer and family needs.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
[ Provider managed
[J Remote/via Telehealth

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Individual Individual Carriers

Agency Special Recreation Associations
Agency Community-based agencies
Agency Public and privatecarriers
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Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Non-Medical Transportation

Provider Category:
Individual
Provider Type:
Individual Carriers

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
Drivers must have appropriate state licenses and proof of insurance

Verification of Provider Qualifications
Entity Responsible for Verification:
Waiver Operating Agency

Frequency of Verification:
Upon enrollment

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Non-Medical Transportation

Provider Category:

Agency

Provider Type:

Special Recreation Associations

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):
Drivers must have appropriate state licenses and proof of insurance

Verification of Provider Qualifications
Entity Responsible for Verification:
Waiver Operating Agency

Freguency of Verification:
Upon enrollment
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C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Non-M edical Transportation

Provider Category:
Agency

Provider Type:
Community-based agencies

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
Drivers must have appropriate state licenses and proof of insurance

Verification of Provider Qualifications
Entity Responsible for Verification:
Waiver Operating Agency

Frequency of Verification:
Upon enrollment

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Non-M edical Transportation

Provider Category:
Agency

Provider Type:

Public and private carriers

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
Must meet existing requirements for public and private carriers

Verification of Provider Qualifications
Entity Responsible for Verification:
Waiver Operating Agency
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Frequency of Verification:
Upon enrollment

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not specified
in statute.

Service Title:

Personal Support

HCBS Taxonomy:
Category 1 Sub-Category 1.
17 Other Services 17990 other
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Service Definition (Scope):

Personal Support services include:

a) Teaching adaptive skills to assist the customer to reach personal goals.

b) Personal assistancein activities of daily living.

c) Services provided on a short-term basis because of the absence, incapacity or need for relief of those persons who
normally provide care (typically referred to as respite).

Supports are typically provided in such areas as eating, bathing, dressing, personal hygiene, community integration, meal
preparation (excluding the cost of the meals), transportation and other activities of daily living. Supports may be provided to
assist the customer to perform such tasks as light housework, laundry, grocery shopping, using the telephone, and

medi cation management, which are essential to the health and welfare of the customer, rather than for the customer's family.
Supports may be provided to develop skillsin money management or skills necessary to self-advocate, exercise civil rights
and exercise control and responsibility over other support services. Such assistance also may include the supervision of
customers as provided in the PCP.

Personal Support may function as an extension of behavioral and therapy services. Extension of services means activities by
the Personal Support worker that assist the customer to implement a behavioral, occupational therapy, physical therapy, or
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speech therapy plan to the extent permitted by state law and as prescribed in the PCP. Implementation activities include
assistance with exercise routines, range of motion, reading the therapist's directions, helping the customer remember and
follow the steps of the PCP or hands-on assistance. It does not include the actual service the professional therapist provides.

Personal Support is not intended to include professional services, home cleaning services, or other community services used
by the general public.

Personal Support may be provided in the customer's home and may include supports necessary to participate in other
community activities outside the home.

The need for Personal Support and the scope of the needed services must be documented in the PCP.
Personal Support isintended to be a one on one service.

Personal Support is being expanded to include supports provided to a customer while hospitalized to foster communication,
provide intensive personal care, and/or promote behavioral stabilization for the purpose of smooth transitions or preserve
functional abilities. These are servicesin the PCP that cannot be provided by facility staff and are not a substitute for
services the hospital is obligated to provide through its conditions of participation or under Federal or State law, or under
another applicable requirement. Servicesin the PCP that cannot be provided by hospital staff will be provided by the
Personal Support Worker.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
Provider managed
[ Remotenvia Telehealth

Specify whether the service may be provided by (check each that applies):

[] L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Individual Per sonal Support Worker
Agency Community-Based Agencies and Special Recreation Associations

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Personal Support

Provider Category:
Individual

Provider Type:
Personal Support Worker

Provider Qualifications
L icense (specify):
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Certificate (specify):

Other Standard (specify):

Aged 18 or older and is deemed by the guardian or family to be qualified and competent to meet the customer's needs and
carry out responsibilities assigned via the person-centered plan.

All personal support workers must have had criminal background and Health Care Worker Registry checks completed prior
to employment, and annually thereafter.

Verification of Provider Qualifications
Entity Responsible for Verification:
Financial Management Service entities and Waiver Operating Agency

Frequency of Verification:

Financial Management Service entity verifies upon enrollment and Waiver Operating Agency conducts annual review of a
representative sample.

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Personal Support

Provider Category:

Agency

Provider Type:

Community-Based Agencies and Special Recreation Associations

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):

The Agency must be under contract with the OA. Per these contracts, employees must complete IDHS-approved direct
support personnel training and pass competency-based training assessments be certified as direct support personnel.

All employees must have had criminal background and Health Care Worker Registry checks completed prior to
employment, and annually thereafter.
Verification of Provider Qualifications
Entity Responsible for Verification:
Waiver Operating Agency

Frequency of Verification:
Operating Agency verifies upon enrollment and conducts an annual review of contract continuation.

Appendix C: Participant Services
C-1/C-3: Service Specification
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State laws, regulations and policies referenced in the specification are readily available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

As provided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not specified

in statute.

ServiceTitle:

Remote Support

HCBS Taxonomy:
Category 1 Sub-Category 1.
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4.

Service Definition (Scope):

Remote Support includes the use of video, audio, door and window monitoring devices, or other technology which enables a
customer to be more independent and less reliant on staff being physically present when receiving CILA supports and
services. The use of remote supports will be considered on an individual, case-by-case basis when a customer and guardian,
if applicable, requests the service and the Independent Service Coordination agency and provider support team agreeitis
appropriate and meets the health and safety needs of the customer. Remote Support requires prior approva from the OA and
may only be used with full consent of the customer, guardian, if applicable, and anyone else residing in the same living
space. Remote Support is limited to CILA customers. The use of this service is hot intended to replace a customer's ability
or right to engage with the community.

The type of equipment and where it is placed will depend upon the needs and wishes of the customer(s) and their
guardian(s) (if applicable), the layout and construction of the home, and the company selected by the customer(s) or
guardian(s) to provide the equipment. The installation of video/audio egquipment in the home will be done at the direction of
the customer(s). If the home is shared with others, the equipment will be installed in such a manner that it does not invade
others' privacy. The remote device is controlled by the customer and can be turned on or off as needed. Video equipment for
remote support monitoring cannot be placed in invasive areas, such as bedrooms or bathrooms, in accordance with 42 CFR
Section 441.301(c)(4)(iii) for 1915(c) and 42 CFR Section 441.710(a)(1)(iii) for 1915(i).

Purchased or leased equipment, an initial installation fee, ongoing monthly rental charges and upkeep and maintenance of
the devices are covered under this service.

Any Remote Support devices authorized under this service shall not duplicate services otherwise available through the state
plan.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Remote Support is not available for customers who receive home-based services.

Thereis a$15,000 maximum per customer per five-year period for any combination of Adaptive Equipment/Assistive
Technology, Home Modifications, Vehicle Modifications, Remote Support - Equipment (which includes consultation,
training, installation, equipment costs (lease or purchase), and/or maintenance/repair service agreements) and any monthly
monitoring costs for Remote Support. See Appendix C-4.
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This serviceis subject to prior approval by the OA.

All items shall meet applicable standards of manufacture, design and installation. All purchased items shall be the property
of the customer or the customer's family.

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed
[ Remoteivia Telehealth

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
[] Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Electronic Communication Equipment and Monitoring Company

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Remote Support

Provider Category:

Agency

Provider Type:

Electronic Communication Equipment and Monitoring Company

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):

The monitoring agency must be capable of simultaneously responding to multiple signals for help from customer's remote
support equipment. The monitoring agency's equipment must include a primary receiver, a stand-by information retrieval
system and a separate telephone service or other data transmission such as wireless cellular service, a stand-by receiver, a
stand-by backup power supply, and a telephone line or other data transmission such as wireless cellular service monitor. The
primary receiver and back-up receiver must be independent and interchangeable. The clock printer must print out the time
and date of the emergency signal, the remote support client's Medical identification code (PIC) and the emergency code that
indicates whether the signal is active, passive, or aresponder test. The telephone line or other data transmission such as
wireless cellular service monitor must give visual and audible signals when an incoming telephone line or other data
transmission such as wireless cellular serviceis disconnected for more than 10 seconds. The monitoring agency must
maintain detailed technical and operations manuals that describe remote support elements including remote support
equipment installation, functioning and testing; emergency response protocols; and record keeping and reporting procedures.
Electronic communication egquipment company and monitoring company don't need to be the same company.

Verification of Provider Qualifications
Entity Responsible for Verification:
Waiver Operating Agency
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Frequency of Verification:
Upon enrollment

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not specified

in statute.

Service Title:

Skilled Nursing

HCBS Taxonomy:
Category 1 Sub-Category 1.
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Service Definition (Scope):
Services listed in the PCP that are within the scope of the State's Nurse Practice Act and are provided by aregistered
professional nurse, or licensed practical nurse under the supervision of aregistered nurse, licensed to practice in the State.

These services are in addition to any Medicaid State Plan nursing services for which the customer may qualify.

Specify applicable (if any) limits on the amount, frequency, or duration of thisservice:

Thereis a State fiscal year combined maximum of 365 hours of service by aregistered nurse and 365 hours of service by a
licensed practical nurse.

Service Delivery Method (check each that applies):
Participant-directed as specified in Appendix E

[ Provider managed
[ Remotetvia Telehealth

Specify whether the service may be provided by (check each that applies):
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[l L egally Responsible Person
I:]Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Individual Registered Nurse; or Licensed Practical Nurse, under supervision by an RN

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Skilled Nursing

Provider Category:

Individual

Provider Type:

Registered Nurse; or Licensed Practical Nurse, under supervision by an RN

Provider Qualifications
License (specify):
225 ILCS 65/1 et seq.
68 11l. Adm. Code 1300
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:
Operating Agency and Medicaid Agency

Frequency of Verification:

The Operating Agency verifies upon enrollment and the Medicaid Agency conducts a monthly check for continuation of
licensure for licensed professionals.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not specified
in statute.

Service Title:

Specialty Telehealth and Assessment Team
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HCBS Taxonomy:
Category 1. Sub-Category 1.
17 Other Services 17990 other
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Service Definition (Scope):
The Specialty Telehealth and Assessment Team service isonly available to individuas living in 24 hour and Host Family
CILA.

The goal of the Specialty Telehealth and Assessment Team service isto provide aright-on-time telehealth assessment when
the customer's primary care physician is unavailable or unable to determine the best clinical course of action, often avoiding
unnecessary emergency room visits. Specialty Telehealth and Assessment Team services are designed to coordinate
customer's care with local emergency departments, urgent care facilities, primary care physicians, and other healthcare
providersto enable real time medical support, consultation, and coordination on physical health issues and to assist
customers, families, and providers to understand presenting health symptoms and to identify the most appropriate next steps.
If ahospital visitis clinically necessary, this service allows the provider to communicate with the emergency department
directly, ensuring advance preparation for the emergency department and potentially decreasing the need for inpatient
admission. The Specialty Telehealth and Assessment Team provider is responsible for devel oping a one- or two-page
summary of their role in service delivery to be shared with other health care professionals involved in the customer's care.
The percentage of time in which the telehealth delivery method is utilized will depend on individualized customer need. If
the customer's health and safety cannot be ensured utilizing telehealth, they will be provided an in-person visit to address
their medical need(s).

The service is consultative in nature and provides disability-specific guidance on when best to seek additional or in-person
medical treatment for the customer. Thisis a supportive service that can occur while the customer isin their residential
home (24-Hour or Host Family CILA) to help assess their need for medical attention. Specialty Telehealth and Assessment
Team services are required to be delivered in a setting that respects the privacy of theindividual receiving servicesin which
only a staff required to provide supportive assistance has access to the space. Support needs are evaluated and provided
based on the individual's requests, preferences, and needs. The Residential Habilitation Service Providers will provide all
necessary support to a customer during the telehealth visit to ensure that they are able use the technology required for the
service. Telehealth assessments may be completed in bedrooms and bathrooms when the customer has chosen to have the
assessment compl eted in these rooms for privacy or the customer has a medical condition which makesit difficult or
impossible for the assessment to occur in another room in the house. Telehealth services are not conducted while an
individual istoileting. The service serves as a conduit to, rather than a duplication of, medical services covered under the
State Plan. In-person visits are not required but may be recommended by the provider following the telehealth service.

The service also includes support and consultation to paid caregivers otherwise unavailable in any other service and seeks to
build the capacity of paid caregiversto better understand the best approaches for supporting the customer based on their
symptom presentation. Support to caregivers, which isinformed by staff with strong expertise in devel opmental disabilities
is an essential component that is not available elsewhere within the Medicaid State Plan or other waiver services.

The Specialty Telehealth and Assessment Team service is available 24 hours aday, 7 days aweek and includes immediate

evaluations, video-assisted examinations, development of treatment plans, and discussion and coordination with customers
and/or caregivers.
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The service must be identified as requested by an individual in their person-centered plan annually and is available for
individuals living in Host Family and 24-hour CILA only. It includes follow-up care, as needed, via consultations with the
customer, family, and/or caregiver of the customer, as necessary, within aclinically indicated amount of time. Specialty
Telehealth and Assessment Team services are unique in both provider qualifications and coverage within Medicaid and does
not duplicate (but complements and links to) those services available in the State Plan. The combination of required medical
experience and extensive expertise with people with developmental disabilities, is not included in State Plan services and the
consultative nature of the service distinguishes this service from other State Plan benefits. The service does not duplicate
supports coordination. The care coordination facilitated by this service becomes a part of rather than duplicating the person-
centered plan. Furthermore, this service provides clinically informed, disability specific medical advice and counseling to
caregiversthat is entirely distinct from any information provided by or available to the ISCs. It must be consistent with
waiver objectives of avoiding institutionalization.

Customers must have access to an electronic tablet, or smart phone that has internet service via Wi-Fi or cellular dataand is
capable of audio and video transmission to utilize Specialty Telehealth and Assessment Team services. Cellular data service
and internet service cannot be covered through the waivers as they are considered room and board costs.

This service will not duplicate any service available to the customer through the State Plan.
This service will not supplant care provided by specialists or a primary care physician, including in-person exams as needed.

This serviceis provided as a monthly service and billed in monthly units. This serviceis limited to those customers residing
in 24 hour or Host Family CILA.

The Specialty Telehealth and Assessment Team service is only provided when it is requested by the customer and included
in their person-centered plan. The goal of the serviceisto help keep people healthier, avoid unnecessary emergency room
visits, and offer greater and quicker access to health professionals. This aidsin community integration by allowing the
customer to remain living in the community and potentially avoiding institutionalization.

The telehealth delivery of this the service meets HIPAA requirements, and the methodology has been accepted by the OA's
HIPAA compliance officer.
Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

O Participant-directed as specified in Appendix E
Provider managed
[ Remotenvia Telehealth

Specify whether the service may be provided by (check each that applies):

[] L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Individual Specialty Telehealth and Assessment Team Agency

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Specialty Telehealth and Assessment Team

Provider Category:
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Individual
Provider Type:
Speciaty Telehealth and Assessment Team Agency

Provider Qualifications
License (specify):
This service must be provided or overseen by physicians who are:
- Licensed to practice medicine in lllinois, or have appropriate reciprocity; and
- Board Certified or board eligible with the American Board of Medical Speciaties (ABMS).

Functions which are overseen by a physician with the above qualifications will be provided by a Registered Nurse, Certified
Registered Nurse Practitioner, or Physician's Assistant acting within their scope of practice.

Certificate (specify):

NA

Other Standard (specify):
Agencies must meet the following standards regardless of provider service location:
1. Have awaiver service location in the United States.

2. Become an IMPACT provider and signed Attachment A to comply with all applicable federal and state statutes,
regulations, and policies, including but not limited to confidentiality and HIPAA requirements. Providers are required to
develop and implement written privacy policies and procedures that are consistent with privacy requirements. DDD reviews
these policies and procedures when complaints are received regarding privacy or as part of licensing or QA& when
warranted.

3. Complete training on Rule 50 specific mandatory abuse and neglect reporting.
4. Have Commercial General Liability Insurance.
5. Have Workers Compensation Insurance in accordance with state law.

6. Have aminimum of five years experience in serving individuals with intellectual and developmental disabilitiesin their
own homes, family homes, licensed residential homes, Intermediate Care Facilities (ICFs), or other types of long-term
supports and services, including addressing physical and behavioral health care needs.

7. Have demonstrated evidence of positive outcomes for customers which includes at a minimum:
a. Reductionsin Emergency Room visits and inpatient stays; and
b. Caregiver and individual satisfaction with the service.

8. Ensure compliance with Telehealth Platform Requirements that include the specifics of state file acceptance, HIPAA
requirements, access timelines and secure communication to customers, families and other caregivers and providers will be
outlined and binding in provider contracts and manuals.

9. Ensure compliance with Telehealth Platform Training Requirements, which include timely, accessible initial and ongoing
training for customers, family/caregivers and providers; help line capacity and ongoing health education modules, for those
working with customers enrolled with the provider to increase health care knowledge will be specific and binding in
provider manuals and contracts.

10. Provide continuing education in the area of intellectual and developmental disabilities to the provider's physician
network.

11. Submit to DDD or its designee successful results from a self-assessment validating staff qualifications, required
documentation, policies and procedures every 3 years.

12. Have a comprehensive quality review program and provide a report via secure e-mail of aggregated findings quarterly,
aswell as onetime annually, to the Division of Developmental Disabilities, which must include, at a minimum, the
following:
a. Dataandysis,
b. Service outcomes such as reductions in Emergency Room visits and inpatient stays. Additional information may be
requested by DDD;
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c¢. Customer, family and/or caregivers of customers, and provider satisfaction; and
d. Complaints and resolution

13. Have a participant support call center that is staffed 24 hours a day, 7 days a week.
14. Have publicly posted references related to the provider's business history and practices.

15. Provide educational training sessions to the provider's clinical staff on topics relevant to the physical and behavioral
health care needs of individuals with intellectual and developmental disabilities at least monthly.

16. Employed clinicians will be properly credentialed and in good standing.

All staff who will render this service must have completed specialized training/curriculum on how to provide medical
assessment, treatment interventions, and recommendations regarding the physical health care needs of individuals with
intellectual disabilities, developmental disabilities or autism.

Physicians providing this service must have access to and be familiar with clinical guidelines for the provision of health care
to individuals with intellectual and developmental disabilities. Clinical guidelines must be based on evidence-based
practices and clinical expertise and serve to inform the health care decisions and recommendations.

Verification of Provider Qualifications
Entity Responsible for Verification:
Waiver Operating Agency and Medicaid Agency

Frequency of Verification:

The Operating Agency verifies upon enrollment, and the Medicaid Agency conducts a monthly verification of continuation
of licensure.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM'S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not specified
in statute.

Service Title:

Supported Employment - Individual Employment Support

HCBS Taxonomy:
Category 1 Sub-Category 1.
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
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Category 4 Sub-Category 4:

Service Definition (Scope):

Supported Employment - Individual Employment Support (SEI) services consist of ongoing supports that enable customers,
for whom sustained competitive integrated employment is unlikely due to the nature of the customer's disabilities and absent
the provision of supports, to maintain competitive employment in an integrated setting and at an employer identified by the
customer through informed choice.

SEI services facilitate the maintenance and enhancement of employment which is aligned with a customer's interests, skills,
desires and conditions of employment. It may also include self-employment.

SEI services do not include supporting paid employment or afacility-based setting.

The expected outcome of SEI is sustained competitive integrated employment that is well-matched to the customer's
interests, strengths, priorities, and abilities, and that meets the customer's personal and career goals.

Eligibility and Authorization:

SEI services are available only to customers who are engaged in competitive integrated employment and who have been
successfully closed and transitioning from supports provided by the Illinois Department of Human Services, Division of
Rehabilitation Services, Vocational Rehabilitation program.

SEI services are authorized only for employment opportunities for which customers are compensated at or above (the higher
of) local, state, or federal minimum wage and to the same degree as the customary wage and benefit levels of employees
performing the same work who do not have disabilities.

SEI services may not supplant services typically available from the Division of Rehabilitation Services Vocational
Rehabilitation or are otherwise available under section 110 of the Rehabilitation Act of 1973 or the Individuals with
Disabilities Education Act. Documentation must be maintained by the provider that the non-waiver employment services
noted above (under section 110 of the Rehabilitation Act of 1973 or the Individuals with Disabilities Education Act) have
been successfully exhausted.

SEI services must be reviewed no less than annually, coinciding with the development or revision of the PCP.

Employment Settings:

SEI services may only be conducted within (or associated to) integrated settings in which persons without disabilities are
employed and where customers have contact with co-workers, consumers, supervisors and others without disabilities who
are not paid supports.

Service Array:

SEI services provide intermittent or periodic job coaching, systematic instruction, job analysis, assistance with obtaining
accommodations, benefits counselling or financial analysis, assistance with training or retraining, support in improving
productivity, assistance with scheduling, support with efforts to obtain benefits, mobility training, assistance in fostering
advancement opportunities, facilitation of communication between the customer and business co-workers, supervisors or
consumers and other workplace assistance services which enable the customer to sustain competitive integrated employment
or self-employment.

SEI service providers are responsible for the delivery of all personal assistance needs required by the customer during the
time that SEI services are provided. Persona assistance needs should be intermittent, and while a component of SEI, shall
not comprise the entirety of the services being provided and providers of SEI services must ensure that the on-going
personal assistance needs, which extend beyond natural supports, can be met when the provider is not present.

SEI services are individualized and provided at aratio of 1:1, staff member to customer.

Support Changes:

The option to change the amount of supports provided is based on a change in needs and/or on an assessment of needs for

the customer. Should the customer and staff recognize a need for a change in supports, the change should be devel oped as
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part of the customer's person-centered plan and implementation strategy. Support changes that have been identified and are
included in the implementation strategy must be reviewed regularly, but at least annually, by the Independent Service
Coordination Agency to determine if the customer and staff continue to believe the existing supports are appropriate, if the
supports are effective, and if further changes in supports should occur. 1t is expected that, due to the nature of supports and
services provided, customers will develop skills and natural supports (non-paid support relationships) which allow for
greater independence.

Self-Employment:

SEI services may support the maintenance of Individual Self-Employment that is either based from a customer's residence or
located within an integrated setting. Self-Employment must result in earned wages that, after deduction of business expenses
and after a start-up period of no more than 1 year, are equal to or greater than (the higher of) local, state, or federal minimum
wage. Salf-Employment services provide identification of business opportunities, support to explore and identify sources of
financing opportunities and limited on-going ancillary assistance. Waiver funds offered through SEI may not be used to
defray the expense of starting up or operating Self-Employment.

Payments:

SEI service payments are only made for individual employment which meets competitive and integrated criteria. SEI service
payments are not authorized for supervisory, training, support and adaptation activities typically offered by the employer to
workersin similar positions or for group employment, non-paid prevocational activities (such as volunteering or internships
paid below minimum wage) or time during which provider staff are not actively engaged in support.

SEI servicesinclude arate component for transportation for the staff member to travel to the employment site but customer
facing time spent transporting the customer to and from aworksiteis not considered billable time. Billable time related to
transportation training shall be authorized only if the customer's PCP indicates a specific need for transportation training and
the transportation training is being provided. Transportation training must result in the eventual reduction of direct support
related to travel.

Adaptations, supervision and training under SEI, provided to the customer or to supervisors or coworkers on behalf of the
customer, may include non-customer facing portions of time which support continued successful employment. However, a
direct service benefiting the customer's sustained employment outcome must be provided in order to hill for the time.

Duplication of Services:

SEI services may be combined with other services so long as the combined services are not duplicative, including the
prohibition of:

-billing other non-residential waiver services at the same time as SEI.

-billing SEI services which are redundant or overlapped with Division of Rehabilitation Services' Vocational Rehabilitation
program payments or services.

A customer's PCP may include more than one non-residential habilitation service (Supported Employment - Group
Employment Services, Community Day Services, VDS); however, they may not be billed for during the same period of time
(e.g., the same 15 minute or hour unit of time).

Federal financial participation is not claimed for incentive payments, subsidies, or unrelated vocational training expenses
such as the following:

-Incentive payments made to an employer to encourage or subsidize the employer's participation in supported employment;
or

-Payments that are passed through to users of supported employment services; or

-Payments for training that is not directly related to a customer's supported employment program.

Billing:

SEI services shall be billed in 15-minute increments.
Requirements:

SEI services must be:

-included in the Career and Income portion of the individual's PCP.
-approved by the | SC agency representative.

-validated by the Division of Developmental Disahilities based on criteriaincluding:
0 setting

o hourly wage or salary

o number of work hours per week

0

benefits
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location

duration of employment
job title

employer

O O OO

New SEI service requests post 1/1/21 require successful closure from the Division of Rehabilitation Services Vocational
Rehabilitation program.

SEI service providers must:

e Comply with al lllinois Department of Human Services (IDHS), Division of Developmental Disabilities (DDD) requests
for information on case notes, billing records, employment records, including pay details, and other items as requested,
including progress towards employment and career goals.

« Allow DDD, Bureau of Quality Management to review the customer's file as part of their survey process.

* Recognize, and document in the customer's record, changes in health behavior, work productivity or overall condition.

* Report identified safety and sanitation hazards that occur at the worksite to employers having the responsibility to
remedy the condition.

In circumstances where the provider of Supported Employment - Individual Employment Support wishesto hire the
customer, in order to preserve the Medicaid free choice of provider requirement, the provider must ensure a policy exists
related to the hiring and supervision of the customer which explicitly informs the customer of the option to identity and
utilize services and supports from another provider and that the policy has been shared with the customer. In this
circumstance, the provider must also ensure that the role(s) which have been identified meet(s) the threshold of competitive
integrated employment.

Specify applicable (if any) limits on the amount, frequency, or duration of thisservice:

The annual rate is spread over a State fiscal year maximum of 1,200 hours for any combination of day programs (listed
above). Monthly payment islimited to a maximum of 115 hours for any combination of day programs. SEl islimited to 5
hours per day.

Service Delivery Method (check each that applies):

O Participant-directed as specified in Appendix E
Provider managed
[J Remote/via Telehealth

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Community-Based Agencies

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Supported Employment - Individual Employment Support

Provider Category:
Agency

Provider Type:
Community-Based Agencies

Provider Qualifications

09/03/2026



Application for 1915(c) HCBS Waiver: Draft IL.026.05.06 - Jan 01, 2027 Page 124 of 302

License (specify):
Certificate (specify):

Other Standard (specify):
Job Coach Requirements:

The Agency must be under contract with the OA. Per these contracts, employees must complete OA-approved direct support
personnel training and pass competency-based training assessments and be certified as Direct Support Personnel.

All employees must have had criminal background and Health Care Worker Registry checks completed prior to
employment.

Job Coaches must possess valid High School Diploma or GED.

If in the performance of duties employees are required to utilize either agency or personal vehicles, avalid driver'slicense
and automobile liability insuranceis required.

Employees providing Supported Employment Individual and Supported Employment Group supports and services receive
training in the tenets and application of Competitive Integrated Employment activities as determined by the employing
Agency.

Verification of Provider Qualifications
Entity Responsible for Verification:
Waiver Operating Agency

Frequency of Verification:
The OA verifies upon enrollment and conducts an annual review of contract continuation.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not specified
in statute.

ServiceTitle:

Supported Employment - Small Group Supports

HCBS Taxonomy:
Category 1 Sub-Category 1:
Category 2: Sub-Category 2:
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Category 3: Sub-Category 3:

Category 4 Sub-Category 4:

Service Definition (Scope):

Supported Employment - Small Group Support (SEG) services consist of ongoing supports that enable customers to engage
in provider facilitated integrated group employment which supports the acquisition of skills and knowledge which lead to a
successful transition into individualized competitive integrated employment or self-employment. SEG may supplement
individualized competitive integrated employment or self-employment when it is only part-time but should not be utilized as
afinal destination with services into perpetuity. SEG services facilitate the enhancement of employment skills aligned with
each customer's interests, skills, desires and conditions of employment.

Eligibility and Authorization:

The provision of SEG services presumes all customers are capable of working in individualized competitive integrated
employment and/or self-employment.

SEG services do not require successful closure and transition from supports provided by the Illinois Department of Human
Services, Division of Rehabilitation Services, Vocational Rehabilitation program.

SEG services authorization and re-authorization require the PCP to include, in the career and income section, opportunities
are being provided to the customer through this service on an on-going basis, which support the customer's achievement of
independence and transition to competitive integrated employment. The PCP shall also document and address any barriers to
the above.

SEG services are authorized only for employment opportunities, in integrated settings, for which customers are compensated
at or above (the higher of) local, state or federal minimum wage and to the same degree as the customary wage and benefit
levels of customers performing the same work who do not have disabilities.

SEG services must occur at an employer identified by the customer through informed choice.

The SEG service provider is responsible for training, supervision and support of customers in experiences which allow
opportunities for routine interactions with others without disabilities in the setting and involvement from supervisors and co-
workers without disabilities (not paid to deliver this service) in supervision and support.

Customers receiving SEG services, who are not yet working in individualized competitive integrated employment or self-
employment, shall be encouraged, on an ongoing basis, to explore and develop their interests, strengths, and abilities relating
to individualized competitive integrated employment and/or self-employment.

Customers utilizing SEG services to supplement individualized competitive integrated employment or self- employment that
isonly part time, shall be offered assistance and be supported to utilize all available services and supports, including
increasing hours in individualized competitive integrated employment, to transition fully to individualized competitive
integrated employment as an alternative to continuing this service.

Employment Settings:

SEG services may only be conducted within (or associated to) integrated settings in which persons without disabilities are
employed and where customers have contact with co-workers, consumers, supervisors and others without disabilities who
are not paid supports. The setting must meet all HCBS setting standards and not isolate customers from othersin the setting
who do not have disabilities.

SEG service settings cannot be provider-owned, leased or operated settings. The settings must be integrated in and support
full access of customersto the greater community, including opportunities to learn about and seek individualized integrated
employment or self-employment, engage in community life, and control their earned income.

Service Array:
SEG service providers are responsible for the delivery of all personal assistance needs required by the customer during the
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time that SEG services are provided. Personal assistance needs, while a component of SEG, shall not comprise the entirety
of the services being provided and providers of SEG services must ensure that the on-going personal assistance needs, which
extend beyond natural supports, are considered in transition to individualized competitive integrated employment.

SEG services must be necessary and appropriate to meet the employment goal(s), as defined in the PCP, and provides job
coaching, job analysis, training and systematic instruction, transportation training, development of natural supports,

assi stance with communication with employer or potential employer, and facilitation of employment related meetings
involving the employer (performance evaluations, compliance training, department meetings).

SEG services are provided at aratio of 1:3 or 1:6, staff member to customer.

Support Changes:

The option to change the amount of supports provided is based on a change in needs and/or on an assessment of needs for
the customer. Should the customer and staff recognize a need for a change in supports, the change should be developed as
part of the customer's person-centered plan and implementation strategy. Support changes that have been identified and are
included in the implementation strategy must be reviewed regularly, but at least annually, by the Independent Service
Coordination Agency to determine if the customer and staff continue to believe the existing supports are appropriate, if the
supports are effective, and if further changes in supports should occur. It is expected that, due to the nature of supports and
services provided, customers will develop skills and natural supports (non-paid support relationships) which allow for
greater independence.

Payments:

SEG service payments are only made for group employment which meets integrated criteria. No payments will be
authorized for non-paid prevocational activities (such as volunteering), employment training provided in non-integrated,
facility based settings, time during which provider staff are not actively engaged in support or for supervisory, training,
support and adaptation activities typically offered by the employer to workersin similar positions.

SEG servicesincludes 13.5 program related transportation miles per day, per customer, for supporting groups to transport
customers to the work location.

SEG1: Small Group Level 1 (1:3 staff to customer ratio)
SEG2: Large Group Level 2 (1:6 staff to customer ratio)

Duplication of Services:

SEG services may be combined with other services so long as the combined services are not duplicative, including the
prohibition of:

-billing other non-residential waiver services at the same time as SEG.

-billing SEG services which are redundant or overlapped with Division of Rehabilitation Services Vocational Rehabilitation
program payments or services.

A customer's PCP may include more than one non-residential habilitation service (Supported Employment - Individual
Employment Services, Community Day Services); however, they may not be billed for during the same period of time (the
same 15 minute or hour unit of time).

Federal financial participation is not claimed for incentive payments, subsidies, or unrelated vocational training expenses
such as the following:

-Incentive payments made to an employer to encourage or subsidize the employer's participation in supported employment;
or

-Payments that are passed through to users of supported employment services; or

-Payments for training that is not directly related to a customer's supported employment program.

Billing:

SEG services shall be billed in 15-minute increments.
SEG1: Small Group Level 1 (1:3 staff to customer ratio)
SEG2: Large Group Level 2 (1:6 staff to customer ratio)

Requirements:
SEG services must be
-included in the Career and Income portion of the customer's PCP.

-approved by the | SC agency representative.
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SEG service providers must:

-Comply with al Illinois Department of Human Services (IDHS), Division of Developmental Disabilities (DDD) requests
for information on case notes, billing records, employment records, including pay details, and other items as regquested,
including progress towards employment and career goals.

-Allow DDD Bureau of Quality Management to review the customer'sfile as part of their survey process.

-Remain in compliance with federal and state Departments of Labor (DOL).

-Recognize, and document in the customer's record, changes in health behavior, work productivity or overall condition.
-Report identified safety and sanitation hazards that occur at the worksite to employers having the responsibility to remedy
the condition.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
The annual rate is spread over a State fiscal year maximum of 1,200 hours for any combination of day programs. Monthly
payment is limited to a maximum of 115 hours for any combination of day programs. SEG is limited to 5 hours per day.

Service Delivery Method (check each that applies):

O Participant-directed as specified in Appendix E
Provider managed
[ Remotenvia Telehealth

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Community-Based Agencies

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Supported Employment - Small Group Supports

Provider Category:
Agency

Provider Type:
Community-Based Agencies

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):
Job Coach Requirements:

The Agency must be under contract with the OA. Per these contracts, employees must complete OA-approved direct support
personnel training and pass competency-based training assessments and be certified as Direct Support Personnel.

All employees must have had criminal background and Health Care Worker Registry checks completed prior to
employment.
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Job Coaches must possess valid High School Diploma or GED.

If in the performance of duties employees are required to utilize either agency or personal vehicles, avalid driver'slicense
and automobile liability insuranceis required.

Employees providing Supported Employment Individual and Supported Employment Group supports and services receive
training in the tenets and application of Competitive Integrated Employment activities as determined by the employing
Agency.

Verification of Provider Qualifications
Entity Responsible for Verification:
Waiver Operating Agency

Frequency of Verification:
The Operating Agency verifies upon enrollment and conducts an annual review of contract continuation.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

As provided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not specified

in statute.
ServiceTitle:
Temporary Assistance
HCBS Taxonomy:
Category 1 Sub-Category 1.
08 Home-Based Services 08010 home-based habilitation
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Service Definition (Scope):

Temporary Assistance services are provided on an emergency, temporary basis because of the absence or incapacity of the
persons who normally provide unpaid care. Absence or incapacity of the primary caregiver(s) must be due to atemporary
cause, such as hospitalization, illness, injury, or other emergency situation. Temporary Assistance services are not available
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for caregiver absences for vacations, educational or employment-related reasons, or other non-emergency reasons.

Temporary Assistance services include:

-Teaching adaptive skills to assist the customer to reach personal goals;

-Personal assistance in activities of daily living;

-Services provided on a short-term basis because of the absence, incapacity or need for relief of those persons who normally
provide care (typically referred to as respite).

Supports are typically provided in such areas as eating, bathing, dressing, personal hygiene, community integration, meal
preparation (excluding the cost of the meals), transportation and other activities of daily living. Supports may be provided to
assist the customer to perform such tasks as light housework, laundry, grocery shopping, using the telephone, and

medi cation management, which are essential to the health and welfare of the customer, rather than for the customer's family.
Supports may be provided to develop skillsin money management or skills necessary to self-advocate, exercise civil rights
and exercise control and responsibility over other support services. Such assistance also may include the supervision of
customers as provided in the PCP.

Temporary Assistance may function as an extension of behavioral and therapy services. Extension of services means
activities by the Temporary Assistance/Personal Support worker who assists the customer to implement a behavioral,
occupational therapy, physical therapy, or speech therapy plan to the extent permitted by state law and as prescribed in the
PCP. Implementation activities include assistance with exercise routines, range of motion, reading the therapists directions,
hel ping the customer remember and follow the steps of the PCP or hands-on assistance. It does not include the actual service
the professional therapist provides.

Temporary Assistance is not intended to include professional services, home cleaning services, or other community services
used by the general public. Some professional services are covered elsewhere under the home-based supports option.

Temporary Assistance may be provided in the customer's home and may include supports necessary to participate in other
community activities outside the home.

The need for Temporary Assistance and the scope of the needed services must be documented in the PCP. The rate, amount
and frequency for this service must be specified in the Service Agreement(s) and in the PCP.

This serviceis subject to prior approval by the OA. The ISC agency will submit awritten request for prior authorization for
Temporary Assistance services on behalf of the customer. The OA will respond in writing to the request within 30 calendar
days. However, when an unplanned need occurs, Temporary Assistance services may begin after receipt of verbal approval

from the OA. The OA will provide verbal approval ASAP but no later than 24 hours of receipt of request, in those cases of

unplanned need. Subsequent written approval isissued to the customer and 1SC by the OA.

For young adults between age 18 and 22 who attend secondary education, Temporary Assistance services may not be
delivered during the typical school day relative to the age of the customer or during times when educational services are
being provided.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Temporary Assistance services may be approved up to $4000 per episode for situations that meet the requirements to be
approved for Temporary Assistance. Temporary Assistance services may not exceed $2,000 in any single month and may
not be authorized for more than two consecutive months or 60 consecutive days. Temporary Assistance funding isin
addition to the customer's monthly budget. The limits were established through input from an external advisory committee
of customers, family members, providers, and other advocates and are based on their opinions of customer's and family's
needs.

Service Delivery Method (check each that applies):
Participant-directed as specified in Appendix E

Provider managed
[J Remote/via Telehealth

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
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Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Special Recreation Associations

Individual Temporary Assistance/Personal Support Worker
Agency Community-Based Agencies

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Temporary Assistance

Provider Category:

Agency

Provider Type:

Specia Recreation Associations

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
The Agency must be under contract with the OA. Per these contracts, employees must complete DHS-approved direct
support personnel training and pass competency-based training assessments and be certified as direct support personnel.

All employees must have had criminal background and Health Care Worker Registry checks completed prior to
employment.
Verification of Provider Qualifications
Entity Responsible for Verification:
Waiver Operations Agency

Frequency of Verification:
The Waiver Operating Agency verifies upon enrollment and conducts an annual review of contract continuation.

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Temporary Assistance

Provider Category:

Individual

Provider Type:

Temporary Assistance/Personal Support Worker

Provider Qualifications
License (specify):
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Certificate (specify):

Other Standard (specify):

Aged 18 or older and is deemed by the guardian or family to be qualified and competent to meet the customer's needs and
carry out responsibilities assigned via the PCP.

All personal support workers must have had criminal background and Health Care Worker Registry checks completed prior
to employment.

Verification of Provider Qualifications
Entity Responsible for Verification:
Financial Management Service entities and Waiver Operating Agency

Frequency of Verification:

Financial Management Service entity verifies upon enrollment and the Waiver Operating Agency conducts annual
compliance review of arepresentative sample of customers.

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Temporary Assistance

Provider Category:
Agency

Provider Type:
Community-Based Agencies

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
The Agency must be under contract with the OA. Per these contracts, employees must complete IDHS-approved direct
support personnel training and pass competency-based training assessments and be certified as direct support personnel.

All employees must have had criminal background and Health Care Worker Registry checks completed prior to
employment.
Verification of Provider Qualifications
Entity Responsible for Verification:
Waiver Operating Agency

Freguency of Verification:
The Waiver Operating Agency verifies upon enrollment and conducts an annual review of contract continuation.

Appendix C: Participant Services
C-1/C-3: Service Specification
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State laws, regulations and policies referenced in the specification are readily available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

As provided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not specified
in statute.

ServiceTitle:

Training and Counseling Services for Unpaid Caregivers

HCBS Taxonomy:
Category 1 Sub-Category 1.
09 Caregiver Support 09020 caregiver counseling and/or training
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4.

Service Definition (Scope):

Training and counseling services for individuals who provide unpaid support, training, companionship or supervision to
customers. For purposes of this service, individual is defined as any person, family member, neighbor, friend, companion, or
co-worker who provides uncompensated care, training, guidance, companionship or support to a customer served in the
Waiver. This service may not be provided in order to train paid caregivers or school workers.

Training includes instruction about treatment regimens and other services included in the PCP, use of equipment specified in
the PCP, and includes updates as necessary to safely maintain the customer at home. Training furnished to individuas who
provide uncompensated care and support to the customer must be directly related to their role in supporting the customer in
areas specified in the PCP.

Counseling must be aimed at assisting the unpaid caregiver in meeting the needs of the customer. All training for individuals
who provide unpaid support to the participant must be included in the customer's PCP. Counseling similarly must be aimed
at assisting unpaid individuas who support the customer to understand and address customer needs.

This service will not be duplicative of other servicesin the Waiver. For example, the Adaptive Equipment/Assistive
Technology service includes training for family membersin the use and/or maintenance of the device, therefore, Training

and Counseling could not cover thistype of training.

This service may not be provided in order to train paid caregivers or school personnel.
Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
[ Provider managed
[] Remotetvia Telehealth
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Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
[ Relative

IjLegal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Specialized Training providers
Individual Licensed counselors

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Training and Counseling Services for Unpaid Caregivers

Provider Category:

Agency

Provider Type:

Specialized Training providers

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):

Training programs or events deemed qualified by the customer/family and approved by the OA. Examplesinclude CPR
instruction, first aid, and programs on disability-specific topics such as behavior intervention techniques, epilepsy, autism,
etc.

Verification of Provider Qualifications
Entity Responsible for Verification:
Waiver Operating Agency

Freguency of Verification:
Upon enrolment

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Training and Counseling Services for Unpaid Caregivers

Provider Category:
Individual
Provider Type:
Licensed counselors

Provider Qualifications
L icense (specify):
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225 ILCS 15/1 €t. seq.
68 Ill. Adm. Code 1400
225 ILCS 20/1 et. Seq.
68 I1l. Adm. Code 1470
225 ILCS55/1 et. Seq.
68 I1l. Adm. Code 1283
225 ILCS 107/1 et. Seq.
68 I1l. Adm. Code 1375
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:
Waiver Operating Agency

Frequency of Verification:
Upon enrollment by the OA. The MA conducts monthly checks for continuation of licensure.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not specified
in statute.

Service Title:

Vehicle Modification

HCBS Taxonomy:
Category 1. Sub-Category 1:
14 Equipment, Technology, and Modifications 14020 home and/or vehicle accessibility adaptations
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4 Sub-Category 4:
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Service Definition (Scope):

Adaptations or alterations to an automobile or van that is the customer's primary means of transportation in order to
accommodate the special needs of the customer. V ehicle adaptations are specified by the PCP as necessary to enable the
customer to integrate more fully into the community and to ensure the health, welfare and safety of the customer. The
vehicle that is adapted must be owned by the customer, afamily member with whom the customer lives or has consistent
and on-going contact, or a non-relative who provides primary long-term support to the customer and is not a paid provider
of such services.

The upkeep and maintenance of the modification isincluded in this service.

The following are specifically excluded:

1. Adaptations or improvements to the vehicle that are of general utility and are not of direct medical or remedia benefit to
the customer;

2. Purchase or lease of avehicle; and

3. Scheduled upkeep and maintenance of a vehicle except upkeep and maintenance of the modifications. The family with
whom the customer lives must own the vehicle that is adapted.

This serviceis subject to prior approval by the OA.

Specify applicable (if any) limits on the amount, frequency, or duration of thisservice:

Thereis a$15,000 maximum per customer per five-year period for any combination of Adaptive Equipment/Assistive
Technology, Home Modifications, Vehicle Modifications, Remote Support - Equipment (which includes consultation,
training, installation, equipment costs (lease or purchase), and/or maintenance/repair service agreements) and any monthly
monitoring costs for Remote Support. See Appendix C-4.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
O Provider managed
[ Remotenvia Telehealth

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Equipment Vendor and Installer

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Vehicle Modification

Provider Category:

Agency

Provider Type:

Equipment Vendor and Installer

Provider Qualifications

L icense (specify):

Certificate (specify):
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Other Standard (specify):
Medicaid Enrolled vendor approved by the Operating Agency and the customer/family.

Verification of Provider Qualifications
Entity Responsible for Verification:
Waiver Operating Agency

Freguency of Verification:
Upon enrollment

Appendix C: Participant Services
C-1: Summary of Services Covered (2 of 2)

b. Provision of Case Management Servicesto Waiver Participants. Indicate how case management is furnished to waiver
participants (select one):

Not applicable - Case management is not furnished as a distinct activity to waiver participants.

® Applicable - Case management is furnished as a distinct activity to waiver participants.
Check each that applies:

O Asawaiver service defined in Appendix C-3. Do not complete item C-1-c.

[ AsaMedicaid state plan service under section 1915(i) of the Act (HCBS as a State Plan Option). Complete
item C-1-c.

[ AsaMedicaid state plan service under section 1915(g)(1) of the Act (Targeted Case M anagement).
Completeitem C-1-c.

Asan administrative activity. Complete item C-1-c.

O Asaprimary care case management system service under a concurrent managed care authority. Complete
item C-1-c.

[ AsaMedicaid state plan service under section 1945 and/or section 1945A of the Act (Health Homes
Comprehensive Car e Management). Complete item C-1-c.

c. Delivery of Case Management Services. Specify the entity or entities that conduct case management functions on behalf
of waiver participants and the requirements for their training on the HCBS settings regul ation and person-centered
planning requirements:

Case Management services are provided by Qualified Intellectual Disability Professional (QIDP) staff working for
Independent Service Coordination (1SC) agencies under contract with the Operating Agency.

d. Remote/Telehealth Delivery of Waiver Services. Specify whether each waiver service that is specified in Appendix C-
1/C-3 can be delivered remotely/via teleheal th.

No services selected for remote delivery

Appendix C: Participant Services
C-2: General Service Specifications (1 of 3)

a. Criminal History and/or Background | nvestigations. Specify the state's policies concerning the conduct of criminal
history and/or background investigations of individuals who provide waiver services (select one):
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No. Criminal history and/or background investigations are not required.
® Yes. Criminal history and/or background investigations are required.
Specify: (a) the types of positions (e.g., personal assistants, attendants) for which such investigations must be
conducted; (b) the scope of such investigations (e.g., state, national); and, (c) the process for ensuring that mandatory

investigations have been conducted. State laws, regulations and policies referenced in this description are available to
CM S upon request through the Medicaid or the operating agency (if applicable):
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(a) the types of positions (e.g., personal assistants, attendants) for which such investigations must be conducted;

Criminal background checks with the lllinois State Police are required for direct service staff hired by agencies
providing Residential Habilitation services, Community Day Services, Adult Day Service, Supported Employment -
Individual Employment Support, Supported Employment - Small Group Supports, Self-Direction Assistance,
Personal Support, or I SC entities. These agencies may not knowingly hire or retain any person in afull-time, part-
time or contractual direct service position if that person has been convicted of committing or attempting to commit
one or more of the offensesin the lllinois Health Care Worker Background Check Act (225 ILCS 64/25), unless the
person obtains awaiver for the conviction.

The Financial Management Service (FMS) entity/entities are required to obtain criminal background checks and not
enroll or retain independent personal support workers (domestic employees) if the person has been convicted as
described above. The FMS vendor obtains the criminal background check on behalf of al customers who hire
independent personal support workers. The results are kept on file with the FM S vendor.

(b) the scope of such investigations (e.g., state, national);

The Medicaid Enrollment Agreement signed by the providers, as well as the contractual agreement signed by the

FMS entities, includes the requirement for background investigations. The OA annually reviews compliance with
this provision through the statistically valid sample of Waiver customers by obtaining evidence of the completed
investigations by their providers. In addition, the OA obtains and reviews on-going reports from the FM S entities of
the dates of the completed investigations for the workers they enroll. The results of these reviews are shared with the
MA on asummary basis.

The OA conducts a compliance review for each 1SC entity to ensure compliance with contractual obligations. After
conducting compliance reviews, the OA summarizes information on each performance indicator targeting the
following users: the MA, the OA, ISCs and providers. The MA and OA review the statewide performance data
during quarterly meetings. The summarized data assists the two agencies with identifying potentially problematic
trends and tracks the effects of remediation efforts to improve performance. Similarly, detailed reports for each level
of entity are shared quarterly. These reports provide the basis for trend identification and specific areas of problems,
|leading to remediation. When individual problems with existing provider qualifications and contract compliance are
identified, thereisan initial effort to resolve the situation. When compliance problems occur, the OA makes an
initial request for corrective action. This corrective action request is tracked until there is a successful resolution. If
thereis not successful resolution, the OA may take contract action up to and including contract termination.

Annually, the MA conducts comprehensive focused onsite reviews using a statewide sample of customer records.
PCP implementation and satisfaction are monitored during these reviews. The MA submits findings from routine
monitoring to the OA for follow-up and correction.

The MA and OA mest quarterly to discuss summary reports that include statewide data and corrective action that
has been taken by the OA. This provides an opportunity for both agencies to identify trends and issues, and to
discuss remediation steps.

(c) the process for ensuring that mandatory investigations have been conducted.

The MA conducts routine programmatic and fiscal monitoring for the OA. The MA isresponsible for oversight and
monitoring to assure compliance with federal assurances and performance measures.

The MA's sampling methodology is based on a statistically valid sampling methodology that pulls proportionate
samples from the OA. The proportionate sampling methodology uses a 95% confidence level and a 5% margin of
error. The MA will pull the sample annually.

The Medicaid Agency (MA) initiated a provider enrollment system in Fiscal Y ear 2016 in response to requirements
of the Affordable Care Act. The Illinois Medicaid Program Advanced Cloud Technology (IMPACT) systemisa
web-based system designed to improve provider access, and to ensure customers receive timely and high-quality
Medicaid services, including services provided to Medicaid waiver customers. Providers must be enrolled in the
IMPACT system prior to being reimbursed for services. Background checks are completed on each provider during
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the enrollment process. Information about all convictionsis shared with the MA's Office of Inspector General (OIG)
for review and follow-up. Certain felony convictions will prevent providers from being enrolled in the IMPACT
system. The decision to reject an enrollment application on the basis of afelony conviction is determined by the
OIG. Providers must meet all qualifications and pass all screening checks to be approved and entered in IMPACT. A
provider cannot be enrolled and serve Medicaid customers unless all mandatory screenings have been conducted.
Providers must meet all qualifications and pass all screening checks to be approved and entered in IMPACT (HFS
Inspector General's Office, the lllinois Department of Public Health's Health Care Worker Registry, a Healthcare
Worker Background Check, the Illinois Department of Professional and Financial Regulation registry, etc.).

The IMPACT system allows the MA to ensure 100% of licensed or certified providers continue to meet the required
standards by performing automatic checks of the IL Department of Financial and Professional Regulation's licensure
and certification database and exclusion databases. If a provider has atermination or lapse in licensure or
certification or appears on an exclusion database, the MA will disenroll the provider and notify the OA. The waiver
customer is notified, and a different provider is selected. To ensure an adequate network, both the MA and OA work
with providersto correct any lapsein licensure or certification and to troubleshoot any issues with enrollment to
regain approved provider status. Both the MA and OA monitor network capacity to ensure an adequate network.

Similarly, for non-licensed/non-certified providers, the IMPACT system allows the MA to ensure 100% of providers
continue to meet the required standards by performing automatic checks of the IL Department of Public Health's
Healthcare Worker Registry and exclusion databases. If a provider has a disqualifying finding on the Healthcare
Worker Registry or appears on an exclusion database, the provider is disenrolled and the information is shared with
the OA. The waiver customer is notified, and a different provider is selected. To ensure an adequate network, both
the MA and OA work with providersto correct any lapsein licensure or certification and to troubleshoot any issues
with enrollment to regain approved provider status. Both the MA and OA monitors network capacity to ensure an
adequate network.

b. Abuse Registry Screening. Specify whether the state requires the screening of individuals who provide waiver services
through a state-maintained abuse registry (select one):

No. The state does not conduct abuseregistry screening.

® Yes. The state maintains an abuseregistry and requires the screening of individuals through this
registry.

Specify: (a) the entity (entities) responsible for maintaining the abuse registry; (b) the types of positions for which
abuse registry screenings must be conducted; (c) the process for ensuring that mandatory screenings have been
conducted; and (d) the process for ensuring continuity of care for awaiver participant whose service provider was
added to the abuse registry. State laws, regulations and policies referenced in this description are available to CMS
upon request through the Medicaid agency or the operating agency (if applicable):
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Per the Abused and Neglected Long Term Care Facility Residents Reporting Act (210 ILCS 30), the lllinois
Department of Public Health maintains an adult abuse and neglect registry. The registry is called the Healthcare
Worker Registry.

Waiver providers are required by the OA to complete registry checks on all employees. Employees cannot be hired
if they fail the registry checks. The results of the registry checks are documented by the provider.

Abuse/neglect screenings are required for all domestic employees hired on or after July 1, 2007, who provide
Personal Support or Temporary Assistance services. Such individuals may not be employed in any capacity until the
employer has checked the individual against the I1l. Department of Public Health, Health Care Worker Registry and
the lll. Department of Children and Family Services Registry. The FM S entities conduct the registry checks for all
personal support workers employed directly by the customer or their representative.

Abuse/Neglect screenings are required for al individuals providing Residential Habilitation, Community Day
Services, Supported Employment, Self-Direction Assistance, Personal Support, or Independent Service Coordination
(ISC) entities. Such individuals may not be employed in any capacity until the employer has checked the individual
against:

-Thelllinois Department of Public Health (IDPH) Health Care Worker Registry, and the Illinois Department of
Children and Family Services (DCFS) State Central Register (Children's Abuse and Neglect Tracking System -
CANTS). If either database reports substantiated or indicated findings of physical or sexual abuse or egregious
neglect, the person may not be employed. For providers who don't provide servicesto children (under the age of 18),
the employee is authorized to begin providing services pending the outcome of the CANTS check.

When determining whether to grant awaiver for employees or potential employees found on the CANTS registry,
the OA reviews applications for awaiver based on individual circumstances. The factors considered include, but are
not limited to, the following:

- Circumstances surrounding the event,

- Work history of the employee requesting the waiver,

- Recommendation of employer or potential employer,

- The provider's quality review and licensure survey results,
- The length of time since the incident,

- The age of the employee at the time of the incident, and

- The results of a cross check in the Adult Registry.

Further, any waiver would be granted for the employee or potential employee while working for the provider
involved in the waiver request only. Should the employee change providers, the decision whether to grant awaiver
would be considered again.

The OA and the MA, through a representative sample, review providers and FM S entities for compliance with this
requirement.

Appendix C: Participant Services
C-2: General Service Specifications (2 of 3)

Note: Required information from thispageis contained in responseto C-5.

Appendix C: Participant Services
C-2: General Service Specifications (3 of 3)

d. Provision of Personal Careor Similar Servicesby Legally Responsible Individuals. A legally responsible individual is
any person who has a duty under state law or regulations to care for another person (e.g., the parent (biological or
adoptive) of aminor child or the guardian of aminor child who must provide care to the child). At the option of the state
and under extraordinary circumstances specified by the state, payment may be made to alegally responsible individual for
the provision of personal care or similar services. Select one;

09/03/2026



Application for 1915(c) HCBS Waiver: Draft IL.026.05.06 - Jan 01, 2027 Page 141 of 302

® No. The state does not make payment to legally responsibleindividuals for furnishing personal care or similar

Services.

Yes. The state makes payment to legally responsible individuals for furnishing personal careor similar services
when they are qualified to provide the services.

Specify: (a) the types of legally responsible individuals who may be paid to furnish such services and the services
they may provide; (b) the method for determining that the amount of personal care or similar services provided by a
legally responsible individual is" extraordinary care", exceeding the ordinary care that would be provided to a
person without a disability or chronic illness of the same age, and which are necessary to assure the health and
welfare of the participant and avoid institutionalization; (c) the state policies to determine that the provision of
services by alegally responsibleindividual isin the best interest of the participant; (d) the state processes to ensure
that legally responsible individual s who have decision-making authority over the selection of waiver service
providers use substituted judgement on behalf of the individual; (€) any limitations on the circumstances under which
payment will be authorized or the amount of personal care or similar services for which payment may be made; (f)
any additional safeguards the state implements when legally responsible individuals provide personal care or similar
services; and, (g) the procedures that are used to implement required state oversight, such as ensuring that payments
are made only for services rendered. Also, specify in Appendix C-1/C-3 the personal care or similar services for
which payment may be made to legally responsible individuals under the state policies specified here.

e. Other State Policies Concerning Payment for Waiver Services Furnished by Relatives/L egal Guar dians. Specify
state policies concerning making payment to relatives/legal guardians for the provision of waiver services over and above
the policies addressed in Item C-2-d. Select one:

The state does not make payment to relatives/legal guardiansfor furnishing waiver services.

The state makes payment to relatives/legal guardians under specific circumstances and only when the
relative/guar dian is qualified to furnish services.

Specify the types of relatives/legal guardians to whom payment may be made, the services for which payment may be
made, the specific circumstances under which payment is made, and the method of determining that such
circumstances apply. Also specify any limitations on the amount of services that may be furnished by arelative or
legal guardian, and any additional safeguards the state implements when relatives/legal guardians provide waiver
services. Specify the state policies to determine that that the provision of services by arelative/legal guardianisin the
best interests of the individual. When the relative/legal guardian has decision-making authority over the selection of
providers of waiver services, specify the state's process for ensuring that the relative/legal guardian uses substituted
judgement on behalf of the individual. Specify the procedures that are employed to ensure that payments are made
only for services rendered. Also, specify in Appendix C-1/C-3 each waiver service for which payment may be made to
relatives/legal guardians.

Relatives/legal guardians may be paid for providing waiver services whenever therelative/legal guardian is
qualified to provide services as specified in Appendix C-1/C-3.

Specify the controls that are employed to ensure that payments are made only for services rendered.
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Parents, other relatives, and legal guardians may provide Personal Support, Temporary Assistance, and Non-Medical
Transportation services. The relative or legal guardian must meet the same provider qualification criteria, and pass
the required background checks, that are applicable to any provider rendering the same services.

Parents, other relatives, and legal guardians may not provide host family services (i.e., foster care and other shared
living arrangements) under Residential Habilitation services. This prohibition is specified in Illinois Administrative
Code, available upon request from either the Medicaid Agency (MA) or Operating Agency (OA).

Legally responsible relatives (i.e., spouses) may not be paid to provide waiver services, as specified in Appendix C-
2(d) above.

The PCP governs the services to be provided, including those provided by relatives and legal guardians. For
customers who exercise employer authority, the Financial Management Service (FMS) entity receives time sheets
detailing the date and time of services delivered. The FMS entity conducts routine quality assurance activities.

The ISC, plays akey role in monitoring the implementation of the PCP and reporting any non-compliant issues or
problems to the OA if direct interventions by the |SC do not work.

The OA through its representative sample, reviews Personal Support, Temporary Assistance and Non-Medical
Transportation, regardless of the provider relationship.

Payment arrangements to relatives and legal representatives may be reviewed and denied by the OA. Decisionsto
deny by the OA are subject to waiver appeal rights.

Other policy.

Specify:

f. Open Enrollment of Providers. Specify the processes that are employed to assure that all willing and qualified providers
have the opportunity to enroll as waiver service providers as provided in 42 CFR § 431.51:

Customersin the Adult Waiver and their families, guardian if applicable and 1SC staff are responsible for selecting
needed services and service providers, as the Adult Waiver islargely directed by customers and their families.

The State does not impose barriers to the free choice of willing and qualified providers.

The OA reviews and approves service providers for participation in the Adult Waiver based only on the provider
qualifications specified in the Waiver.

The MA enrolls all willing and qualified providers that are chosen by customers in the Adult Waiver and their families.

Information regarding provider qualifications and program guidelinesis continuously available on the OA's website at
http://www.dhs.state.il.us/page.aspx?item=47336. This website lists all types of providers within the devel opmental
disabilities service system, briefly describes what each does, lists requirements and qualifications, links those interested
to regulatory documents and forms, and provides contact information.

Potential providers must review the regulatory documents linked to the website. They must also complete the required
forms for their provider type and submit them to the contact person listed.

Each provider must complete a Medicaid Provider Enrollment agreement, which is athree-way agreement among the
provider, OA, and MA.

g. State Option to Provide HCBS in Acute Care Hospitalsin accordance with Section 1902(h)(1) of the Act. Specify
whether the state chooses the option to provide waiver HCBS in acute care hospitals. Select one:
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No, the state does not choose the option to provide HCBS in acute car e hospitals.

® Yes, the state chooses the option to provide HCBS in acute car e hospitals under the following conditions. By
checking the boxes below, the state assures:

The HCBS are provided to meet the needs of theindividual that are not met through the provision of acute
care hospital services;

TheHCBS arein addition to, and may not substitute for, the services the acute care hospital isobligated to
provide;

TheHCBS must be identified in theindividual's per son-centered service plan; and

The HCBSwill be used to ensure smooth transitions between acute car e setting and community-based
settings and to preserve the individual's functional abilities.

And specify:(a) The 1915(c) HCBS in thiswaiver that can be provided by the 1915(c) HCBS provider that are
not duplicative of servicesavailable in the acute car e hospital setting;(b) How the 1915(c) HCBS will assist the
individual in returning to the community; and(c) Whether thereisany difference from thetypically billed rate

for these HCBS provided during a hospitalization. If yes, please specify the rate methodology in Appendix I-2-
a.

Personal Support is allowed while a customer is hospitalized to foster communication, provide intensive personal
care, and/or promote behavioral stabilization for the purpose of smooth transitions or preserve functional abilities.
These are services must be included in the person centered plan (PCP) and cannot be provided by facility staff and
are not a substitute for services the hospital is obligated to provide through its conditions of participation or under
Federal or State law, or under another applicable requirement. Services in the PCP that cannot be provided by
hospital staff will be provided by the Personal Support Worker.

HCBS in Acute Care Hospitalsis not available to customers who receive residential services.

Appendix C: Participant Services
Quality Improvement: Qualified Providers

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

a. Methodsfor Discovery: Qualified Providers

The state demonstrates that it has designed and implemented an adequate system for assuring that all waiver services
are provided by qualified providers.

i. Sub-Assurances:

a. Sub-Assurance: The state verifiesthat providersinitially and continually meet required licensure and/or
certification standards and adhere to other standards prior to their furnishing waiver services.

Perfor mance M easur es

For each performance measure the state will use to assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the state to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance M easure:
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C1 Number and percent of newly enrolled licensed/certified waiver service providers

who meet provider requirementsin the approved waiver prior to providing waiver

services. N: Number of newly enrolled licensed/certified waiver service providerswho
meet provider requirementsin the approved waiver prior to providing waiver
services. D: Total number of newly enrolled licensed/certified providers.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
HFSIMPACT System

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(check
each that applies):

Sampling Approach
(check each that
applies):

State Medicaid L weekly 100% Review
Agency
IjOperating Agency [ Monthly [ L essthan 100%
Review
IjSub—State Entity IjQuarterIy [ Representative
Sample
Confidence
Interval =
L other LI Annually U stratified
Specify: Describe
Group:
Continuously and [ Other
Ongoing Specify:

[ Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency L weekly
Operating Agency O Monthly
O Sub-State Entity |jQuarterIy
[ Other
Specify:
Annually
Continuously and Ongoing
[ Other
Specify:
Performance Measure;

C2#and % of enrolled lic/cert waiver service provider swho continue to meet
provider requirementsin the approved waiver prior to continuing to provide waiver
services. N: # of enrolled lic/cert waiver service provider s who continue to meet
provider requirementsin the approved waiver prior to continuing to provide waiver
service. D: Total # of enrolled lic/cert providers.

Data Sour ce (Select one):
Other

If 'Other’ is selected, specify:
HFSIMPACT System

Responsible Party for data | Frequency of data Sampling Approach

collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[Y] state Medicaid L weekly [ 100% Review
Agency
I:|Operating Agency [ Monthly O L essthan 100%
Review
IjSub—State Entity IjQuarterIy [ Representative
Sample
Confidence
Interval =
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IjOther I:|Annually I:|Stratified
Specify: Describe
Group:
Continuously and [ Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency L weekly
Operating Agency O Monthly
O Sub-State Entity IjQuarterIy
O Other
Specify:
Annually

Continuously and Ongoing

[ Other
Specify:
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b. Sub-Assurance: The state monitors non-licensed/non-certified providers to assure adherence to waiver

requirements.

For each performance measure the state will use to assess compliance with the statutory assurance,

complete the following. Where possible, include numerator/denominator.
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For each performance measure, provide information on the aggregated data that will enable the state to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Per formance M easur e

C3 Number and percent of newly enrolled non-lic/non-cert waiver service providers
who meet provider requirementsin the approved waiver prior to providing waiver

services. N: Number of newly enrolled non-lic/non-cert waiver service providerswho
meet provider requirementsin the approved waiver prior to providing waiver
services. D: Total number of newly enrolled non-lic/non-cert waiver providers.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
HFSIMPACT System

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(check
each that applies):

Sampling Approach
(check each that
applies):

State Medicaid L weekly 100% Review
Agency
IjOperating Agency [ Monthly [ L essthan 100%
Review
|]Sub-State Entity |:lQuarterIy [ Representative
Sample
Confidence
Interval =
L other LI Annually U stratified
Specify: Describe
Group:
Continuously and [ Other
Ongoing Specify:

[ Other
Specify:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency L weekly
Operating Agency O Monthly
O Sub-State Entity |jQuarterIy
[ Other
Specify:
Annually
Continuously and Ongoing
[ Other
Specify:
Performance Measure;

C4: #and % of enrolled non-lic/non-cert waiver service providerswho cont. to meet
provider reqsin the approved waiver prior to continuing to provide waiver services.
N: # of enrolled non-lic/non-cert waiver service provider s who cont. to meet provider
regsin the approved waiver prior to continuing to provide waiver services. D: Total #
of enrolled non-lic/non-cert waiver service providers.

Data Sour ce (Select one):
Other

If 'Other’ is selected, specify:
HFSIMPACT System

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(check
each that applies):

Sampling Approach
(check each that
applies):

State Medicaid L weekly 100% Review
Agency
I:|Operating Agency [ Monthly O L essthan 100%
Review
IjSub—State Entity IjQuarterIy [ Representative
Sample
Confidence
Interval =
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IjOther I:|Annually I:|Stratified
Specify: Describe
Group:
Continuously and [ Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency L weekly
Operating Agency O Monthly
O Sub-State Entity IjQuarterIy
O Other
Specify:
Annually

Continuously and Ongoing

[ Other
Specify:
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c. Sub-Assurance: The State implementsits policies and procedures for verifying that provider training is

conducted in accordance with state requirements and the approved waiver.

For each performance measure the state will use to assess compliance with the statutory assurance,

complete the following. Where possible, include numerator/denominator.
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For each performance measure, provide information on the aggregated data that will enable the state to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Per formance M easur e

C5 Number and percent of new | SC staff who receive training in accordance with
state requirements and the approved waiver prior to providing waiver services. N:

Number of new | SC staff who receive training in accordance with state requirements
and the approved waiver prior to providing waiver services. D: Total number of new

| SC staff.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
ISC Staff Training Reports

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(check
each that applies):

Sampling Approach
(check each that
applies):

State Medicaid L weekly 100% Review
Agency
Operating Agency [ Monthly [ L essthan 100%
Review
|]Sub-State Entity |:lQuarterIy [ Representative
Sample
Confidence
Interval =
L other ] Annually U stratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing Specify:

[ Other
Specify:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency L weekly
Operating Agency O Monthly
O Sub-State Entity |jQuarterIy
[ Other
Specify:
Annually
[ Continuously and Ongoing
[ Other
Specify:
Performance Measure;

C6 Number and percent of I SC staff who receivetraining in accordance with state
requirements and the approved waiver prior to continuing to provide waiver services.
N: Number of I SC staff who receivetraining in accordance with state requirements
and the approved waiver prior to continuing to provide waiver services. D: Total
number of | SC staff.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
I SC Staff Training Reports

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(check
each that applies):

Sampling Approach
(check each that
applies):

State Medicaid L weekly 100% Review
Agency
Operating Agency [ Monthly O L essthan 100%
Review
IjSub—State Entity IjQuarterIy [ Representative
Sample
Confidence
Interval =
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IjOther Annually I:|Stratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency L weekly
Operating Agency O Monthly
O Sub-State Entity IjQuarterIy
O Other
Specify:
Annually

[ Continuously and Ongoing

[ Other
Specify:

Performance Measure;

C7 Number and percent of direct support staff who received training in accordance
with state requirements and the approved waiver. N: Number of direct support staff
who received training in accor dance with state requirements and the approved
waiver. D: Total number of direct support staff.
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Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
OA DSP Training Report

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data

collection/gener ation(check

each that applies):

Sampling Approach
(check each that
applies):

[ state Medicaid L weekly 100% Review
Agency
Operating Agency |]Monthly [ Lessthan 100%
Review
IjSub—State Entity IjQuarterIy [ Representative
Sample
Confidence
Interval =
L other Y] Annually U stratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data

aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
[] state Medicaid Agency DWEGK'Y
Oper ating Agency Cmonthiy
[ Sub-State Entity IjQuarterIy
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
[ Other
Specify:
Annually

O Continuously and Ongoing

[ Other
Specify:

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
state to discover/identify problems/issues within the waiver program, including frequency and parties responsible.
The Medicaid Agency (MA) will conduct routine programmatic and fiscal monitoring for the Operating Agency (OA). For
those functions delegated to the OA, the MA isresponsible for oversight and monitoring to assure compliance with federal
assurances and performance measures. The MA monitors both compliance levels and timeliness of remediation by the OA.

The MA has developed queries within the Data Warehouse to review provider qualifications on a quarterly basis. The MA
pulls reports by waiver provider type for both licensed and unlicensed providers to assure that they meet al the lllinois
Medicaid Program Cloud Technology (IMPACT) system screening criteria and do not have any Office of Inspector General
restrictions including exclusions or sanctions against their licenses. Thisis done for newly enrolled providers aswell as
existing providers. The reports will be reviewed and discussed during the quarterly Quality Management meetings.

The IMPACT system allows the MA to ensure 100% of licensed or certified providers continue to meet the required
standards by performing automatic checks of the IL Department of Financial and Professional Regulation's licensure and
certification database and exclusion databases. If a provider has atermination or lapsein licensure or certification or appears
on an exclusion database, the MA will disenroll the provider and notify the OA. The waiver customer is notified, and a
different provider is selected. To ensure an adequate network, both the MA and OA work with providers to correct any lapse
in licensure or certification and to troubleshoot any issues with enrollment to regain approved provider status.

Similarly, for non-licensed/non-certified providers the IMPACT system allows the MA to ensure 100% of providers
continue to meet the required standards by performing automatic checks of the IL Department of Public Health's Healthcare
Worker Registry and exclusion databases. If a provider has a disqualifying finding on the Healthcare Worker Registry or
appears on an exclusion database, the provider is disenrolled and the information is shared with the OA. The waiver
customer is notified, and a different provider is selected. To ensure an adequate network, both the MA and OA work with
providersto correct any lapsein licensure or certification and to troubleshoot any issues with enrollment to regain approved
provider status.

For training, the MA will request reports from the OA to verify that | SC staff initially meet, and continue to meet, provider
training requirements. These reports will also be shared during the quarterly meetings.

b. Methodsfor Remediation/Fixing I ndividual Problems
i. Describe the state's method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction and the state's method for analyzing
information from individual problems, identifying systemic deficiencies, and implementing remediation actions. In
addition, provide information on the methods used by the state to document these items.
C1: If anewly enrolled licensed/certified waiver service provider fails to meet provider requirements, the MA informs the
provider of disposition of application and does not enroll into the Medicaid system. OA is also notified of findings.
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C2: If an existing licensed/certified waiver service provider fails monthly screening by MA, the MA notifies the provider
and OA of the results and disenrolls provider. OA is also notified of findings.

C3: If anewly enrolled non-licensed/non-certified waiver provider fails to meet provider requirements, the MA informs the
provider of disposition of application and does not enroll into the Medicaid system. OA isaso notified of findings.

C4: If an existing non-licensed/non-certified waiver service provider fails monthly screening by MA, the MA notifies the
provider and OA of the results and disenrolls provider. OA is also notified of findings.

C5: If the ISC staff has not met required credentials or completed the required initial training, they are prohibited from
performing Case Manager functions until completed. The | SC staff will gain the required credentials and/or complete the
required training within 30 days.

C6: If the | SC staff credentials lapse or does not complete the required training, they are prohibited from performing Case
Manager functions until completed. The |SC staff will regain credentials and/or complete the required training within 30

days.

C7: The training requirements will be completed. The OA may require a plan of correction from the Direct Support Person
(DSP) provider for how training requirements will continually be met for all DSPs. Remediation within 60 days.

For certified 1SC staff, the OA will follow-up with a Supervisor.
Outstanding trainings will be completed within 60 days.

The OA isresponsible for seeing that these individual issues are resolved. Remediation should be completed within 30 days.
The OA provides quarterly reports of the findings and remediation activities to the MA.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

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

StateMedicaid Agency I:|Weekly
Operating Agency [ Monthly
|jSub-State Entity IjQuarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing

[ Other
Specify:

c. Timelines
When the state does not have all elements of the quality improvement strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Qualified Providers that are currently non-operational.

® No

Yes
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Please provide a detailed strategy for assuring Qualified Providers, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix C: Participant Services
C-3: Waiver Services Specifications

Section C-3 'Service Specifications' isincorporated into Section C-1 'Waiver Services.'

Appendix C: Participant Services
C-4: Additional Limitson Amount of Waiver Services

a. Additional Limitson Amount of Waiver Services. Indicate whether the waiver employs any of the following additional
[imits on the amount of waiver services (select one).

Not applicable- The state does not impose a limit on the amount of waiver services except as provided in Appendix
C-3.

® Applicable - The state imposes additional limits on the amount of waiver services.

When alimit is employed, specify: (a) the waiver services to which the limit applies; (b) the basis of the limit,
including its basisin historical expenditure/utilization patterns and, as applicable, the processes and methodologies
that are used to determine the amount of the limit to which a participant's services are subject; (c) how the limit will
be adjusted over the course of the waiver period; (d) provisions for adjusting or making exceptions to the limit based
on participant health and welfare needs or other factors specified by the state; (€) the safeguards that are in effect

when the amount of the limit isinsufficient to meet a participant's needs; (f) how participants are notified of the
amount of the limit. (check each that applies)

Limit(s) on Set(s) of Services. Thereisalimit on the maximum dollar amount of waiver servicesthat is
authorized for one or more sets of services offered under the waiver.
Furnish the information specified above.
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In addition to the information contained in the OA's Waiver Manual, each participant receives an initial award
letter that contains service limits.

The service limits are discussed verbally during the annual person centered planning process. The ISC reviews
service limits with the participant and guardian, if applicable. The written person centered plan is signed by the
participant, or his or her guardian (if one has been appointed), and the | SC. Providers responsible for the plan's
implementation must also sign the plan.

Maximum for Modifications and Tangible Items

There is a$15,000 maximum per individual per five-year period for any combination of Adaptive
Equipment/Assistive Technology, Home and V ehicle Modifications, Remote Support - Equipment (which
includes consultation, training, installation, equipment costs (lease or purchase), and/or maintenance/repair
service agreements), and any monthly monitoring costs for Remote Support. Within the same five-years, there
is aso a$5,000 maximum per address for permanent home modifications for rented homes. Individuals are
informed of their right to request afair hearing in the event any requests are denied. Individuals are notified of
the limitsin the OA's Waiver manual.

Any combination of Community Day Services and Supported Employment services cannot exceed 1200 hours
per year. This limit was established through areview of historical expenditures and is based on hours of
operation for day programs established in Illinois Administrative Code, Title 59, Chapter 1, Part 119.
Additionally, Supported Employment - Individual Employment Support counts toward the 1,200 hour annual
limit for al day programs combined. IL0350.R04.10--The customer will not experience areduction in service
based on the revised service limits and the OA will transition all customers currently using the servicein
accordance with the transition plan.

Behavior Intervention and Treatment services cannot exceed 104 hours per year. These limits were established
through areview of historical expenditures.

Any combination of Individual Counseling, Group Counseling, Individual Therapy, and Group Therapy cannot
exceed a maximum of 60 hours per fiscal year. These limits were established through areview of historical
expenditures.

[ Prospective Individual Budget Amount. Thereisalimit on the maximum dollar amount of waiver services
authorized for each specific participant.
Furnish the information specified above.

[ Budget Limitsby Level of Support. Based on an assessment process and/or other factors, participants are
assigned to funding levels that are limits on the maximum dollar amount of waiver services.
Furnish the information specified above.

Other Typeof Limit. The state employs another type of limit.
Describe the limit and furnish the information specified above.
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The annual home-based supports budget limits are based on the I1linois Home-Based Support Services Law for
Mentally Disabled Adults[405 ILCS 80/2-6 (&) and (b)]. The limits are based on Socia Security benefit levels
and are adjusted each January when Social Security benefits are adjusted for cost of living increases. These
statutory budget limits were set through a public legislative process that included opportunities for public
comment by advocates and customers with mental disabilities and their families.

The total amount of Waiver services provided in any month is determined by the PCP of the customer within
the program maximums. The annual PCP is developed by the |SC and is based on assessments of the
customer's needs.

Written notices of changes to limits are sent to all customers/guardians (as applicable), Financial Management
Service (FMS) entities, and Independent Service Coordination (1SC) agencies by the OA.

Effective 1/1/2026, or upon CMS approval, the Home-Based support budget limit is being increased per Public
Act 104-0002 amending the Developmental Disability and mental Disability Services Act [405 ILCS 80/2-1].
Thisincrease per PA 104-0002 reflects: "(a) 1.05 times 300% of the monthly federal Supplemental Security
Income payment for an individual residing alone if the adult with a mental disability is not enrolled in a special
education program by alocal education agency, or (b) 1.05% times 200% of the monthly Supplemental
Security Income payment for an individual residing alone if the adult with amental disability isenrolled in a
specia education program by alocal education agency. If the health and welfare of the customer cannot be
assured on along-term basis within the cost limit of home-based supports in combination with other natural
supports and community resources, the customer will be considered for other service options within the
Waiver, including residential service supports that are not customer-directed and some that are provided 24
hours a day, seven days aweek. Customers are notified of the opportunity to request afairing hearing if
enrollment is denied.

Appendix C: Participant Services
C-5: Home and Community-Based Settings

Explain how residential and non-residential settings in thiswaiver comply with federal HCB Settings requirements at 42 88 CFR
441.301(c)(4)-(5) and associated CM S guidance. Include:

1. Description of the settings in which 1915(c) HCBS are recieved. (Specify and describe the types of settingsin which
waiver services are received.)

Asreflected in the Statewide Transition Plan approved by CM S on February 15, 2023, the OA utilizes non-residential
provider settings for the provision of Adult Day Services, Community Day Services, Behavior Intervention and
Treatment, Behavioral Services (Psychotherapy and Counseling), Non-Medical Transportation, Supported Employment -
Individual Employment Support, and Supported Employment - Small Group Supports. These settings meet the federal
HCB settings requirements at 42 8§ CFR 441.301(c)(4)-(5).

2. Description of the means by which the state Medicaid agency ascertains that all waiver settings meet federal HCB Setting
requirements, at the time of this submission and in the future as part of ongoing monitoring. (Describe the process that the
state will use to assess each setting including a detailed explanation of how the state will perform on-going monitoring
acrossresidential and non-residential settings in which waiver HCBS are received.)
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For customers receiving services in private, family homes, services are either delivered in these homes or are delivered to
support customersin community settings, such as churches, parks, shopping areas, etc. Customers may be served by
individualsin professional office locations that are accessed by members of the general population.

Initial assessment and ongoing monitoring includes the incorporation of HCBS settings questions into surveys and
reviews done by the OAs Bureau of Quality Management (BQM). The person-centered planning process that directs
customer's servicesis being strengthened to include all applicable questions on HCBS settings compliance based on the
customer's perspectives and ongoing experiences receiving services in the community. BQM survey tools have been
updated to include HCBS setting questionsin July 2023, July 2024, and July 2025. DDD anticipates that all Settings
questions will be fully incorporated into survey and review tools by FY 27.

Ongoing oversight includes:

1. Annually, BOM pulls arandom sampling of people receiving services to review their PCP, services, and experiences.
Depending on the nature of the findings, a plan of correction is required by the OA. Results are reported on a quarterly
basisto the Waiver Quality Management Committee, which includes key staff from the MA. BQM tools are being
updated to include all relevant HCBS settings questions. BQM reviews all providers at a minimum of every three years.

2. The OA also contracts with Independent Service Coordination (ISC) agencies who visit each customer a minimum of
four times ayear to develop a PCP, ensure the plan is being implemented, and assure the ongoing health, welfare, and
safety of the waiver customer.

For customers receiving services in aresidential setting, initial assessment and ongoing monitoring of federal HCBS
setting requirements includes the incorporation of HCBS settings questions into reviews and surveys done by the Bureau
of Quality Management (BQM) and the Bureau of Accreditation, Licensure, and Certification (BALC). The person-
centered planning process that directs customer's services has been strengthened to include specific questions on HCBS
settings compliance based on the customer's perspectives and ongoing experiences receiving services in the community.
The OA continues to review and update Illinois rules, policies, procedures, forms, and manuals to also reflect the highest
level of commitment to the HCBS settings rule in the Statewide Transition Plan.

BQM and BALC survey tools have been updated to include HCBS setting questions in July 2023, July 2024, and July
2025. DDD anticipates that all Settings questions will be fully incorporated into survey and review tools by FY27. Initial
assessment and ongoing oversight include:

1) Initially and annually, the OA conducts nursing visits with all residential providers. Nurses make additional onsite
visits as needed.

2) Annually, BALC surveys every residential site under the waiver, focusing on compliance with the OA rules. Their
comprehensive survey tool will include HCBS settings related questions.

3) Initially and annually, BQM pulls arandom sampling of people receiving services to review their PCP, services, and
experiences. Site visits are unannounced and comprehensive in nature. Results are discussed with the provider prior to
exit and, depending on the nature of the findings, a plan of correction isrequired by the OA. Results from the collective
site visits are reported on a quarterly basis to the Waiver Quality Management Committee, which includes key staff from
the MA. BQM's tools are being updated to include HCBS settings questions. BOM reviews all providers at a minimum of
every three years.

The OA aso contracts with Independent Service Coordination (ISC) agencies who visit each customer a minimum of
four times ayear to develop a PCP, ensure the plan is being implemented and assure the ongoing health, welfare, and
safety of the waiver customers.

3. By checking each box below, the state assures that the process will ensure that each setting will meet each requirement:;

The setting isintegrated in and supportsfull access of individualsreceiving Medicaid HCBS to the greater
community, including oppor tunities to seek employment and work in competitive integrated settings, engagein
community life, control personal resources, and receive servicesin the community, to the same degr ee of access
asindividuals not receiving Medicaid HCBS.

The setting is selected by the individual from among setting optionsincluding non-disability specific settings
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and an option for a private unit in aresidential setting. The setting options areidentified and documented in
the person-centered service plan and are based on theindividual's needs, preferences, and, for residential
settings, resour ces available for room and board. (see Appendix D-1-d-ii)

Ensuresan individual'srights of privacy, dignity and respect, and freedom from coer cion and restraint.

Optimizes, but does not regiment, individual initiative, autonomy, and independence in making life choices,
including but not limited to, daily activities, physical environment, and with whom to interact.

Facilitatesindividual choice regarding services and supports, and who provides them.

Home and community-based settings do not include a nursing facility, an institution for mental diseases, an
intermediate carefacility for individualswith intellectual disabilities, a hospital; or any other locations that
have qualities of an institutional setting.

Provider-owned or controlled residential settings. (Specify whether the waiver includes provider-owned or controlled
settings.)

No, the waiver does not include provider-owned or controlled settings.

® Yes, thewaiver includes provider-owned or controlled settings. (By checking each box below, the state assures
that each setting, in addition to meeting the above requirements, will meet the following additional conditions):

The unit or dwelling is a specific physical place that can be owned, rented, or occupied under alegally
enfor ceable agreement by the individual receiving services, and the individual has, at a minimum, the
sameresponsibilities and protections from eviction that tenants have under the landlord/tenant law of the
state, county, city, or other designated entity. For settingsin which landlord tenant laws do not apply, the
state must ensurethat alease, residency agreement or other form of written agreement will bein place for
each HCBS participant, and that the document provides protectionsthat address eviction processes and
appeals comparable to those provided under thejurisdiction'slandlord tenant law.

Each individual has privacy in their sleeping or living unit:
Units have entrance door s lockable by the individual.
Only appropriate staff have keysto unit entrance doors.
Individuals sharing units have a choice of roommatesin that setting.

Individuals have the freedom to furnish and decoratetheir sleeping or living unitswithin the lease or
other agreement.

Individuals have the freedom and support to control their own schedules and activities.

Individuals have accessto food at any time.

Individuals are ableto have visitors of their choosing at any time.

Thesetting isphysically accessible to theindividual.

Any modification of these additional conditionsfor provider-owned or controlled settings, under §
441.301(c)(4)(vi)(A) through (D), must be supported by a specific assessed need and justified in the
per son-center ed service plan(see Appendix D-1-d-ii of thiswaiver application).

Appendix D: Participant-Centered Planning and Service Delivery

D-1: Service Plan Development (1 of 8)

State Participant-Centered Service Plan Title:
Person Centered Plan (PCP)

a. Responsibility for Service Plan Development. Per 42 CFR § 441.301(b)(2), specify who is responsible for the
development of the service plan and the qualifications of these individuals. Given the importance of the role of the person-
centered service plan in HCBS provision, the qualifications should include the training or competency requirements for the
HCBS settings criteria and person-centered service plan development. (Select each that applies):

O Registered nurse, licensed to practicein the state
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O Licensed practical or vocational nurse, acting within the scope of practice under state law
[ Licensed physician (M.D. or D.O)
[ Case Manager (qualifications specified in Appendix C-1/C-3)

[ Case Manager (qualifications not specified in Appendix C-1/C-3).
Foecify qualifications:

[ Social Worker
Soecify qualifications:

Other
Foecify the individuals and their qualifications:

The I SC agency staff who provide Individual Service and Support Advocate (ISSA) services are Qualified
Intellectual Disabilities Professionals. Per contractual agreement with the OA, the ISCs are prohibited from
providing direct service to waiver customers.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (2 of 8)

b. Service Plan Development Safeguards. Providers of HCBS for the individual, or those who haveinterest in or are
employed by aprovider of HCBS; are not permitted to have responsibility for service plan devel opment except, at the
option of the state, when providers are given responsibility to perform assessments and plans of care because such

individuals are the only willing and qualified entity in a geographic area, and the state devises conflict of interest
protections. Select one:

® Entitiesand/or individualsthat have responsibility for service plan development may not provide other direct
waiver servicesto the participant.

Entities and/or individualsthat have responsibility for service plan development may provide other direct
waiver servicesto the participant. Explain how the HCBS waiver service provider isthe only willing and
qualified entity in a geographic area who can develop the service plan:

(Complete only if the second option is selected) The state has established the following safeguards to mitigate the
potential for conflict of interest in service plan development. By checking each box, the state atteststo having a
process in place to ensure:

[ Full disclosureto participants and assurance that participants are supported in exercising their right to
free choice of providersand are provided information about the full range of waiver services, not just the
services furnished by the entity that isresponsible for the per son-centered service plan development;

O An opportunity for the participant to dispute the state's assertion that thereisnot another entity or
individual that isnot that individual's provider to develop the per son-center ed service plan through a
clear and accessible alter native dispute resolution process;

[ Direct oversight of the processor periodic evaluation by a state agency;
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[ Restriction of the entity that develops the per son-centered service plan from providing services without the
direct approval of the state; and

O Requirement for the agency that developsthe person-centered service plan to administratively separate
the plan development function from the direct service provider functions.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (3 of 8)

¢. Supporting the Participant in Service Plan Development. Specify: (@) the supports and information that are made
available to the participant (and/or family or legal representative, as appropriate) to direct and be actively engaged in the
service plan development process and (b) the participant's authority to determine who isincluded in the process.
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(@) Supports and information that are made available to the customer:

Upon enrollment, and annually thereafter, each customer/legal representative is given a statement of rights by the ISC.
The statement of rights can be found at: http://www.dhs.state.il.us/onenetlibrary/12/documents/Forms/I L 462-1201. pdf.
Therights statement is consistent with the final Medicaid Home and Community Based Services rules CM S 2249F and
2296F. The Rights statement includes information on customer's retention of rights, exercising their rights (and restriction
of rightsif a guardian has been appointed), non-discrimination, selection of providers, humane care and person centered
plans, abuse, neglect and exploitation, coercion, restraints, seclusion, confidentiality, communication rights (mail/phone
callg/visits), property rights, money and banking rights, labor rights, right to refuse services, medical and dental services,
right to participate in their person-centered planning process, voluntary discharge/termination of services, right to filea
grievance, right to view their clinical record, and how to report any infringements of their rights, report an Abuse,

Neglect or Exploitation allegation or file a complaint/grievance.

The customer/legal representative or other individuals from the customer's support network as the
customer/family/guardian chooses, and the | SC work together to develop the person-centered plan (PCP). Effective July
1, 2017, the OA becamein full compliance with implementation of federal PCP requirements that encompasses a holistic
approach. Thisincluded revision of the comprehensive assessment to encourage increased customer/authorized
representative involvement in development of the PCP. Significant training was provided to 1SC staff on the PCP process
and all subsequent new 1SC staff training has been updated to ensure the OA isin compliance. Rule(s) are being amended
to include the PCP process requirements. OA monitoring tools have been revised to ensure PCP requirements are being
included. Direct service providers attend the PCP if the customer or his'her legal representative requests their
participation. When not attending meetings, the direct service providersindirectly participate in the PCP process through
the use of progress notes and other documentation from current providers to inform planning activities.

Asthe date and timeis set for the PCP and discussion, the |SC is to make every accommodation possible to satisfy and
include all personsidentified by the customer/legal representative. It is expected that all conversations between the ISC
and the customer/legal representative are customer-focused, constantly reinforcing that planning is a collaborative effort,
enabling the waiver customer/legal representative to lead the process to the best of his/her abilities and that the outcome
of the processisa PCP that is halistic, owned, is agreed to by the customer/legal representative and is reflective of their
needs, preferences, person-centered outcomes, safety, welfare, and health status.

The holistic person-centered approach is designed to encompass the comprehensive assessment of the customer's
situation and circumstances related to all factors contributing to health, welfare, safety, community integration, quality of
life, ability to live independently in the community and the customer's vision for histher quality of life. ISC staff utilizesa
statewide, standardized the Discovery Process for this holistic approach. The use of the discovery process ensures
information regarding the customer's goal's, needs, and preferences are collected and compiled from various sources such
asthe ICAP and psychologica assessment. The ICAP gathers information on maladaptive behavior index, adaptive
behavior index and service score and level. The psychological assessment gathers information on cognitive/intellectual
functioning, developmental history, educational background, adaptive skill level, multi-axial diagnosis that includes a
primary diagnosis, and recommendations for future service delivery. The assessment collects and compiles information
about the customer's strengths, needs, preferences, desired outcomes, health, and risk factors. The discovery process
guides an interview with the customer. Topics covered include the customer's self-description, communication needs,
relationships, living arrangements, work, abilities, health/medication issues, recreation, and community connections. The
discovery process is available upon request from the OA. The PCP must then be based on and address the assessed needs,
preferences, and desired outcomes. Alternative services may be considered as responsive if the customer and family
cannot specifically have what the customer and family prefer due to limitations identified.

I SC staff are trained to discuss potential risks with the customer/legal representative and work together to develop a PCP
that will minimize or eliminate risk. All safeguards, supports, education and training necessary to mitigate identified risks
are discussed in order to outline additional needed actions to reduce other risks which pose areal or potential threat to the
customer's health, safety and/or welfare and will identify who will be responsible for reducing these risks. Once all risks
are minimized or eliminated, the customer/legal representative makes decisions to accept any unmitigated risks as part of
informed choice.

The ISC provides information and support to enable the customer/legal representative to participate in and direct the
planning process. The customer/legal representative isinformed of the types of services provided under the Waiver, as

well as options of all willing and qualified providers. The options discussed and the choices made by the customer/legal
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representative are documented as part of the planning process.

The PCP itself and discussion of the PCP isin plain language and in a manner accessible to the customer/legal
representative. The written PCP may be produced in other formats, such as pictures, DVD, etc., to accommodate specific
needs of the customer; however, the PCP must exist in awritten format as well. The PCP that emerges from this
assessment and conversation is one that encompasses all customer needs, desires, outcomes and vision and links the
customer with an array of options, not just those programs and services that are components of the waiver. The PCPisthe
result of this discovery process and it captures the waiver customer's desired outcomes. It identifies supports, both waiver
services and non-waiver services, to assist the customer in actualizing these outcomes and desires. The written
documentation in the development of the PCP and other assessment forms utilized during the assessment/reassessment
processes demonstrate that the waiver customer exercised choice in the decision-making process. Once the PCPis
developed by the ISC staff and the customer, it is signed by the customer/legal representative, the |SC staff, and all
providers responsible for the PCP's implementation. A copy of the PCP is provided to the customer and all providers
listed on the PCP when it is devel oped and updated.

Annually, the customer/legal representative isinformed about the process to request updates to the PCP and is informed
of his’her right to request arevision to the PCP at any time.

(b) The customer's authority to determine who isincluded in the process. (OA and I SC Processes):

The Rights Statement outlines the customer's/legal representative rights to attend any meetings about their care. Person-
centered planning practices require that the customer be empowered with the ability to determine who they want involved
in the planning process. The ISC staff are trained to discuss this with the customers and ensure that their wishes are
upheld during all assessments.

42 Code of Federa Regulations (CFR) Part 441.301(c)(1)(i) outlines the customer's right to lead the person-centered
planning process where possible. The customer's representative should have a participatory role, as needed and as defined
by the customer, unless State law confers decision-making authority to the legal representative. In addition to being led
by the customer receiving services and supports, the person-centered planning process includes the customer's right to
choose who will participate in the process.

Appendix D: Participant-Centered Planning and Service Delivery

d.

D-1: Service Plan Development (4 of 8)

i. Service Plan Development Process. In four pages or less, describe the process that is used to devel op the participant-
centered service plan, including: (a) who develops the plan, who participates in the process, and the timing of the plan;
(b) the types of assessments that are conducted to support the service plan development process, including securing
information about participant needs, preferences and goals, and health status; (c) how the participant isinformed of the
services that are available under the waiver; (d) how the plan devel opment process ensures that the service plan
addresses participant goals, needs (including health care needs), and preferences; (€) how waiver and other services are
coordinated; (f) how the plan development process provides for the assignment of responsibilities to implement and
monitor the plan; (g) how and when the plan is updated, including when the participant's needs changed; (h) how the
participant engages in and/or directs the planning process; and (i) how the state documents consent of the person-
centered service plan from the waiver participant or their legal representative. State laws, regulations, and policies
cited that affect the service plan development process are available to CM S upon request through the Medicaid agency
or the operating agency (if applicable):
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a) Development of PCP, participation in process, and timing of the plan:

The State is committed to implementation of a person-centered planning (PCP) process as required by 42 CFR
441.301(C)(4)-(5). The ISC staff are trained to include the customer in every aspect of the assessment and PCP
development, including providing the customer and hisher representative/guardian with the opportunity to lead the
planning process.

The ISC staff contacts the customer or authorized representative, usually by phone, prior to the scheduling of the
assessment. Assessments are conducted in a setting that is selected by and most convenient for the customer. The ISC
staff schedules the visit around the customer and other parties the customer wishes to have included.

The ISC staff conducts a face-to-face comprehensive | CAP assessment of the customer. The ICAP gathers
information on mal adaptive behavior index, adaptive behavior index and service score and level. The psychological
assessment gathers information on cognitive/intellectual functioning, developmental history, educational background,
adaptive skill level, multi-axial diagnosis that includes a primary diagnosis, and recommendations for future service
delivery. The physical assessment gathersinformation on the individual's physical condition. The assessment allows
the customer to express hisher goals, which include those related to service needs, overall life goals or desires and
their expectations for care. Goals are holistic and are not restricted to only needs that will be addressed by waiver
services.

Customers and anyone they wish to include are encouraged to have an active role in the development of the PCP.
Thisincludes choosing services and service providers. The | SC agency completes the PCP with the customer, the
customer's family and/or legal guardian, and other individuals from the customer's support network as the customer,
family or guardian chooses. The face-to-face assessment is conducted in a setting that is selected by and most
convenient for the customer. The | SC agency may not provide any direct servicesin order to avoid a conflict of
interest.

The PCP is completed prior to initial service implementation and updated at |east annually thereafter. The PCP may
be updated more frequently should the customer's needs and circumstances change. The time and location of the
assessment and PCP meetings are convenient to the customer and authorized representative.

To begin the person center planning process, | SC's compl ete an assessment with the customer using a standard
assessment discovery process developed by the Operating Agency (OA) with stakeholder input. The assessment
collects and compiles information about the customer's strengths, needs, preferences, desired outcomes, health, and
risk factors. The discovery process guides an interview with the customer. Topics covered include the customer's self-
description, communication needs, relationships, living arrangements, work (career and income), abilities,
health/medication issues, recreation, and community connections. The assessment discovery process is available upon
request from the OA.

The use of the statewide, standardized assessment discovery process ensures information regarding the customer's
goals, needs, and preferences are collected and compiled. The PCP must then be based on and address the assessed
needs, preferences, and desired outcomes. Alternative services may be considered as responsive if the customer and
family cannot specifically have what the customer and family prefer due to limitations identified.

The Discovery processis fluid and should be conducted over a period of time instead of in a single meeting. The
completion date of the Discovery Process cannot be more than six (6) months from the date of the upcoming PCP.

The Discovery Process should be updated at least annually but can be updated more often if the customer/guardian
request changes. The PCP should be developed only after the Discovery process (initial or updated) is complete. Prior
to the initiation of services or the expiration of the current PCP, the | SC should compl ete the PCP based on what was
learned during the Discovery process, with the exception of Crisis cases. For customers who are considered to be in
Crisis (homeless, abuse, or neglect), the ISC must complete the Crisis Transition Plan and Funding Request form. The
I SC then has 30 calendar days after the date the person begins DD Waiver services to conduct the Discovery process
and develop the PCP.

b) Types of assessments conducted to support the PCP development process, including securing information about
customer's needs, preferences and goals, and health status:
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In () above, the Discovery Processis designed to gather information about a customer's preferences, interests,
abilities, preferred environments, activities, identified outcomes, risk factors and supports needed in the areas of
Home, Important Relationships, Career and Income, Health and Well Being, Communication, Life in the Community,
Recreation/Interests/Hobbies, Choice and Decision Making, and Future Plans. The |SC can obtain the information in
various ways: conversations (face to face, phone, e-mails), record reviews, assessments/evaluations, provider agency
notes and summaries. If theindividual is currently enrolled in aDD Waiver service, the |SC agency must obtain
information from the current provider agency(s).

¢) Informing customer of services available under the waiver:

Upon enrollment and at least annually thereafter, during the person-centered planning process, the |SC explainsto the
customer the array of services, regardless of funding sources, which are available to them and for which they are
eligible. The array of services also includes the customer's goal's that may not be met by awaiver or other formal
services. It isthe |SC staff's responsibility to explain all service options to the customer, including, but not limited to
walver services. |SC's also explain to the customer the types of services available under the Waiver, aswell asall
willing and qualified providers of services. The ISC isresponsible for informing customers that alisting of all
qualified providers by type of provider is available on the OA's website at
https://www.dhs.state.il.us/page.aspx7item=56772. A written copy of the listing may be made available by the ISC for
those customers without internet access upon request. The customers are required to sign the PCP to ensure it
adequately represents their goals for care and that the PCP is designed as they want.

d) Explanation of how the PCP devel opment process ensures the PCP addresses customer goals, needs (including
health care needs), and preferences:

The use of the discovery process ensures information regarding the customer's outcomes, needs, and preferences are
collected and compiled. The ICAP gathers information on maladaptive behavior index, adaptive behavior index and
service score and level. The psychological assessment gathers information on cognitive/intellectual functioning,
developmental history, educational background, adaptive skill level, multi-axial diagnosis that includes a primary
diagnosis, and recommendations for future service delivery. The assessment collects and compiles information about
the customer's strengths, needs, preferences, desired outcomes, health, and risk factors. The discovery process guides
an interview with the customer. Topics covered include the customer's self-description, communication needs,
relationships, living arrangements, work, abilities, health/medication issues, recreation, and community connections.
The assessment discovery processis available upon request from the OA. The PCP must then be based on and address
the assessed needs, preferences, and desired outcomes. Alternative services may be considered as responsive if the
customer and family cannot specifically have what the customer and family prefer due to limitations identified.

€) Explanation of how waiver and other services are coordinated:

The ISC isresponsible for implementing the PCP and monitoring its on-going implementation and effectiveness. The
ISC is charged with coordinating the various services chosen by the customer, including State Plan services for
healthcare and medical needs, aswell as generic supports. The ISC isresponsible for ensuring that no duplication of
services exists. The ISC isresponsible for ensuring that providers are identified and linked for any services identified
the customer may require beyond those authorized in the Waiver, i.e. medical services, non-emergency transportation
to medical appointments, dental services, optometric services, etc. The ISC must then monitor that the services are
delivered as specified in the PCP. The PCPincludes all other services the customer is receiving, regardless of funding
source. The PCP is then sent to each waiver provider listed on the PCP so the providers are aware of additional
services or assistance in the residential setting. Providers are trained to report any changes in the customer situation to
the ISC agency.

f) Explanation of how the PCP development process provides for the assignment of responsibilities to implement and
monitor the PCP:

The OA mandates that upon theinitial assessment, annually, upon request, and when changes in services occur, the
ISC must provide the Rights statement to the customer. The OA mandates that this brochure not only be given, but

also explained and reviewed with the customer. Documentation in the customer's case record must support that this
mandate was met. Provider agencies are also mandated to notify the ISC of changesin the customer's status. OA
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policies, rules, and training outline the responsibilities of the ISC staff. These responsihilities include development
and continuous monitoring of the PCP.

g) Explanation of how and when the plan is updated, including when the customer's needs change:

The PCP is completed prior to initial service implementation and updated at |east annually thereafter. The PCP may
be updated more frequently should the customer's needs and circumstances change. The time and location of the
assessment and PCP meetings are convenient to the customer and authorized representative.

Administrative rule 59 IL. Adm. Code 120.160 requires that customers receive a new assessment within 365 days
after the last eligibility determination or redetermination. A redetermination shall also be conducted if, before 365
days have elapsed, there is a change in circumstances affecting eligibility to ensure continued eligibility.

PCPs are reviewed and adjusted during each assessment. Customers may request a change to the PCP at any time.
During assessments, | SC staff educates the customer to call the | SC agency to request a new assessment or to report
any changesin their living or medical situation that may affect their services.

PCPs can be edited or revised more frequently to meet the customer's changing needs or desires. Whenever thereisa
significant changein level of service needs or functioning (for example, hospitalization significantly impacting the
customer's level of functioning), an assessment edit or revision isto be completed and additional services provided as
needed.

h) How the participant engages in and/or directs the planning process:

The State is committed to implementation of a person-centered planning (PCP) process as required by 42 CFR
441.301(C)(4)-(5). The ISC staff are trained to include the customer in every aspect of the assessment and PCP
development, including providing the customer and his’her representative/guardian with the opportunity to lead the
planning process.

The person-centered process involves an in-person assessment conducted by the ISC, and an interview of the
customer that includes topics relating to self-description, communication needs, relationships, living arrangements,
work (career and income), abilities, health/medication issues, recreation, and community connections. The Personal
Plan is approved by the customer and his/her representative/guardian prior to distribution and implementation.
Customers and anyone they wish to include are encouraged to have an active role in the development of the PCP.
Thisincludes choosing services and service providers.

(i) How the state documents consent of the person-centered service plan from the waiver participant or their legal
representative:

Upon completion of the Personal Plan, the ISC will submit a copy of the Personal Plan to the customer and/or
guardian (if applicable). The customer and his’her representative/guardian must provide written signature to attest
that they approve the Personal Plan as written by the ISC. Upon approval of the Persona Plan by the customer and
his/her representative/guardian, the |SC will distribute approved copies of the Personal Plan to the included service
providers for review, implementation, and record-keeping. The customer and his/her representative/guardian have the
ability to request changes or modifications to the Personal Plan at any time to address the customer's changing needs
or desires.

. HCBS Settings Requirements for the Service Plan. By checking these boxes, the state assures that the following will be

included in the service plan:

The setting options are identified and documented in the per son-centered service plan and are based on the
individual's needs, preferences, and, for residential settings, resour ces available for room and board.

For provider owned or controlled settings, any modification of the additional conditionsunder 42 CFR §
441.301(c)(4)(vi)(A) through (D) must be supported by a specific assessed need and justified in the per son-
centered service plan and the following will be documented in the per son-centered service plan:

A specific and individualized assessed need for the modification.

Positive interventions and supportsused prior to any modificationsto the person-centered service plan.
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L essintrusive methods of meeting the need that have been tried but did not work.
A clear description of the condition that isdirectly proportionate to the specific assessed need.
Regular collection and review of data to measure the ongoing effectiveness of the modification.

Established time limitsfor periodic reviewsto determineif the modification is still necessary or can be
terminated.

Informed consent of the individual.

An assurance that interventions and supportswill cause no harm to the individual.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (5 of 8)

e. Risk Assessment and Mitigation. Specify how potential risks to the participant are assessed during the service plan
development process and how strategies to mitigate risk are incorporated into the service plan, subject to participant needs
and preferences. In addition, describe how the service plan development process addresses backup plans and the
arrangements that are used for backup.
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| SC staff assess for customer needs, evaluate current customer risks and work with the customer/guardian to identify the
resources and strategies to mitigate these risks through linkage and delivery of services ultimately to prevent
institutionalization and be successful in acommunity setting. As a part of the person-centered planning process, the ISC
assesses the customer's associated risk(s). The ISC provides narrative information (including brief overview of current
skills aswell as potential and known risks) sufficient to guide a provider. Consideration should be given to both the risks
associated with current activities of the customer as well as potential risks which inhibit the customer from pursuing
his/her goals and fully participating in integrated settings. All safeguards, supports, education and training necessary to
mitigate identified risks should be included. The ISC will identify safeguards that are already in place to minimize
identified risks and outline additional needed actions to reduce other risks which pose areal or potential threat to the
customer's health, safety and/or welfare and will identify who will be responsible for reducing these risks.

The risk domains that must be assessed are: health/medical, safety (home), safety (community), safety (workplace),
finances, behavioral and supports.

Strategies to mitigate risk must be incorporated into the PCP, including the consequences of choices that may involve
risk, documenting the issues concerned and the decisions made. The team will describe, when it is necessary to do so, to
the customer and the customer's support network, how the preferences might be limited because of imminent significant
danger to the customer's health, safety, or welfare based on the following:

- The customer's or guardian's, if one has been appointed, history of decision-making and ability to learn from the natural
negative consequences of decision-making;

- The possible long and short-term consequences that might result to the customer if the customer makes a poor decision;
- The possible long and short-term effects that might result to the customer if the provider limits or prohibits the customer
or guardian from making a choice; and

- The safeguards available to protect the customer's safety and rights in each context of choices.

ISC's address risk as part of the Discovery Process and PCP. Assessments must include the domains listed above and the
minimum components described in the Discovery Process. Assessments must be performed at |east annually or more
frequently if indicated by the needs of the customer. When conducting risk assessments and making recommendations to
mitigate risks, assessors should:

- Gather information from a variety of sourcesincluding the individual customer, guardian, family members, provider's
commercially or locally developed risk assessment, paid staff, record review, observation, and assessor direct knowledge
of the customer.

- Recognize that some domains may not be applicable for all customers. In such cases, the assessor should include a brief
explanation of why the domain is not applicable and, therefore, no risks are evident.

- Provide narrative information (including brief overview of current skills aswell as potential and known risks) sufficient
to guide the provider agency(ies).

Consideration should be given to both the risks associated with current activities of the customer as well as potential risks
which inhibit the customer from pursuing his/her goals and fully participating in integrated settings.

Backup plans are developed as part of the PCP devel opment process.

If the customer is receiving services from an agency, the agency is required to provide back-up personnel as needed.
When the customer is exercising employer authority, the back-up plan is specific to the customer's needs and may include
family, other social service agencies, etc.

Thiswaiver provides support services to Adults age 18 and older who live at home with other family membersor in
residential settings. As part of the person-centered planning process, the customer or guardian, if one has been appointed,
can make arrangements with multiple providers who can be contacted as needed.

A back-up plan is necessary when the absence of the service presents arisk to the health, welfare and/or safety of the
customer. The planning team evaluates the need and type of back-up plan taking into consideration natural supports and
available waiver services. Customers residing with family members can enter into agreements with providers that can
provide services in an emergency situation or provide staff substitutes when regular staff cannot work assigned hours.

The back-up plan is specific to the customer's needs and preferences. | SC staff are trained to understand that a sufficient
back-up plan isnot just to rely on calling 911, but rather one that utilizes other formal social services agencies, aswell as

family, neighbors and friends, and assistive technology devices. Together, the |SC, customer and anyone else the
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customer electsto be engaged in the process discuss the availability of both formal and informal optionsin the event that
the authorized servicesin the PCP are not provided and establish a back-up plan to meet the customer's needs. The ISC
assists the customer with posting the back-up plan in alocation that is accessible and visible to the customer and other
providers that support the customer. The back-up plans include the names and phone numbers of persons and agencies
who are available to immediately assist the customer if needed.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (6 of 8)

f. Informed Choice of Providers. Describe how participants are assisted in obtaining information about and selecting from
among qualified providers of the waiver servicesin the service plan.

The State requires that freedom of choice be afforded to all customersin the waiver. The Operating Agency (OA) notifies
the ISC of all certified contractual providers that provide services in each geographic area. 1SC staff meet with the
customers to discuss their outcomes and desires and develop the PCP. It is the ISC's role to provide information about the
available service providers to each customer and to answer any questions that arise. A list of providers, by provider type,
isavailable on the OA's website located at https://www.dhs.state.il.us/page.aspx?item=56772 to assist customersin
selecting qualified providers. A written list of providersis available upon request.

Customers are supported by the | SC agency under contract with the OA. Once the customer/guardian expresses an
interest in or selects the type(s) of services he or she wishes to receive, the ISC informs the customer/guardian of
providers offering that type of servicein the desired geographic area. ISCswill make referrals to those providers selected
by the customer/guardian. These referrals must be documented on the DDPAS-10 form. The ISC ensures linkage with
potential providers, and may, at the customer's request, participate in discussions or visits with providers. A copy of the
DDPAS-10 form is maintained in the customer's file at the | SC agency's office.

On an ongoing basis, and at least annually, the ISC assists customersiif they want to change providers. At any time, a
customer may ask about other providers offering the types of servicesthey are receiving in their geographic area. The
PCP is updated when new providers are selected.

The ISC is prohibited from steering a customer toward a provider. The ISC isrequired to assist in arranging visitsto as
many providers as a customer chooses. If the customer and guardian require additional time in order to make a decision,
the ISC will periodically inquire regarding whether a decision has been made and whether additional information is
needed. The customer must decide which provider they choose.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (7 of 8)

g. Processfor Making Service Plan Subject to the Approval of the Medicaid Agency. Describe the process by which the
service plan is made subject to the approval of the Medicaid agency in accordance with 42 CFR § 441.301(b)(2)(i):
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The Operating Agency (OA) has day-to-day responsibility for completion and approval of PCPs. The MA, through its
Quality Improvement System, reviews PCPs through the process described below. Annually, OA staff review the
adequacy of PCPs through a representative sample during on-site quality assurance reviews. The representative sample
sizeis determined using the Raosoft sample size calculator. The sampling methodology is based on a statistically valid
approach that uses a 95% confidence level and a5% margin of error. The OA completes areview of the representative
sample at each |SC annually. Additional reviews are conducted in response to complaints or referrals from other state
agencies (OIG, APS). This ongoing administrative activity allows the OA to ensure the ISCs are adhering to the rules,
regulations, policies, and procedures. Prior to the review, the OA checks the CIRAS (Critical Incident Reporting and
Analysis System) database to review any complaints/concerns for customers served in the ISC's area. Data from the OA
reviews of |SC agencies are aggregated by the OA and shared with the MA staff as part of the Waiver Quality
Management Committee (QMC) quarterly meetings.

The MA reviews a sample of PCPs when monitoring the OA. During these reviews, the PCPs are reviewed for
compliance with state and federal regulations. Reports of findings are shared with the OA and recommendations for
improvement are made. The OA responds to the MA reports both on an individual and systemic basis. The OA provides
follow up on all MA reviews of 1SC and provider agencies to ensure corrective actions and remediations have occurred
within established timeframes. Discussions on Quality Management review findings and trends are discussed during
quarterly meetings between the MA and OA. The MA reviews consist of record reviews, interviews with customers and
staff, and direct observations.

The QIO determines areview schedule, based on the sample, and performs onsite record reviews to assess compliance
with the performance measures (PM) as well aswith all applicable state and federal requirements. Reports of findings are
shared with the OA by individual PM, along with recommendations for remediation of findings and/or needed systemic
improvement(s). Timeliness of remediation is reported back to the MA based on the requirements of each PM, either
immediate, 30, 60, 90 days and any remaining outstanding remediation. Information related to onsite record reviews is
also shared during quarterly meetings between MA and OA.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (8 of 8)

h. Service Plan Review and Update. The service plan is subject to at least annual periodic review and update, when the
individual's circumstances or needs change significantly, or at the request of the individual, to assess the appropriateness
and adequacy of the services as participant needs change. Specify the minimum schedule for the review and update of the
service plan:

Every three months or mor e frequently when necessary
Every six months or mor e frequently when necessary

® Every twelve months or more frequently when necessary

Other schedule
Soecify the other schedule:

i. Maintenance of Service Plan Forms. Written copies or electronic facsimiles of service plans are maintained for a
minimum period of 3 years as required by 45 CFR § 92.42. Service plans are maintained by the following (check each that

applies):
[ Medicaid agency
[ Operating agency
[ Case manager
Other
Soecify:

09/03/2026



Application for 1915(c) HCBS Waiver: Draft IL.026.05.06 - Jan 01, 2027 Page 172 of 302

ISSA, employed by the ISC agency under contract with the OA, is specified.

Appendix D: Participant-Centered Planning and Service Delivery
D-2: Service Plan Implementation and Monitoring

a. Service Plan Implementation and Monitoring. Specify: (a) the entity (entities) responsible for monitoring the
implementation of the service plan, participant health and welfare, and adherence to the HCBS settings requirements under
42 CFR 88 441.301(c)(4)-(5); (b) the monitoring and follow-up method(s) that are used; and, (c) the frequency with which
monitoring is performed.
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The State is committed to implementation of a person-centered planning process as required by 42 CFR 441.301(C)(4)-
(5).

a) The entity (entities) responsible for monitoring the implementation of the service plan and participant health and
welfare:

The ISC isresponsible for monitoring the implementation of the PCP and the customer's health, safety and welfare. ISC
staff and customers devel op the PCP together during the initial assessment and at each reassessment the PCP is reviewed
and adjusted as needed. Waiver customers are provided with the opportunity to lead the PCP process. The OA
administrative rules require that customers receive a new assessment at least annually, when there is significant change,
or when the customer requests a new PCP.

The assessment addresses all aspects of customer function and supports. The | SC staff identifies services needed and
makes the appropriate referrals, as agreed upon by the customer and the | SC staff during the PCP process. Referrals are
made for avariety of services including those outside the services offered in the waiver. The ISC is charged with
coordinating the various services chosen by the customer, including State Plan services for healthcare and medical needs,
aswell as generic supports. The ISC isresponsible for ensuring providers are identified and linked for any services
identified that the customer may require beyond those authorized in the waiver, i.e. medical services, non-emergency
transportation to medical appointments, dental services, optometric services, etc. The ISC must then monitor that the
services are delivered as specified in the PCP.

The minimum frequency of contact for monitoring the PCP's implementation, including direct, in-person contact with the
customer, is quarterly. The quarterly monitoring visits are conducted in conjunction with the direct contact for PCP
development. During the monitoring visit, the |SC reviews that the services delivered are in accordance with the PCP and
that all services authorized in the PCP are being delivered.

If the ISC determines the PCP is not meeting the customer's assessed needs, the I SC shall work with the customer, family
and guardian, if applicable, to ensure the PCP is modified as necessary. If conflicts arise with providers over PCP issues,
the ISC must assist the customer in resolving such conflicts. A resolution protocol, including time frames is posted on the
OA'swebsite at https://www.dhs.state.il.us/page.aspx7item=115416#a _toc40. The protocol includes areferra to the OA
for intervention if issues cannot be resolved locally. The OA will collect al available information and work with the
parties to bring about afinal resolution to the issue. In the event the parties are unable to reach an agreement, the OA will
issue afinal and binding decision.

Upon enroliment and at least annually thereafter, during the planning process, the | SC explains to the customer what
services are available under the Waiver. The ISC is responsible for informing customers that alisting of all qualified
providers by type of provider is available on the OAs website |ocated at
https.//www.dhs.state.il.us/page.aspx?item=56772. Upon request, awritten copy of the listing will be provided by the
I SC for those customers without internet access upon regquest.

The ISC isresponsible for monitoring the implementation of the PCP and the customer's health, safety, and welfare as
required by 42 CFR 441.301(C)(4)-(5).

b) The monitoring and follow up method(s) that are used:

The ISC isresponsible for implementing the customer's PCP and monitoring its on-going implementation and
effectiveness. |SC staff monitor the provision of services through customer contact, case management services, and
satisfaction surveys.

The customer, or their guardian, if applicable, or provider agency can request a follow-up by the ISC. When problems are
detected, the PCPs can be revised as needed. Separate from the minimum required monitoring visits and the visit(s) for
the Discovery and PCP, the | SC should conduct additional monitoring visits (face to face) any time there are significant
issues or emergencies with the customer receiving waiver services. The number of monitoring visits should be conducted
based on the customer's needs. Additional monitoring visits can occur in the customer's residence or in other locations.
Thelocation (i.e. CDS, hospital, home) should be based on the situation or reason for monitoring. In most cases, the ISC
should conduct Additional Monitoring visits within 30 calendar days of becoming aware of an issue. The exact timing of
the visit should be based on the urgency of the situation and the potential risks to the customer receiving services.
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For overall program monitoring related to PCP development and implementation, the OA monitors the | SC activity
through a representative sample of customers on a continuous, on-going basis. Data s collected and analyzed as specified
under the Quality Improvement sections in Appendices D and G on an on-going, continuous basis. Program monitoring
includes the development and implementation of the PCP and ensuring that appropriate follow-up was completed as
required. Summary reports are shared with the MA and discussed during quarterly Quality Management Committee
meetings. When problems are identified, they are documented, and remediation efforts are initiated by the OA.
Remediation efforts may include revising PCPs, increased monitoring, technical assistance, plans of correction, voidance
of claims, etc.

¢) The frequency with which the monitoring is performed:

I SC staff are required to meet face to face with waiver customers four times a year to ensure services are implemented as
described in the PCP. Visits will be no more than four months apart and may be more often as needed. Depending on the
services a customer receives, an |SC staff person may contact the customer monthly to ask about satisfaction with their
services. Separate from the minimum required monitoring visits and the visit for the Discovery and PCP, the | SC should
conduct additional monitoring visits (face to face) any time there are significant issues or emergencies with the customer
receiving waiver services. The number of monitoring visits should be conducted based on the customer's needs.
Additional monitoring visits can occur in the customer's residence or in other locations. The location (i.e. CDS, hospital,
home) should be based on the situation or reason for monitoring. In most cases, the | SC should conduct Additional
Monitoring visits within 30 calendar days of becoming aware of an issue. The exact timing of the visit should be based on
the urgency of the situation and the potential risksto the customer receiving services.

It is the customer's responsibility to notify ISC staff of any changesin status or to request a change to their PCP.
Customers can request a change to the PCP at any time. Provider agencies are required to notify | SC staff of changesin
the customer's status. Service provision and customer satisfaction are continually monitored at each assessment. During
each reassessment visit, 1SC staff reviews the PCP to ensure that services are furnished in accordance with the PCP and
the services provided by the service provider are meeting the needs of the customer. A new PCP will be created at each
reassessment to capture customer's review and agreement with the PCP even if needs or services have not changed. The
need for any additional non-waiver-based servicesis also discussed.

I SC staff provides on-going education to the customer about reporting any issues with the provision of services and their
service providers. The customers are encouraged to call the |SC agency to assist in resolving issues identified by the
customer.

I SC staff also reviews the backup plan to ensure it is still in effect and if the backup plan was utilized, it is discussed with
the customer to ensure its effectiveness. The PCP, service providers, backup plan or referrals to non-waiver services may
be made or modified to ensure the customer's needs are adequately met based on these discussions.

b. Monitoring Safeguar d. Providers of HCBS for the individual, or those who have interest in or are employed by a
provider of HCBS; are not permitted to have responsibility for monitoring the implementation of the service plan except,
at the option of the state, when providers are given this responsibility because such individuals are the only willing and
qualified entity in a geographic area, and the state devises conflict of interest protections. Select one:

® Entitiesand/or individualsthat have responsibility to monitor service plan implementation, participant health
and welfare, and adherence to the HCBS settings requirements may not provide other direct waiver servicesto
the participant.

Entities and/or individualsthat have responsibility to monitor service plan implementation, participant health
and welfare, and adherence to the HCBS settings requirements may provide other direct waiver servicesto the
participant because they arethe only the only willing and qualified entity in a geographic area who can
monitor service plan implementation. (Explain how the HCBS waiver service provider isthe only willing and
qualified entity in a geographic area who can monitor service plan implementation).

(Complete only if the second option is selected) The state has established the following safeguards to mitigate the potential
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for conflict of interest in monitoring of service plan implementation, participant health and welfare, and adherence to the
HCBS settings requirements. By checking each box, the state attests to having a process in place to ensure:

O Full disclosureto participants and assurance that participants are supported in exer cising their right to free
choice of providersand are provided information about the full range of waiver services, not just the services
furnished by the entity that is responsible for the person-centered service plan development;

[ An opportunity for the participant to dispute the state's assertion that thereisnot another entity or individual

that is not that individual's provider to develop the per son-centered service plan through a clear and accessible
alter native dispute resolution process;

[ Direct oversight of the process or periodic evaluation by a state agency;

[ Restriction of the entity that developsthe person-centered service plan from providing services without the
direct approval of the state; and

[ Requirement for the agency that developsthe person-centered service plan to administratively separate the
plan development function from the direct service provider functions.

Appendix D: Participant-Centered Planning and Service Delivery
Quality Improvement: Service Plan

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

a. Methodsfor Discovery: Service Plan Assurance/Sub-assurances

The state demonstrates it has designed and implemented an effective system for reviewing the adequacy of service plans
for waiver participants.

i. Sub-Assurances:

a. Sub-assurance: Service plansaddress all participants assessed needs (including health and safety risk
factors) and personal goals, either by the provision of waiver services or through other means.

Perfor mance M easur es

For each performance measure the state will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the state to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance M easure:
D1 Number and percent of customers Person Centered Plans (PCPs) that address all
personal goalsidentified by the assessment. N: Number of customers PCP that

address all personal goalsidentified by the assessment. D: Total number of
customers PCP reviewed.

Data Sour ce (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
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[] state Medicaid L weekly [ 100% Review
Agency
Operating Agency [ Monthly Lessthan 100%
Review
IjSub—State Entity Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with
a+/- 5%
margin of
error
IjOther AnnuaJIy IjStratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data

aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency

L weekly

Operating Agency

O Monthly

O Sub-State Entity

Quarterly

O Other
Specify:

Annually
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
[ Continuously and Ongoing
[ Other
Specify:
Performance M easur e

D2 Number and percent customers Person Centered Plans (PCPs) that address all
needsidentified by the assessment. N: Number of customers PCPsthat address all
needsidentified by the assessment. D: Total number of customers PCPsreviewed.

Data Sour ce (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[Y] state Medicaid L weekly [1100% Review
Agency
Operating Agency [ Monthly L essthan 100%
Review
IjSub—State Entity Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with
a+/- 5%
margin of
error
|:IOther Annually |jStratified
Specify: Describe
Group:
[ Continuously and [ Other
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Ongoing Specify:
[ Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
StateMedicajd Agency I:|Weekly
Operating Agency [ Monthly
[ Sub-State Entity Quarterly
[ Other
Specify:
Annually
[ Continuously and Ongoing
[ Other
Specify:
Performance M easure:

D3 Number and percent of customers Person Centered Plans (PCPs) that address all
health and safety risk factorsidentified by the assessment. N: Number of customers
PCPsthat addressall customer health and safety risk factorsidentified by the
assessment. D: Total number of customers PCPsreviewed.

Data Sour ce (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
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[] state Medicaid L weekly [ 100% Review
Agency
Operating Agency [ Monthly Lessthan 100%
Review
IjSub—State Entity Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with
a+/- 5%
margin or
error
IjOther AnnuaJIy IjStratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data

aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency

L weekly

Operating Agency

O Monthly

O Sub-State Entity

Quarterly

O Other
Specify:

Annually
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
[ Continuously and Ongoing
[ Other
Specify:
Performance M easur e

D4 Number and percent of customerswho receive Personal Support Services whose
Person Centered Plan (PCP) includes a backup plan. N: Number of customerswho

receive Per sonal Support Services whose PCP includes a backup plan. D: Total
number of customersreviewed.

Data Sour ce (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[V] state Medicaid L weekly [1100% Review
Agency
Operating Agency [ Monthly L essthan 100%
Review
IjSub—State Entity Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with
a+/- 5%
margin of
error
|:IOther Annually |jStratified
Specify: Describe
Group:
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[ Continuously and [ Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
StateMedicaid Agency |:|Weekly
Operating Agency [ Monthly

[ Sub-State Entity

Quarterly

O Other
Specify:

AnnuaJIy

[ Continuously and Ongoing

[ Other
Specify:
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b. Sub-assurance: Service plans are updated/revised at least annually, when the individual's circumstances
or needs change significantly, or at the request of theindividual.

Performance M easur es

For each performance measure the state will use to assess compliance with the statutory assurance (or sub-

assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the state to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.
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D5 Number and percent of customerswho wer e contacted quarterly by | SC staff in
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an effort to monitor service provision and to addr ess potential gapsin service

delivery. N: Number of customersreviewed who wer e contacted quarterly by |SC
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staff in an effort to monitor service provision and to address potential gapsin service
delivery. D: Total number of customersreviewed.

Data Sour ce (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(check
each that applies):

Sampling Approach
(check each that
applies):

State Medicaid
Agency

L weekly

[1100% Review

Operating Agency

[ Monthly

L essthan 100%
Review

[ Sub-State Entity

Quarterly

Representative
Sample

Confidence

Interval =

95%
confidence
level with
a+/- 5%
margin or
error

[ Other
Specify:

Annually

U stratified
Describe
Group:

[ Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency L weekly
Operating Agency O Monthly
O Sub-State Entity Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing

[ Other
Specify:

. Sub-assurance: Services are delivered in accordance with the service plan, including the type, scope,
amount, duration, and frequency specified in the service plan.

Performance M easur es

For each performance measure the state will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the state to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;
D7 Number and per cent of customerswho have their Person Centered Plans (PCP)

updated every 12 months. N: Number of customerswho havetheir PCP updated
every 12 months. D: Total number of customersreviewed.

Data Sour ce (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[V] state Medicaid L weekly [1100% Review
Agency
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Operating Agency I:|Monthly L essthan 100%
Review

|jSub-State Entity Quarterly Representative
Sample
Confidence
Interval =

95%
confidence
level with
a+/- 5%
margin or
error

L other [Vl Annually U stratified
Specify: Describe
Group:

[ Continuously and O Other
Ongoing Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
StateMedicaid Agency |:|Weekly
Operating Agency [ Monthly
[ Sub-State Entity Quarterly
O Other
Specify:
AnnuaJIy
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
Continuously and Ongoing
[ continuously and ongoi
[ Other
Specify:
Performance Measure;

D8 Number and percent of customersthat received updatesto the Person Centered
Plan (PCP) when there was a change in customer need. N: Number of customersthat
received updatesto the PCP when there was a change in customer need. D: Total
number of customersreviewed where a change in need wasidentified that were

reviewed.

Data Sour ce (Select one):
Record reviews, on-site
If 'Other’ is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[V] state Medicaid L weekly [1100% Review
Agency
Operating Agency [ Monthly L essthan 100%
Review
IjSub—State Entity Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with
a+/- 5%
margin of
error
L other ] Annually U stratified
Specify: Describe
Group:
[ Continuously and O Other
Ongoing Specify:
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[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
StateMedicajd Agency I:|Weekly
Operating Agency [ Monthly
[ Sub-State Entity Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing

[ Other
Specify:

d. Sub-assurance: Participants are afforded choice between/among waiver services and providers.
Performance M easur es

For each performance measure the state will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the state to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance M easure:
D9 Number and percent of customerswho received servicesin the type, scope,
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amount, duration, and frequency as specified in the Person Centered Plan (PCP). N:
Number of customerswho received servicesin thetype, scope, amount, duration, and
frequency as specified in the PCP. D: Total number of customersreviewed.

Data Sour ce (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for data

Frequency of data

Sampling Approach

collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[V] state Medicaid L weekly [1100% Review
Agency
Operating Agency [ Monthly L essthan 100%
Review
IjSub—State Entity Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with
a+/- 5%
margin of
error
L other ] Annually U stratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing Specify:

[ Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency L weekly
Operating Agency O Monthly
O Sub-State Entity Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing

[ Other
Specify:

e. Sub-assurance: The state monitors service plan development in accordance with its policies and
procedures.

Performance M easur es

For each performance measure the state will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the state to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:

D10 Number and per cent of customer recordsthat indicate choice between waiver
services and institutional care; and between/among services and providers. N:
Number of customer recordsreviewed that indicate choice between waiver services

and institutional care; and between/among services and providers. D: Total number
of customersreviewed.

Data Sour ce (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):

[V] state Medicaid L weekly [1100% Review
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Agency

Operating Agency

[ Monthly

L essthan 100%
Review

[ Sub-State Entity

Quarterly

Representative
Sample
Confidence

Interval =

95%
confidence
level with
a+/- 5%
margin of
error

[ Other
Specify:

Annually

U stratified
Describe
Group:

[ Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

[] state Medicaid Agency DWEGK'Y
Oper ating Agency Cmonthiy
[ Sub-State Entity Quarterly
O Other

Specify: Annually
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

[ Continuously and Ongoing

[ Other
Specify:

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

b. Methodsfor Remediation/Fixing I ndividual Problems
i. Describe the state's method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction and the state's method for analyzing
information from individual problems, identifying systemic deficiencies, and implementing remediation actions. In
addition, provide information on the methods used by the state to document these items.
D1: If PCPs do not address required items, the OA will require the PCPs be corrected and the OA will provide training of
the I SC staff. Remediation must be completed within 60 days.

D2: If PCPs do not address required items, the OA will require the PCPs be corrected and OA will provide training of the
I SC staff. Remediation must be completed within 60 days.

D3: If PCPs do not address required items, the OA will require the PCPs be corrected and OA will provide training of the
I SC staff. Remediation must be completed within 60 days.

D4: The I SC staff will develop and implement a PSW back up plan and make revisions to customers' PCP. Remediation
within 30 days.

D5: OA will require customer be contacted and provide training to 1SC staff. Remediation within 60 days.

D7: If PCPisuntimely, the OA will require completion of overdue plan and justification from the | SC staff and provide
training of ISC staff. Remediation within 60 days.

D8: If plans do not address required items, the OA will require that the plans be corrected and provide training of ISC staff.
Remediation must be completed within 60 days.

D9: If a customer does not receive services as specified in the PCP, the OA will determine if a correction or adjustment of
the PCP, services authorized, or services vouchered is needed. If not, services will be implemented as authorized. The OA
may also provide training to the | SC staff. If the issue appears to be fraudulent, it will be reported by the OA/MA.
Remediation must be completed within 60 days.

D10: The OA will assure that choice was provided as shown by the correction of documentation to indicate customer choice.
The OA may aso provide training to | SC staff. Remediation must be completed within 60 days.

The OA is responsible to ensure findings are remediated. The OA provides quarterly reports of these activities to the MA.
Staff of the two State agencies review the reports on a quarterly basis.
ii. Remediation Data Aggregation
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Remediation-related Data Aggregation and Analysis (including trend identification)

Responsible Party(check each that applies): Fr equenc;(/ctr)]i;(cjka i:ﬁ?;g?:g;?;;d analysis

StateMedicaid Agency I:|Weekly

Operating Agency [ Monthly

DSub-State Entity |:lQuarterIy

U other

Specify:
Annually
[ Continuously and Ongoing
[ Other
Specify:
c. Timelines

Page 191 of 302

When the state does not have all elements of the quality improvement strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Service Plans that are currently non-operational .

® No

Yes

Please provide a detailed strategy for assuring Service Plans, the specific timeline for implementing identified

strategies, and the parties responsible for its operation.

Appendix E: Participant Direction of Services

Applicability (from Application Section 3, Components of the Waiver Request):

® Yes. Thiswaiver provides participant direction opportunities. Complete the remainder of the Appendix.

No. Thiswaiver does not provide participant direction opportunities. Do not complete the remainder of the

Appendix.

CMSurges states to afford all waiver participants the opportunity to direct their services. Participant direction of services
includes the participant exercising decision-making authority over workers who provide services, a participant-managed budget

or both.

Appendix E: Participant Direction of Services

E-1: Overview (1 of 13)

a. Description of Participant Direction. In no more than two pages, provide an overview of the opportunities for participant
direction in the waiver, including: (a) the nature of the opportunities afforded to participants; (b) how participants may take
advantage of these opportunities; (c) the entities that support individuals who direct their services and the supports that
they provide; and, (d) other relevant information about the waiver's approach to participant direction.
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(@ The nature of the opportunities afforded to participants:

The waiver affords customers the opportunity to direct their services through employer authority and budget authority.
The customer exercises choice and control over the workers who provide services. Customers also exercise decision-
making authority and management responsibility for their budgets. Within the overall cost limit, the customers determine
the type and amount of services to be purchased and establish rates for Personal Support Workers (PSWs).

In 2017, the OA introduced a new service under the waiver called Self-Direction Assistance. A Self-Direction Assistant
(SDA) assists the customer (or the customer's family/representative, as appropriate) in arranging for, directing and
managing services. Practical skillstraining is offered to enable families and customers to independently direct and
manage waiver services. Examples of skills training include providing information on recruiting and hiring personal
support workers, managing workers, and providing information on effective communication and problem-solving. The
service/function includes providing information to ensure customers understand the responsihbilities involved with
directing their services. The extent of the assistance furnished to the customer or family is to be specified in the PCP.
Customers are required to use a Fiscal Agent when hiring personal support workers who are not employees of a provider

agency.
(b) How participants may take advantage of these opportunities:

Customers access customer directed services in the same manner they access all waiver services. The process starts with
an assessment of eligibility by the ISC. Once a customer is enrolled in the waiver, the |SC agency will assist the customer
in meeting their needs through the person-centered planning process. The | SC explains the options the customer has to
direct their own services and budget. The I SC a so explains the resources available to the customer to assist them in
directing their services such as the Self Direction Assistance waiver service.

The OA provides a Consumer Handbook for Home Based Services which provides information on customer directed
services and assists customers and their families in managing their services. This Handbook is available on the OA's
website located at https.//www.dhs.state.il.us/page.aspx?item=101181#a tocl6 .

() Theentitiesthat support individuals who direct their services and the supports that they provide:

Customers are supported to direct their own services by the following entities:

-Independent Service Coordination (1SC) Agencies conduct case management services as an administrative activity under
the waiver, including PCP development and monitoring;

-A fiscal employer agency that provides Financial Management Services (FMS) as an administrative activity under the
waiver, including making payments on behalf of the employer, completing required tax and other withholding and
documentation; and

-An Self-Direction Assistance provider, if selected through an optional direct service under the waiver referred to as Self
Direction Assistance (SDA), who assists the customer (or the customer's family or representative, as appropriate) in
arranging for, directing and managing services.

(d) Other relevant information about the waiver's approach to participant direction:

The customer receives information about customer-directed services and supports during the PCP process. Information is
presented in both written and verbal formats to ensure the customer and family understand the customer-directed option
and can make an informed choice. Information is provided about decision-making budget authority up to the approved
level of support. Specific information is provided about the roles and responsibilities of the parent or legal representative
and the financial management services.

The customer always has the option of receiving agency-based servicesif they desire. The PCP can be amended at any
time to change the provider of service to an agency-based model.

The customer's choice of the type of supports is documented as part of the PCP. Service Agreements are completed for
each provider selected to work with the waiver customer.

If at any time the customer voluntarily decides he or she no longer wants to receive customer-directed services, the PCP
will be revised to document the choice of agency-based services.
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A customer may be involuntarily restricted from customer-directed services due to any of the following circumstances:
-The MA or the OA determines the customer and/or his or her representative have committed fraud regarding customer-
directed program use of funds;

-The customer is living with afamily member or other individual who has been determined by the Office of Inspector
General (OIG), Adult Protective Services (APS) or other authorized entity (e.g., law enforcement) to have abused or
neglected the customer or other individuals;

-The ISC agency and FM S have determined and documented the customer and/or his or her employer of record are not
able to satisfactorily direct their own services, either with or without the assistance of an SDA provider; or

-The family/guardian has been found to be acting in his’her own interest rather than in the customer's best interest and
there are no other guardians or representatives willing to assume this responsibility.

In cases of suspected fraud, abuse, neglect, or financial exploitation, the | SC agency helps customers file a complaint.
The form used to file acomplaint is the Rights of Individuals Form which can be located on the OA's website at
http://www.dhs.state.il.us/onenetlibrary/12/documents/Forms/I L462-1201.pdf .

Thisrestriction of customer-directed services by the State is subject to appeal to the MA. The outcome of the appeal
processisfinal. In this event, agency-directed services would be made available and documented in the PCP. The ISC
works with the service providers, the SDA provider (if applicable) and the OA as necessary to ensure service continuity
and health and welfare during the transition.

Appendix E: Participant Direction of Services
E-1: Overview (2 of 13)

b. Participant Direction Opportunities. Specify the participant direction opportunities that are available in the waiver.
Select one:

Participant: Employer Authority. As specified in Appendix E-2, Item a, the participant (or the participant's
representative) has decision-making authority over workers who provide waiver services. The participant may
function as the common law employer or the co-employer of workers. Supports and protections are available for
participants who exercise this authority.

Participant: Budget Authority. As specified in Appendix E-2, Item b, the participant (or the participant's
representative) has decision-making authority over a budget for waiver services. Supports and protections are
available for participants who have authority over a budget.

Both Authorities. The waiver provides for both participant direction opportunities as specified in Appendix E-2.
Supports and protections are available for participants who exercise these authorities.

c. Availability of Participant Direction by Type of Living Arrangement. Check each that applies:

Participant direction opportunities are availableto participantswho livein their own privateresidence or the
home of a family member.

[ Participant direction opportunities are availableto individuals who reside in other living arrangements where
services (regar dless of funding source) are furnished to fewer than four persons unrelated to the proprietor.

[ The participant direction opportunities are available to personsin the following other living arrangements

Specify these living arrangements:

Appendix E: Participant Direction of Services
E-1. Overview (3 of 13)

d. Election of Participant Direction. Election of participant direction is subject to the following policy (select one):
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Waiver isdesigned to support only individuals who want to direct their services.

® Thewaiver isdesigned to afford every participant (or the participant'srepresentative) the opportunity to
elect to direct waiver services. Alternate service delivery methods are available for participants who
decide not to direct their services.

Thewaiver isdesigned to offer participants (or their representatives) the opportunity to direct some or
all of their services, subject to the following criteria specified by the state. Alternate service delivery
methods are available for participants who decide not to direct their services or do not meet the criteria.

Foecify the criteria

Appendix E: Participant Direction of Services
E-1. Overview (4 of 13)

e. Information Furnished to Participant. Specify: (a) the information about participant direction opportunities (e.g., the
benefits of participant direction, participant responsibilities, and potential liabilities) that is provided to the participant (or
the participant's representative) to inform decision-making concerning the election of participant direction; (b) the entity or
entities responsible for furnishing this information; and, (¢) how and when thisinformation is provided on atimely basis.
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(a) the information about participant direction opportunities (e.g., the benefits of participant direction, participant
responsibilities, and potential liabilities) that is provided to the participant (or the participant's representative) to inform
decision-making concerning the election of participant direction:

During the level of care evaluation process, the local 1SC entities under contract with the Operating Agency (OA) provide
information about customer-directed opportunities and assist customers and their families in making informed choices
from among waiver services.

Information is available for customers and their families that include guidelines for selecting personal support workers,
information on financial management services, rights and responsibilities, and other requirements of the waiver.
Information is also available on the OA's website located at https://www.dhs.state.il.us/page.aspx?item=32253. The ISC
assist's the customer and their family to understand the service options available under the waiver. Theinformation is
reviewed with customers at least annually as part of the individual person-centered planning process.

Customers are given a handbook devel oped with input from families and other stakeholders that describes the benefits
and potential liabilities of self-directed services. The Consumer Handbook for Home-Based servicesis found on the OA's
website located at https.//www.dhs.state.il.us/page.aspx?item=101181#a tocl6.

General customer responsibilities are referenced in Administrative Rule 89 IL Admin Rule 120.120. Additional customer
responsibilities can be found on the OA's website and in the Consumer Handbook. Customer responsibilities include
maintaining continuous Medicaid eligibility in order to continue receiving Home-Based Medicaid Waiver services and
cooperating with determining their level of need for services. Customers must also manage their services effectively by
educating themselves about program rules, procedures and forms. Customers need to familiarize themselves with the
Consumer Handbook and any other documents related to their Personal Support Workers. Customers can educate
themselves by accessing the list of resources located on the OA's website at

https.//www.dhs.state.il.us/page.aspx ?item=93852. Customers must also manage their individual budgets wisely to avoid
spending more than they are allocated. Maintaining communication with the ISC, Fiscal Agent, and providersisan
essential responsibility for customers as well. Customers are also responsible for compl eting and submitting time sheets
and other required paperwork on atimely basis. If a customer or their family/guardian feel they cannot uphold these
responsibilities, they may request Self-Direction Assistance by contacting the | SC. Customers are also responsible for
keeping the ISC agency updated on any significant changesin their life or with their needs. Reports must be immediately
made if a customer:

-suffers an injury or death,

-is hospitalized for an unplanned reason,

-islost or missing and the police have been contacted,

-is arrested, have legal charges or jailed,

-has experienced someone stealing from them or physically hurt them, or

-needs to be restrained.

(b) the entity or entities responsible for furnishing this information:

The ISC staff is the entity responsible for providing information to customer's on customer directed services. The
customer receives information about customer-directed services and supports during the PCP process. Information is
presented in both written and verbal formats to ensure the customer and family understand the customer-directed option
and can make an informed choice. Information is provided about decision-making budget authority up to the approved
level of support. Specific information is provided about the roles and responsibilities of the parent or legal representative
and the financial management services.

A Self-Direction Assistant (SDA) is aso available to assist the customer (or the customer's family/representative, as
appropriate) in arranging for, directing and managing services. Practical skillstraining is offered to enable families and
customers to independently direct and manage waiver services. Examples of skills training include providing information
on recruiting and hiring personal support workers, managing workers, and providing information on effective
communication and problem-solving. The service/function includes providing information to ensure customers
understand the responsihilities involved with directing their services.

(c) how and when this information is provided on atimely basis:
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Information on customer directed servicesis provided upon initial assessment, at each reassessment, and any time the
PCP is reviewed and amended.

Appendix E: Participant Direction of Services
E-1: Overview (5 of 13)

f. Participant Direction by a Representative. Specify the state's policy concerning the direction of waiver servicesby a
representative (select one):

The state does not provide for the direction of waiver services by arepresentative.

® Thestate providesfor the direction of waiver services by representatives.

Specify the representatives who may direct waiver services. (check each that applies):

Waiver servicesmay be directed by a legal representative of the participant.

[ Waiver services may be directed by a non-legal representative freely chosen by an adult participant.
Specify the policies that apply regarding the direction of waiver services by participant-appointed
representatives, including safeguards to ensure that the representative functions in the best interest of the
participant:

Appendix E: Participant Direction of Services
E-1: Overview (6 of 13)

g. Participant-Directed Services. Specify the participant direction opportunity (or opportunities) available for each waiver
service that is specified as participant-directed in Appendix C-1/C-3.

Waiver Service Employer Authority|Budget Authority
Occupational Therapy (Extended Medicaid State Plan) ]
Skilled Nursing ]
Vehicle Modification ]
Speech Therapy (Extended Medicaid State Plan) ]
Behavioral Services (Psychotherapy and Counseling) ]
Behavior Intervention and Treatment ]
Non-Medical Transportation ]
Physical Therapy (Extended Medicaid State Plan) ]
Assistive Technology L]
Temporary Assistance
Personal Support
Home Accessibility M odifications ]
Training and Counseling Services for Unpaid Caregivers ]
Adaptive Equipment ]
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Appendix E: Participant Direction of Services
E-1. Overview (7 of 13)

h. Financial M anagement Services. Except in certain circumstances, financial management services are mandatory and
integral to participant direction. A governmental entity and/or another third-party entity must perform necessary financial
transactions on behalf of the waiver participant. Select one:

® Yes. Financial Management Services are furnished through a third party entity. (Complete item E-1-i).

Specify whether governmental and/or private entities furnish these services. Check each that applies:

O Governmental entities
Private entities

No. Financial Management Services are not furnished. Standard Medicaid payment mechanisms are used. Do
not complete Item E-1-i.

Appendix E: Participant Direction of Services
E-1. Overview (8 of 13)

i. Provision of Financial Management Services. Financia management services (FMS) may be furnished as awaiver
service or as an administrative activity. Select one;

FMSare covered asthewaiver service specified in Appendix C-1/C-3

Thewaiver service entitled:

® FMSareprovided asan administrative activity.
Providethe following information

i. Types of Entities: Specify the types of entities that furnish FMS and the method of procuring these services:
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The State conducted a Request for Proposal (RFP) process to select Financial Management Service (FMS)
vendor(s). The Operating Agency (OA) developed the RFP for the FM'S Vendor Fiscal option pursuant to Section
3504 of the IRS Code, IRS Revenue Procedure 70-6, and IRS Proposed Notice 2003-70m as well as OA rules and
regulations.

The criteria used in selecting the vendor(s) included:

-Financia stability, with at least one year of experience in providing employer agent services to customersin
similar customer-directed options.

-Ability to perform al functions in accordance with Federal, State and Department regulations and requirements.
-Ability to perform all functions directly without the use of a sub-agent.

-Ability to verify, process and pay invoices for goods and services approved in the customer's PCP in accordance
with OA requirements.

-Ability to prepare and maintain a comprehensive FMS policy and procedure manual that reflects all tasks
performed, Illinois-specific labor, tax and workers compensation insurance requirements, as well as requirements
of the waiver.

-Aninternal quality management plan that demonstrates sufficient internal controls to monitor FM S performance.

The OA contracts with Avenues to Consumer Employer Services and $supports (ACESS$) to provide FMS
servicesin lllinois. ACESS$ handles Persona Support Worker (PSW) pre-employment testing, new hire
paperwork and payroll/tax functions. If acustomer chooses to hire their own PSWs, they must use ACESS.
Thereis no charge to a customer's monthly budget for the FMS.

ii. Payment for FM S. Specify how FMS entities are compensated for the administrative activities that they perform:
The per member per month (PMPM) fee paid to the FM S private entities is established through the RFP
competitive bid process. As of July 1, 2021, the fee is $73 PMPM as agreed upon in the contract between the
FMS entity and OA. Thisis areasonable amount based on the scope of services specified in E-1-i-iii.

The PMPM fee for waiver customers is negotiated between the State and the successful bidder(s). The FM S entity
bills for services through the OA's Reporting of Community Services (ROCS) hilling system. The feeis claimed

as an administrative fee under the waiver by the Medicaid Agency.

iii. Scope of FM S. Specify the scope of the supports that FM S entities provide (check each that applies):

Supports furnished when the participant is the employer of direct support workers:

Asist participant in verifying support worker citizenship status
Collect and process timesheets of support workers

Process payroll, withholding, filing and payment of applicable federal, state and local employment-
related taxes and insurance

Other

Specify:

Assist with performing required background checks, abuse and neglect registry checks and any other
required screenings. Verify independent Persona Support (domestic employee) provider qualifications,
conducts pre-employment testing, new hire paperwork and payroll/tax functions. These functions are
necessary for the proper and efficient administration of the waiver by reviewing and ensuring provider
qualifications are met.

Supports furnished when the participant exercises budget authority:

Maintain a separate account for each participant's participant-directed budget
Track and report participant funds, disbursements and the balance of participant funds
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Process and pay invoices for goods and services approved in the service plan

Provide participant with periodic reports of expenditures and the status of the participant-directed
budget

[ Other services and supports

Specify:

Additional functiong/activities:

O Execute and hold Medicaid provider agreements as authorized under a written agreement with the
Medicaid agency

Receive and disburse fundsfor the payment of participant-directed services under an agreement
with the Medicaid agency or operating agency

Provide other entities specified by the state with periodic reports of expenditures and the status of
the participant-directed budget

O Other

Specify:

iv. Oversight of FM S Entities. Specify the methods that are employed to: (a) monitor and assess the performance of
FMS entities, including ensuring the integrity of the financial transactions that they perform; (b) the entity (or
entities) responsible for this monitoring; and, (c) how frequently performance is assessed.

(a) monitor and assess the performance of FM S entities, including ensuring the integrity of the financial
transactions that they perform:

The FMS private entity(ies) must have internal monitoring procedures and processes to ensure contract
performance compliance. The State reserves the right to monitor and track vendor performance over the course of
the contract.

(b) The entity (or entities) responsible for this monitoring:

The OA will monitor the vendor(s) based on the performance measures approved in the waiver and any other
contractual requirements. The vendor(s) agrees to provide all of the data specified by the State for service
payment and claiming purposes. The vendor(s) agrees to cooperate with the State on monitoring and tracking
activities which may require the vendor to submit requested progress reports, allow unannounced inspections of
its facilities, participate in scheduled meetings and provide management reports as requested by the State.

(c) How frequently performance is assessed:

The OA reviews performance on an annual basis. The results of these reviews are shared with the Waiver Quality
Management Committee during the quarterly meetings. The review is conducted remotely, and the review
includes the date of hire, required background checks, and any required training. If deficiencies are noted, the
FMS entity must submit a plan of correction in 10 days have the correction or remediation completed within 30
days.
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Appendix E: Participant Direction of Services
E-1. Overview (9 of 13)

j- Information and Assistance in Support of Participant Direction. In addition to financial management services,
participant direction is facilitated when information and assistance are available to support participants in managing their
services. These supports may be furnished by one or more entities, provided that there is no duplication. Specify the
payment authority (or authorities) under which these supports are furnished and, where reguired, provide the additional
information requested (check each that applies):

[ Case Management Activity. Information and assistance in support of participant direction are furnished as an
element of Medicaid case management services.

Foecify in detail the information and assistance that are furnished through case management for each participant
direction opportunity under the waiver:

Waiver Service Coverage.

Information and assistance in support of
participant direction are provided through the following waiver service coverage(s) specified in Appendix C-1/C-3
(check each that applies):

Information and Assistance Provided through this Waiver Service

Participant-Directed Waiver Service
Coverage

Occupational n
Therapy (Extended Medicaid State Plan)

24-Hour
Stabilization Services

Supported
Employment - Individual Employment Support

Adult Day Service

Skilled Nursing

Vehicle Modification

Speech Therapy

(Extended Medicaid State Plan)
Residential

Habilitation

Behavioral Services
(Psychotherapy and Counseling)

Remote Support

Behavior
Intervention and Treatment

Non-Medical
Transportation

Physical Therapy
(Extended Medicaid State Plan)

Assistive Technology

Temporary
Assistance

Specialty Telehealth
and Assessment Team

Oy oyoyboyoyoypoyoygjoyoy o) o
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Participant-Dir ected Waiver Service Information and Assistance Provided through this Waiver Service
Coverage

Per sonal Support ]
Home Accessibility H
Modifications
Supported n
Employment - Small Group Supports
Training and H
Counseling Servicesfor Unpaid Caregivers
Self Direction

v
Assistance
Community Day n
Services
Emergency Home I:l
Response Services (EHRS)
Adaptive Equipment ]

Administrative Activity. Information and assistance in support of participant direction are furnished as an
administrative activity.

Foecify (a) the types of entities that furnish these supports; (b) how the supports are procured and compensated; ()
describe in detail the supports that are furnished for each participant direction opportunity under the waiver; (d) the
methods and frequency of assessing the performance of the entities that furnish these supports; and, (€) the entity or
entities responsible for assessing performance:

(@) Thetypes of entitiesthat furnish these supports;
I SC agencies, under contract with the Operating Agency (OA), are compensated through a per customer alocation
that is standard statewide.

One or more Financial Management Service (FMS) entity/entities, under contract with the OA, are compensated on
aper member per month basis.

(b) How the supports are procured and compensated;
I SC's were selected through a request-for-proposal (RFP) process. | SC agencies are compensated through a per
customer allocation that is standard statewide.

FMS entity/entities are selected through a request for proposal process. Financial Management Service (FMS)
entity/entities are compensated on a per member per month basis.

(c) Describein detail the supports that are furnished for each participant direction opportunity under the waiver;

I SC's conduct assessments, develop the person centered plans (PCP) with the customers, assist with linkage and
applications for any non-Waiver services, inform customers of all willing and qualified providers, complete any
necessary prior approval applications, ensure PCPs are implemented, provide necessary coordination of services,
explain and provide information about reporting abuse/neglect/exploitation, and explain appeal rights and assist in
filing appeal s as needed.

FMS provides fiscal agent and employer agency services.
(d) The methods and frequency of assessing the performance of the entities that furnish these supports;
Annually the OA conducts site visits at al 1SC entities and reviews their performance using a representative sample

of al waiver participants.

(e) Theentity or entities responsible for assessing performance;
The OA reviews the performance of the ISCs and FM S entity/entitites on an annual basis.
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Appendix E: Participant Direction of Services
E-1. Overview (10 of 13)

k. Independent Advocacy (select one).

® No. Arrangements have not been made for independent advocacy.

Yes. Independent advocacy is available to participants who direct their services.

Describe the nature of this independent advocacy and how participants may access this advocacy:

Appendix E: Participant Direction of Services
E-1. Overview (11 of 13)

I. Voluntary Termination of Participant Direction. Describe how the state accommodates a participant who voluntarily
terminates participant direction in order to receive services through an alternate service delivery method, including how
the state assures continuity of services and participant health and welfare during the transition from participant direction:

A customer or their guardian, if one has been appointed, may choose to voluntarily terminate from customer-direction at
any time by contacting the | SC and requesting a change to their person-centered plan (PCP). If the customer exercised
employer authority, employees of the customer are typically provided with 30 days advance written notice of the
termination, however, this notification is not mandatory. The customer selects a community agency to provide and direct
needed waiver services. These changes are discussed among those responsible for person-centered planning. The PCPis
updated to reflect the change in the service delivery method, the customer's or guardian's (when applicable) decision to
terminate customer-direction, and the selected community agency(ies) that will now be delivering services. The ISC

works with service providers and the OA as necessary to ensure service continuity and the health, safety and welfare of
the customer during the transition.

If the health, safety and welfare of the customer cannot be assured on along-term basis within the cost limit of customer-
directed supports in combination with other natural supports and community resources, the customer will be considered
for other service options within the waiver, including other residential habilitation options. The cost limits were
established through areview of historical expenditures. The cost limits are set in statute.

Appendix E: Participant Direction of Services
E-1. Overview (12 of 13)

m. Involuntary Termination of Participant Direction. Specify the circumstances when the state will involuntarily
terminate the use of participant direction and require the participant to receive provider-managed services instead,
including how continuity of services and participant health and welfare is assured during the transition.
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A customer may be involuntarily restricted from customer-directed services due to any of the following circumstances:

-The MA or the OA determines the customer and/or his or her representative have committed fraud regarding customer-
directed program funds;

-The customer is living with afamily member or other individual who has been determined by the Office of Inspector
General (OIG), Adult Protective Services (APS), or other authorized entity (e.g., law enforcement) to have abused or
neglected the customer or other individuals;

-The ISC agency and FM S have determined and documented the customer and/or his or her employer of record are not
able to direct their own services, either with or without the assistance of an SDA provider; or

-Family/guardian has been found to be acting in his/her own interest rather than in the customer's best interests and no
other guardian or representative is willing to take on this responsibility.

In cases of suspected fraud, abuse, neglect, or financial exploitation, the | SC agency can assist the customer in filing a
complaint. The form used is the Rights of Individuals Form which can be accessed at:
http://www.dhs.state.il.us/onenetlibrary/12/documents/Forms/| L462-1201.pdf .

Thisrestriction or termination of customer-directed services by the OA is an appealable decision. The customer may
appeal the decision to involuntarily terminate their customer-directed services to the MA. ISC's inform customers of their
rights to appeal initially upon enroliment, annually as part of the person-centered planning process and more often as
needed. Customers can also access information on their rights to appeal on the OA's website located at
http://www.dhs.state.il.us/onenetlibrary/12/documents/Forms/I L462-1202.pdf. Printed information on appeals can also be
presented to the customer upon request. The outcome of the appeal process by the MA hearing officer isfinal. In this
event, agency-directed services would be made available to the customer and the customer's decision whether to accept
agency-directed services would be documented in the PCP. The | SC works with the service providers, SDA provider (if
applicable) and the OA as necessary to ensure service continuity and health, safety and welfare of the customer during the
transition from the customer-directed service model to the agency-directed service model.

Appendix E: Participant Direction of Services
E-1: Overview (13 of 13)

n. Goalsfor Participant Direction. In the following table, provide the state's goals for each year that the waiver isin effect
for the unduplicated number of waiver participants who are expected to elect each applicable participant direction
opportunity. Annualy, the state will report to CM S the number of participants who elect to direct their waiver services.

TableE-1-n
Budget Authority Only or Budget Authority in Combination
with Employer Authority

Employer Authority Only

Waiver
Year

Year 1 |:| 9700
Year 2 |:| 10200
Year 3 |:| 10700
Year 4 |:| 11200
Year 5 |:| 11700

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant Direction (1 of 6)

Number of Participants Number of Participants

a. Participant - Employer Authority Complete when the waiver offers the employer authority opportunity as indicated in
Item E-1-b:

i. Participant Employer Status. Specify the participant's employer status under the waiver. Select one or both:

[ Participant/Co-Employer. The participant (or the participant's representative) functions as the co-employer
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(managing employer) of workers who provide waiver services. An agency is the common law employer of
participant-sel ected/recruited staff and performs necessary payroll and human resources functions. Supports
are available to assist the participant in conducting employer-related functions.

Specify the types of agencies (a.k.a., agencies with choice) that serve as co-employers of participant-sel ected
staff:

Participant/Common Law Employer. The participant (or the participant's representative) is the common law
employer of workers who provide waiver services. An IRS-approved Fiscal/Employer Agent functions as the
participant's agent in performing payroll and other employer responsibilities that are required by federal and
state law. Supports are available to assist the participant in conducting employer-related functions.

ii. Participant Decision Making Authority. The participant (or the participant's representative) has decision making
authority over workers who provide waiver services. Select one or more decision making authorities that
participants exercise:

Recr uit staff

[ Refer staff to agency for hiring (co-employer)

[ Select staff from worker registry

Hire staff common law employer

Verify staff qualifications

Obtain criminal history and/or background investigation of staff

Specify how the costs of such investigations are compensated:

Cost of required background checks are paid through the Financial Management Service entity.

[ Specify additional staff qualifications based on participant needs and preferences so long as such
qualifications ar e consistent with the qualifications specified in Appendix C-1/C-3.

Specify the state's method to conduct background checksif it varies from Appendix C-2-a:

Deter mine staff duties consistent with the service specificationsin Appendix C-1/C-3.
Deter mine staff wages and benefits subject to state limits

Schedule staff

Orient and instruct staff in duties

Supervise staff

Evaluate staff performance

Verify timeworked by staff and approve time sheets

Dischar ge staff (common law employer)

[ Dischar ge staff from providing services (co-employer)

[ other

Specify:
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Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (2 of 6)

b. Participant - Budget Authority Complete when the waiver offers the budget authority opportunity asindicated in Item E-
1-b:

i. Participant Decision Making Authority. When the participant has budget authority, indicate the decision-making
authority that the participant may exercise over the budget. Select one or more:

Reallocate funds among servicesincluded in the budget

Determine the amount paid for serviceswithin the state's established limits
Substitute service providers

Schedule the provision of services

Specify additional service provider qualifications consistent with the qualifications specified in
Appendix C-1/C-3

Specify how services are provided, consistent with the service specifications contained in Appendix C-
1C-3

I dentify service providersand refer for provider enrollment
|:lAuthorize payment for waiver goods and services

Review and approve provider invoicesfor servicesrendered
O Other

Specify:

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (3 of 6)

b. Participant - Budget Authority

ii. Participant-Directed Budget Describe in detail the method(s) that are used to establish the amount of the
participant-directed budget for waiver goods and services over which the participant has authority, including how
the method makes use of reliable cost estimating information and is applied consistently to each participant.
Information about these method(s) must be made publicly available.
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Within the overall home-based supports cost limit, the person-centered plan (PCP) specifies the types of and
amounts of covered services needed by the customer. For home-based supports, the maximum annual allocation is
set by State law. At the time the law was passed, public hearings were held regarding its implementation. The
annual allocation istied to Social Security benefit levels which are indexed to the cost of living (as required by
law). The alocation is reviewed annually by the Operating Agency (OA) and the Medicaid Agency (MA).

Effective 1/1/2026, or upon CMS approval, the Home-Based support budget limit is being increased per Public
Act 104-0002 amending the Developmental Disability and mental Disability Services Act [405 ILCS 80/2-1].
Thisincrease per PA 104-0002 states: "(a) 1.05 times 300% of the monthly federal Supplemental Security Income
payment for an individual residing alone if the adult with a mental disability isnot enrolled in a special education
program by alocal education agency, or (b) 1.05% times 200% of the monthly Supplemental Security Income
payment for an individual residing alone if the adult with a mental disability isenrolled in a special education
program by alocal education agency."

Customers and the general public are made aware of the program budget allocation amountsin avariety of ways.
For example, the program Waiver Manual is available at the OA's website and contains information on the budget
alocations. A Rate Table is aso posted on the OA's website which outlines statewide rates for certain services. In
addition, ISC's and SDA providers (if applicable) assist customersin understanding and working within the
annual and monthly cost allocations.

For some services, statewide rates apply, such as Behavior Intervention and Treatment. For other services, the
customer is given the authority to negotiate individual rates. A written Service Agreement is executed between
each service provider, the customer or his or her guardian and the SDA provider (if applicable). The Service
Agreement defines the terms of the servicesto be provided including the effective date, the rate of payment, the
maximum units of service to be provided each month and the maximum monthly charge. A copy of the Service
Authorization for domestic employeesis on file with the Financial Management Service (FMS) entity. Bills
submitted in excess of the monthly and annual allocations are rejected for payment. This ensures the combination
of services received is consistent with the PCP and does not exceed the annual service cost limit.

The OA Rate Tableisreviewed annually by the OA and MA, and it is updated when rate adjustments are
implemented, based on State appropriations.

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (4 of 6)

b. Participant - Budget Authority

iii. Informing Participant of Budget Amount. Describe how the state informs each participant of the amount of the
participant-directed budget and the procedures by which the participant may request an adjustment in the budget
amount.

Upon being authorized for waiver services, the customer or guardian (when applicable) isinformed in writing by
the OA and in person by the |SC about the overall cost allocation limit, customer-directed opportunities, and
budget authority. Once services have begun, the customer or guardian (when applicable) is notified and kept
informed of any adjustments to the overall allocation amount by the OA and ISC. The customer and guardian
(when applicable) work with the ISC to establish a budget as a part of the customer's PCP. Adjustments to the
budget and/or the PCP can be made throughout the year as needed or requested by the customer. When a
customer's needs change, the customer works with the | SC to adjust the PCP and works with the providersto
adjust the Implementation Strategies. Service Agreements are developed based on the service needs identified in
Implementation Strategies.

A Service Agreement form is completed annually to detail the customer's budget. This form may be modified
throughout the course of the year as needed.

Thisform is available upon request from the OA. Should any services be reduced or denied, the customer is
notified of their right to appeal.
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Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (5 of 6)

b. Participant - Budget Authority

iv. Participant Exercise of Budget Flexibility. Select one:

Modificationsto the participant directed budget must be preceded by a change in the service plan.

® The participant hasthe authority to modify the servicesincluded in the participant directed
budget without prior approval.

Specify how changes in the participant-directed budget are documented, including updating the service plan.
When prior review of changesisrequired in certain circumstances, describe the circumstances and specify the
entity that reviews the proposed change:

Customers and guardians, when applicable, may adjust PCPs within the monthly or annual cost allocation
without prior review or approval by the OA. Adjustments are made via the use of Service Agreements with
providers and by updating the PCP. Changes in services are documented in the PCP and in revised Service
Agreements. Changesin Service Agreements where the customer exercises budget authority are shared with
the ISC for monitoring purposes. Changes in Service Agreements where the customer exercises employer
authority are shared with the Financial Management Service (FMS) entity when services provided by
domestic employees change. Prior review by the OA is only required when services are requested which
normally require Prior Approval by the OA.

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (6 of 6)

b. Participant - Budget Authority

v. Expenditur e Safeguar ds. Describe the safeguards that have been established for the timely prevention of the
premature depletion of the participant-directed budget or to address potential service delivery problems that may be
associated with budget underutilization and the entity (or entities) responsible for implementing these safeguards:

Per the Developmental Disability and Mental Disability Services Act (405 ILCS 80), adult's home-based supports
spending is limited on a monthly basis. The service agreement states the provider, the reimbursement rate, and the
amount of services authorized for the month. Customers are encouraged by members of the person-centered
planning team and SDA providers (if applicable) to allocate authorized services throughout the entire month to
avoid premature depletion of program funds.

Editsin the electronic billing system prevent over expenditures on monthly spending. The OA's el ectronic transfer
alertsthe FMS of any units of service above the authorized services. Any provider billings that exceed the
monthly allotment of services are rejected and remain unpaid.

The ISC isresponsible for monitoring PCP implementation and customer health, safety and welfare, identify and
address issues of concern, including the timely prevention of the premature depletion of the customer-directed
budget or potential service delivery problems. The minimum frequency of contact for monitoring the PCP's
implementation, including direct, in-person contact with the customer, is at least four times ayear. This four times
ayear monitoring visit includes the direct contact for PCP development.

The ISC (on amid-year basis) reviews that the PCP is being fully implemented. Also, the OA, on astatistically
valid sample basis, reviews that the PCP is being fully implemented.

Appendix F: Participant Rights
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Appendix F-1: Opportunity to Request a Fair Hearing

The state provides an opportunity to request a Fair Hearing under 42 CFR Part 431, Subpart E to individuals: () who are not
given the choice of home and community-based services as an aternative to the institutional care specified in Item 1-F of the
request; (b) are denied the service(s) of their choice or the provider(s) of their choice; or, (c) whose services are denied,
suspended, reduced or terminated. The state provides notice of action as required in 42 CFR 8431.210.

Proceduresfor Offering Opportunity to Request a Fair Hearing. Describe how theindividual (or his/her legal representative)
isinformed of the opportunity to request afair hearing under 42 CFR Part 431, Subpart E. Specify the notice(s) that are used to
offer individuals the opportunity to request a Fair Hearing. State laws, regulations, policies and notices referenced in the
description are available to CM S upon request through the operating or Medicaid agency.
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Notification

Any customer who applies for or receives waiver services has the right to appeal adverse decisions and actions. |SC entities are
responsible for informing customers of their right to appeal. The customer isinformed by the ISC of his/her right to appeal
adverse actions taken regarding services or eligibility. In addition, the customer is informed of their rights at the time of the
initial home visit and upon every reassessment. The right to appeal is also covered on the OA's website located at
https://www.dhs.state.il.us/page.aspx7item=101181#a _toc8. Customer appeal rights are also outlined in 59 I1I. Admin. Code
120.110.

The OA has developed a standard form, Notice of Individual's Right to Appeal Medicaid Waiver Determinations (1L462-1202, in
English and Spanish) for customers to use when filing an appeal. Thisformislocated on the OA's website at
http://www.dhs.state.il.us/onenetlibrary/12/documents/Forms/I L462-1202.pdf.

The ISC, OA or provider agency, whichever entity took the adverse decision or action, will notify the customer and/or guardian
inwriting of the action taken and the process to appeal. The customer and/or guardian will be provided with a notice that
includes the action, whether or not services will continue and a copy of the Notice of Individual's Right to Appeal Medicaid
Waiver Determinations (1L462-1202). This written notice serves as the notice of the right to appeal for the customer and begins
the 10-business day timeframe for the customer to provide written notification to the 1SC of their intent to appeal. The customer's
services will remain in place at the former levels pending the final decision of the appeal.

OA staff and MA staff are responsible for written notification when there is an adverse decision in the fair hearing process. The
OA staff provide written notification during the informal review process. The MA staff provide written notification during the
administrative hearing process.

Appeal Process

Customers and guardians, if appointed, are informed by the 1SC of appeal rights when services are presented including the
choice of HCBS as an alternative to institutional care, denying the service or the providers(s) of their choice and aso upon notice
of service denial, suspension, termination or reduction.

Information about appeal rightsis also available at any time upon request. 89 I1l. Admin. Code 104 and 59 III. Admin Code
120.110 describes the fair hearing request proceduresin use for the Adult Developmental Disability Waiver.

Copies of notices are maintained in the customer's record by the ISC. If customers receive notice of adverse action, they have ten
working days to file written notification to the ISC of their intent to appeal. The ISC must submit the appeal packet to the OA
within 60 calendar days of the date the customer receives the notice of adverse decision or action. The request for an appeal
allows the customer's services to remain in place at the former levels until afinal hearing decision is reached or until the appeal
is withdrawn.

Once the appeal isfiled, the OA has 30 working days to conduct an informal review of the appealed action. The informal review
process can reverse, modify, or leave the action unchanged. At the conclusion of the informal review, the customer, and the
service provider, if applicable, is notified in writing of the OA's decision within ten working days after the informal review. The
written notice includes clear statements of the action to be taken, the reason for the action, supporting policy references, and a
complete statement of the customer's right to appeal the decision to the MA. If the customer agrees with the OA's informal
review decision, the customer may withdraw their appeal.

If the customer does not agree with the OA's decision through the informal review, the customer has ten working days to appeal
the informal review decision and request a formal appeal hearing with the MA for final administrative action. The MA'sfair
hearings process is the same for all customers. The MA isthefinal level of Appeal. An MA Hearing Officer conducts the formal
hearing. At the hearing, the customer can present evidence on his/her behalf to dispute the adverse action. The customer may
choose to be represented by legal counsel or another person the customer appoints. The decision of the formal hearing is made by
the Medicaid Director and is final and can only be appealed through the circuit court system.

The MA appoints an impartial hearing officer to conduct the hearing at the MA or OA office nearest to the customer's home
unless all parties agree to an aternate location. All parties may participate by phone or video conference.

The Medicaid hearing officer conducts the formal appeal, drafts the decision and sends it to the MA Hearing Supervisor for final
review and sign-off by the Medicaid Director. Once afina decision isreleased by the MA, it is reviewable only through the

Circuit Courts of the State of Illinois.
09/03/2026



Application for 1915(c) HCBS Waiver: Draft IL.026.05.06 - Jan 01, 2027 Page 210 of 302

The MA rule (89 I1l. Adm. Code 104.70) provides that an appeal decision shall be given within 60 days of the date it was filed
unless additional time is required, which may include postponement or continuance of a hearing for good cause as provided in 89
I11. Adm. Code 104.45. The appeal process follows federally mandated rules that require all appealsto be treated equally and
ensure due process is given for each appellant.

Training for the Medicaid hearing officers is conducted in several ways: by group training, one-on-one mentoring, and
shadowing of experienced Medicaid hearing officers. Training encompasses the Medicaid Hearing Officer Manual, and the
Medicaid waiver administrative codes and citations. All current HFS Medicaid Hearing Officers have experiencein HFS
programs, either Medical Programs or Child Support. Monitoring of the hearing process and final decisions occursin several
ways.

- The scheduling Medicaid Hearing Officer Supervisor creates a monthly report with the disposition of all cases to assure that
hearings are being scheduled and moving through the process.

- Decisions go through three levels of HFS review:

o the Medicaid Hearing Officer drafts the case

0 the Medicaid Hearing Supervisor reviews 100% of the cases

o the Medicaid Director makes the final decision on every case

- Quality Controls consist of reviewing cases for consistency in the application of the Medicaid laws and the use of sound legal
reasoning. Trends and patterns are also considered as part of the quality oversight process.

Appendix F: Participant-Rights
Appendix F-2: Additional Dispute Resolution Process

a. Availability of Additional Dispute Resolution Process. Indicate whether the state operates another dispute resolution
process that offers participants the opportunity to appea decisions that adversely affect their services while preserving
their right to a Fair Hearing. Select one:

® No. This Appendix does not apply
Yes. The state operates an additional dispute resolution process

» Description of Additional Dispute Resolution Process. Describe the additional dispute resolution process,
including: (a) the state agency that operates the process; (b) the nature of the process (i.e., procedures and timeframes),
including the types of disputes addressed through the process; and, (¢) how theright to aMedicaid Fair Hearing is
preserved when a participant elects to make use of the process: State laws, regulations, and policies referenced in the
description are available to CM S upon request through the operating or Medicaid agency.

Do not complete thisitem.

Appendix F: Participant-Rights
Appendix F-3: State Grievance/Complaint System

a. Operation of Grievance/Complaint System. Select one:

No. This Appendix does not apply

® Yes. The state operates a grievance/complaint system that affor ds participants the opportunity to register
grievances or complaints concerning the provision of services under thiswaiver

» Operational Responsibility. Specify the state agency that is responsible for the operation of the grievance/complaint
system:
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The OA isresponsible for the grievance/complaint system.

The ISC entities, under contract with the OA, are responsible for hearing and resolving issues that arise at the local
providers. The OA isresponsible for providing technical assistance when the ISC entities cannot successfully resolve
local issues. The OA maintains a database of complaints referred by |SCs or made directly by customers. Reports from
the database are shared monthly by the OA with the MA. The datais analyzed and evaluated for trends on a quarterly and
annual basis. Asindividual problems and trends are identified, proactive remediation is initiated. The State establishes
remediation plans by identifying the responsibilities of the MA and OA and identifying timeframes for completion. The
Waiver Quality Management Committee collectively tracks the remediation activity.

The FM S entity/entities maintains a complaint log regarding issues concerning the payment of domestic employees.
Summary data from the log is reported to and reviewed by the OA on aquarterly basis. Thisinformation is shared with
and reviewed by the Quality Management Committee on an annual basis. Remediation isinitiated and tracked as
necessary. The State establishes remediation plans by identifying the responsibilities of the MA and OA and identifying
timeframes for completion.

e Description of System. Describe the grievance/complaint system, including: (a) the types of grievances/complaints
that participants may register; (b) the process and timelines for addressing grievances/complaints; and, (c) the mechanisms
that are used to resolve grievances/complaints. State laws, regulations, and policies referenced in the description are
available to CM S upon request through the Medicaid agency or the operating agency (if applicable).
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(a) the types of grievances/complaints that participants may register

Upon enroliment and at each reassessment thereafter, customers and guardians are informed by the ISC of the OA's
informal grievance process for making complaints, and that filing a grievance or making a complaint is not a prerequisite
or substitute for afair hearing. The OA's procedures do not require customers to file an informal grievance prior to
exercising their right to appeal. Customers who are dissatisfied with some aspect of service provision may contact the
ISC to file grievances or complaints. The | SCs use the Rights of the Individuals form (IL462-1201), found here
https.//www.dhs.state.il.us/onenetlibrary/12/documents/Forms/| L462-1201.pdf, to document the notification. Options for
filing complaints are also posted on the OA's website located at https.//www.dhs.state.il.us/page.aspx?item=52240.

The type of complaints can include anything of concern to the customer or guardian, e.g., dissatisfaction with the
customer's PCP, failure to implement the customer's PCP, quality of services or supports, risk of losing services, etc. In
addition, customers can identify and report issues that are program-wide and do not specifically apply to their individual
services.

(b) the process and timelines for addressing grievances/complaints

Customers have 30 days to file a complaint/grievance after the incident occurs. When a complaint is received, the OA
will make an initial response to the customer making the complaint within two business days to let them know the
complaint was received and is being reviewed. The OA has an overall goal to resolve grievances within 30 days.
Timelinessis tracked and monitored by the OA and reported and discussed with the MA at the quarterly Waiver Quality
M anagement meetings.

Upon receipt of a complaint, the OA records the complaint in a database that documents the person making the
complaint; the type of complaint; the substance of the complaint; the names of any customers, providers, and/or ISC's
involved; the person(s) at the OA assigned to review and address the complaint; action steps taken; final resolution; and
dates of intake, action steps, and resolution.

(c) the mechanisms that are used to resolve grievances/complaints. State laws, regulations, and policies referenced in the
description are available to CM S upon request through the Medicaid agency or the operating agency

An OA staff person is assigned to each complaint. The assigned staff person confirms and/or collects information from
the ISC, provider(s), and any other parties involved. He or she then takes appropriate action steps depending upon the
complaint. Action stepsinclude follow up with the individual submitting the grievance/complaint, waiver customer,
provider agency, ISC, etc. to determine cause of the grievance and work with these entities to find a suitable resolution
for all parties. Final resolution is recorded in the log. Reports are produced twice monthly for managers within the OA to
ensure open complaints are being addressed on atimely basis.

The datais analyzed and evaluated for trends on a quarterly and annual basis. The summary reports are shared with the
MA at the quarterly Waiver Quality Management meetings. Asindividual problems and trends are identified, proactive
remediation isinitiated. Based on the data, the OA and MA may develop system improvement plans by identifying the
responsibilities of the MA and OA and identifying time frames for completion. The Waiver Quality Management
Committee (QMC) tracks all system improvement plans until completion.

Appendix G: Participant Safeguards
Appendix G-1. Responseto Critical Eventsor Incidents

a. Critical Event or Incident Reporting and M anagement Process. Indicate whether the state operates Critical Event or
Incident Reporting and Management Process that enables the state to collect information on sentinel events occurring in
the waiver program.Select one:

® Yes The state operatesa Critical Event or Incident Reporting and Management Process (complete Items b
through €)

No. This Appendix does not apply (do not complete Items b through €)
If the state does not operate a Critical Event or Incident Reporting and Management Process, describe the process that
the state uses to dicit information on the health and welfare of individual s served through the program.
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b. State Critical Event or Incident Reporting Requirements. Specify the types of critical events or incidents (including
alleged abuse, neglect and exploitation) that the state requires to be reported for review and follow-up action by an
appropriate authority, the individuals and/or entities that are required to report such events and incidents and the timelines
for reporting. State laws, regulations, and policies that are referenced are available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).
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The OA has two network-wide reporting structures for tracking and following-up on critical incidents. The first structure
covers, al alleged instances of abuse, neglect, self-neglect, or exploitation (ANE) that are reported to either the State's
Office of Inspector General (OIG) or the State's Adult Protective Services (APS) entity depending on which setting the
customer receives services. The second reporting structure is the Critical Incident Reporting and Analysis System
(CIRAS).

The State requires the reporting of alleged abuse, neglect, exploitation, and unanticipated deaths of customers receiving
services in settings that are licensed or certified by the Bureau of Accreditation, Licensure, and Certification (BALC), or
funded by the OA. These allegations are reported to the OIG for intake and investigation. Reports can be made by anyone
having contact with the customer or otherwise aware of the allegations. Employees within Independent Service
Coordination (ISC) agencies and providers are mandated to report allegations. Reports are made via phone calls to the
OIG hotline: (800) 368-1463.

For customers receiving supports in settings licensed or certified by BALC, the OA uses a set of definitions for critical
incidents covering abuse, neglect, self-neglect or exploitation and other events that can place an individual at risk which
arefound at 59 I1I. Adm. Code 50, Section 50.10.

-Abuse. See definitions for physical abuse, sexual abuse, mental abuse and financial exploitation.

-Egregious neglect. A finding of neglect as determined by the Inspector General that represents a gross failure to
adequately provide for, or acallousindifference to, the health, safety or medical needs of a customer and resultsin an
customer's death or other serious deterioration of an customer's physical condition or mental condition.

-Financial exploitation. Taking unjust advantage of a customer's assets, property or financial resources through deception,
intimidation or conversion for the employee's, facility's or agency's own advantage or benefit.

-Mental abuse. The use of demeaning, intimidating or threatening words, signs, gestures or other actions by an employee
about a customer and in the presence of acustomer or customers that results in emotional distress or maladaptive
behavior, or could have resulted in emotional distress or maladaptive behavior, for any customer present.

-Neglect. An employee's, agency's or facility's failure to provide adequate medical care, personal care or maintenance,
and that, as a consequence, causes a customer pain, injury or emotional distress, results in either a customer's maladaptive
behavior or the deterioration of acustomer's physical condition or mental condition, or places a customer's health or
safety at substantial risk of possible injury, harm or death.

-Physical abuse. An employee's non-accidental and inappropriate contact with a customer that causes bodily harm.
"Physical abuse" includes actions that cause bodily harm as aresult of an employee/facility/agency directing a customer
or person to physically abuse another customer.

-Sexual abuse. Any sexual contact or intimate physical contact between an employee and a customer, including an
employee's coercion or encouragement of a customer to engage in sexual behavior that resultsin sexual contact, intimate
physical contact, sexual behavior, or intimate physical behavior. Sexual abuse also includes:

0 anemployee's actions that result in the sending or showing of sexually explicit images to a customer via computer,
cellular phone, electronic mail, portable electronic device, or other media, with or without contact with the customer; or
0 anemployee's posting of sexually explicit images of a customer online or elsewhere, whether or not there is contact
with the customer. Sexual abuse does not include allowing customers to, of their volition, view movies or images of a
sexual nature or read text containing sexual content unless the customer's guardian prohibits the viewing of those movies
or images or reading of that material.

See 89 III. Adm. Code 270 at http://ilga.gov/commission/jcar/admincode/089/08900270sections.html.

Under thisregulation, "If any mandated reporter has reason to believe that an eligible adult, who because of disability or
other condition or impairment is unable to seek assistance for himself or herself, has, within the previous 12 months, been
subjected to abuse, neglect, or financial exploitation, the mandated reporter, shall, within 24 hours after developing such
belief, report this suspicion..." [Quoted from enabling statute: 320 ILCS 20/4(a-5).]

Under this regulation, unanticipated deaths must be reported within 24 hours from the time the death was first discovered,
or the reporter was informed of the unanticipated death or within four hours if abuse or neglect is suspected. Required
reporters must report allegations of abuse, neglect, or exploitation within four hours of initial discovery by the required
reporter.

The State also requires the reporting of alleged abuse, neglect, and exploitation of customers receiving supportsin their
own homes. These reports are sent to the State's Adult Protective Services (APS) unit for review and actions necessary to
ensure the health and safety of the alleged victim. Reports can be made by anyone having contact with the customer or
otherwise aware of the allegations. Employees within 1SC agencies and providers are mandated reporters. The Adult
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Protective Services Act (320 ILCS 20/1 et seq.) authorized the lllinois Department on Aging (IDoA) to administer the
Adult Protective Services (APS) Program to respond to reports of community-based abuse, neglect, self-neglect, or
exploitation. The empowered APS Program provides for intake, investigation, and follow-up of reported incidents. The
APS Program is coordinated through 39 agencies located throughout the state and designated by the Area Agencies on
Aging (AAA) and the lllinois Department on Aging. APS agencies conduct investigations and work with adults age 60 or
older and adults age 18-59 with disabilities (including those covered by the waiver), in resolving the abuse, neglect, self-
neglect, or financial exploitation. Persons can report suspected abuse, neglect, self-neglect, or exploitation by utilizing the
APS Hotline number at 1-866-800-1409, available 24 hours aday, seven days aweek. They may also call the Senior
Helpline at 1-800-252-8966 (voice) or 888-206-1327 (TTY).

Definitions of ANE for customers receiving supports in their own homes.

For these customers, the OA uses a set of definitions for critical incidents covering abuse, neglect, self-neglect or
exploitation and other events that can place a customer at risk which are found at 89 I1l. Adm. Code 270, Section
270.210.

-Abuse means causing any physical, mental, or sexual injury to an eligible adult, including exploitation of such adult's
financial resources [320 ILCS 20/2(a)].

-Neglect means another individual's failure to provide an eligible adult with or willful withholding from an €eligible adult
the necessities of lifeincluding, but not limited to, food, clothing, shelter or health care. This definition does not create
any new affirmative duty to provide support to eligible adults. Nothing in the Act shall be construed to mean that an
eligible adult is avictim of neglect because of health care services provided or not provided by licensed health care
professionals [320 ILCS 20/2(g)].

-Physical abuse means the causing of physical pain or injury to an eligible adult.

-Sexual exploitation means any sexual activity with an eligible adult who is unable to understand, unwilling to consent,
threatened, or physically forced to engage in such sexual activity.

-Emotional abuse means verbal assaults, threats of maltreatment, harassment, or intimidation.

-Confinement means restraining or isolating an individual for other than bona fide medical reasons.

-Passive neglect means the failure by a caregiver to provide an eligible adult with the necessities of life including, but not
limited to, food, clothing, shelter, or medical care, because of failure to understand the eligible adult's needs, lack of
awareness of servicesto help meet needs, or alack of capacity to care for the eligible adult.

-Willful deprivation means the deliberate denial to an eligible adult of required medication, medical care, shelter, food,
therapeutic devices, or other physical assistance, thereby exposing that person to the risk of physical, mental, or
emotional harm. Willful deprivation shall not include the discontinuation of medical care or treatment when the eligible
adult has expressed a desire to forego such medical care or treatment.

-Financial exploitation means the use of an eligible adult's resources by another to the disadvantage of that adult or the
profit or advantage of a person other than that adult [320 ILCS 20/2(f-1)].

The Illinois Adult Protective Services Act (320 ILCS 20/1) requires personnel of the Area Agencies on Aging, the OA,
the ISCs, and provider agencies to be mandated reporters in cases where the adult is unable to self-report. The APS policy
specifically states that if a direct service worker witnesses or identifies a case of possible abuse, neglect, self-neglect, or
financial exploitation, they are mandated to personally report the allegations to the designated APS agency or to the OA's
Hotline number within 24 hours. State regulations covering APS mandated reporters and timelines for reporting are
contained in 89 Illinois Administrative Code (ILAC), Part 270.30.

Follow-up Actions by the APS can be found at: 89 ILAC, Section 270.240 Intake of ANE or Self-Neglect Reports.

APS rules may be accessed at the IDoA's website at:
https.//www2.illinois.gov/aging/AboutUs/Pages/rul es-main.aspx

In addition, the state requires the reporting of other critical incidents to the OA through its automated Critical Incident
Reporting and Analysis System (CIRAS). The other critical incidents include deaths otherwise not reportable to OIG or
APS, known injuries, law enforcement involvement, medical emergencies, missing customers, peer-to-peer acts of
aggression, unauthorized restraint, injuries of unknown origin, and unscheduled hospitalizations. Providers must report
such incidents within two working days of discovery or being informed of the incident. Since the incidents reported
through CIRAS do not involve alegations of abuse, neglect, or exploitation, providers are given more time to compile
and report information ensuring it is complete and accurate for trend analysis. The manual for the CIRAS system is
available from the OA's website located at https://www.dhs.state.il.us/page.aspx?item=97101.
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Upon entry of an incident into CIRAS, the electronic system automatically notifies the ISC agency of the report. |SCs use
thisinformation to effectively monitor the customer's well-being and ensure any needed actions are taken. The | SC staff
review the critical incidentsin atimely manner, actively attempt to mitigate risk(s) associated with their occurrence while
implementing risk-mitigation strategies aimed at reducing future critical incidents. OA staff also receives notification
upon entry of reports of missing person and law enforcement involvement. All types of reports are summarized and
analyzed on amonthly basis by OA staff. The summary and analytical reports are shared with the MA on a quarterly
basis at the Waiver Quality Management meetings.

ISCs must comply with the 59 I1l. Adm. Code Part 50, Elder Abuse and Neglect Act, and the Critical Incident reporting
requirements of the OA. I1SCs must comply with all health, safety, and welfare monitoring and reporting required by State
or federal statute or regulation, or that is a condition for aHCBS Waiver, including the following: critical-incident
reporting regarding abuse, neglect, self-neglect, and exploitation; critical-incident reporting regarding any incident that
has the potential to place a customer, or a customer's services, at risk, but which does not rise to the level of abuse,
neglect, or exploitation; and performance measures relating to the areas of health, safety, and welfare and required for
operating and maintaining an HCBS Waiver.

Examples of critical events may include but are not limited to:
e 911Cdl

e Death

e Unknown Injury

* Law Enforcement

e Medical Emergency

e Missing Individual

* Peer to Peer Acts

* Peer to Staff

» Unauthorized Restraint

e Unknown Injury

» Unscheduled Hospitalization

For these types of incidents, if there is a perceived immediate threat to a customer's life or safety, the | SC and/or provider
will follow emergency procedures which may include calling 911.

All incidents will be entered into CIRAS and reported to the OA. Based on the situation, the customer's age or placement
reports will also be made to the appropriate State of 11linois investigative agencies.

¢. Participant Training and Education. Describe how training and/or information is provided to participants (and/or
families or legal representatives, as appropriate) concerning protections from abuse, neglect, and exploitation, including
how participants (and/or families or legal representatives, as appropriate) can notify appropriate authorities or entities
when the participant may have experienced abuse, neglect or exploitation.
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Customers and/or their guardian (if one has been appointed) are informed by the ISC about protections from abuse,
neglect, and financial exploitation (ANE).

The information provided includes the process for reporting allegations to the Office of the Inspector General (OIG) for
those customers receiving servicesin settings that are licensed or certified by the Bureau of Accreditation, Licensure, and
Certification (BALC) or funded by the OA, and to the Adult Protective Services (APS) for those customers receiving
services while residing in their own homes. Customers and guardians are informed that anyone who suspects abuse,
neglect or financial exploitation may report an allegation.

Information is provided in the Rights of the Individual form (1L462-1201), |ocated at
https.//www.dhs.state.il.us/onenetlibrary/12/documents/Forms/I L462-1201.pdf, and is shared with the Customer and
guardian (if one has been appointed) upon enrollment and upon every reassessment thereafter. 1SC staff discuss the
importance of reporting allegations of abuse, neglect and financial exploitation and other critical incidents.

Information on the State's hotline is available on multiple websites and is also listed in the Waiver Manual, located at
https.//www.dhs.state.il.us/page.aspx ?item=45227. I nstructions about reporting allegations, including the hotline, are also
available on the OA website, located at https.//www.dhs.state.il.us/page.aspx?item=52240. The State addressed the need
for public awareness through campaigns, such as "Break the Silence" and "Engage to Change". These public awareness
campaigns, facilitated through the Adult Protective Services at |llinois Department on Aging, provide information and
training about how to prevent, recognize, and report situations involving abuse, neglect, self-neglect, and exploitation of
all adults. The State developed a brochure for all HCBS waiver customers and family members/guardians that explains
how to report ANE.

The OA monitors and ensures customers and guardians have received appropriate information about reporting allegations
of abuse, neglect and financial exploitation.

I SC staff receive training on critical incident reporting and follow-up. Direct care staff are provided training through their
employer and new state provider standards have enhanced requirements for staff training about abuse, neglect, self-
neglect, exploitation, and mandated reporting requirements.

d. Responsibility for Review of and Responseto Critical Eventsor Incidents. Specify the entity (or entities) that receives
reports of critical events or incidents specified in item G-1-a, the methods that are employed to evaluate such reports, and
the processes and time-frames for responding to critical events or incidents, including conducting investigations.
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Allegations of Abuse, Neglect, or Exploitation in Settings Licensed or Certified by the Bureau of Accreditation,
Licensure, and Certification (BALC) or funded by the OA.

The State's Office of Inspector General (OIG), which is a semi-independent entity that reports to both the Governor and
the Secretary of IDHS, has statutory authority to receive and investigate reports of alleged abuse, neglect and exploitation
of adults with developmental disabilities served in settings licensed or certified by BALC or funded by the OA.

OIG staff receiving the report of the allegation are responsible for assessing, based on the information received at intake,
whether the allegation could constitute abuse, neglect or exploitation and whether OIG has the authority to investigate.
OIG must make these assessments within one day after receiving the report.

Any allegations or investigations of reports of abuse, neglect and exploitation shall remain confidential until afinal report
is completed. Theidentity of any person as a complainant shall remain confidential in accordance with the State's
Freedom of Information Act [5 ILCS 140] or unless identification is authorized by the complainant. Information
concerning tests for human immunodeficiency virus (HIV) and diagnosis and treatment for acquired immune deficiency
syndrome (AIDS) shall be disclosed to OIG by community agencies only in accordance with the AIDS Confidentiality
Act [410 ILCS 305]. All persona health related information contained in OIG investigative reports shall remain
confidentia in accordance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA) (P.L. 104-191)
(45 CFR 160, 162 and 164).

All investigations shall be conducted in a manner that respects the dignity and human rights of all personsinvolved.

After determining the finding in all cases, the OIG must notify the following parties of the finding:

-the complainant,

-the customer who was allegedly abused, neglected or exploited or his or her legal guardian (if applicable);
-the person alleged to have committed the offense; and

-the employer of the person alleged to have committed the offense (i.e., the qualified service provider).

Within 10 days of completion, copies of investigative reports are shared with the State's Human Rights Authority, the
protection and advocacy organization (Equip for Equality), the OA, and BALC.

If an investigation results in a substantiated finding of physical abuse, sexual abuse, egregious neglect or financial
exploitation, it shall result in the accused employee's identity and the OIG finding being reported to the Health Care
Worker Registry.

Allegations of Abuse, Neglect, or Exploitation in Settings Not Licensed or Certified by BALC.

The State's Adult Protective Services (APS) agency operated at the Illinois Department on Aging (IDoA) has statutory
authority to receive and investigate all allegations of abuse, neglect, and financial exploitation of adults aged 18 and over
in private homes. APS investigates allegations, assesses the customer's situation and circumstances, takes emergency
actions as needed, and works with local law enforcement authorities when necessary.

The State has established classifications for critical incidents (i.e., Priority I, I1, 111,) depending upon the nature and
urgency of the event. This classification determines whether an investigation needs to occur and the timeframe for
conducting that investigation. The definitions and time frames of these levels are located at 89 ILAC Section 270.240
located at http://il ga.gov/commissi on/jcar/admincode/089/089002700C02400R.html.

Depending on the nature and seriousness of the allegations, and the priority level given to the report, atrained APS
caseworker makes a face-to-face contact with the alleged victim with the following time frames:

-Priority one reports are reports of abuse or neglect in which the alleged victim is reported as being in serious physical
harm or in immediate danger of death or serious physical harm. Priority one reports include, but are not limited to,
alleged abuse resulting in fractures, head injuries, internal injuries, or burns; threats of serious injury or death; lack of
basic physical necessities severe enough to result in freezing, serious heat stress or starvation; need for immediate,
significant medical attention; and alleged sexual abuse that has occurred in the last 72 hours. The APS caseworker must
make a face-to-face visit within 24 hours of receipt of the report.

-Priority two reports are reports of abuse, neglect or exploitation in which the alleged victim is reported as being abused,
neglected or exploited and the report taker has reason to believe that the health and safety consequences to the alleged
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victim are less serious than priority one reports. Priority two reportsinclude, but are not limited to, physical abuse
involving scratches or bruises; inadequate attention to physical needs such asinsufficient food or medicine; unreasonable
confinement; and probability of liquidation or depletion of an alleged victim's income and assets. The APS caseworker
must make a face-to-face visit within 72 hours of receipt of the report.

-Priority three reports are reports of abuse, neglect or exploitation in which the alleged victim is reported as being
emotionally abused or the alleged victim's financial resources are being misused or withheld and the report taker has
reason to believe that there is no immediate or serious threat of harm to the alleged victim. The APS caseworker must
make aface-to-face visit within 7 calendar days of receipt of the report.

The State requires that all reports are investigated with initial contact based on assigned priority. APS investigates all
reports and with consent, will put interventions in place to address the health, safety, and welfare of the alleged victim.
The State's Office of Adult Protective Services' regulations also require certain response timelines by the ANE agency.

A trained Adult Protective Services case worker, trained by the Illinois Department on Aging, will respond within the
specified time period depending on the severity of the case and begin the investigation if consent is given.

As an adult, a competent person may exercise their consent authority to accept or refuse an assessment and may accept or
refuse all services and interventions offered during the review and resolution of the allegation. Thisis caled the
customer's right to self-determination, upon which the Adult Protective Services program is based. No decisions are made
about a competent adult without that adult's involvement and consent. The customer's consent would be noted in the
record. An eligible adult reported to be abused, neglected, financially exploited, or self-neglected, or such adult's
authorized guardian, unless the guardian is the abuser, or the alleged abuser shall have records provided to them upon
reguest. Depending on the nature of the incident of abuse, neglect, or financial exploitation, the customer and /or family
members, and providers may be notified. The State has set criteria regarding when notifications are mandatory.

Completed reviews are shared with the OA within 5 days. The OA then provides copies to the applicable | SC agency
within 5 days of receipt of the completed review.

The ISC isresponsible to ensure the health and welfare of the customer and may recommend additional services and
provide monitoring, to protect the customer. Critical incidents may also result in areview of customer needs to determine
whether achangein the service or level of service is needed.

The MA and the OA work with Adult Protective Services (APS) and share information in order to improve remediation
activities with providers serving customers. The OA and MA staff use the incident information to complete statewide
summary and trend analyses to identify, address, and prevent potential abuse, neglect, and exploitation, aswell as
otherwise seek strategies to enhance the service delivery system.

Beyond allegations of abuse, neglect, and or exploitation addressed above, the OA requires its providersto report directly
to the OA other types of critical incidents, including deaths otherwise not reportable to OIG or APS, known injuries, law
enforcement involvement, medical emergencies, missing customers, peer-to-peer acts of aggression, unauthorized
restraint, injuries of unknown origin, and unscheduled hospitalizations. These reports do not include allegations of abuse,
neglect, or exploitation. These incidents are reported electronically to the OA. All reports are accepted. Upon receipt of
areport, the ISC agency is automatically notified of the incident. In the case of law enforcement involvement, missing
customers, or unscheduled hospitalizations, the 1SC agency will work with the reporting provider to take necessary steps
to ensure the customer's safety. All CIRAS submissions require afollow-up entry by the ISC within 10 working days of
theinitia report. The OA staff use the incident information to complete statewide summary and trend analyses to
identify, address, and prevent potential abuse, neglect, and exploitation, as well as otherwise seek strategies to enhance
the service delivery system.

e. Responsibility for Oversight of Critical Incidents and Events. Identify the state agency (or agencies) responsible for

overseeing the reporting of and response to critical incidents or events that affect waiver participants, how this oversight is
conducted, and how frequently.
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The OA oversees the reporting and response of al critical incidents and complaints. The OA uses the Critical Incident
Reporting and Analysis System (CIRAS) to analyze trends and to ensure that follow up has occurred. For some
individual circumstances, the OA may be working with APS or the ISC to resolve theissue. The State's Adult Protective
Services (APS) maintains a tracking system of ANE investigations and statistical reports are generated annually.

Datais used to inform the OA and MA to monitor system performance and remediate problems.

If an Office of Inspector General (OIG) investigation substantiates abuse, neglect or financial exploitation, meaning a
preponderance of the evidence supports that the abuse or neglect did occur, the provider is required to submit a Written
Response within 30 days for approval by the OA. The Written Response must indicate what actions will be taken to
address the issues identified. If afinding of physical abuse, sexual abuse or egregious neglect is substantiated, the
perpetrator's name is placed on the lllinois Department of Public Health, Health Care Worker Registry.

The provider is required to inform the victim and the guardian whether the reported allegation was substantiated,
unsubstantiated or unfounded. If the provider is unable to reach the customer or guardian by phone, aletter of notification
must be sent within 24 hours of receiving notice of the finding.

The OA receives allegations of abuse, neglect and financial exploitation from OIG as reported by complainants to the
OIG telephone hotline. These reports are received generally within 2 business days of the allegation being reported.
Although OIG investigates, the OA reviews each allegation to determine whether other/additional action is warranted
prior to completion of the OIG investigation.

If afinding of physical abuse, sexual abuse or egregious neglect is substantiated following an Adult Protective Services
(APS) investigation, the perpetrator's name may be placed on the Adult Protective Services Registry.

The OA receives allegations of abuse, neglect and financial exploitation from APS as reported by complainants to the
APS telephone hotline. These reports are received generally within 2 business days of the allegation being reported.

The OA gathers information about the types of allegations and providers to identify patterns and trends.

The OA monitors allegations on an ongoing basis. Summary and analytic reports are devel oped regarding allegations and
findings. These reports are shared with the MA on a quarterly basis during the Quality Management meetings. Summary
reports that do not contain confidential information are posted on the OA website.

Both the MA and the OA work together to review performance measures on documentation of the notification to
customers of the Rights of the Customer, the reporting of customer deaths, and critical incidents and follow-up methods.

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concer ning Restraints and Restrictive I nterventions (1 of
3)

a. Use of Restraints. (Select one): (For waiver actions submitted before March 2014, responses in Appendix G-2-a will
display information for both restraints and seclusion. For most waiver actions submitted after March 2014, responses
regarding seclusion appear in Appendix G-2-c.)

The state does not permit or prohibitsthe use of restraints

Specify the state agency (or agencies) responsible for detecting the unauthorized use of restraints and how this
oversight is conducted and its frequency:

® Theuseof restraintsis permitted during the cour se of the delivery of waiver services. Complete Items G-2-a-i
and G-2-aii.

i. Safeguards Concer ning the Use of Restraints. Specify the safeguards that the state has established
concerning the use of each type of restraint (i.e., personal restraints, drugs used as restraints, mechanical
restraints). State laws, regulations, and policiesthat are referenced are available to CM S upon reguest through
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the Medicaid agency or the operating agency (if applicable).
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No form of Restraint shall be permitted except as specified below or as allowed and directed by
Administrative Code applicable to the program (e.g. 59 I1l. Adm. Code 119, Developmental Training, 59 III.
Adm. Code 115, Community Integrated Living Arrangements, 59 Ill. Adm. Code 120, Medicaid Home and
Community-Based Services Waiver Program for Individuals with Developmental Disabilities, 405 ILCS5
Mental Health and Developmental Disabilities Code, etc.) whichever is more restrictive to the use of
Restraint.

Restraint shall be used only when the customer's behavior presents an immediate threat of serious physical
harm to the customer or others and other less restrictive and intrusive measures have been tried and proven
ineffective in stopping the immediate threat of serious physical harm. Restraint shall not be used as discipline
or punishment, convenience for staff, retaliation, a substitute for appropriate physical or behavioral support, a
routine safety matter, or to prevent property damage in the absence of an immediate threat of serious physical
harm to the customer or others. The use of Restraint shall be subject to the following requirements and
limitations.

Restraints are only permitted if agreed to by the customer and/or guardian and included in the PCP. Staff
who care for customers who have arestraint in their PCP are provided training on the restraint prior to
providing care to the customer.

There are restraint training courses available online that teach modern, evidence based de-escalation, crisis
prevention, and/or physical intervention techniques for an array of provider types. Courses follow Mandt
System of restraint techniques, which utilizes a comprehensive, integrated approach to preventing, de-
escalating, and if necessary, intervening when the behavior of an individual poses athreat of harm to
themselves and/or others. The Mandt System includes the use of restraint only within the context of alarger
restraint reduction methodology. Prevention is the primary strategy for managing aggression, followed by
de-escalation tactics. Such courses include but are not limited to Dynamis Training and Insight
(https://www.dynamis.training/restraint/), the Crisis Prevention Institute
(https://www.crisisprevention.com/), and Certified Restraint and De-escalation Training
(https://certifiedrestraint.com/). Each training course has their own techniques for restraining individuals.
Most courses also teach non-restraint topics that generally include warning signs of stress, verbal and non-
verbal de-escalation, safety when implementing arestraint, and restraint only as a last resort. Types of
restraints which are prohibited include prone restraint, supine restraint, mechanical restraint, and chemical
restraint other than those medications legally prescribed and administered as part of a customer's regular
medical regimen. Allowable restraints are: One Person Supportive Guide; Two Person Supportive Guide;
One Person Stability Hold Procedure; Two Person Stability Hold Procedure; and Forward Escort.

A) Restraint may only be employed when:

1. Itisincluded as a modification of rightsin a customer's Person-Centered Plan (PCP);

2. The use of Restraint has been discussed and approved for inclusion in the customer's PCP by the customer
or guardian, if applicable, and the Provider Support Team;

3. Itisincluded in the customer's behavior plan;

4. The use of Restraint has gone through the Behavioral Management Committee/Human Rights Committee
for approval;

5. Theinclusion of Restraint in the customer's PCP and behavior plan must include a plan to reduce and
ultimately eliminate the use of Restraint, as appropriate;

6. The staff applying the Restraint have been trained in the use of Restraint, as described below, aswell as
the specific type of the Restraint to be used on the customer;

7. The provider agency has reviewed and determined that there are no known medical or psychological
limitations that contraindicate the use of the Restraint;

8. The provider agency hasincluded in the individual rights documentation information for the use of
Restraint within the provider agency's policies and procedures and this information has been shared with the
customer and guardian, if applicable.

B) Restraint must end immediately when:

1. Theimmediate threat of serious physical harm ends;

2. The customer indicates that they cannot breathe or staff supervising the customer recognizes they may be
in respiratory distress; or
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3. The time period of 15 minutes has expired, unless approved in the customer's PCP or a supervisor has
approved the instance of the Restraint going beyond 15 minutes.

C) The use of Restraint must be done as follows:

1. Provider agency staff must observe and monitor the customer being physically restrained at all times
during the use of Restraint.

2. The staff involved in physically restraining a customer must halt the restraint every 5 minutes to evaluate
if the immediate threat of serious physical harm continues to exist. If the immediate threat of serious physical
harm continues to exist, staff may continue to use the Restraint and the continued use may not be considered
a separate instance of Restraint so long as the total time period of the Restraint does not exceed 15 minutes.
3. A customer shall be released from the Restraint immediately upon a determination by the staff member
administering the Restraint that the customer is no longer an immediate threat of causing serious physical
harm to themselves or others.

4. The Restraint shall not impair a customer's ability to breathe or communicate normally, obstruct a
customer's airway, or interfere with a customer's ability to speak. If the Restraint isimposed upon a customer
whose primary mode of communication is sign language or an augmentative mode, the customer shall be
permitted to have their hands free of restraint for brief periods, unless the supervising staff determines this
freedom appears likely to result in harm to the customer or others.

D) Reporting requirements:
1. Inincidents of Restraint, the provider agency shall do the following:

a. Create areport on the use of Restraint. The Report shall be included in the customer's file and be
available for assessment by the Bureau of Quality Management during a provider agency's review.

b. Review the use of any incident of Restraint viathe Human Rights Committee.
2. Any incident of Restraint shall be reported to the provider agency Executive Director/Chief Executive
Officer.
3. The provider agency shall notify the customer's guardian, if applicable, no later than 24 hours after any
incident of Restraint occurs.

Restraint not identified in the PCP shall be used only when the customer's behavior presents an immediate
threat of serious physical harm to the customer or others, the provider agency deems the situation an
emergency, and other less restrictive and intrusive interventions have been tried and proven ineffective in
stopping the immediate threat of serious physical harm. Restraint not identified in the PCP shall not be used
as discipline or punishment, convenience for staff, retaliation, a substitute for appropriate physical or
behavioral support, aroutine safety matter, or to prevent property damage in the absence of immediate threat
of serious physical harm to the customer or others. Restraint not identified in the PCP occurs when the
requirements of 1) - 4) above are not in place prior to the use of the restraint. The use of Restraint not
identified in the PCP shall be subject to the following requirements and limitations.

A) Restraint not identified in the PCP may only be employed when:

1. The staff applying the Restraint not identified in the PCP have been trained in the use of Restraint;

2. The provider agency has reviewed and determined there are no known medical or psychological
limitations that contraindicate the use of the Restraint; and

3. The provider agency hasincluded in the individual rights documentation information on the provider
agency's policies and procedures for the use of Restraint and this information has been shared with the
customer and guardian, if applicable.

B) Restraint not identified in the PCP must end immediately when:

1. Theimmediate threat of serious physical harm ends;

2. The customer indicates they cannot breathe or staff supervising the customer recognizes they may bein
respiratory distress; or

3. The time period of 15 minutes has expired, unless a supervisor has approved the instance of the Restraint
going beyond 15 minutes.

C) The use of Restraint not identified in the PCP must be completed as follows:
1. Provider agency staff must observe and monitor the customer being physically restrained at all times
during the use of Restraint.

09/03/2026



Application for 1915(c) HCBS Waiver: Draft IL.026.05.06 - Jan 01, 2027 Page 224 of 302

2. The staff involved in physically restraining a customer must halt the restraint every 5 minutes to evaluate
if the immediate threat of serious physical harm continues to exist. If the immediate threat of serious physical
harm continues to exist, staff may continue to use the Restraint not identified in the PCP and the continued
use may not be considered a separate instance of Restraint not identified in the PCP so long as the total time
period of the Restraint not identified in the PCP does not exceed 15 minutes.

3. A customer shall be released from the Restraint not identified in the PCP immediately upon a
determination by the staff member administering the Restraint not identified in the PCP that the customer is
no longer an immediate threat of causing serious physical harm to themselves or others.

4. The Restraint not identified in the PCP shall not impair a customer's ability to breathe or communicate
normally, obstruct a customer's airway, or interfere with a customer's ability to speak. If the Restraint not
identified in the PCP isimposed upon a customer whose primary mode of communication is sign language or
an augmentative mode, the customer shall be permitted to have their hands free of restraint for brief periods,
unless the supervising staff determines this freedom appears likely to result in harm to the customer or
others.

5. After Restraint not identified in the PCP has been used, the provider agency shall work with the ISC to
determine whether Restraint should be included in the customer's PCP and behavior plan moving forward.

D) Reporting requirements:
1. Inincidents of Restraint not identified in the PCP, the provider agency shall do the following:

a. Create areport on the use of Restraint not identified in the PCP. The Report shall be included in the
customer'sfile and be available for assessment by the Bureau of Quality Management during a provider
agency's review.

b. Review any use of Restraint not identified in the PCP viathe Human Rights Committee.

2. Any incident of Restraint not identified in the PCP shall be reported to the provider agency Executive
Director/Chief Executive Officer.

3. The Director of the Division of Developmental Disabilities or their designee shall receive areport of each
incident of Restraint not identified in the PCP viaareport from CIRAS.

4. The provider agency shall notify the customer's guardian, if applicable, no later than 24 hours after any
incident of Restraint not identified in the PCP occurs.

CONTINUED TO MAIN B OPTIONAL

i. State Oversight Responsibility. Specify the state agency (or agencies) responsible for overseeing the use of

restraints and ensuring that state safeguards concerning their use are followed and how such oversight is
conducted and its frequency:
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The Operating Agency (OA) is responsible for overseeing the permitted use of Restraint and ensuring that
State safeguards concerning their use are followed.

The OA contracts with Independent Service Coordination (ISC) agencies to monitor the unauthorized use of
Restraint of customers. The |SC conducts a minimum of four visits per year to devel op the PCP and monitor
the PCP's implementation, including direct, in-person contact with the customer. The ISC's are QIDPs and
are subject to mandatory reporting requirements.

ISC's monitor through on-site observations, interviews, and record reviews. Any potential abuse, including
the unauthorized use of Restraint would be reported to the OIG or APS (if applicable).

Any findings of unauthorized use of Restraint or of injuries to customers resulting from the use of Restraint
regardless of authorization, are required to be reported by the ISC entities to the OA viathe OA's Critical
Incident Reporting and Analysis System (CIRAS). Findings are documented on the ISC Visiting Notes form,
discussed with the provider, and addressed as necessary. Addressing the findings may include reporting
potential abuse to the appropriate entity (OIG and/or APS), working with the provider to develop or modify
behavior plans and/or any additional action that may be appropriate to the specific circumstances.

If the ISC and provider agency are unable to develop or modify and implement a behavior plan to ensure the
unauthorized use of Restraint doesn't happen again, the | SC should refer the matter to the OA using the
"Monitoring and Technical Assistance Tool" located here:

https://www.dhs.state.il.us/page.aspx 7item=56646. The referral must be sent to the OA within two business
days. Upon receipt, the referral will be assigned to the appropriate Bureau within the OA for appropriate
follow up. The assigned Bureau Chief is responsible for ensuring appropriate and timely follow up.
Depending on the nature of the concern being raised by the ISC, the Division may involve additional
resources, such as the Support Service Team (SST) and the Bureau of Accreditation, Licensure and
Certification (BALC).

Provider agencies are required to report the unauthorized use of Restraint, including any instances not in
compliance with State regulations, through CIRAS. If a provider agency is submitting a high number of
unauthorized use of Restraint reports through CIRAS, the OA could complete an unannounced review of the
provider agency to determine what is causing the high volume of unauthorized Restraint. The OA reviews a
statistically valid sample of provider agencies and waiver customers each year to detect the unauthorized use
of Restraint, also identifying any service implementation issues such as overuse or inappropriate or
ineffective use of Restraint. In completing this review, the OA reviews records; conducts on-site
observations; and interviews staff, customers, and guardians.

The OA tracks and analyzes reports received from |SC agencies. The OA maintains a Service Issues Log for
this purpose. Summary and analytical datais produced from the log on a quarterly basis and shared and
discussed with the MA during the quarterly waiver quality management meetings. In addition to ensuring
individual issues are resolved, the OA and MA identify system issues and implement enhancements when
necessary. If atrend isidentified with a provider agency, the provider agency would be required to submit an
approved corrective action plan to the OA. The OA may impose sanctions upon the provider agency up to
and including termination of the provider agency.

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concer ning Restraints and Restrictive I nterventions (2 of
3)

b. Use of Restrictive I nterventions. (Select one):

The state does not permit or prohibitsthe use of restrictive interventions

Specify the state agency (or agencies) responsible for detecting the unauthorized use of restrictive interventions and
how this oversight is conducted and its frequency:

09/03/2026



Application for 1915(c) HCBS Waiver: Draft IL.026.05.06 - Jan 01, 2027 Page 226 of 302

® Theuseof restrictive interventionsis permitted during the cour se of the delivery of waiver services Complete
Items G-2-b-i and G-2-b-ii.

Safeguar ds Concer ning the Use of Restrictive I nterventions. Specify the safeguards that the state hasin
effect concerning the use of interventions that restrict participant movement, participant access to other
individuals, locations or activities, restrict participant rights or employ aversive methods (not including
restraints or seclusion) to modify behavior. State laws, regulations, and policies referenced in the specification
are available to CM S upon request through the Medicaid agency or the operating agency.

Providers may use restrictive interventions as a means of last resort and only when necessary to keep
individuals safe. When arestrictive intervention is used, there must be safeguards in place to ensure that the
restrictive intervention is necessary. The following details the safeguards required to be in place:

1. The Human Rights Committee and Behavior Management Committee must review interventions as
indicated by waiver, Rule and DDD policy.

2. Anassessment is completed prior to implementation. The assessment must take into consideration a
person's medical, emotional, behavioral, environmental and motivational factors.

3. Staff must be appropriately trained on interventions prior to implementing them.

4. Individuals must beinformed of the restrictive measure and should be given the option to collaborate as

appropriate.
5. Redtrictive interventions must be reviewed annually (or more frequently).

Providers may never use restrictive measures that involve the following: arestrictive intervention that is
medically contraindicated; arestrictive intervention that is used as punishment; a restrictive intervention that
is used for the convenience of providers; or arestrictive intervention that is a substitute for services.

If amedication is being used to change maladaptive behaviorsit is arestrictive intervention unless:

1. Themedicationis used to treat a diagnosed mental illness and the maladaptive behaviors do not warrant
abehavior plan.

2. Themedications prescribed are FDA approved or commonly used for the treatment of that mental illness
diagnosis.

3. Medications used are being prescribed below the maximum dose listed by the lllinois DHS/OCAPs
formulary.

4. No more than 3 medications are being prescribed simultaneously for that disorder.

5. No side effects of the medication/s such as sedation are interfering with the individual s adaptive
functioning.

6. The person has not required any other restrictive interventions in the previous 6 months.

A restrictive intervention may be instituted immediately if the individual'simmediate safety isin jeopardy.
If arestrictive intervention isinstituted immediately, the safeguards itemized above must be completed
within aweek of the restrictive intervention.

i. State Oversight Responsibility. Specify the state agency (or agencies) responsible for monitoring and

overseeing the use of restrictive interventions and how this oversight is conducted and its frequency:
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The Operating Agency (OA) is responsible for overseeing the permitted use of Restrictive Intervention and
ensuring that State safeguards concerning their use are followed.

The OA contracts with Independent Service Coordination (ISC) agencies to monitor the unauthorized use of
Restrictive Intervention of customers. The |SC conducts a minimum of four visits per year to develop the
PCP and monitor the PCP's implementation, including direct, in-person contact with the customer. The ISC's
are QIDPs and are subject to mandatory reporting requirements.

ISC's monitor through on-site observations, interviews, and record reviews. Any potential abuse would be
reported to the OIG or APS as applicable.

Any findings of unauthorized use of Restrictive Intervention or of injuries to customers resulting from the
use of Restrictive Intervention regardless of authorization, are required to be reported by the ISC entitiesto
the OA viathe OA's Critical Incident Reporting and Analysis System (CIRAS). Findings are documented on
the ISC Visiting Notes form, discussed with the provider, and addressed as necessary. Addressing the
findings may include reporting potential abuse to the appropriate entity (OIG and/or APS), working with the
provider to develop or modify behavior plans and/or any additional action that may be appropriate to the
specific circumstances.

If the ISC and provider agency are unable to develop or modify and implement a behavior plan to ensure the
unauthorized use of Restrictive Intervention doesn't happen again, the ISC should refer the matter to the OA
using the "Monitoring and Technical Assistance Tool" located here:

https://www.dhs.state.il.us/page.aspx 7item=56646. The referral must be sent to the OA within two business
days. Upon receipt, the referral will be assigned to the appropriate Bureau within the OA for appropriate
follow up. The assigned Bureau Chief is responsible for ensuring appropriate and timely follow up.
Depending on the nature of the concern being raised by the ISC, the Division may involve additional
resources, such as the Support Service Team (SST) and the Bureau of Accreditation, Licensure and
Certification (BALC).

Provider agencies are required to report the unauthorized use of Restrictive Intervention, including any
instances not in compliance with State regulations, through CIRAS. If a provider agency is submitting a high
number of unauthorized use of Restrictive Intervention reports through CIRAS, the OA could complete an
unannounced review of the provider agency to determine what is causing the high volume of unauthorized
Redtrictive Intervention. The OA reviews astatistically valid sample of provider agencies and waiver
customers each year to detect the unauthorized use of Restrictive Intervention, also identifying any service
implementation issues such as overuse or inappropriate or ineffective use of Restrictive Intervention. In
completing this review, the OA reviews records; conducts on-site observations; and interviews staff,
customers, and guardians.

The OA tracks and analyzes reports received from |SC agencies. The OA maintains a Service Issues Log for
this purpose. Summary and analytical datais produced from the log on a quarterly basis and shared and
discussed with the MA during the quarterly waiver quality management meetings. In addition to ensuring
individual issues are resolved, the OA and MA identify system issues and implement enhancements when
necessary. If atrend isidentified with a provider agency, the provider agency would be required to submit an
approved corrective action plan to the OA. The OA may impose sanctions upon the provider agency up to
and including termination of the provider agency.

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concer ning Restraints and Restrictive I nterventions (3 of
3)

¢. Use of Seclusion. (Sdlect one): (This section will be blank for waivers submitted before Appendix G-2-c was added to
WMSin March 2014, and responses for seclusion will display in Appendix G-2-a combined with information on
restraints.)

® The state does not permit or prohibitsthe use of seclusion
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Specify the state agency (or agencies) responsible for detecting the unauthorized use of seclusion and how this
oversight is conducted and its frequency:

The Operating Agency (OA) is responsible for detecting the unauthorized use of seclusion.

The OA contracts with Independent Service Coordination (ISC) agencies to monitor the unauthorized use of
Seclusion of customers. The | SC conducts a minimum of four visits per year to develop the PCP and monitor the
PCP'simplementation, including direct, in-person contact with the customer. The ISC's are QIDPs and are subject to
mandatory reporting requirements.

ISC's monitor through on-site observations, interviews, and record reviews. Any potential abuse, including the
unauthorized use of Seclusion would be reported to the OIG or APS (if applicable).

Any findings of unauthorized use of Seclusion or of injuries to customers resulting from the use of Seclusion are
required to be reported by the ISC entities to the OA viathe OA's Critical Incident Reporting and Analysis System
(CIRAYS). Findings are documented on the I SC Visiting Notes form, discussed with the provider, and addressed as
necessary. Addressing the findings may include reporting potential abuse to the appropriate entity (OIG and/or
APS), working with the provider to develop or modify behavior plans and/or any additional action that may be
appropriate to the specific circumstances.

If the ISC and provider agency are unable to develop or modify and implement a behavior plan to ensure the
unauthorized use of seclusion doesn't happen again, the | SC should refer the matter to the OA using the "Monitoring
and Technical Assistance Tool" located here: https.//www.dhs.state.il .us/page.aspx?7item=56646. The referral must
be sent to the OA within two business days. Upon receipt, the referral will be assigned to the appropriate Bureau
within the OA for appropriate follow up. The assigned Bureau Chief is responsible for ensuring appropriate and
timely follow up. Depending on the nature of the concern being raised by the ISC, the Division may involve
additional resources, such as the Support Service Team (SST) and, the Bureau of Accreditation, Licensure and
Certification (BALC).

Provider agencies are required to report the unauthorized use of Seclusion, including any instances not in
compliance with State regulations, through CIRAS. If a provider agency is submitting a high number of
unauthorized use of Seclusion reports through CIRAS, the OA could complete an unannounced review of the
provider agency to determine what is causing the high volume of unauthorized Seclusion. The OA reviews a
statistically valid sample of provider agencies and waiver customers each year to detect the unauthorized use of
Seclusion, aso identifying any service implementation issues such as overuse or inappropriate use of Seclusion. In
completing this review, the OA reviews records; conducts on-site observations; and interviews staff, customers, and
guardians.

The OA tracks and analyzes reports received from | SC agencies. The OA maintains a Service Issues Log for this
purpose. Summary and analytical datais produced from the log on a quarterly basis and shared and discussed with
the MA during the quarterly waiver quality management meetings. In addition to ensuring individual issues are
resolved, the OA and MA identify system issues and implement enhancements when necessary. If atrend is
identified with a provider agency, the provider agency would be required to submit an approved corrective action
plan to the OA. The OA may impose sanctions upon the provider agency up to and including termination of the
provider agency. The OA collects data on the reporting of critical incidents, restraint, restrictive interventions, and
seclusion as outlined in Appendix G - Performance Measures. The datais summarized and presented at the quarterly
Waiver Quality Management meetings. The MA and the OA review summary data, remediation activities and
identify trends over time as well as the effectiveness of policies and procedures.

The use of seclusion is permitted during the cour se of the delivery of waiver services. Complete Items G-2-c-i
and G-2-c-ii.

i. Safeguards Concer ning the Use of Seclusion. Specify the safeguards that the state has established
concerning the use of each type of seclusion. State laws, regulations, and policiesthat are referenced are
available to CM S upon request through the Medicaid agency or the operating agency (if applicable).
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ii. State Oversight Responsibility. Specify the state agency (or agencies) responsible for overseeing the use of
seclusion and ensuring that state safeguards concerning their use are followed and how such oversight is
conducted and its frequency:

Appendix G: Participant Safeguards
Appendix G-3: Medication Management and Administration (1 of 2)

This Appendix must be completed when waiver services are furnished to participants who are served in licensed or unlicensed
living arrangements where a provider has round-the-clock responsibility for the health and welfare of residents. The Appendix
does not need to be completed when waiver participants are served exclusively in their own personal residences or in the home of
a family member.

a. Applicability. Select one:

No. This Appendix isnot applicable (do not complete the remaining items)
® Yes. This Appendix applies (complete the remaining items)

* Medication Management and Follow-Up

i. Responsibility. Specify the entity (or entities) that have ongoing responsibility for monitoring participant
medi cation regimens, the methods for conducting monitoring, and the frequency of monitoring.
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A physician shall be responsible for the medical services provided to customers and the management of
customers' medications.

59 11l. Adm. Code 116 requires that residential habilitation providers must have a registered professional nurse,
advanced practice nurse, physician licensed to practice medicinein all its branches, or a physician assistant on
duty or on call at all times. At least quarterly, this professional reviews medication orders, medication labels and
Medication Administration Records (MAR) to ensure that medication labels and medications administered match
those ordered. The professional completing the review should report any identified discrepancy to necessary
parties which could include the pharmacy, medical professional, QIDP or provider administrator as necessary and
ensure the discrepancy is corrected.

Licensing rule 59 Ill. Adm. Code 115 requires that customersin aresidential setting who are receiving
prescription medications must be seen by the prescribing physician minimally every six months to review the
medication use, and minimally every three months if the customer is receiving psychotropic medications. A
psychiatrist will either review psychotropic medications or be available for consultation when psychotropic
medications have been prescribed for a customer.

A physician or pharmacist shall make available to employees, family and customers information on expected
consequences, potential benefits and side effects of any prescribed medication.

For customers receiving psychotropic medications, a screening for and documentation of abnormal involuntary
movements, including tardive dyskinesia, is completed at least every six months by alicensed health care
professional or a person trained in performing this type of assessment. The assessment is maintained in the
customer's file with the residential provider. If there is an abnormal screening based on the assessment, the
prescribing professional must be notified.

Use of psychotropic medications to modify or control behaviors or treatment of mental illnessis considered a
restrictive intervention. As such, it is also subject to the provider requirements for oversight by a properly
constituted human rights committee as described in G-2.

During its licensure surveys, the Bureau of Accreditation, Licensure, and Certification (BALC) reviews whether
the required supervision and assessments by licensed professional s described above occur within the time frames
required by rule. In addition, registered professional nurses employed by the OA conduct on-site visits to ensure
compliance with 59 I1l. Adm. Code 116 regarding the review of all medications, including behavior modifying
medications. These reviews include, but are not limited to, physician oversight, nursing supervision,
administration, record-keeping, storage, disposal, errors, and harmful or unsafe practices. The protocol used by
the licensure teams and the protocol used by the nurses are available upon request from the OA.

Community Day Service (CDS) providers, including Developmental Training providers, are permitted to allow
non-licensed direct support persons to administer medications in accordance with Administrative Rule 116.

ii. Methods of State Oversight and Follow-Up. Describe: (a) the method(s) that the state uses to ensure that

participant medications are managed appropriately, including: (a) the identification of potentially harmful practices
(e.g., the concurrent use of contraindicated medications); (b) the method(s) for following up on potentially harmful
practices; and, (c) the state agency (or agencies) that is responsible for follow-up and oversight.
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(a) the identification of potentially harmful practices (e.g., the concurrent use of contraindicated medications);

Residential providers subject to medication administration requirements are monitored by the OA for compliance.
OA staff monitoring for compliance are all registered nurses. Providers are required to track all medication errors
and to report to the OA all errors with an adverse outcome (defined as requiring medical attention) by fax to the
OA's Bureau of Quality Management (BQM). The error reports are forwarded to the OA's nurse reviewers for
review and follow up with the provider.

Per Title 59 Illinois Administrative Code Part 116, a medication error shall be immediately reported to the
registered professional nurse, advanced practice nurse, physician, physician assistant, dentist, podiatrist or
certified optometrist to receive direction on actions to be taken. All medication errors shall be documented in the
customer's clinical record and a medication error report shall be completed within eight hours or before the end of
the shift in which the error was discovered, whichever is earlier. A copy of the medication error report shall be
maintained as part of the agency's quality assurance program.

(b) the method(s) for following up on potentialy harmful practices;

Any medication error that results in an adverse outcome is reported to the OA within seven calendar days. All
reports are reviewed by the OA, coordinated with an OIG investigation, and followed up as necessary to ensure
that adequate safeguards are in place to prevent future occurrences. Based on the outcome of an OIG
investigation, the OIG makes recommendations to the provider and requires a corrective action plan. In instances
where potentially harmful practices are identified, the OA provides technical assistance to the provider.

(c) the state agency (or agencies) that is responsible for follow-up and oversight.

In addition, the OA annually conducts on-site reviews of a representative sample of customers. The OA review
team includes Registered Nurses on each review. The team reviews customer medication regimen, medication
administration, and compliance with rules applicable to medication management and administration.

The OA monitors for the following: written policies and procedures on reviewing adverse drug reactions; written
policies and procedures on the review of medication errors; whether a medication error report is made for every
medication error noted on the MAR; whether areview of medication administration is conducted by the nurse-
trainer on a quarterly basis and that medication labels and MARs match the physician order sheets; and whether
medications are being administered as prescribed and whether refusals are documented properly; and whether
medication errors are reviewed by the nurse-trainer within 7 days of each occurrence.

When findings are discovered, the provider is required to devel op a corrective action plan subject to the approval
of the OA. The remediation must address the customer's finding(s) as well as any other similar practices involving
other customers served by the provider. The provider must develop a quality assurance process to prevent future
occurrences.

If serious findings are discovered, an immediate corrective action can be required (meaning remediation must
occur before the OA reviewer exits the provider) or within a short time frame no more than 48 hours of the
completion of the review. Plans to safeguard the welfare of customers until corrective action isimplemented can
include increased monitoring visits or moving waiver customers either temporarily or permanently to other
settings.

OA findings are summarized and reported at the Waiver Quality Management meetings which includes key staff
from the OA and MA. The Waiver Quality Management team meets quarterly and devel ops appropriate system
improvements in response to identified trends and concerns. The meeting summary is arecord of system
improvements and outcomes.

Appendix G: Participant Safeguards
Appendix G-3: Medication Management and Administration (2 of 2)

c. Medication Administration by Waiver Providers

i. Provider Administration of Medications. Select one:
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Not applicable. (do not complete the remaining items)

® Waiver providersareresponsiblefor the administration of medicationsto waiver participants who

cannot self-administer and/or have responsibility to over see participant self-administration of
medications. (complete the remaining items)

e State Policy. Summarize the state policies that apply to the administration of medications by waiver providers
or waiver provider responsibilities when participants self-administer medications, including (if applicable) policies
concerning medication administration by non-medical waiver provider personnel. State laws, regulations, and

policies referenced in the specification are available to CM S upon request through the Medicaid agency or the
operating agency (if applicable).
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When medications are provided or employees of awaiver Residential Habilitation provider supervise their
administration, the provider must ensure that such medications are provided and their administration is supervised
in accordance with the Illinois Nursing and Advanced Practice Nursing Act (225 ILCS 65). Residential
Habilitation service providers may allow non-licensed direct support persons to administer medications if the
provider complies with the Administration of Medication in Community Settings rule (59 I1l. Adm. Code 116).

When providers supervise the self-administration of medication training programs or administer the medications,
medi cations must be secured from unauthorized access and only a physician, pharmacist, registered or licensed
practical nurse or agency employee authorized to supervise the self-administration of medication training program
or administer medications may have access to medications. A physician, pharmacist or registered professional
nurse must be available at all times to consult with trained, unlicensed direct support employees administering
medications or supervising a self-administration of medications training program for customers with
developmental disabilities.

A medical professional must evaluate the ability of the customer to self-administer medications. Ability to self-
administer medication must be reassessed at |east annually. Customers must be evaluated using OA approved
screening and assessment tools, in accordance with 59 111. Adm. Code 116.

A prescribing medical professional must provide the written order for awaiver customer to self-administer
medications or participate in a self-administration of medication training program based on the results of the
customer's evaluation. The order must become part of the customer's record.

The provider must ensure and document the following:

-A prescribing medical professional must be responsible for the medical services provided to customers, and the
management of a customer's medications.

-Only amedical professional, that is, a physician licensed pursuant to the Medical Practice Act, advanced practice
nurse licensed pursuant to the Nursing and Advanced Practice Nursing Act, and physician's assistant licensed
pursuant to Physician Assistant's Practice Act, may prescribe and monitor all prescription medications.

-All medications, including patent or proprietary medications, e.g., cathartics, headache remedies, or vitamins,
may be given only upon the written order of a competent medical professional. Rubber stamp signatures are not
acceptable. All orders must be given as prescribed by the medical professional and at the designated time. A
registered professional nurse or licensed practical nurse may take telephone orders. All orders must be
immediately signed by the nurse taking the order and placed in the customer's record. These orders must be
countersigned or documented by facsimile prescription by the medical professional within ten working days.

OA Administrative Rule 116 permits a registered nurse who has successfully completed the OA/IDHS-approved
nurse-trainer course for medication administration in the community (5 hours) to authorize direct support
personnel to administer medication in residential sites. Authorized direct support personnel must be at least
eighteen, have completed high school or G.E.D., demonstrate functional literacy, and have successfully completed
8 hours of classroom training on medication administration. In addition, competency-based training is required
specific to the customer, the medication, and the dosages. Direct support personnel are authorized to administer
only those specific medications to specific customers for which they have successfully completed training and
competency evaluations. Authorized direct support personnel are re-evaluated by a nurse-trainer at least annually
to ensure competency to administer each medication to each customer.

The MAR for the current month must be kept with the medications or in the customer's record. The MAR must be
completed and initialed immediately after the medication is administered. Each MAR must have a section that
contains the full signature and title of each person who initialsit. All changes in medication must be noted on the
MAR by anurse, physician, physician assistant, dentist, podiatrist, or certified optometrist and shared with
administering staff prior to the next dose. Upon the direct instruction of a Nurse-Trainer, authorized direct care
staff may indicate on the MAR completion of the following actions: discontinuation of a medication, changein
medication schedule, and/or application of a medication information label issued with a medication by alicensed
pharmacy. Customer refusal to take a medication must be noted on the MAR and in the customer's record
indicating the reason for the refusal The RN Trainer should be notified of the medication refusal.

Anindividual Medication Administration Record (MAR) must be kept for each customer for medication
administered. It must contain at least the following:
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1) the customer's name;

2) the name and dosage form of the drug;

3) the name of the prescribing physician, physician assistant advanced practice nurse, dentist, podiatrist, or
certified optometrist;

4) dosg;

5) frequency or times of administration;

6) route of administration;

7) date and time given;

8) customer's allergies to medication; and

9) any specia considerations.

For waiver customers who are independently self-administering medications, no MAR isrequired; however, the
provider must track and document that the medications are being taken by the customer.

e Medication Error Reporting. Select one of the following:
® Providersthat areresponsible for medication administration arerequired to both record and report

medication errorsto a state agency (or agencies).

Complete the following three items:

(a) Specify state agency (or agencies) to which errors are reported:

Medication errors are defined in 59 I1I. Adm. Code 116 as. The administration of medication other than as
prescribed, resulting in the wrong medication being given; or medication being given at the wrong time, in
the wrong dosage, via the wrong route, or by the wrong person; or medication omitted entirely. It is meant to
include alack of documentation of medication administration or any error in that documentation.

Medication errors must be documented and are subject to review by the OA. Medication errors that meet the
reporting criteriain IDHS rules on Office of Inspector General Investigations of Alleged Abuse or Neglect
or Deaths in State-Operated and Community Agency Facilities (59 I1I. Adm. Code 50) shall be reported to
the Office of Inspector General. Medication errors which result in an adverse outcome (defined as requiring
medical attention) are reported by fax to the OA's Bureau of Quality Management (BQM). The error reports
are forwarded to the OA's nurse reviewers for review and follow up with the provider.

(b) Specify the types of medication errors that providers are required to record:

Waiver Residential Habilitation providers are required to record all medication errors.

Medication errors are defined in 59 I1I. Adm. Code 116 as. The administration of medication other than as
prescribed, resulting in the wrong medication being given; or medication being given at the wrong time, in
the wrong dosage, via the wrong route, or by the wrong person; medication omitted entirely; or the customer
refuses the medication. It is meant to include alack of documentation of medication administration or any
error in that documentation.

(c) Specify the types of medication errors that providers must report to the state:
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Residential providers subject to medication administration requirements are monitored by the OA for
compliance. Providers are required to track all medication errors and to report to the OA all errors with an
adverse outcome (defined as requiring medical attention) by fax to the OA's Bureau of Quality Management
(BQM). The error reports are forwarded to the OA's nurse reviewers for review and follow up with the
provider.

Any medication error that results in an adverse outcome is reported to the OA within seven calendar days.
All reports are reviewed by the OA, coordinated with an OIG investigation, and followed up as necessary to
ensure that adequate safeguards are in place to prevent future occurrences.

Also, any medication errors that are reported through the critical incident reporting process are also reviewed
by the OA and the MA at the quarterly waiver compliance management meetings.

Providersresponsible for medication administration arerequired to record medication errorsbut make
information about medication errorsavailable only when requested by the state.

Specify the types of medication errors that providers are required to record:

e State Oversight Responsibility. Specify the state agency (or agencies) responsible for monitoring the
performance of waiver providers in the administration of medications to waiver participants and how monitoring is
performed and its frequency.
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Residential providers subject to medication administration requirements are monitored by the OA for compliance.
Providers are required to track all medication errors and to report to the OA all errors with an adverse outcome
(defined as requiring medical attention) through the Critical Incident Reporting and Auditing System (CIRAS).
Any medication error that results in an adverse outcome is reported to the OA within seven calendar days. All
reports are reviewed by the OA, coordinated with an OIG investigation, and followed up as necessary to ensure
that adequate safeguards are in place to prevent future occurrences.

The OA reviews arepresentative sample of waiver customers annually. The OA review team includes Registered
Nurses on each review. The team reviews customer medication regimen, medication administration, all
medication errors, and compliance with rules applicable to medication management and administration.

The OA monitors for the following: written policies and procedures on reviewing adverse drug reactions; written
policies and procedures on the review of medication errors; whether a medication error report is made for every
medication error noted on the MAR; whether areview of medication administration is conducted by the nurse-
trainer on a quarterly basis and that labels match the physician order sheets; and whether medications are being
administered as prescribed and whether refusals are documented properly; and whether medication errors are
reviewed by the nurse-trainer with 7 days of each occurrence.

A medication error shall beimmediately reported to the registered professional nurse, advanced practice nurse,
physician, physician assistant, dentist, podiatrist, or certified optometrist to receive direction on actionsto be
taken. All medication errors shall be documented in the customer's clinical record and a medication error report
shall be completed within eight hours or before the end of the shift in which the error was discovered, whichever
isearlier. A copy of the medication error report shall be maintained as part of the agency's quality assurance
program.

In addition to the review of all medication errors through its representative sample of waiver customers, as well as
its review of providers written policies and procedures on the review of medication errors, any medication error
that resultsin an adverse outcome is reported to the OA within seven calendar days. All reports are reviewed by
the OA and followed up as necessary to ensure that adequate safeguards are in place to prevent future
occurrences.

When findings are discovered, the provider is required to devel op a corrective action plan subject to the approval
of the OA. The remediation must address the customer's finding(s) as well as any other similar practices involving
other customers served by the provider. The provider must develop a quality assurance process to prevent future
occurrences.

If serious findings are discovered, an immediate corrective action can be required (meaning remediation must
occur before the OA reviewer exits the provider) or within a short time frame no more than 48 hours of the
completion of the review. Plans to safeguard the welfare of customers until a corrective action isimplemented can
include increased monitoring visits or moving waiver customers either temporarily or permanently to other
settings.

OA findings are summarized and reported at the Waiver Quality Management meetings which includes key staff
from the OA and MA. The Waiver Quality Management team meets quarterly and devel ops appropriate system
improvements in response to identified trends and concerns. The meeting summary is arecord of system
improvements and outcomes.

Appendix G: Participant Safeguards
Quality Improvement: Health and Welfare

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

a. Methodsfor Discovery: Health and Welfare
The state demonstrates it has designed and implemented an effective system for assuring waiver participant health and
welfare.
i. Sub-Assurances:
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a. Sub-assurance: The state demonstrates on an ongoing basis that it identifies, addresses and seeksto
prevent instances of abuse, neglect, exploitation and unexplained death.

Perfor mance M easur es

For each performance measure the state will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the state to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Per formance M easur e

G1 Number and percent of recordsreviewed where the customer/guar dian received
info about how and to whom to report unexplained deaths and A/N/E at the time of
each assessment. N: Number of recordsreviewed where the customer/guardian
received info about how and to whom to report unexplained deaths and A/N/E at the
time of each assessment. D: Total number of recordsreviewed.

Data Sour ce (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[] state Medicaid L weekly [1100% Review
Agency
Operating Agency [ Monthly L essthan 100%
Review
|]Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with
a+/- 5%
margin of
error
I:|Other Annually IjStratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing Specify:
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[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
StateMedicajd Agency I:|Weekly
Operating Agency [ Monthly
[ Sub-State Entity Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing

[ Other
Specify:

Performance Measure;

G2#and % of unexplained deaths and substantiated incidents of A/N/E reported to
the OA where appropriate actions wer e taken to addressincident. N: # of
unexplained deaths and substantiated incidents of A/N/E reported to the OA where
appropriate actions weretaken to addressincident. D: # of unexplained deaths and
substantiated incidents of A/N/E reported to the OA.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
OA Reports

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
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State Medicaid L weekly 100% Review
Agency
Operating Agency |]Monthly [ Lessthan 100%
Review
IjSub—State Entity Quarterly [ Representative
Sample
Confidence
Interval =
L other Y] Annually U stratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
StateMedicaid Agency |:|Weekly
Operating Agency [ Monthly

[ Sub-State Entity

Quarterly

O Other
Specify:

AnnuaJIy
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
Continuously and Ongoing
[ continuously and ongoi
[ Other
Specify:
Performance Measure;

G3#and % of customer deathsrelated to substantiated cases of abuse or neglect
reported to the OA where actions weretaken to addressincident. N: # of customer
deathsrelated to a substantiated case of abuse or neglect reported to the OA where
actionsweretaken to addressincident. D: Total # of customer deathsrelated to a
substantiated case of abuse or neglect reported to the OA.

Data Sour ce (Select one):
Other

If 'Other’ is selected, specify:
OA Reports

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(check
each that applies):

Sampling Approach
(check each that
applies):

State Medicaid L weekly 100% Review
Agency
Operating Agency [ Monthly O L essthan 100%
Review
IjSub—State Entity Quarterly [ Representative
Sample
Confidence
Interval =
[ Other Annually [ Stratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing Specify:
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[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
StateMedicajd Agency I:|Weekly
Operating Agency [ Monthly
[ Sub-State Entity Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing

[ Other
Specify:

b. Sub-assurance: The state demonstrates that an incident management system isin place that effectively
resolves those incidents and prevents further similar incidents to the extent possible.

Perfor mance M easur es

For each performance measure the state will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the state to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance M easure:
G4 Number and percent of critical incident trends where systemic intervention was
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implemented. N: Number of critical incident trends where systemic intervention was
implemented. D: Total number of critical incident trends.

Data Sour ce (Select one):
Critical eventsand incident
If 'Other' is selected, specify:

reports

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(check
each that applies):

Sampling Approach
(check each that
applies):

State Medicaid L weekly 100% Review
Agency
Operating Agency [ Monthly [ L essthan 100%
Review
IjSub—State Entity Quarterly [ Representative
Sample
Confidence
Interval =
L other I Annually U stratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data

aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
State Medicaid Agency U weekly
Operating Agency O Monthly
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
[ Sub-State Entity Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing

[ Other
Specify:

¢. Sub-assurance: The state policies and procedures for the use or prohibition of restrictive interventions
(including restraints and seclusion) are followed.

Perfor mance M easur es

For each performance measure the state will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the state to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

G5#and % of substantiated incidents of restrictiveintervention, including restraint,
reported to the OA where appropriate actions wer etaken to addresstheincident. N:
# of substantiated incidents of restrictive intervention, including restraint, reported to

the OA where appropriate actions wer e taken to addresstheincident. D: Total # of
substantiated incidents of restrictive intervention.

Data Sour ce (Select one):

Other

If 'Other" is selected, specify:

OA Reports; Substantiated I ncidents

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[] state Medicaid L weekly [¥1100% Review
Agency
Operating Agency [ Monthly [ L essthan 100%
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Review
IjSub—State Entity Quarterly [ Representative
Sample
Confidence
Interval =
IjOther Annually |jStratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing Specify:
[ Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
[] state Medicaid Agency U weekly
Operating Agency O Monthly
O Sub-State Entity Quarterly
[ Other
Specify:

Annually

O Continuously and Ongoing

[ Other
Specify:
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Responsible Party for data

that applies):

aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

Per formance M easur €
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G6 Number and percent of direct support staff who received training on alter native
practicestorestrictiveinterventions, including restraints and seclusion. N: Number of

direct support staff who received training on alternative practicesto restrictive
interventions, including restraints and seclusion. D: Total number of direct support

staff.

Data Sour ce (Select one):
Other
If 'Other' is selected, specify:

Direct Support Staff Training Report

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(check
each that applies):

Sampling Approach
(check each that
applies):

[ state Medicaid L weekly 100% Review
Agency
Operating Agency [ Monthly [ L essthan 100%
Review
|]Sub-State Entity |:lQuarterIy [ Representative
Sample
Confidence
Interval =
L other Y] Annually U stratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing Specify:

[ Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency U weekly
Operating Agency [ Monthly
O Sub-State Entity |:lQuarterIy
O Other
Specify:
Annually

O Continuously and Ongoing

[ Other
Specify:

d. Sub-assurance: The state establishes overall health care standards and monitors those standards based
on the responsibility of the service provider as stated in the approved waiver.

Perfor mance M easur es

For each performance measure the state will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the state to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;
G7 Number and percent of customer survey respondents who reported being treated
well by direct support staff. N: Number of customer survey respondents who

reported being treated well by direct support staff. D: Total number of customer
survey respondents.

Data Sour ce (Select one):
Other
If 'Other' is selected, specify:
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Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[] state M edicaid L weekly [ 100% Review
Agency
Operating Agency |]Monthly [ Lessthan 100%
Review
IjSub—State Entity IjQuarterIy [ Representative
Sample
Confidence
Interval =
L other Y] Annually U stratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

StateMedicaid Agency |:|Weekly
Operating Agency [ Monthly
[ Sub-State Entity IjQuarterIy
O Other

Specify: Annually
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

[ Continuously and Ongoing

[ Other
Specify:

Performance Measure:
G8 Number and percent of customersreporting that they visited a doctor or
practitioner for an annual screening within thelast 12 months. N: Number of

customersreporting that they visited a doctor or practitioner for an annual screening
within the last 12 months. D: Total number of customer recordsreviewed.

Data Sour ce (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[] state Medicaid L weekly [1100% Review
Agency
Operating Agency [ Monthly L essthan 100%
Review
IjSub—State Entity Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with
a+/- 5%
margin of
error
|:IOther Annually |jStratified
Specify: Describe
Group:
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[ Continuously and [ Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
StateMedicaid Agency |:|Weekly
Operating Agency [ Monthly

[ Sub-State Entity

Quarterly

O Other
Specify:

AnnuaJIy

[ Continuously and Ongoing

[ Other
Specify:
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ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
state to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

b. Methods for Remediation/Fixing I ndividual Problems

i. Describe the state's method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction and the state's method for analyzing
information from individual problems, identifying systemic deficiencies, and implementing remediation actions. In
addition, provide information on the methods used by the state to document these items.
G1: The OA will assure that customers know how to report abuse, neglect, or exploitation. Thiswill be demonstrated by
correction of case work documentation reflecting customers awareness, including evidence of steps taken to educate the
customer. Remediation must be completed within 30 days.
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G2: The OA will follow up al outstanding referrals of substantiated incidents. Changes in customer's PCP, corrective action
plans or provider sanctions will be made when needed. Remediation must be completed within 30 days.

G3: The cause of death/circumstances would be reviewed by the OA and need for training or other remediation; including
sanction or termination of provider, would be determined based on circumstances and identified trends and patterns.
Resolution or remediation timeframe would be case-specific.

G4: The OA will review all outstanding critical incidents with the MA to identify trends and implement systemic
interventions, that may include training, a plan of correction, or other remediation to assure that critical incidents are being
analyzed to determine root cause. Remediation must be completed within 30 days.

G5: The OA will follow up all outstanding APS referrals of substantiated incidents of confinement. Changes in customer's
PCP, corrective action plans or provider sanctions will be made when needed. Remediation must be completed within 30

days.

G6: The OA will follow up to ensure that training has been provided on alternative practices to restrictive interventions,
including restraints and seclusion, within 30 days of notification. Training sign-in sheets will be reviewed to ensure all staff
completed the training.

G7: If identifying information is available for individual surveys, the ISC staff will follow up on non-favorable surveys.
Resolution or remediation will be based on the nature of the concern. Patterns of negative responses, including anonymous
survey responses, will be used to identify need for system improvement.

G8: During the initial evaluation or redetermination, the | SC staff will ask whether the customer has a primary care doctor
or practitioner and whether they had a physical in the last 12 months. If not, barriers will be identified and addressed.
Remediation will occur at the meeting between customer and 1SC staff.

The OA isresponsible for seeing that these individual findings are resolved. The OA provides quarterly reports of these
activitiesto the MA. Staff of the two State agencies review the reports on a quarterly basis.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

Responsible Party(check each that Frequency of data aggregation and
applies): analysis(check each that applies):

StateMedicajd Agency IjWeekIy
Operating Agency I:lMontth
|jSub-State Entity |:lQuarterIy
O Other

Specify:

Annually

[ Continuously and Ongoing

[ Other
Specify:

c. Timelines
When the state does not have al elements of the quality improvement strategy in place, provide timelines to design

09/03/2026



Application for 1915(c) HCBS Waiver: Draft IL.026.05.06 - Jan 01, 2027 Page 251 of 302

methods for discovery and remediation related to the assurance of health and welfare that are currently non-operational.
® No
Yes

Please provide a detailed strategy for assuring Health and Welfare, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix H: Quality Improvement Strategy (1 of 3)

Under Section 1915(c) of the Social Security Act and 42 CFR § 441.302, the approval of an HCBS waiver requiresthat CMS
determine that the state has made satisfactory assurances concerning the protection of participant health and welfare, financial
accountability and other elements of waiver operations. Renewal of an existing waiver is contingent upon review by CMS and a
finding by CM S that the assurances have been met. By completing the HCBS waiver application, the state specifies how it has
designed the waiver’s critical processes, structures and operational featuresin order to meet these assurances.

= Quality improvement is a critical operational feature that an organization employs to continually determine whether it
operates in accordance with the approved design of its program, meets statutory and regulatory assurances and
requirements, achieves desired outcomes, and identifies opportunities for improvement.

CMS recognizes that a state’ s waiver quality improvement strategy may vary depending on the nature of the waiver target
population, the services offered, and the waiver’s relationship to other public programs, and will extend beyond regulatory
requirements. However, for the purpose of this application, the state is expected to have, at the minimum, systemsin placeto
measure and improve its own performance in meeting six specific waiver assurances and requirements.

It may be more efficient and effective for a quality improvement strategy to span multiple waivers and other long-term care
services. CM S recognizes the value of this approach and will ask the state to identify other waiver programs and long-term care
services that are addressed in the quality improvement strategy.

Quality Improvement Strategy: Minimum Components

The quality improvement strategy (QIS) that will be in effect during the period of the approved waiver is described throughout the
waiver in the appendices corresponding to the statutory assurances and sub-assurances. Other documents cited must be available
to CM S upon request through the Medicaid agency or the operating agency (if appropriate).

In the QIS discovery and remediation sections throughout the application (located in Appendices A, B, C, D, G, and I) , astate
spells out:

= The evidence based discovery activities that will be conducted for each of the six major waiver assurances; and
= Theremediation activities followed to correct individual problems identified in the implementation of each of the
assurances.

In Appendix H of the application, a state describes (1) the system improvement activities followed in response to aggregated,
analyzed discovery and remediation information collected on each of the assurances; (2) the correspondent roles/responsibilities
of those conducting assessing and prioritizing improving system corrections and improvements; and (3) the processes the state
will follow to continuously assess the effectiveness of the OlSand revise it as necessary and appropriate.

If the state's QIS is not fully developed at the time the waiver application is submitted, the state may provide awork plan to fully
develop its QIS, including the specific tasks the state plans to undertake during the period the waiver is in effect, the major
milestones associated with these tasks, and the entity (or entities) responsible for the completion of these tasks.

When the QIS spans more than one waiver and/or other types of long-term care services under the Medicaid state plan, specify the
control numbers for the other waiver programs and/or identify the other long-term services that are addressed in the QIS. In
instances when the QIS spans more than one waiver, the state must be able to stratify information that is related to each approved
waiver program. Unless the state has requested and received approval from CMS for the consolidation of multiple waivers for the
purpose of reporting, then the state must stratify information that is related to each approved waiver program, i.e., employ a
representative sample for each waiver.

Appendix H: Quality Improvement Strategy (2 of 3)
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H-1: Systems I mprovement

a. System Improvements

i. Describe the process(es) for trending, prioritizing, and implementing system improvements (i.e., design changes)
prompted as aresult of an analysis of discovery and remediation information.
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The Illinois Department of Healthcare and Family Services, as the single State Medicaid Agency (MA), and the
Illinois Department of Human Services, Division of Developmental Disabilities, as the Operating Agency (OA)
work in partnership to evaluate the waiver Quality Management System (QMS). This partnership provides
analysis to information derived from discovery and collaboratively develops and monitors remediation activities
for each of the federal assurances.

The OA and MA share reports that track changes in compliance levels for performance measures over time. This
includes tracking changes across the entire state. This helpsto identify problematic areas and potential best
practices. Together, the MA and OA aggregate information and generate reports on a quarterly basis.

The OA currently receives and maintains data from the Abuse/Neglect/Exploitation database and the Complaint
database, and the Critical Incident Reporting and Analysis System (CIRAS) database. Summary information and
trend analysisis discussed during quarterly Waiver Quality Management Committee meetings of the MA and OA
staff. Necessary remediation is identified and documented on the System Improvement Log maintained by the
MA.

The OA isresponsible for the majority of the data collection to address the Quality Management System
discovery and remediation activities. The OA is primarily responsible for eligibility and authorizing qualified
providers. Therefore, there are distinct performance measures for these functions under the OA. Additionally, asa
result of enhancementsin the MA's data systems, the MA now includes qualified provider performance measures.
The MA is specifically accountable for the measures in Appendix C Qualified Providers. The state's system
improvement activities are in response to aggregated and analyzed discovery and remediation data collected on
each of the waiver performance measures.

The sources of discovery evidence vary, but all are based on either a 100% review or the representative sampling
methodology as indicated for each performance measure. The OA annually selects a representative sample of
waiver customers. Onsite, desk audit, remote or virtual, as appropriate, reviews are scheduled and conducted
throughout the year at Independent Service Coordination agencies and waiver service providers. Datais collected
throughout the year and individual problems are remediated as they are identified. Other data sources include the
State Medicaid Management Information System (MMIS) and other reports as indicated in the waiver.

The OA takes a multi-phased and multilevel approach to using reports to improve the overall system. Because
changes in the compliance level for a performance measure may be explained by an external factor that would not
require remediation (e.g., better targeting of customers with greater impairment than may have an adverse impact
on some of the performance measures), the first step isto investigate to try to determine if an actual problem
exists. The second step isto formulate potential interventions that may remediate the problem. The third step isto
roll out those interventions, possibly on a pilot basis. The final step is to track changes using the original
performance measures to assess the impact of intervention.

The state's quality oversight system between the MA and the OA is hierarchical. With regards to waiver
management, the process described above is multilevel. The MA oversees the OA, which overseesthe ISC
agencies, which employs the independent service coordinators. Consequently, the state's quality management
system includes regular and structured oversight meetings to facilitate communication, investigation, and problem
solving across the many levels. The OA meets with all 1SC agencies at least quarterly and meets with a
representative sample of independent service coordinators at least annually, and more often if required due to
performance issues. The OA and MA meet quarterly.

The Adults with Developmental Disabilities waiver Quality Improvement Plan (QIP) is part of an overal quality
management plan for the three 1915 (c) waivers operated by the IDHS, Division of Developmental Disabilities
(OA). The other waivers include the Children's Support Waiver (0464), and the Children's Residential Waiver
(0473). While some data may be collected during the same on-site provider reviews, the sample for each waiver is
drawn separately and the results aggregated separately.

On aquarterly basis, the MA conducts Quality Management Committee (QMC) meetings with the OA to review
data collected from the previous quarter and for the year to date. Datais collected on aregular basisand is
reported as indicated by the performance measure in the waiver. All reports will be provided to the MA for review
prior to the quarterly meetings. Annual reports are produced identifying trends based on the representative sample

09/03/2026



Application for 1915(c) HCBS Waiver: Draft IL.026.05.06 - Jan 01, 2027 Page 254 of 302

and/or 100% review of data.

The OA reports on all data collected for the three developmental disabilities waivers, however dataiis reported
separately, by waiver. Datais reported by individual performance measure and in total for comparison to all
performance measures. Individual performance measure reports include timeliness of remediation based on
immediate, 30, 60, 90-day increments and remediations outstanding.

During quarterly meetings, the MA and the OA identify trends based on scope, severity, changes and patterns of
compliance by reviewing both the levels of compliance with the performance measures and remediation activities
conducted by the OA. Identified trends are discussed and analyzed regarding cause, contributing factors and
opportunities for system improvement. Systems improvement is prioritized based on the overall impact to the
customers and the program. System improvements may be prioritized based on factors such as: the impact on the
health and welfare of waiver customers, legislative considerations, and fiscal considerations. Decisions and
timelines for system improvement are based on consensus of priority and specific steps needed to accomplish
change. These decisions are documented and communicated through the sharing of the quarterly meeting
summary.

ii. System Improvement Activities

Responsible Party(check each that applies): Frequency of Monitoring and Analysis(check each

that applies):
StateMedicaid Agency IjWeekIy
Operating Agency I:|Monthly
IjSub-State Entity Quarterly
[ Quiality Improvement Committee Annually
[ Other [ Other
Specify: Specify:

b. System Design Changes

i. Describe the process for monitoring and analyzing the effectiveness of system design changes. Include a
description of the various roles and responsibilities involved in the processes for monitoring & ng system
design changes. If applicable, include the state's targeted standards for systems improvement.
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For the OA, the state uses the same mechanisms that it usesto identify potential issuesincluding contract
compliance, customer satisfaction, assurances, and critical incident analysis to monitor the effectiveness of al
interventions. The state tracks changes in the performance measures using data analysis and reports.

For the OA, customer input also plays a central role in the QIP as follows: Customers' perception of the quality of
their services using constructs that are meaningful to customers (e.g., integration in the community, dignity,
respect, etc.) as gathered through customer satisfaction tools and the assessment tool. These tools provide the OA
with the direct feedback |oop about the effect of potential interventions on the quality of life for individual
customers.

The processes Illinois follows to continuously evaluate the effectiveness of the QIP are the same processes to
evaluate the information derived from discovery and remediation activities. The Waiver Quality Management
Committee (QMC) uses documentation that is discussed quarterly by key staff of the MA and the OA regarding
progress, updates, and evaluation of effectiveness. Effectivenessis measured by impact on performance based on
ongoing data collection over time, feedback from customer/guardian interviews, surveys, and service providers.
Multiple years of data collection will allow the State to evaluate the effectiveness of system improvements over
time. One meeting of the Waiver QM C each year is partly devoted to an overview of the previous year's activities
and a discussion of whether changes are needed to the QIP. System design changes may be specific to the OA or
one waiver or may involve multiple waivers. The purpose of meeting annually is to provide an arenato see the
system holistically, determine how well the system design changes are working, and identify areas that require
further improvement.

In the OA QIP, the State has implemented additional efforts to addressits ability to improve and maintain quality.
These include:

1) Updated performance measuresin each of the waiver areas,

2) Redesigned reportsto be used on a quarterly basis,

3) Updated CIRAS Manual updating and clarifying reporting processes, enrollment processes, reporting
requirements, definitions of critical incidents Event Report system and clearer delineation of critical incident
definitions and follow-up procedures including training for 1SCs and service providers on reporting and
management of critical events,

4) Implementation of new process and tracking system for implementation deadlines for substantiated OIG
findings,

5) Implementation of additional review questions to evaluate customer satisfaction.

The OA meets with the Developmental Disabilities Advisory Committee (DDAC) multiple times a year to present
information about the waiver and receive input from providers, stakeholders, and customer representatives. The
DDAC has several temporary work groups to address identified topics, including a technology work group and
home-based services work group. This process of inclusion of stakeholders has been most effective and is viewed
by the OA asacritical element inits QIP. Meeting dates and times are shared with the MA for their information
and participation.

ii. Describe the process to periodically evaluate, as appropriate, the quality improvement strategy.
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During the quarterly meetings with the OA, the OA and MA review Performance Measure reporting and the QIP.
The OA and the MA discuss updates that both Departments need to address in the future. The OA also seeks input
from its DDAC and advocacy groups on improvements and/or changes to the QIP. The OA continually addresses
issues as they arise, responds, and implements strategies to improve compliance with performance indicators. The
whole QIP is viewed as a continuous ongoing process.

One wavier QMC meeting a year is dedicated to discussing statewide issues impacting the waiver. During this
annual mesting, the OA has on the agenda an overview of the previous year's activities and a discussion of
whether changes are needed to the QIP. The MA and the OA seefive primary focus areas. These areas are
described below.

1) Structure of the QMC: The group reviews the structure of the QMC to determineif it is effective.

2) Trend Analysis. The group evaluates the processes for identifying trends, patterns, and root causes to assure
that issues are being identified and analyzed.

3) Systems Improvement: The group reviews the QIP documentation to assure that all recommendations have
been implemented in accordance with agreed upon timelines, and if not, whether there is justification.

4) System Improvement Priorities: The methods for determining system improvement priorities are evaluated to
determine effectiveness.

5) Performance Measures: The entities determine whether to make changes in existing performance measures,
add measures, or discontinue measures.

Other elements of performance measures are reviewed for effectiveness, including: the frequency of data
collection, source of data, sampling methodology, and remediation.

The state continuously strives to increase the compliance rate of each performance measure. While the target
compliance rate for each performance measure is 100%, the state realizes that it may take multiple system
changes over several yearsto reach the goal of 100% compliance, aswell as, al entities involve experience staff
changes that require ongoing training.

Appendix H: Quality Improvement Strategy (3 of 3)
H-2: Use of a Patient Experience of Care/Quality of Life Survey

a. Specify whether the state has deployed a patient experience of care or quality of life survey for its HCBS population
in the last 12 months (Select one):

® No
Y es (Complete item H.2b)

b. Specify the type of survey tool the state uses:

HCBS CAHPS Survey :

NCI Survey :

NCI AD Survey :

Other (Please provide a description of the survey tool used):

Appendix | : Financial Accountability
[-1: Financial Integrity and Accountability

Financial I ntegrity. Describe the methods that are employed to ensure the integrity of payments that have been made for
waiver services, including: (a) requirements concerning the independent audit of provider agencies; (b) the financial audit
program that the state conducts to ensure the integrity of provider billings for Medicaid payment of waiver services,
including the methods, scope and frequency of audits; and, (c) the agency (or agencies) responsible for conducting the
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financial audit program. Sate laws, regulations, and policies referenced in the description are available to CMS upon
request through the Medicaid agency or the operating agency (if applicable).
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(a) requirements concerning the independent audit of provider agencies

Audit requirements differ depending on the amount paid to the provider by the OA. Providers that receive from $500,000.00
to $749,999.99 from the OA must submit a financial statement audit conducted in accordance with Generally Accepted
Auditing Sandards (GAAS). Providers that receive $750,000.00 or more through the OA, must submit a financial statement
audit conducted in accordance with Generally Accepted Government Auditing Standards (GAGAS). Staff in the Office of
Contract Administration (OCA) review the audits and ensure each agency required to complete an audit have done so.
Failure to comply with reporting requirements shall result in the withholding of funds, the return of improper payments or
Unallowable Costs, will be considered a material breach of this Agreement and may be the basis to recover Grant Funds.
Grantee's failure to comply with Articles XIlI, X1V, or XV of the Uniform Grant Agreements (UGA) shall be considered
prima facie evidence of a breach and may be admitted as such, without further proof, into evidence in an administrative
proceeding before Grantor, or in any other legal proceeding. Grantee should refer to the State of I1linois Grantee
Compliance Enforcement System for policy and consequences for failure to comply. If the OA performs rate cal culations or
expense and revenue analysis, provider agencies are required to submit revenue and expense data by programin a
consolidated financial report form prescribed by the OA, regardless of overall funding level. Individual providersand
businesses that are not under contract with the OA are not required to obtain and submit audits on their financial
information. However, the OA reserves the right to audit any provider at any time.

(b) the financial audit program that the state conducts to ensure the integrity of provider billings for Medicaid payment of
waiver services, including the methods, scope and frequency of audits;

The Office of Contract Administration (OCA) performs desk reviews for 100% of the required provider audits on an annual
basis. The types of findings and discrepancies reported by provider's independent auditors may include segregation of
duties, issues with internal controls, inability to accurately prepare financial statements, misappropriation of funds,
eligibility of services, accurate reporting of billings, and inappropriate costs. Once OCA completes their review of the
independent provider audits, OCA submits a Desk Review Letter to the provider which closes the review, requests
additional information, or identifies findings and requires a Corrective Action Plan (CAP). If a CAP isrequired, the
provider has 30 days to submit the CAP to OCA with timelines identified to meet compliance. The provider will submit
proof of compliance within the timelines or OCA will follow up with the provider until compliance is met. Copies of the
independent provider audits and consolidated financial reports (CFR's) are on file with the OCA and are available to the
OA upon request. These annual audits are conducted in accordance Generally Accepted Auditing Standards (GAAS) or
Government Auditing Standards (GAGAS) depending on the level of funding that a provider receives.

30 ILCS5/3 specifies the jurisdiction of the Auditor General and section 3-2 identifies the mandatory post audits. The
Auditor General shall conduct a financial audit, a compliance audit, or other attestation engagement, asis appropriate to
the agency's operations under generally accepted government auditing standards. In conjunction with HFS portion of the
Satewide Sngle Audit, a sample of provider billings for Medicaid payments that may include billings for Medicaid
payments for waiver servicesis reviewed. The lllinois Office of Auditor General is responsible for conducting the financial
audit program.

The MA and OA work cooperatively to review rates and provider claims. The MA implements procedures that provide
assurances that claimswill be coded and paid in accordance with the reimbursement methodol ogy specified in the waiver.
The MA delegates to the OA the financial oversight of claims.

The OA's computer system generates applicable rates and service authorizations according to the waiver program
parameters for which the customer is authorized to participate. Each customer's service authorization(s) of which some are
provider agency specific where only the specified provider can bill and receive payment and others are generic where any
qualified and enrolled provider can bill and be paid are transmitted from the OA's computer system to the OA's Community
Reimbur sement Sub-system (CRS). The OA's computer system can either produce individualized or statewide rates as set by
the OA's rate setting methodologies. The OA's computer system also transmits the individualized or statewide rates to the
OA's (CRS) which maintains a complete historical record of every customer's authorization(s) for services and rates.

CRSalso contains each provider's eligibility to provide services and what services the provider is eligible to provide, bill
and be paid for. Each provider or provider agency submits billing through the OA's Reporting of Community Services
(ROCY) system. ROCSreporting from each provider or provider agency includes the customer's information of the first, last
and middleinitial of the customer's name, Social Security Number (SSN), Recipient Identification Number (RIN) if one has
been assigned, and Date of Birth (DOB). The provider or provider agency also reports specific bill codes for each service
delivered, quantity of services delivered and hill rate. All ROCShilling is transmitted to the CRS. The CRSbatch processes

all ROCShilling on a weekly basis. The CRS has edits which check for the customer's identity against the customer's
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information in CRS. The customer's Medicaid eligibility on the day services were delivered and being billed for, the
customer is authorized for the service being billed and the service was authorized for the date service(s) are being billed.
The CRSalso compares the provider's billing rate against either the statewide billing rate or the customer's authorized
individualized rate for the applicable service and bill code.

The CRSadjudicates all provider billing based on the customer's eligibility for services on the date services were delivered
by the provider or provider agency. The CRS performs edit checks that the provider or provider agency is eligible to deliver
the service being billed. CRS also adjudicates the payment for services based on the OA's authorized rate for the customer
for each service. CRSrejects and does not pay for any services which do not pass all of the above listed editsincluding
services provided before or after a customer's service authorization for each service.

Other edits ensure appropriate billing is submitted by the provider or provider agency include that the CRSreject billing
for services prior to the customer's determined date of eligibility for DD services by the ISC.

Another safeguard for all provider billingsisthat CRSwill reject any hilling if the billing was previously submitted,
adjudicated and paid. Provider agencies cannot bill over the authorized number of units for a day or month of service nor
can a provider or provider agency bill over the annually authorized number of units of any specific service for the
customer.

The OA reviews 100% of claims verifying the following:
1. The customer was eligible and enrolled in the waiver on the date of service, and,
2. The rates were paid in accordance with the reimbursement methodol ogy.

In addition, the OA reviews rate cal culations anytime there is a significant change in the computerized information
management system. The MA also reviews the residential rate components cal culated by the OA for accuracy and validity
whenever residential providersreceive a rate increase. Although the room and board component of a residential rateis not
claimed for FFP, itisstill anintegral factor in the calculation of a residential rate and isincluded in the MA review.

Further, the OA selects a representative sample of claims and conducts post-payment reviews to verify whether the services
were approved in the PCP. The OA summarizes the post payment review data and provides quarterly reportsto the MA of
their findings and any remediation activities (on an individual and systemic basis). Remediation may include clarifying
policy, retraining staff, providing technical assistance, voiding claims, increased monitoring, conducting focused reviews,
or developing plans of correction, as appropriate. The OA selects a statistically valid sample from customers enrolled in the
waiver using a 95% confidence level and a +/-5% margin of error and reviews 100% of the claims for the customer for
services received. The OA compares the customer's PCP to services billed in order to ensure services were received as
identified in the PCP. The OA ensures the provider is enrolled and approved to provide the service. The OA reviews the
claims fromthe last SFY to ensure services were billed and paid accurately according to the waiver. The provider is
notified indicating deficiencies identified and if a Corrective Action Plan isrequired. Annually, the OA selects a statistically
valid sample (with a 95% confidence level and a +/-5% margin of error) of providers and conducts an unannounced review
to ensure the corrective action plan is being followed.

When inappropriate claims are identified, the OA works with the provider to correct their billing. If the correction includes
a recoupment, the collection occurs through future billings submitted by the provider until the money is recouped. If a
correction can't be made by recoupment, the OA submits a request to the DHS, Bureau of Collections (BOC) to establish a
collection. The BOC works with the provider until the debt is collected. The system has edits in place to adjusts billings to
ensure they don't get submitted for FFP.

The MA performs a validation review based on the OA report to verify that post-payment review procedures wer e followed,
and appropriate remediation actions were taken. The MA's validation review includes an assessment and review of the
internal controls established by the OA. The MA assesses the appropriateness of established controls and performs tests to
provide reasonable assurance that the established controls are followed. The MA uses the data warehouse to verify that
claiming errors were corrected by crediting CMSwith any applicable FFP. Asa result of the validation review, the MA
works with the OA to modify and strengthen internal controls as needed.

The MA has implemented oversight procedures that provide increased assurance that claims are coded and paid in
accordance with the reimbur sement methodol ogy specified in the waiver. These processes enable staff to monitor the
financial aspects of the waiver from a global perspective, rather than review a sample of paid claims. The MA determined
that reviewing a sample of paid claims was of limited effectiveness and would not likely disclose problematic billings,
patterns and/or trends.
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CONTINUED IN MAIN B OPTIONAL UNDER APPENDIX I-1

Appendix | : Financial Accountability
Quality I mprovement: Financial Accountability

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

a. Methods for Discovery: Financial Accountability Assurance:

The state must demonstrate that it has designed and implemented an adequate system for ensuring financial
accountability of the waiver program.

i. Sub-Assurances:

a. Sub-assurance: The state provides evidence that claims are coded and paid for in accordance with the
reimbursement methodol ogy specified in the approved waiver and only for services rendered.

Performance Measures

For each performance measure the state will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the state to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:
I 1 Number and percent of payments that were paid for customers who were enrolled in
the waiver on the date the service was delivered. N: Number of payments that were paid

for customers who were enrolled in the waiver on the date the service was delivered. D:
Total number of payments reviewed.

Data Source (Select one):

Other

If 'Other' is selected, specify:

MMI S Medical Data Warehouse

Responsible Party for data | Frequency of data Sampling Approach
collection/generation(check | collection/generation(check | (check each that
each that applies): each that applies): applies):
State Medicaid Agency | [ Weekly [1100% Review
[ Operating Agency [ Monthly Lessthan 100%
Review
[ Sub-State Entity [ Quarterly Representative
Sample
Confidence
Interval =
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95%
confidence
level with
a+/-5%
margin of
error

L other Y] Annually [ stratified
Soecify: Describe
Group:

[ Continuously and [ Other
Ongoing Soecify:

O Other
Soecify:

Data Aggregation and Analysis:

Responsible Party for data aggregation | Frequency of data aggregation and
and analysis (check each that applies): | analysis(check each that applies):

State Medicaid Agency O Weekly
Operating Agency O Monthly
[ Sub-State Entity [ Quarterly
[ Other
Soecify:
Annually

O Continuously and Ongoing

[ Other
Soecify:

09/03/2026



Application for 1915(c) HCBS Waiver: Draft IL.026.05.06 - Jan 01, 2027 Page 262 of 302

Performance Measure:

12: Number and percent of payments made that were coded and paid only for services
rendered as specified in the approved waiver. N: Number of payments made that were
coded and paid only for services rendered as specified in the approved waiver. D: Total
number of payments reviewed.

Data Source (Select one):
Other
If 'Other' is selected, specify:
Mobius Reports
Responsible Party for data | Frequency of data Sampling Approach
collection/generation(check| collection/generation(check | (check each that
each that applies): each that applies): applies):
[ state Medicaid Agency | [T weekly [1100% Review
Operating Agency O Monthly Lessthan 100%
Review
[ Sub-State Entity [ Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with
a+/- 5%
margin of
error
[ other ] Annually [ stratified
Soecify: Describe
Group:
O Continuously and [ Other
Ongoing Foecify:
[ Other
Soecify:

Data Aggregation and Analysis:
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Responsible Party for data aggregation | Frequency of data aggregation and
and analysis (check each that applies): | analysis(check each that applies):

State Medicaid Agency [ Weekly
Operating Agency O Monthly
[ Sub-State Entity [ Quarterly
[ Other
Soecify:
Annually

[ Continuously and Ongoing

[ Other
Soecify:

b. Sub-assurance: The state provides evidence that rates remain consistent with the approved rate
methodology throughout the five year waiver cycle.

Performance Measures

For each performance measure the state will use to assess compliance with the statutory assurance (or sub-
assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the state to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:
I3 Number and percent of rates that are consistent with the approved rate methodology
throughout the five-year waiver cycle. N: Number of ratesthat are consistent with the

approved rate methodol ogy throughout the five-year waiver cycle. D: Total number of
rates reviewed.

Data Source (Select one):

Other

If 'Other' is selected, specify:

MMI S Medical Data Warehouse

Responsible Party for data | Frequency of data Sampling Approach
collection/generation(check| collection/generation(check | (check each that
each that applies): each that applies): applies):

State Medicaid Agency [ Weekly [ 100% Review
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[ Operating Agency [ Monthly Lessthan 100%
Review
[ Sub-State Entity [ Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with
a+/-5%
margin of
error
L other Y] Annually U stratified
Soecify: Describe
Group:
O Continuously and [ Other
Ongoing Foecify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation | Frequency of data aggregation and
and analysis (check each that applies): | analysis(check each that applies):

State Medicaid Agency [ Weekly
Operating Agency [ Monthly
[ Sub-State Entity O Quarterly
O Other
Specify:
Annually

[ Continuously and Ongoing
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Responsible Party for data aggregation | Frequency of data aggregation and
and analysis (check each that applies): | analysis(check each that applies):

O Other
Soecify:

ii. If applicable, in the textbox bel ow provide any necessary additional information on the strategies employed by the
state to discover/identify problems/issues within the waiver program, including frequency and parties responsible.
The OA annually conducts a statistically valid review of Waiver claims to ensure the appropriate waiver reimbursement
methodol ogy was used and that it was applied correctly.

The OA also annually conducts a statistically valid review of Waiver customers to ensure the customer was Medicaid
eligible on the date of service and that services were actually delivered. These desk reviews can include documentation
reviews of eligibility assessments, attendance records, work logs, phone logs, travel l1ogs, appointment schedules, progress
notes, etc. If needed, phone interviews with guardians and providers may be included.

b. Methods for Remediation/Fixing I ndividual Problems
i. Describe the state's method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction and the state's method for analyzing
information fromindividual problems, identifying systemic deficiencies, and implementing remediation actions. In
addition, provide information on the methods used by the state to document these items.
11: The MA will require the OA to void the federal claimfor services provided prior to the customer's waiver enrollment.
Remediation must be completed within 30 days.

12: The OA will determine whether the service was coded and paid correctly and authorized in the PCP. If missing from the
PCP, the PCP will be revised to include the service. If coded and/or paid incorrectly, the OA will void the federal claim and
resubmit. Remediation must be completed within 30 days.

I3: The MA will require the OA to either recoup the overpayment or repay at correct rate. If necessary, it will also adjust
the federal claim. Remediation must be completed within 30 days.

The OA isresponsible for seeing that these individual findings are resolved. The OA provides quarterly reports of these
activities to the MA. Saff of the two State agencies review the reports on a quarterly basis.

ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

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

State Medicaid Agency O Weekly
Operating Agency O Monthly
[ Sub-State Entity Quarterly
[ Other
Soecify:
Annually

O Continuously and Ongoing
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Frequency of data aggregation and analysis

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

[ Other
Soecify:

c. Timelines
When the state does not have all elements of the quality improvement strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Financial Accountability that are currently non-
operational.
® No
Yes
Please provide a detailed strategy for assuring Financial Accountability, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.

Appendix |: Financial Accountability
[-2: Rates, Billing and Claims (1 of 3)

a. Rate Determination Methods. In two pages or less, describe the methods that are employed to establish provider payment
rates for waiver services and the entity or entities that are responsible for rate determination. Indicate any opportunity for
public comment in the process. If different methods are employed for various types of services, the description may group
services for which the same method is employed. Sate laws, regulations, and policies referenced in the description are
available upon request to CMSthrough the Medicaid agency or the operating agency (if applicable).
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The public input process for this waiver amendment is detailed in Main Section 6-1.
General

All rate methodol ogies are established by the OA and reviewed and approved by the MA, who retains final authority over
payment rates. The MA solicits public comments by means of a public notice when changes in methods and standards for
establishing payment rates under the Waiver are proposed. The notice is published in accordance with Federal
requirements at 42 CFR 447.205, which prescribes the content and publication criteria for the notice. Whenever rates
change, a listing of all covered services and corresponding rates is made available to customers and guardians (when
applicable), family members, Salf-Direction Assistance providers, |SC's, and providers. Copies of rate methodologies are
on file with the MA and the OA. Established rates are published on the OA's website at:
https.//imww.dhs.state.il.us/page.aspx?item=125310.

Rates for all waiver services are reviewed on an ongoing basis by the MA and OA, at a minimum every five years.
Effective, 1/1/2023, a Regional Wage Factor is being implemented, which will allow rates to vary based on geography. A
geographic differential for CILA rate methodologies for customers living and being served in the City of Chicago as well
as Cook, DuPage, Kane, Lake, McHenry, and Will counties (hereafter referred to as " Chicago and collar countiesis
being implemented. Rates paid for waiver services do not differ based on provider except for Personal Support services.
These rates negotiated between the customer and Personal Support Worker. The MA and OA work cooperatively to
ensure payments are consistent with economy, efficiency, and quality of care and are sufficient to enlist enough
providers. Thisis completed by performing rate studies and comparing states with similar demographic characteristics
as lllinois. CMS approved 1/1/23 changes in a previous Waiver Amendment on December 15, 2022.

Amendment |L.350.R05.02, Effective, 1/1/2024, a Regional Wage Factor is being implemented, which will allow rates to
vary based on geography. A geographic differential for Community Day Services and other day program rate
methodologies for customers being served in the City of Chicago as well as Cook, DuPage, Kane, Lake, McHenry, and
Will counties (hereafter referred to as " Chicago and collar counties' is being implemented.

In August 2019, the OA contracted with Guidehouse, Inc. ("Guidehouse™), to serve as a rate developer to review current
rate methodol ogies and reimbursement levels and devel op recommendations for new rate methodol ogies and benchmark
rates for Community Integrated Living Arrangement (CILA), the Sate's home and community based residential waiver
program for Persons with Intellectual and/or Developmental Disabilities, aswell as all other services used to support a
customer in aresidential setting to include, but not be limited to, day habilitation services, supported employment,
behavior therapy services, and supplemental services. Guidehouse relied on objective, publicly available data sources,
standard administrative cost-reporting, and a provider-reported cost survey specially designed for the rate devel opment
process. The objectives of the rate study aimed to determine benchmark rates based less on providers' historical costs
and more on the resources required to promote access to quality services going forward. Consequently, their approach
established cost assumptions on objective national and regional benchmark cost data when available, basing
assumptions on provider-reported data only when more extensive industry data was unavailable or appropriate to the
settingsin lllinois. The specially designed and detailed provider cost and wage survey sought data from residential and
day habilitation providers on costs and wages from Fiscal Year 2018. See Rate Sudy, page 8 for a detailed list of
information sought. The rate recommendations were published in the form of a report titled " Developmental Disabilities
Services Rate Sudy” (hereinafter referred to as Rate Sudy) in November 2020. The Rate Study can be viewed at
https.//mww.dhs.state.il.us/page.aspx?item= 136098 for complete details on all that follows. The Rate Study identified
benchmark rates and final recommendations beginning on page 70 of the report. The Rate Sudy al so estimated the fiscal
impact of all the recommendations beginning on page 79 of the report. Due to the significant financial impact of the
recommendations, the OA has developed a multi-year implementation plan.

Beginning in August 2018 but prior to contracting with Guidehouse in August 2019, the OA established a robust
stakeholder process to seek input into the rate devel opment process which included over 100 participants representing
families, customers, service providers and advocates working in seven subject matter workgroups. The workgroups were
overseen by a Rates Oversight Committee comprised of stakeholders in the system. The workgroups results were
presented to Guidehouse to provide direction in the rate devel opment process. The Oversight Committee continued to
meet monthly with Guidehouse throughout the entire rate devel opment process providing insight and feedback as the
work progressed. Following the completion of the Rate Study, the OA held four webinars with stakeholders to not only
discuss the results of the Rate Sudy, but also to solicit input on the recommendations of the Rate Study that are now the
subject of thisrenewal. In addition, the Rate Study has been a frequent topic of the OA's weekly "DDD Communications,”
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an e-mail distributed newsletter sent to anyone who has signed up to be on the LISTSERV including providers,
stakeholders, advocates, trade associations, customers, families, etc. DDD Communications can be found at:
(https://mwww.dhs.state.il.us/page.aspx?item=78358).

Thefinal rate report was provided to the OA, and shared with MA, the Rates Oversight Committee, waiver customers,
stakeholders, and interested partiesin December 2020. A five-year timeline for implementation is planned pending
appropriation via the lllinois General Assembly's budget process and subsequent approval by the Governor. Rate
changes were implemented 1/1/2022 for Residential Habilitation, Supported Employment - Individual Employment
Support, Supported Employment - Small Group Supports, Community Day Services, Behavior Intervention and
Treatment, and Behavioral Services (Psychotherapy and Counseling). The Sate continues to analyze the fiscal impact of
these increases. In the State's FY23 budget, the OA received additional funding from the lllinois General Assembly to
further implement the Guidehouse Rate Study recommendations for Residential Habilitation. These increases are
effective 1/1/2023. The last rebasing of rates was completed by the OA in 2020 when it completed the Guidehouse Rate
Sudy.

Request for Application (RFA) are posted on a website used by all Sate agencies to list contracting opportunities with

the Sate. Thiswebsite isreferred to as the lllinois Procurement Bulletin (IPB). Vendors of all types can register on the
IPB to do business with the state, to review requests for information or proposals, and receive updates on procurement
rules and requirements. The RFA for this service used the | PB website. We believe this process is an effective means to
identify all qualified and willing providers and to compare their costs.

The lllinois General Assembly reviews funding allocations on an annual basis. We cannot predict, however, how
frequently the Administration and General Assembly may consider COLAs for various services.

Overview of Wages for Services effective 1/1/2023;

Wages for Residential Habilitation, Community Day Services - On Ste, Community Day Services - Off Ste, Supported
Employment - Individual Employment Support, and Supported Employment - Small Group Supports include an employee
related expenses (ERE) factor of 25.0 - 29.9% depending on the service and the staff position. ERE includes legally
required benefits such as unemployment taxes, federal insurance contributions and worker's compensation, paid time off
components such as vacation, sick, personal and holiday days and other benefits such as retirement, health insurance
and vision and dental insurance. See Section D.1.2, page 18, of the Rate Study for a description of what factorsare
included in the ERE and their calculations.

Residential Habilitation: These rates were originally established by the OA and approved by the MA in 1994 and have
been subject to proposed legislative increases over subsequent years. The rates were last updated 1/1/2023. In
Amendment |L.350.R05.02 these rates are being updated effective 1/1/24.

Residential Habilitation Services: Group and individual home settings, known as Community Integrated Living
Arrangements (CILA), are funded by level of support needs based on the individual's Service Score derived from the
Inventory for Client and Agency Planning (ICAP). Effective 1/1/2023, an adjustment factor is being implemented that is
based on the customer's Health Care Level (HCL) as determined by their Health Risk Screening Tool (HRST). Health
Care Level (HCL) isan additional factor in determining the number of DSP hours calculated for a customer in 24-Hour
CILA. Thisfactor isincorporating additional DSP time to facilitate customers in getting to and from needed medical
appointments. This also implements one of the Guidehouse Rate Study recommendations. Customers with higher HCL
Scores will have additional DSP time incorporated into their CILA Rate as a higher HCL score objectively measures and
guantifies a customer's health need(s). There are three types of CILA services. 24-hour CILA, Host Family and
Intermittent. Though Enhanced Residential isidentified in the Residential Habilitation service definition, itsrate
methodol ogy aligns with Community Day Services.

General Description of the three CILA Types:
For a general description of all three CILA types, please refer to Appendix C, Service Definitions.

Rate Components Common to all Three CILA Types.

Program Component: The Program component of the rate methodology reimburses providers for those costsincurred in
providing habilitation services and supports. Included in the program component are reimbursement for base staffing
costs, Qualified Intellectual Disabilities Professional (QIDP) staffing costs, Supervisor staffing costs, supply costs,
miscellaneous consultant services costs and nursing costs.
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On 7/1/22, the Direct Service Professional (DSP) funded Wage Rate was set at $16.00. The DSP rate was initially set in
1994 and increased subsequently with periodic COLAs and wage increases authorized through legislative approval. On
7/1/22, the QIDP and Supervisor Wage Rates wer e established by using the 2018 Bureau of Labor Satistics (BLS)
median wage and adjusting for present day. A 25% Employment Related Expenses (ERE) factor is calculated on all staff
wages. Hourly wages determined by BLS Occupational Statistics are adjusted annually.

The OA is further implementing recommendations in the Guidehouse Rate Sudy. On 1/1/23, the DSP funded Wage Rate
will increase to $17.00 statewide and a Regional Wage Factor (RWF) of 15% to $19.55 will be implemented for DSP
funded Wage Rates in Chicago and collar counties.
CONTINUED IN MAIN B OPTIONAL UNDER APPENDIX I-2-a

b. Flow of Billings. Describe the flow of billings for waiver services, specifying whether provider billings flow directly from

providers to the state's claims payment system or whether billings are routed through other intermediary entities. If
billings flow through other intermediary entities, specify the entities:
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Provider Payment
Fee-for-Service providers are paid by the OA. Providers may bill Medicaid directly.
Waiver funding is appropriated to the OA primarily from the Sate's General Revenue Fund.

The OA maintains a computerized payment system that includes PCP authorization for each customer, payments to
provider agencies, units of service delivered to each eligible customer, and payment and claiming rates per unit of
service.

The OA authorizes services in advance of service delivery. The provider and/or the customer, if the customer isreceiving
Personal Support Worker services, report and certify that the service was delivered, and the OA approves payment for
the service. A voucher document is utilized in this payment process and constitutes a legal agreement between the OA
and the provider.

The OA payment system contains edits to ensure that payments are made only when the customer is authorized for the
program services delivered, via the PCP that specifies the program services, the provider of the program services, the
amount the services authorized, providersthat are properly enrolled for the services delivered, and that payment is made
at the correct payment rate.

The OA's software system processes all parts of the billings and claims but the Sate's Comptroller creates the payment
vouchersto pay the provider agencies. Thereisa three-party Medicaid Waiver provider agreement (HFS 1413) between
the provider, the OA and the MA.

Payments for some services, such as customer-directed Personal Support services where the customer exer cises employer
authority, flow through the Financial Management Service (FMS) entity and are paid and transmitted to the OA system
for claims processing.

OA Claims Processing

Information from the OA's computerized payment system feeds into the computerized claiming system that contains edits
to ensure that the customer has been determined to meet the ICF/IID level of care prior to the date of service. The OA
claiming system picks up the established claiming rate and compares it with the actual payment rate; the lower of the two
is the amount claimed. Finally, the OA claiming system subtracts from the Waiver claim the spenddown obligation of
each customer, if any (available on a monthly extract from the MA's MMI S system).

Valid hilling submissions are submitted to the MA on a weekly basis, to determine Medicaid ligibility. The MA then
returns a weekly file to the OA with an OBRA indicator code for all those customers who met the eligibility criteria.
Customers who were not returned with an OBRA indicator code are researched by the OA staff and re-submitted. If
issues are corrected, the MA will provide the OA OBRA indicator code. All billings that were accepted by the MA from
OA with the OBRA indicator code are eligible for federal financial participation. Federal financial claiming is submitted
by MA.

Payments are made by the Sate of Illinois Comptroller's Office from OA appropriation. The OA then submits the amount
of expenditures for Medicaid eligible customers to the MA for submission of federal financial participation.

MA's Claims Processing

The OA Waiver claiming data are transmitted to the MA via a weekly computer tape exchange. The Waiver subsection of
the MMIS matches the customer against the recipient digibility file to ensure Medicaid eligibility on the date of service
and verifiesthe provider is enrolled as a Waiver provider with the MA. The Waiver subsection includes edits for Waiver
claims that conflict with other Waiver and hospital, nursing home, hospice facility, or ICF/1ID claims and rejects Waiver
claims that are duplicative or incompatible. MMISincludes edits for waiver claims that conflict with other waivers,
hospitals, nursing home, hospice facilities, or institutional claims, and rejects waiver claims that are duplicative or
incompatible.

Federal matching funds are deposited into the Sate's General Revenue Fund. A small portion of the federal matching
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funds is deposited into a dedicated fund to be used to fund community services for customers with developmental
disabilities.

The Sate was approved for a Good Faith Effort exemption request for the implementation of an open/hybrid model
Electronic Visit Verification (EVV) on November 21, 2019. On June 3, 2021, the MA posted a Request for Proposal
(RFP) to secure the open/hybrid model Electronic Visit Verification (EVV). The winning bidder has been selected. The
state anticipates the EVV systemwill be operational by the end of calendar year 2022. This systemwill be used for the
personal care services (PCS) and Home Health Care Services (HHCS) as defined in the 21st Century Cures Act. PCS
are defined as Activities of Daily Living (ADL), such as movement, bathing, dressing, toileting, transferring, and
personal hygiene and Instrumental Activities of Daily Living (IADL), such as meal preparation, money management,
shopping, and telephone use. HHCS are defined as personal care services or home health care services requiring an in-
home visit by a provider that are provided under a state plan or 1915c waiver. Customers have the choice to continue to
use the current EVV system operated by the OA or change to the open/hybrid EVV model system that will be maintained
by the MA. To ensure financial integrity and accountability, EVV will allow the state to monitor and reducein
unauthorized services, improve the quality of services to customers, and reduce fraud, waste and abuse.

Appendix | : Financial Accountability
|-2: Rates, Billing and Claims (2 of 3)

c. Certifying Public Expenditures (select one):

® No. state or local government agencies do not certify expenditures for waiver services.
Yes. state or local government agencies directly expend funds for part or all of the cost of waiver services
and certify their state government expenditures (CPE) in lieu of billing that amount to Medicaid.

Select at least one:

O Certified Public Expenditures (CPE) of State Public Agencies.

Soecify: (@) the state government agency or agencies that certify public expenditures for waiver services; (b)
how it is assured that the CPE is based on the total computable costs for waiver services; and, (c) how the state
verifies that the certified public expenditures are eligible for Federal financial participation in accordance with
42 CFR § 433.51(b).(Indicate source of revenue for CPEsin ItemI-4-a.)

[ Certified Public Expenditures (CPE) of Local Government Agencies.

Soecify: (a) the local government agencies that incur certified public expenditures for waiver services; (b) how it
isassured that the CPE is based on total computable costs for waiver services; and, (c) how the state verifies
that the certified public expenditures are eligible for Federal financial participation in accordance with 42 CFR
§ 433.51(b). (Indicate source of revenue for CPEsin Item |-4-b.)

Appendix | : Financial Accountability
|-2: Rates, Billing and Claims (3 of 3)

d. Billing Validation Process. Describe the process for validating provider billings to produce the claim for federal financial
participation, including the mechanism(s) to assure that all claims for payment are made only: (a) when the individual
was eligible for Medicaid waiver payment on the date of service; (b) when the service was included in the participant's
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approved service plan; and, (c) the services were provided:
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Provider hillings are validated by the OA to verify the effective date of each waiver service authorized in the customers
PCP and the customer's level of care eligibility. Providers are required to certify billings are true and accurate through
the ROCShilling system which transmits the billing information to the Community Reimbursement Subsystem (CRS). The
CRS has edits in place which conduct checks to ensure the customer has Medicaid coverage on the date the serviceis
provided and billed, and the customer is authorized to receive the service.

Provider hillings are validated by the OA to verify the effective date of the customer's eligibility and authorization for
services according to the approved PCP. Customers also sign time sheets to verify that services were performed in
accordance with the PCP. If inappropriate billing is discovered, the claimis adjusted or voided by the OA to reduce the
state's claim for FFP. The OA will contact the provider to collect any overpayment. The OA will also void or adjust any
claimsrelated to the restitution. When inappropriate billings are identified, the OA either ensuresthe provider voids the
billing or the OA voids the billing itself in the electronic payment system. This initiates a recoupment of over payments.
This action in turn automatically voids the claim for Federal Financial Participation.

Paid claims are passed through to the MA and MMI S processing edits are initiated for Medicaid and waiver €eligibility.
Lastly, the MA performs post-payment personal plan and financial reviews.

Oversight to ensure that appropriate services were provided occurs through the OA's computer system. The OA's
computer system generates applicable rates and service authorizations according to the waiver program parameters for
which the customer is authorized to participate. Each customer's service authorization(s) of which some are provider
agency specific where only the specified provider can bill and receive payment and others are generic where any
qualified and enrolled provider can bill and be paid are transmitted from the OA's computer systemto the OA's
Community Reimbursement Sub-system (CRS). The OA's computer system can either produce individualized or statewide
rates as set by the OA's rate setting methodologies. The OA's computer system also transmits the individualized or
statewide rates to the OA's (CRS) which maintains a complete historical record of every customer's authorization(s) for
services and rates.

CRSalso contains each provider's eligibility to provide services and what services the provider is eligible to provide, bill
and be paid for. Each provider or provider agency submits billing through the OA's Reporting of Community Services
(ROCS) system. ROCSreporting from each provider or provider agency includes the customer's information of the first,
last and middle initial of the customer's name, Social Security Number (SSN), Recipient Identification Number (RIN), and
Date of Birth (DOB). The provider or provider agency also reports specific bill codes for each service delivered, quantity
of services delivered and bill rate. All ROCShilling is transmitted to the CRS. The CRS batch processes all ROCShilling
on a weekly basis. The CRS has edits which check for the customer'sidentity against the customer's information in CRS,
The customer's Medicaid eligibility on the day services were delivered and being billed for, the customer is authorized for
the service being billed and the service was authorized for the date service(s) are being billed. The CRSalso compares
the provider's billing rate against either the statewide hilling rate or the customer's authorized individualized rate for the
applicable service and hill code.

The CRS adjudicates all provider billing based on the customer's eligibility for services on the date services were
delivered by the provider or provider agency. The CRS performs edit checks that the provider or provider agency is
eligibleto deliver the service being billed. CRS also adjudicates the payment for services based on the OA's authorized
rate for the customer for each service. CRSrejects and does not pay for any services which do not pass all of the above
listed edits including services provided before or after a customer's service authorization for each service.

Other edits ensure appropriate billing is submitted by the provider or provider agency include that the CRSreject billing
for services prior to the customer's determined date of eligibility for DD services by the ISC.

Another safeguard for all provider billingsisthat CRSwill reject any billing if the billing was previously submitted,
adjudicated and paid. Provider agencies cannot bill over the authorized number of units for a day or month of service
nor can a provider or provider agency bill over the annually authorized number of units of any specific service for the
customer.

Provider claims are further validated by applying MMIS processing edits and by conducting OA post-payment reviews.

See also Appendix I-1 for additional information on post-payment reviews. Through post-payment reviews, the OA, based
on a representative sample of claims, confirms that services were in accordance with the PCP.
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e. Billing and Claims Record Maintenance Requirement. Records documenting the audit trail of adjudicated claims
(including supporting documentation) are maintained by the Medicaid agency, the operating agency (if applicable), and
providers of waiver services for a minimum period of 3 yearsasrequired in 45 CFR § 92.42.

Appendix | : Financial Accountability
|-3: Payment (1 of 7)

a. Method of payments -- MMI S (select one):

Payments for all waiver services are made through an approved Medicaid Management | nformation System
(MMI9).

Payments for some, but not all, waiver services are made through an approved MMI S.

Foecify: (a) the waiver servicesthat are not paid through an approved MMIS; (b) the process for making such
payments and the entity that processes payments; (¢) and how an audit trail is maintained for all state and federal

funds expended outside the MMI'S; and, (d) the basis for the draw of federal funds and claiming of these expenditures
on the CMS-64:

® Paymentsfor waiver services are not made through an approved MMIS.

Foecify: (a) the process by which payments are made and the entity that processes payments; (b) how and through
which system(s) the payments are processed; () how an audit trail is maintained for all state and federal funds

expended outside the MMIS, and, (d) the basis for the draw of federal funds and claiming of these expenditures on
the CMS-64:

Under an interagency agreement with the Medicaid Agency, the Operating Agency makes payments from a central
computer system. Providers may bill the MA directly. On a weekly basis, Waiver claims are edited and sent to the
Medicaid Agency for Medicaid claiming. The audit trail is established through State agency approved rates, person
centered plan authorization, documentation of service delivery, and computerized payment and claiming systems
cross-matched with the Medicaid Agency, MMI'S system.

The OA performs a post payment review, based on a statistically valid representative sample of waiver claims (with
a 95% confidence level and a +/-5% margin of error). The post payment review looks at whether the services were
specified in the person centered plan. The OA reviews a statistically valid representative sample of claims (with a
95% confidence level and a +/-5% margin of error) to determine whether the individual was eligible on the date of
services. The OA reviews a statistically valid representative sample of claims (with a 95% confidence level and a
+/-5% margin of error) of waiver claimsto determine whether the rates paid are in accordance with the
reimbursement methodology. The OA submits a quarterly report to the MA with their findings and remediation
activities. The MA conducts a validation review based on the quarterly reportsto verify that the OA followed their
post payment review procedures and verifies that appropriate remediation actions were taken.

Payments for waiver services are made by a managed care entity or entities. The managed care entity ispaid a
monthly capitated payment per eligible enrollee through an approved MMI S.

Describe how payments are made to the managed care entity or entities:

Appendix | : Financial Accountability
|-3: Payment (2 of 7)
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b. Direct payment. In addition to providing that the Medicaid agency makes payments directly to providers of waiver
services, payments for waiver services are made utilizing one or more of the following arrangements (select at least one):

[ The Medicaid agency makes payments directly and does not use a fiscal agent (comprehensive or limited) or a
managed care entity or entities.

[ The Medicaid agency pays providers through the same fiscal agent used for the rest of the Medicaid program.

The Medicaid agency pays providers of some or all waiver services through the use of a limited fiscal agent.

Foecify the limited fiscal agent, the waiver services for which the limited fiscal agent makes payment, the functions
that the limited fiscal agent performsin paying waiver claims, and the methods by which the Medicaid agency
over sees the operations of the limited fiscal agent:

Under an interagency agreement with the MA, the OA or a Financial Management Service (FMS) entity, as
described in Appendix E, makes payments directly to providers of waiver services. The OA then sends electronic
claims via computer tape based on the paid services to the MA for further adjudication and Federal Waiver
reimbur sement purposes.

The limited fiscal agent is Avenues to Consumer Employer Services and $supports (ACESS$) a function of the OA.
Services paid through the FMS entity are limited to Personal Support Worker (PSW) services.

ACESS$ developed a payroll system for PSWs. The customer or their identified Employer of Record (EOR) must
sign/approve timesheets to verify the hours worked. The timesheets are sent to ACES$ via mail, e-mail, fax or online
portal. ACES$'s payroll system validates the submitted timesheets, confirms the PSW is authorized to provide
services to the customer, ensures the hours worked are within the approved service authorization, and the
appropriate rateis assigned. The ACES$ operated payroll system pays PSWs twice monthly. The payroll system
withholds unemployment, FICA, and other deductions as requested by the PSW.

The OA passes the detail expenditure data weekly to the MA. The MA is the single Satewide Medicaid claiming
agency for the State of Illinois. The data is fed into the Medicaid Management Information System (MMIS) and is
subject to edits to ensure the information provided is accurate and that the services/providers are eligible for federal
match under Title XIX. Should any claims have inaccurate information, those claims are rejected by the system and
afile of the rejected claimsis passed back to the OA for their review. Claims that pass through the system without
error filter down to the MARSreporting unit. The MARS unit is responsible for generating the reportsto the Bureau
of Federal Finance (BFF) who use the reports to claim Medicaid expenditure data quarterly on the CMS 64. MARS
also has a series of edits and codes that are used to filter data to ensure accuracy and to determine to what program
the expenditure should be reported. The BFF report the expenditures on the CMS 64 on a quarterly basis 30 days
after the quarter ends.

Federal Draws from the Medicaid Grant - In accordance with the Cash Management Improvement Act (CMIA), the
BFF draws down federal monies from the Title XIX grant for the waiver on a weekly basis and deposits the funds
into the General Revenue Fund (GRF). The amount to be drawn is an estimate derived by using historical
expenditure data. Once the CMS 64 is completed at the end of the quarter, the BFF reconciles the estimated cash
draw to the actual expenditures reported on the CMS 64. The reconciling expenditure amount is either added to or
subtracted from the grant award depending on whether the adjustment is over or under the original estimated
amount.

[ Providers are paid by a managed care entity or entities for servicesthat are included in the state's contract with the
entity.

Foecify how providers are paid for the services (if any) not included in the state's contract with managed care
entities.

Appendix | : Financial Accountability
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|-3: Payment (3 of 7)

¢. Supplemental or Enhanced Payments. 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/waiver. Specify whether supplemental or enhanced payments are
made. Select one;

® No. The state does not make supplemental or enhanced payments for waiver services.

Yes. The state makes supplemental or enhanced payments for waiver services.

Describe: (a) the nature of the supplemental or enhanced payments that are made and the waiver services for which
these payments are made; (b) the types of providers to which such payments are made; (c) the source of the non-
Federal share of the supplemental or enhanced payment; and, (d) whether providers eligible to receive the
supplemental or enhanced payment retain 100% of the total computable expenditure claimed by the state to CMS.
Upon request, the state will furnish CMSwith detailed information about the total amount of supplemental or
enhanced payments to each provider type in the waiver.

Appendix |: Financial Accountability
|-3: Payment (4 of 7)

d. Paymentsto state or Local Government Providers. Specify whether state or local government providers receive payment
for the provision of waiver services.

® No. State or local government providers do not receive payment for waiver services. Do not complete Item |-3-e.
Yes. State or local government providers receive payment for waiver services. Complete Item I-3-e.

Foecify the types of state or local government providers that receive payment for waiver services and the services that
the state or local government providers furnish:

Appendix |: Financial Accountability
|-3: Payment (5 of 7)

e. Amount of Payment to State or Local Government Providers.

Foecify whether any state or local government provider receives payments (including regular and any supplemental
payments) that in the aggregate exceed its reasonable costs of providing waiver services and, if so, whether and how the
state recoups the excess and returns the Federal share of the excess to CMS on the quarterly expenditure report. Select
one:

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

The amount paid to state or local government providersisthe same as the amount paid to private providers
of the same service.

The amount paid to state or local government providers differs from the amount paid to private providers of
the same service. No public provider receives paymentsthat in the aggregate exceed its reasonabl e costs of
providing waiver services.
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The amount paid to state or local government providers differs from the amount paid to private providers of
the same service. When a state or local government provider receives payments (including regular and any
supplemental payments) that in the aggregate exceed the cost of waiver services, the state recoups the excess
and returnsthe federal share of the excessto CMS on the quarterly expenditure report.

Describe the recoupment process:

Appendix |: Financial Accountability
|-3: Payment (6 of 7)

f. Provider Retention of Payments. Section 1903(a)(1) provides that Federal matching funds are only available for
expenditures made by states for services under the approved waiver. Select one:

® Providersreceive and retain 100 percent of the amount claimed to CMS for waiver services.
Providers are paid by a managed care entity (or entities) that is paid a monthly capitated payment.

Foecify whether the monthly capitated payment to managed care entitiesis reduced or returned in part to the state.

Appendix |: Financial Accountability
|-3: Payment (7 of 7)

g. Additional Payment Arrangements

i. Voluntary Reassignment of Paymentsto a Governmental Agency. Select one:

No. The state does not provide that providers may voluntarily reassign their right to direct payments
to a governmental agency.

® Yes. Providers may voluntarily reassign their right to direct payments to a governmental agency as
providedin 42 CFR § 447.10(e).

Foecify the governmental agency (or agencies) to which reassignment may be made.

The Operating Agency (OA)- Department of Human Services, Division of Developmental Disabilities.

ii. Organized Health Care Delivery System. Select one:

® No. The state does not employ Organized Health Care Delivery System (OHCDS) arrangements
under the provisions of 42 CFR § 447.10.
Yes. The waiver provides for the use of Organized Health Care Déelivery System arrangements under
the provisions of 42 CFR § 447.10.

Soecify the following: (a) the entities that are designated as an OHCDS and how these entities qualify for
designation as an OHCDS, (b) the procedures for direct provider enrollment when a provider does not
voluntarily agree to contract with a designated OHCDS, (c) the method(s) for assuring that participants have
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free choice of qualified providers when an OHCDS arrangement is employed, including the selection of
providers not affiliated with the OHCDS; (d) the method(s) for assuring that providers that furnish services
under contract with an OHCDS meet applicable provider qualifications under the waiver; (€) how itis
assured that OHCDS contracts with providers meet applicable requirements; and, (f) how financial
accountability is assured when an OHCDS arrangement is used:

iii. Contracts with MCOs, PIHPs or PAHPs.

® The state does not contract with MCOs, PIHPs or PAHPs for the provision of waiver services.

The state contracts with a Managed Care Organization(s) (MCOs) and/or prepaid inpatient health plan(s)
(PIHP) or prepaid ambulatory health plan(s) (PAHP) under the provisions of section 1915(a)(1) of the Act
for the delivery of waiver and other services. Participants may voluntarily elect to receive waiver and other
services through such MCOs or prepaid health plans. Contracts with these health plans are on file at the
state Medicaid agency.

Describe: (a) the MCOs and/or health plans that furnish services under the provisions of section 1915(a)(1);
(b) the geographic areas served by these plans; (c) the waiver and other services furnished by these plans;
and, (d) how payments are made to the health plans.

Thiswaiver isa part of a concurrent section 1915(b)/section 1915(c) waiver. Participants are required to
obtain waiver and other services through a MCO and/or prepaid inpatient health plan (PIHP) or a prepaid
ambulatory health plan (PAHP). The section 1915(b) waiver specifiesthe types of health plansthat are
used and how payments to these plans are made.

Thiswaiver isa part of a concurrent section 1115/section 1915(c) waiver. Participants are required to
obtain waiver and other servicesthrough a MCO and/or prepaid inpatient health plan (PIHP) or a prepaid
ambulatory health plan (PAHP). The section 1115 waiver specifies the types of health plansthat are used
and how payments to these plans are made.

If the state uses more than one of the above contract authorities for the delivery of waiver services, please
select this option.

In the text box below, indicate the contract authorities. In addition, if the state contracts with MCOs, PIHPs,
or PAHPs under the provisions of section 1915(a)(1) of the Act to furnish waiver services. Participants may
voluntarily elect to receive waiver and other services through such MCOs or prepaid health plans. Contracts
with these health plans are on file at the state Medicaid agency. Describe: (a) the MCOs and/or health plans
that furnish services under the provisions of section 1915(a)(1); (b) the geographic areas served by these
plans; (c) the waiver and other services furnished by these plans; and, (d) how payments are made to the
health plans.

Appendix |: Financial Accountability
|-4. Non-Federal Matching Funds (1 of 3)

a. State Level Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the state source or sources of the
non-federal share of computable waiver costs. Select at least one:
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O Appropriation of State Tax Revenues to the State Medicaid Agency
Appropriation of State Tax Revenuesto a State Agency other than the Medicaid Agency.

If the sour ce of the non-federal share is appropriations to another state agency (or agencies), specify: (a) the state
entity or agency receiving appropriated funds and (b) the mechanism that is used to transfer the funds to the
Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer (IGT), including any matching
arrangement, and/or, indicate if the funds are directly expended by state agencies as CPEs, asindicated in Item |-2-
C

Funds are directly appropriated by the lllinois General Assembly from the General Revenue Fund to the Operating
Agency. The funds are not transferred.

[ Other State Level Source(s) of Funds.

Foecify: (a) the source and nature of funds; (b) the entity or agency that receives the funds; and, (c) the mechanism
that is used to transfer the funds to the Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer
(IGT), including any matching arrangement, and/or, indicate if funds are directly expended by state agencies as
CPEs, asindicated in Item |-2-c:

Appendix | : Financial Accountability
|-4. Non-Federal Matching Funds (2 of 3)

b. Local Government or Other Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the source or
sources of the non-federal share of computable waiver costs that are not from state sources. Select One:

® Not Applicable. There are no local government level sources of funds utilized as the non-federal share.

Applicable
Check each that applies:

[ Appropriation of Local Government Revenues.

Soecify: (a) the local government entity or entities that have the authority to levy taxes or other revenues; (b) the
source(s) of revenue; and, (c) the mechanism that is used to transfer the funds to the Medicaid Agency or Fiscal
Agent, such as an Intergovernmental Transfer (IGT), including any matching arrangement (indicate any
intervening entities in the transfer process), and/or, indicate if funds are directly expended by local government
agencies as CPEs, as specified in Item |-2-c:

[ Other Local Government Level Source(s) of Funds.

Soecify: (a) the source of funds; (b) the local government entity or agency receiving funds; and, (c) the
mechanism that is used to transfer the funds to the state Medicaid agency or fiscal agent, such asan
Intergovernmental Transfer (IGT), including any matching arrangement, and/or, indicate if funds are directly
expended by local government agencies as CPEs, as specified in [tem |-2-c:
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Appendix |: Financial Accountability
[-4: Non-Federal Matching Funds (3 of 3)

¢. Information Concerning Certain Sources of Funds. Indicate whether any of the funds listed in Items 1-4-a or 1-4-b that
make up the non-federal share of computable waiver costs come from the following sources: (a) health care-related taxes
or fees; (b) provider-related donations; and/or, (c) federal funds. Select one:

® None of the specified sources of funds contribute to the non-federal share of computable waiver costs

The following source(s) are used
Check each that applies:

O Health care-related taxes or fees
0 Provider-related donations
0 Federal funds

For each source of funds indicated above, describe the source of the funds in detail :

Appendix |: Financial Accountability
[-5: Exclusion of Medicaid Payment for Room and Board

a. Services Furnished in Residential Settings. Select one:

No services under thiswaiver are furnished in residential settings other than the private residence of the
individual.
® Asspecified in Appendix C, the state furnishes waiver servicesin residential settings other than the personal home
of theindividual.
b. Method for Excluding the Cost of Room and Board Furnished in Residential Settings. The following describes the
methodol ogy that the state uses to exclude Medicaid payment for room and board in residential settings:

The OA setsindividualized rates for a participant in a Residential Habilitation setting based on a rate methodology that
is comprised of the following components:

-Room and Board Component - reimburses community providers for keeping a homein normal operation.

-Program Component - reimburses community providers for providing habilitation services and supports, including
training, protective oversight, supervision and other assistance to customers with a developmental disability livingin a
residential setting.

-Transportation Component - reimburses community providers for providing general transportation to and from
community locations that are not day program sites or places where Medicaid Sate Plan services are delivered.
-Administration Component - reimburses community providers for general staff supervision and overhead related to the
delivery of residential supports.

-Individual Supports Component - reimburses community providers for supports that are specific to a customer's needs
that are not covered elsewhere.

The OA determines waiver claims for Residential Habilitation services based on the Program, Transportation,
Administration, and Individual Supports components of the rates. The Room and Board Component is excluded when
calculating waiver claims.

Appendix |: Financial Accountability
I-6: Payment for Rent and Food Expenses of an Unrelated Live-In Caregiver

Reimbursement for the Rent and Food Expenses of an Unrelated Live-1n Personal Caregiver. Select one:
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® No. The state does not reimburse for the rent and food expenses of an unrelated live-in personal caregiver who
residesin the same household as the participant.

Yes. Per 42 CFR 8 441.310(a)(2)(ii), the state will claim FFP for the additional costs of rent and food that can
be reasonably attributed to an unrelated live-in personal caregiver who residesin the same household asthe
waiver participant. The state describes its coverage of live-in caregiver in Appendix C-3 and the costs
attributable to rent and food for the live-in caregiver are reflected separately in the computation of factor D
(cost of waiver services) in Appendix J. FFP for rent and food for a live-in caregiver will not be claimed when
the participant livesin the caregiver'shome or in a residence that is owned or leased by the provider of
Medicaid services.

The following is an explanation of: (a) the method used to apportion the additional costs of rent and food attributable to
the unrelated live-in personal caregiver that are incurred by the individual served on the waiver and (b) the method
used to reimburse these costs:

Appendix | : Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (1 of 5)

a. Co-Payment Requirements. Specify whether the state imposes a co-payment or similar charge upon waiver participants
for waiver services. These charges are calculated per service and have the effect of reducing the total computable claim

for federal financial participation. Select one:

® No. The state does not impose a co-payment or similar charge upon participants for waiver services.
Yes. The state imposes a co-payment or similar charge upon participants for one or more waiver services.

i. Co-Pay Arrangement.

Foecify the types of co-pay arrangements that are imposed on waiver participants (check each that applies):

Charges Associated with the Provision of Waiver Services (if any are checked, complete ltems |- 7-a-ii
through I-7-a-iv):

[ Nominal deductible
[ Coinsurance

[ Co-Payment

O Other charge

Specify:

Appendix |: Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (2 of 5)

a. Co-Payment Requirements.

ii. Participants Subject to Co-pay Charges for Waiver Services.

Answers provided in Appendix |-7-a indicate that you do not need to complete this section.
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Appendix |: Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (3 of 5)

a. Co-Payment Requirements.

iii. Amount of Co-Pay Charges for Waiver Services.

Answers provided in Appendix | -7-a indicate that you do not need to complete this section.

Appendix |: Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (4 of 5)

a. Co-Payment Requirements.

iv. Cumulative Maximum Charges.

Answers provided in Appendix |-7-a indicate that you do not need to complete this section.

Appendix | : Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (5 of 5)

b. Other State Requirement for Cost Sharing. Specify whether the state imposes a premium, enrollment fee or similar cost
sharing on waiver participants. Select one:

® No. The state does not impose a premium, enrollment fee, or similar cost-sharing arrangement on waiver
participants.

Yes. The state imposes a premium, enroliment fee or similar cost-sharing arrangement.
Describe in detail the cost sharing arrangement, including: (a) the type of cost sharing (e.g., premium, enrollment
fee); (b) the amount of charge and how the amount of the charge isrelated to total gross family income; (c) the

groups of participants subject to cost-sharing and the groups who are excluded; and, (d) the mechanisms for the
collection of cost-sharing and reporting the amount collected on the CMS 64:

Appendix J: Cost Neutrality Demonstration
J-1. Composite Overview and Demonstration of Cost-Neutrality Formula

Composite Overview. Complete the fieldsin Cols. 3, 5 and 6 in the following table for each waiver year. Thefieldsin Cols.
4,7 and 8 are auto-calculated based on entriesin Cols 3, 5, and 6. Thefieldsin Col. 2 are auto-cal culated using the Factor
D data from the J-2-d Estimate of Factor D tables. Col. 2 fields will be populated ONLY when the Estimate of Factor D
tablesin J-2-d have been completed.

Level(s) of Care: ICF/II1D

Col. 1} Col.2 Col. 3 Col. 4 Col. 5 Col. 6 Col. 7 Col. 8
Year |Factor D] Factor D' Total: D+D' Factor G Factor G' Total: G+G'|Difference (Col 7 less Column4)
1 [56016.0 3042.43) 59058.49 141093.3 3540.63}) 144633.96 85575.47
2 |64768.7 3133.70§ 67902.40 150264.4 3735.37} 153999.77 86097.37
3 [73902.9 3227.724 77130.70 160031.5 3940.81}f 163972.40 86841.70
4 |77555.8 3324.55§ 80880.35 170433. 4157.56§ 174591.20 93710.85
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Col. 3} Col.2 | Col. 3 Co.4 | Col. 5 Col. 6 Col. 7 Col. 8
Year |Factor D| Factor D' Total: D+D'| Factor G Factor G' Total: G+G'|Difference (Col 7 less Column4)
5 [1368.97) 3424.28] 84793.25 | 181511.82' 4386.22) 185898.04 101104.79

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (1 of 9)

a. Number Of Unduplicated Participants Served. Enter the total number of unduplicated participants from Item B-3-a who
will be served each year that the waiver isin operation. When the waiver serves individuals under more than one level of
care, specify the number of unduplicated participants for each level of care:

Table: J-2-a: Unduplicated Participants

Distribution of Unduplicated Participants by
. Total Unduplicated Number of Participants Level of Care (if applicable)
Waiver Year
(from Item B-3-a) Level of Care:
ICF/IID
Year 1 25250
Year 2 25851
Year 3 26470
Year 4 27107
Year 5 27758

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (2 of 9)

b. Average Length of Stay. Describe the basis of the estimate of the average length of stay on the waiver by participantsin
item J-2-a.

The average length of stay (ALOS) has been projected based upon enrollment data in MMIS during state fiscal years
2016 through 2020 and projected phase-in and phase-out projections. The calculation for ALOSfor each waiver year is
determined by dividing the number of days for customers on the waiver by the unduplicated customer count
(8,395,770/24,500).

The phase-in and phase-out projections are detailed in Attachment #1 of Appendix B-3-d.

Amendment |L.0350.R05.02, effective 1/1/2024

The ALOSin WY2 has been updated to 344. This should have been increased to 344 in IL.0350.R05.01, effective January
1, 2023, but inadvertently was not. Theincrease in ALOS s related to the additional 700 unduplicated participants that
were added in 1L.0350.R05.01, to account for the expected increase in waiver membership in response to appropriation.
Atotal of 750 unduplicated recipients were added in Waiver Year 1 because of the impact of phase-in assumptions on the
additional 700 members.

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (3 of 9)

c. Derivation of Estimates for Each Factor. Provide a narrative description for the derivation of the estimates of the
following factors.

i. Factor D Derivation. The estimates of Factor D for each waiver year are located in Item J-2-d. The basis and
methodology for these estimates is as follows:
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Factor D for the five year waiver cycle was projected in the following manner:

Unduplicated customers for each waiver service:

IL.0350.R5.00-Renewal 7/1/22

The percent of total unduplicated customers receiving each waiver service was based upon paid claimsin MMIS
during state fiscal years (SFYs) 2016 through 2020.

Factor D was calculated by counting the number of unique customersin MMISenrolled in the waiver from
1/2017 through 9/2021 & projected all the renewal waiver years (WYs) based on observed historical levels.
Additionally, overall growth assumptions based on historical experience for customers moving on & off the
waiver. The noted variance occurs because we round the number of customers to the nearest integer. For services
with low utilization, rounding can have a noticeable impact on effective trend.

IL.0350.R5.01-Amendment 1/1/23

For Residential Habilitation (Res. Hab.), the estimate for WY1 Unduplicated customers was developed by using
current approved & /or placed rates as of 6/30/22 (11,086 rates approved) according to the DHS website
https://mww.dhs.state.il.us/page.aspx?item= 145602. An 11.2% increase was applied to reflect a proportional
increase for WY1 unduplicated participants. Res. Hab. users were increased proportionally for WYs 2-5.

For all other services, the assumption & methodology are consistent with the waiver renewal (I1L.0350.R5.00)
except that we assumed a minimum of 10 users for each service in order to avoid the need for an amendment in
the future should the number of users change by an amount that would have an immaterial impact to the total cost
of waiver services. When an assumed number of users of a service is a percentage of unduplicated recipients, the
number of users of a service increases proportionally with the number of unduplicated recipients.

IL.0350.R5.02-Amendment 1/1/24

The number of users was decreased for Community Day Services (CDS), Residential Habilitation, Self-Direction
Assistance, Behavior Intervention & Treatment, Behavioral Services (Psychotherapy & Counseling), & Personal
Support based upon improved claims data in MMISfor SFY 2020. In mid-2022, the MA noted missing claims
fromfor SFY 2020. Snce the missing claims issue was found, the OA has worked to resubmit claims to improve
data accuracy.

In mid-2022, the Sate discovered there was a significant amount of missing claims data for parts of 2020, 2021,
& 2022. The Operating Agency (OA) had implemented a new hilling systemin 7/2021 which caused waiver
claims paid by the OA not to be accepted by the Medicaid Agency's (MA) Medicaid Management Information
System (MMI'S). A solution was implemented, & a large backlog of claims were resubmitted. As the resubmission
of claims has progressed, & as a result, we have refined utilization estimates for some services.

Average (Avg.) units per customer: |

L.0350.R5.00-Renewal 7/1/22

The avg. units per customer for each waiver service in WY1 is based upon paid claimsin MMISduring SFYs
2016-2020. The avg. units per customer for WYs 2- 5 were calculated by multiplying the prior year avg. units per
customer by the change in ALOS between WYs. As the ALOS s projected to be unchanged for each of the WY, the
avg. units per customer remain unchanged.

Residential Habilitation contains four procedure code combinations. Each is counted "Per Day", but customers
with intensive needs are using two of these in a day.

IL.0350.R5.01-Amendment 1/1/23 Changes were made to the avg. units per user for the Residential Habilitation
service. The Res. Hab. waiver category contains 24-Hour CILA, whichis billed daily, & Intermittent CILA, which
isbilled hourly. We assumed the avg. units per user based on claimsin MMISfor SFY 2018 & SFY 2019 for these
two services. WY2 includes an extra day because of a leap year.

Avg. cost per unit;

IL.0350.R5.00-Renewal 7/1/22

The avg. cost per unit is based on the current fee schedules for Adult Day Service, CDS, Salf-Direction
Assistance, Temporary Assistance, Occupational Therapy, Physical Therapy, Soeech Therapy, Skilled Nursing,
Training & Counseling Services for Unpaid Caregivers services. Cost per unit for Behavior Intervention &
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Treatment & Behavioral Services (Psychotherapy & Counseling) are based upon the statewide benchmark rates
published in the Devel opmental Disability Services Guidehouse Rate Sudy, dated 11/30/20. Cost per unit for
other services are based upon paid claimsin MMISduring SFYs 2016-2020.

IL.0350.R5.01-Amendment 1/1/23 The avg. cost per unit was updated for 24 Hour Sabilization Services, Adult
Day Service (ADS), Emergency Home Response Services, Self-Direction Assistance, Occupational Therapy,
Physical Therapy, Speech Therapy, Skilled Nursing, Supported Employment - Individual Employment Support, &
Supported Employment - Small Group Support based upon reimbursement changes effective in 1/1/23. WY 1
estimates wer e devel oped by weighting estimates with January 2023 rate increases using projected enrollment.
For WY 2 through WY 5, we maintained the same cost per unit trend assumptions.

As stated previously, Residential Habilitation is a composite of 24-Hour CILA & Intermittent CILA. Estimates for
the total WY 1 Residential Habilitation expenditures were developed by using claimsin MMISfor SFY 2018 &
SFY 2019 for these two services & divided by the avg. units per user to develop an avg. cost per service.

The CDSwaiver service includes On Ste, Off Ste, & Enhanced Residential sub-services. In the waiver renewal
(IL.0350.R5.00), Enhanced Residential utilizers were mistakenly excluded from the composite CDS calculation.
For this amendment (I1L.0350.R5.01), we assumed 2,000 of the CDS utilizers received the Enhanced Residential
service & allocated the remaining users as 60% On Ste & 40% Off Ste. The WY 1 composite avg. cost per unit
was devel oped by blending the revised first half of WY 1 composite with the new second half of WY1 composite.
For WY 2 through WY 5, we maintained the same cost per unit trend assumptions as the waiver renewal
(IL.0350.R5.00).

IL.350.R05.02 -Amendment 1/1/24
The following rates are being increased in response to legislation passed by the Illinois General Assembly
Medicaid Omnibus bill, SB1298.

* ADS& the ADS Transportation blended rate will increase from $19.82 to $21.82.

» CDSrate will increase from $15.03 to $19.28 in Chicago, Cook, & Collar counties for regionalization to align
with the CILA rate currently approved in the waiver. The statewide CDS (On-Ste) rate will increase from $15.03
to $16.98.

« The CDS (Off-Site) rate will increase from $16.82 to $19.20 statewide & $22.02 in Chicago, Cook & the Collar
counties.

* Residential Habilitation (Res. Hab.) (Intermittent CILA - 1 person) rate will increase from $50.76 to $56.41
statewide & from $57.81 to $64.29 in Chicago, Cook, & Collar counties.

* Res. Hab. (Intermittent CILA - 2 person) rate will increase from $25.38 to $28.28 statewide & from $28.90 to
$32.14 in Chicago, Cook, & Collar counties.

* Res. Hab. (Intermittent CILA - 3 person) rate will increase from $16.92 to $18.80 statewide & from $19.27 to
$21.43 in Chicago, Cook, & Collar counties.

« Enhanced Residential emergency services rate will increase from $18.53 to $21.24 statewide & $24.32in
Chicago, Cook & Collar counties.

« Sdlf-Direction Assistance Services rates will increase from $51.27 to $54.59.

« Supported Employment (Individual) rates will increase from $40.67 to $43.62 statewide & $53.57 in Chicago,
Cook & Collar counties.

* Supported Employment (Small Group Level 2) (1:3 staff to customer ratio) rateswill increase from $13.73 to
$15.72 statewide & $18.04 in Chicago, Cook & Collar counties.

« Supported Employment (Small Group Level 1) (1:6 staff to customer ratio) rateswill increase from $7.00 to
$8.00 statewide & $9.16 in Chicago, Cook & Collar counties

* 24-Hour Stabilization Servicesrate will increase from $1,117.25 to $1,169.76.

For services with rates that now vary geographically (CDS, Supported Employment - Individual Employment
Support, Supported Employment - Small Group Support), we composited regional rates with 1/2023-6/2023
utilization using data from the enter prise data warehouse (EDW) received through 7/14/23.

We estimated TPL for 24-hour CILA by comparing Medicaid paid amountsin EDW from January - June 2023 to
the daily residential topline ratesin the 'CILA Rates 4 Medicaid.xIsx file provided by HFS on 8/10/23. We then
estimated 1/2024 Medicaid liability by subtracting estimated TPL from the estimated 1/24 topline per diem of
$350.93 provided in the DDD fee schedule. The DD fee schedule islocated at:
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https.//mww.dhs.state.il.us/page.aspx?item=125310. We composited 24 Hour CILA estimates with Intermittent
CILA using a methodology consistent with the previous filing.

We estimated WY 2 values by compositing prior waiver values with the reimbursement changes for 1/24. For WY
3 & heyond, we applied trend values consistent with the original waiver filing to 1/24 reimbursement levels.

Amendment |L.350.R05.03, effective 1/1/25, or upon CMS approval The following rates are being increased in
response to legislation passed by the Illinois General Assembly as Public Act 103-0593. A 6.3% annual cost trend
was assumed for CILA rates based upon the Guidehouse Rate Sudy.

» The Community Day Services (CDS) (On-Ste) rate will increase from $16.98 statewide to statewide $17.75 &
from $19.28 to $20.16 in Chicago, Cook & the Collar counties.

* The CDS (Off-Site) rate will increase from $19.20 statewide to $20.17 statewide & from $22.02 to $23.14 in
Chicago, Cook & the Collar counties.

 Enhanced Residential emergency services rate will increase from $21.24 statewide to $22.20 statewide & from
$24.32 to $25.45 in Chicago, Cook an& d the Collar counties.

* Residential Habilitation (24-hour CILA) average hourly rate will increase from $350.93 to $364.50.

* Residential Habilitation (Intermittent CILA - 1 person) rate will increase from $56.41 to $59.09 statewide an&
d from $64.29 to $67.37 in Chicago, Cook, & Collar counties.

* Residential Habilitation (Intermittent CILA - 2 person) rate will increase from $28.28 to $29.54 statewide &
from $32.14 to $33.68 Chicago, Cook, & Collar counties.

* Residential Habilitation (Intermittent CILA - 3 person) rate will increase from $18.80 to $19.70 statewide &
from $21.43 to $22.46 in Chicago, Cook, & Collar counties.

« Supported Employment (Individual) service rates will increase from $43.62 statewide to $49.00 statewide &
from $53.57 to $56.31 in Chicago, Cook & Collar counties.

* Supported Employment (Small Group Level 1) (1:3 staff to customer ratio) rateswill increase from $15.72 to
$21.62 statewide & from $18.04 to $24.82 in Chicago, Cook & Collar counties.

 Supported Employment (Large Group Level 2) (1.6 staff to customer ratio) rates will increase from $8.00 to
$8.40 statewide & from $9.16 to $9.62 in Chicago, Cook & Coallar counties.

» DSP hourly rate wage reimbursement increased from $19.50 to $20.50 statewide & from $22.43 to $23.58 in
Chicago, Cook & Collar counties.

* Relief & vacation staff wage increase from $19.50 to $20.50 statewide & from $22.43 to $23.58 in Chicago,
Cook & Collar counties.

* Host Family CILA Stipend will increase to $100.00/day for a customer with lower needs up to $120.00/day for
a customer with higher needs. The Chicago, Cook & Collar counties rate will increase to $115.00/day for a
customer with lower needs up to $138.00/day for a customer with higher needs.

« Job coach hourly rate wage reimbursement in both Supported Employment (Individual) & Supported
Employment (Small Group Level 1) increased from $21.00 to $22.08 statewide & from $24.15 to $25.39 in
Chicago, Cook & Collar counties.

« Community Living Facility (CLF) rates will increase 9%.

CONTINUED TO MAIN B OPTIONAL

ii. Factor D' Derivation. The estimates of Factor D' for each waiver year areincluded in Item J-1. The basis of these

estimates is as follows:

Estimates for Factor D' are based upon paid claimsin MMISduring state fiscal years 2016 through 2020 and
was trended to increase at a rate of approximately 3% per year.

Sate fiscal year 2020 Factor D' spending per capita, as reported in the SFY 2020 372 report, were summarized
for non-waiver services provided during the waiver year to individuals enrolled in the waiver. Future waiver
years were projected based on the trends observed in the 372 reports for SFY2017 - SFY 2020.

Factor D' and Factor G' were developed by reviewing SFY 2018 - SFY 2020 historical experience and developing
trend rates. We have observed higher historical trends for the institutional population, and we applied a 5.5%
annual trend to G' services and a 3.0% annual trend to D' services. Population mix differences (e.g. dual-eligible
vs. Medicaid only, managed care vs FFS) have a significant influence on observed Prime trend rates.

Factor G Derivation. The estimates of Factor G for each waiver year are included in Item J-1. The basis of these
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estimates is as follows:

Estimates for Factor G are based upon paid claimsin MMISduring state fiscal years 2018 through 2020 for fee-
for-service ingtitutional customers ages 18 and older with a comparable level of care and was trended to increase
at a rate of approximately 6.5% per year.

Factor G spending per capita, using FFSclaims for institutional customers ages 18 and older with a comparable
level of care were summarized for each historical waiver year SFY 2018 through SFY 2020. A 6.5% annual trend
was sel ected based upon the annual per capita institutional cost for the period of SFYs 2016 through 2020.
Factor G for each projected waiver year is this expenditure value, divided by the number of unduplicated
customers with a non-zero intermediate care facility expenditures.

iv. Factor G' Derivation. The estimates of Factor G' for each waiver year are included in Item J-1. The basis of these
estimatesis as follows:

Estimates for Factor G' are based upon paid claimsin MMISduring state fiscal years 2018 through 2020 for fee-
for-service ingtitutional customers ages 18 and older with a comparable level of care and was trended to increase
at a rate of approximately 5.5% per year.

Factor G' spending per capita, using FFS claims experience for institutional customers ages 18 and older with a
comparable level of care were summarized for each historical waiver year SFY 2018 through SFY 2020. A 5.5%
annual trend was selected based upon the annual per capita non-institutional cost for state fiscal years 2018
through 2020. Future waiver years were projected on Factor G' expenditure per unduplicated customer trend
from state fiscal years 2016-2020. Factor G' is all such allowable non-waiver related expenditures divided by the
number of unique customers during the waiver year.

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (4 of 9)

Component management for waiver services. If the service(s) below includes two or more discrete services that are reimbursed
separately, or isa bundled service, each component of the service must be listed. Select “ manage components’ to add these
components.

Waiver Services

Adult Day Service

Community Day Services

Residential Habilitation

Occupational Therapy (Extended Medicaid State Plan)
Physical Therapy (Extended Medicaid State Plan)
Speech Therapy (Extended Medicaid State Plan)

Self Direction Assistance

24-Hour Stabilization Services

Adaptive Equipment

Assistive Technology

Behavior I ntervention and Treatment

Behavioral Services (Psychotherapy and Counseling)

Emergency Home Response Services (EHRS)

Home Accessibility Modifications

Non-Medical Transportation

Personal Support

Remote Support
Skilled Nursing
Specialty Telehealth and Assessment Team
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Waiver Services

Supported Employment - I ndividual Employment Support

Supported Employment - Small Group Supports

Temporary Assistance

Training and Counseling Services for Unpaid Caregivers

Vehicle Modification

Appendix J: Cost Neutrality Demonstration
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J-2: Derivation of Estimates (5 of 9)

d. Estimate of Factor D.

i. Non-Concurrent Waiver.Compl ete the following table for each waiver year. Enter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for all the Waiver Service/Component items. Select Save and Calculate to
automatically calculate and populate the Component Costs and Total Costs fields. All fields in this table must be
completed in order to populate the Factor D fields in the J-1 Composite Overview table.

Waiver Year: Year 1

Waiver Service/
Component

Unit

# Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Adult Day Service
Total:

123704.35

Adult Day
Service

IHour

698.50

16.

123704.35

19

Community Day
Services Total:

260411524.10

Community Day
Services

{Hour

18356

906.50]

15.

Gq 260411524.10

Residential
Habilitation Total:

911268181.17

Residential
Habilitation

IPer Day

12326|

324.20)

228.

0 4| 911268181.17

Occupational
Therapy (Extended
Medicaid State
Plan) Total:

44128.79

Occupational
Therapy
(Extended
Medicaid Sate
Plan)

IHour

8.20

73.

44128.79

72

Physical Therapy
(Extended Medicaid
State Plan) Total:

14744.00

Physical
Therapy
(Extended
Medicaid Sate
Plan)

IH our

12.50)

73.

14744.00

£

Speech Therapy
(Extended Medicaid
State Plan) Total:

25949.44

Speech Therapy
(Extended

25949.44

Average Length of Stay on the Waiver:

GRAND TOTAL: 1414405514.50
Total Estimated Unduplicated Participants: 25250
Factor D (Divide total by number of participants): 56016.06

343
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Waiver Service/
Component

Unit

# Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Medicaid State
Plan)

{Hour

4.00

73.72

Self Direction
Assistance Total:

12759516.40

Self Direction
Assistance

IHour

30.50)

50.77]

12759516.40

24-Hour
Stabilization
Services Total:

5223075.00

24-Hour
Sabilization
Services

IDay

162.50]

1071.40]

5223075.00

Adaptive Equipment
Total:

41400.00

Adaptive
Equipment

IPer Item

1.20)

1500.00]

41400.00

Assistive
Technology Total:

39600.00

Assistive
Technology

{Per item

1.20)

1500.00]

39600.00

Behavior
Intervention and
Treatment Total:

30343105.26

Behavior
Intervention and
Treatment

IH our

8268

39.50

92.91|

30343105.26

Behavioral Services
(Psychotherapy and
Counseling) Total:

2363914.70

Behavioral
Services
(Psychotherapy
and Counseling)

IHour

2030)

23.00)

50.63

2363914.70

Emergency Home
Response Services
(EHRS) Total:

2726.94

Emergency
Home Response
Services (EHRS)

IPer Month

29,01

2726.94

Home Accessibility
Modifications Total:

899080.00

Home
Accessibility
Modifications

IPer Item

112]

1.9

4225.00)

899080.00

Non-Medical
Transportation
Total:

125580.00

Non-Medical
Transportation

{Per item

195

46.00]

14.00)

125580.00

Personal Support
Total:

179004124.30

Personal
Support

IHour

9481

1046.00)

18-05| 179004124.30

Remote Support
Total:

120000.00

Average Length of Stay on the Waiver:

GRAND TOTAL: 1414405514.50
Total Estimated Unduplicated Participants: 25250
Factor D (Divide total by number of participants): 56016.06

343
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Waiver Service/
Component

Unit

# Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Remote Support

|M0nth|y

12.00)

250.00

120000.00

Skilled Nursing
Total:

19550.85

illed Nursing

IHour

27.50)

41.82|

19550.85

Specialty Telehealth
and Assessment
Team Total:

0.00

Specialty
Telehealth and
Assessment
Team

IMontth

0.00

0.01)

0.00

Supported
Employment -
Individual
Employment
Support Total:

8926240.62

Supported
Employment -
Individual
Employment
Support

IH our

1119

202.00f

39.49|

8926240.62

Supported
Employment - Small
Group Supports
Total:

1657319.62

Supported
Employment -
Small Group
Supports

IHour

507]

287.50

11.37]

1657319.62

Temporary
Assistance Total:

495790.02

Temporary
Assistance

{Hour

241.00

20.78|

495790.02

Training and
Counseling Services
for Unpaid
Caregivers Total:

1258.94

Training and
Counseling
Services for
Unpaid
Caregivers

IH our

3.80)

33.13|

1258.94

Vehicle
Modification Total:

495000.00

Vehicle
Modification

IPer Item

1.00}

15000.00)

495000.00

Average Length of Stay on the Waiver:

GRAND TOTAL: 1414405514.50
Total Estimated Unduplicated Participants: 25250
Factor D (Divide total by number of participants): 56016.06

343

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (6 of 9)

d. Estimate of Factor D.

i. Non-Concurrent Waiver.Compl ete the following table for each waiver year. Enter data into the Unit, # Users, Avg.
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Units Per User, and Avg. Cost/Unit fields for all the Waiver Service/Component items. Select Save and Calculate to
automatically calculate and populate the Component Costs and Total Costs fields. All fieldsin this table must be
completed in order to populate the Factor D fields in the J-1 Composite Overview table.

Waiver Year: Year 2

Waiver Service/
Component

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Adult Day Service
Total:

160047.30

Adult Day
Service

IHour

11|

698.50

20.83

160047.30

Community Day
Services Total:

304941795.55

Community
Day Services

IHour

18793

906.50

17.99

304941795.55

Residential
Habilitation Total:

1113407551.56

Residential
Habilitation

IPer Day

12620)

325.10)

271.34

1113407551.56

Occupational
Therapy
(Extended
Medicaid State
Plan) Total:

68368.16

Occupational
Therapy
(Extended
Medicaid Sate
Plan)

IHour

74|

8.20]

112.67|

68368.16

Physical Therapy
(Extended
Medicaid State
Plan) Total:

23942.38

Physical
Therapy
(Extended
Medicaid Sate
Plan)

IHour

17|

12.50)

112.67|

23942.38

Speech Therapy
(Extended
Medicaid State
Plan) Total:

40561.20

Soeech
Therapy
(Extended
Medicaid Sate
Plan)

IHour

o

4.00

112.67|

40561.20

Self Direction
Assistance Total:

13621356.12

Self Direction
Assistance

IHour

8436

30.50)

52.94

13621356.12

24-Hour
Stabilization
Services Total:

5575342.50

24-Hour
Sabilization
Services

|Day

30

162.50

1143.64)

5575342.50

Total Estimated Unduplicated Participants:
Factor D (Divide total by number of participants)

Average Length of Stay on the Waiver:

GRAND TOTAL:

1674335622.72
. 25851
. 64768.70

344
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Waiver Service/ Component

Component Unit #Users Avg. Units Per User Avg. Cost/ Unit Cos Total Cost

Adaptive

Equipment Total: 42435.00

Adaptive
Equipment  [[Per Item | | 23|

1.20|f| 153750 42430

Assistive

Technology Total: 40590.00

Assistive
Technology | [Per Item | | 22|

120 1537.50) 40590.00

Behavior
Intervention and 31524167.90
Treatment Total:

Behavior
Intervention
and Treatment

Behavioral
Services
(Psychotherapy 2456359.29
and Counseling)
Total:

Behavioral
Services
(Psychotherapy
and
Counseling)

[Four [ 8465|

39.50)

94, Zq 31524167.90

[Four [ 2079

23.00)

51. 37' 2456359.29

Emergency Home
Response Services 2820.00
(EHRS) Total:

Emergency

Home

Response | |
Per Month 10

Services I I

(EHRS

9.40|| 3000 %200

Home
Accessibility
Modifications
Total:

938014.46

Home

Accessibility | |
Per Item
Modifications I I 14

19(1 | 4330. 63| 938014.46

Non-Medical
Transportation 130078.34
Total:

Non-Medical
Transportation | [Per Item | | 199|

46.00)

14. 21| 130078.34

Personal Support

Total: 187840157.00

Personal

Support IHour I | 9707|

1046.00)

18. 5q 187840157.00

Remote Support

Total: 168000.00

Remote
Support [Monthly | | 56|

12.09

ZSOOq 168000.00

Skilled Nursing
Total:

illed Nursing 20817.78

20817.78

GRAND TOTAL: 1674335622.72
Total Estimated Unduplicated Participants: 25851
Factor D (Divide total by number of participants): 64768.70

Average Length of Stay on the Waiver: 344
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Waiver Service/
Component

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

[Hour

17

27.50)

44,53

Specialty
Telehealth and
Assessment Team
Total:

0.00

Fecialty
Telehealth and
Assessment
Team

IMontth

0.00]

0.0

0.00

Supported
Employment -
Individual
Employment
Support Total:

10359267.00

Supported
Employment -
Individual
Employment
Support

IHour

1146|

202.00

10359267.00

Supported
Employment -
Small Group
Supports Total:

1944238.88

Supported
Employment -
Small Group
Supports

IHour

519

287.50

13.03

1944238.88

Temporary
Assistance Total:

518434.38

Temporary
Assistance

IHOUI‘

102]

241.00]

21.09

518434.38

Training and
Counseling
Servicesfor
Unpaid Caregivers
Total:

1277.94

Training and
Counseling
Services for
Unpaid
Caregivers

|Hour|y

3.80)

33.63

1277.94

Vehicle
Modification
Total:

510000.00

Vehicle
Modification

IPer item

1.00)

15000.0

510000.00

Total Estimated Unduplicated Participants:
Factor D (Divide total by number of participants)

Average Length of Stay on the Waiver:

GRAND TOTAL: 1674335622.72

25851
. 64768.70

344

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (7 of 9)

d. Estimate of Factor D.

i. Non-Concurrent Waiver. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for all the Waiver Service/Component items. Select Save and Calculate to
automatically calculate and populate the Component Costs and Total Costs fields. All fieldsin this table must be
completed in order to populate the Factor D fields in the J-1 Composite Overview table.
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Waiver Service/
Component

Unit

#Users Avg. Units Per User Avg. Cost/ Unit

Component
Cost

Total Cost

Adult Day Service
Total:

170189.52

Adult Day
Service

IHour

11|

698.50

22. 15| 170189.52

Community Day
Services Total:

349398903.38

Community
Day Services

[Hour

906.50

19243

20_03' 349398903.38

Residential
Habilitation Total:

1336055510.61

Residential
Habilitation

IPer Day

324.20)

12922|

318'92I 1336055510.61

Occupational
Therapy
(Extended
Medicaid State
Plan) Total:

71262.92

Occupational
Therapy
(Extended
Medicaid Sate
Plan)

IHOUF

74

8.20||| 11435 7126292

Physical Therapy
(Extended
Medicaid State
Plan) Total:

24299.38

Physical
Therapy
(Extended
Medicaid Sate
Plan)

IHOUF

1250

17

1143# 24299.38

Speech Therapy
(Extended
Medicaid State
Plan) Total:

42080.80

Soeech
Therapy
(Extended
Medicaid Sate
Plan)

IHOUF

o]

.00

1143# 42080.80

Self Direction
Assistance Total:

14598263.19

Salf Direction
Assistance

IHour

8634

30.50)

55, 41| 14598263.19

24-Hour
Stabilization
Services Total:

5892666.00

24-Hour
Sabilization
Services

IDay

3|

162.50|(| 1160.7¢||  se2606.00

Adaptive
Equipment Total:

45387.07

Adaptive
Equipment

IPer Item

24|

120 1575.94 45387.07

GRAND TOTAL:

Total Estimated Unduplicated Participants:
Factor D (Divide total by number of participants)

Average Length of Stay on the Waiver:

1956211801.43
. 26470
1 73902.98

343
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Waiver Service/
Component

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Assistive
Technology Total:

43495.94

Assistive
Technology

[Per 1tem

24

1.20)

157594' 43495.94

Behavior
Intervention and
Treatment Total:

32759136.59

Behavior
Intervention
and Treatment

IHour

8667|

39.50)

05, Gq 32759136.58

Behavioral
Services
(Psychotherapy
and Counseling)
Total:

2551450.72

Behavioral
Services
(Psychotherapy
and
Counseling)

IHour

2128)

23.00)

52. 14 2551450.72

Emergency Home
Response Services
(EHRS) Total:

2820.00

Emergency
Home
Response
Services
(EHRS)

|Per Month

1q

9.40)

300q 2820.00

Home
Accessibility
Modifications
Total:

986765.25

Home
Accessibility
Modifications

IPer Item

117|

1.9

4438. Sq 986765.25

Non-Medical
Transportation
Total:

135317.28

Non-Medical
Transportation

IPer Item

204

46.00]

14. 42| 135317.28

Personal Support
Total:

197111838.24

Personal
Support

IHOUF

9939|

1046.00

1896' 197111838.24

Remote Support
Total:

192000.00

Remote
Support

IMontth

64

12.00)

2500(1 192000.00

Skilled Nursing
Total:

22374.00

Skilled Nursing

IHOUF

19

2750

45, Zq 22374.00

Specialty
Telehealth and
Assessment Team
Total:

832320.00

GRAND TOTAL:

1956211801.43

Total Estimated Unduplicated Participants. 26470

Factor D (Divide total by number of participants)

Average Length of Stay on the Waiver:

1 73902.98

343
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Waiver Service/
Component

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Fecialty
Telehealth and
Assessment
Team

|Month|y

2312

6.00|

60.00)

832320.00

Supported
Employment -
Individual
Employment
Support Total:

11741197.48

Supported
Employment -
Individual
Employment
Support

IHour

1174

202.00

49,51

11741197.48

Supported
Employment -
Small Group
Supports Total:

2471605.88

Supported
Employment -
Small Group
Supports

[Hour

531

287.50

16.19|

2471605.88

Temporary
Assistance Total:

536620.24

Temporary
Assistance

IHour

104

241.00

21.41]

536620.24

Training and
Counseling
Servicesfor
Unpaid Caregivers
Total:

1296.94

Training and
Counseling
Services for
Unpaid
Caregivers

|H0ur|y

3.80|||

1296.94

Vehicle
Modification
Total:

525000.00

Vehicle
Modification

[Per item

Lodl||

15000.09

525000.00

Factor D (Divide total by number of participants):

Average Length of Stay on the Waiver:

GRAND TOTAL:
Total Estimated Unduplicated Participants:

1956211801.43
26470
73902.98

343

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (8 of 9)

d. Estimate of Factor D.

i. Non-Concurrent Waiver.Compl ete the following table for each waiver year. Enter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for all the Waiver Service/Component items. Select Save and Calculate to
automatically calculate and populate the Component Costs and Total Costs fields. All fieldsin this table must be
completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 4

09/03/2026



Application for 1915(c) HCBS Waiver: Draft IL.026.05.06 - Jan 01, 2027

Page 297 of 302

Waiver Service/
Component

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Adult Day Service
Total:

172725.08

Adult Day
Service

IHOUF

11|

698.50]

22.48|

172725.08

Community Day
Services Total:

363164731.37

Community
Day Services

IHour

19708

906.50

20.33

36316473137

Residential
Habilitation Total:

1454399886.79

Residential
Habilitation

[Per Day

13233

324.2o|

339.01

1454399886.79

Occupational
Therapy
(Extended
Medicaid State
Plan) Total:

74238.37

Occupational
Therapy
(Extended
Medicaid Sate
Plan)

[Hour

74

8.20)

116.07]

74238.37

Physical Therapy
(Extended
Medicaid State
Plan) Total:

26115.75

Physical
Therapy
(Extended
Medicaid Sate
Plan)

[Hour

19

12.50)

116.07]

26115.75

Speech Therapy
(Extended
Medicaid State
Plan) Total:

44106.60

Speech
Therapy
(Extended
Medicaid Sate
Plan)

[Hour

o5

4.00

116.07]

44106.60

Self Direction
Assistance Total:

15173720.72

Slf Direction
Assistance

IHOUF

8846|

3059

56.24|

15173720.72

24-Hour
Stabilization
Services Total:

6082752.00

24-Hour
Sabilization
Services

IDay

32|

162.50

1169.74

6082752.00

Adaptive
Equipment Total:

46521.79

Adaptive
Equipment

[Per 1tem

24

1.20)

1615.34|

46521.79

Assistive
Technology Total:

46521.79

GRAND TOTAL

Total Estimated Unduplicated Participants:

Factor D (Divide total by number of participants)

Average Length of Stay on the Waiver:

1 2102304988.97
. 27107
. 77555.80

343
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Waiver Service/
Component

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Assistive
Technology

[Per item

24

1.20

1615.34|

46521.79

Behavior
Intervention and
Treatment Total:

34046960.22

Behavior
Intervention
and Treatment

IHOUI‘

8876|

3950

97.11|

34046960.22

Behavioral
Services
(Psychotherapy
and Counseling)
Total:

2651189.30

Behavioral
Services
(Psychotherapy
and
Counseling)

IHOUI‘

2179

23.09

52.9o|

2651189.30

Emergency Home
Response Services
(EHRS) Total:

2820.00

Emergency
Home
Response
Services
(EHRS

IPer Month

1q

9.40)

30.00)

2820.00

Home
Accessibility
Modifications
Total:

1037368.08

Home
Accessibility
Modifications

[Per 1tem

120]

1.9

4549.84)

1037368.08

Non-Medical
Transportation
Total:

140748.96

Non-Medical
Transportation

IPer Item

209

46.00]

14.64

140748.96

Personal Support
Total:

206961894.72

Personal
Support

[Hour

10178

1046.00)

19.44

206961894.72

Remote Support
Total:

204000.00

Remote
Support

IMontth

64

12.00)

250.00

204000.00

Skilled Nursing
Total:

22710.60

Skilled Nursing

[Hour

19

27.50)

45.89)

22710.60

Specialty
Telehealth and
Assessment Team
Total:

1781856.00

Specialty
Telehealth and

IMontth

12.00)

61.87]

1781856.00

GRAND TOTAL:

2102304988.97

Total Estimated Unduplicated Participants: 27107

Factor D (Divide total by number of participants):

Average Length of Stay on the Waiver:

77555.80

343
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Waiver Service/
Component

Unit

#Users

Avg. Units Per User Avg. Cost/ Unit

Component
Cost

Total Cost

Assessment
Team

Supported
Employment -
Individual
Employment
Support Total:

12200901.00

Supported
Employment -
Individual
Employment
Support

IHour

| 1202}

202.00

50.24)

12200901.00

Supported
Employment -
Small Group
Supports Total:

2921552.00

Supported
Employment -
Small Group
Supports

[Hour

287.50

18.64

2921552.00

Temporary
Assistance Total:

560351.51

Temporary
Assistance

IHour

241.00

2173

|

560351.51

Training and
Counseling
Servicesfor

Total:

Unpaid Caregivers

1316.32

Training and
Counseling
Services for
Unpaid
Caregivers

|H0ur|y

3.80|||

1316.32

Vehicle
Modification
Total:

540000.00

Vehicle
Modification

[Per item

Lodl||

15000.09

540000.00

GRAND TOTAL:

Factor D (Divide total by number of participants):

2102304988.97
Total Estimated Unduplicated Participants: 27107
77555.80

Average Length of Stay on the Waiver:

343

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (9 of 9)

d. Estimate of Factor D.

i. Non-Concurrent Waiver. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for all the Waiver Service/Component items. Select Save and Calculate to
automatically calculate and populate the Component Costs and Total Costs fields. All fieldsin this table must be
completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 5
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Waiver Service/
Component

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Adult Day Service
Total:

191277.24

Adult Day
Service

IHOUF

17

698.50]

22.82

191277.24

Community Day
Services Total:

377369396.00

Community
Day Services

IHour

20179

906.50

20.63

377369396.00

Residential
Habilitation Total:

1583189808.65

Residential
Habilitation

[Per Day

13551

324.2o|

360.37]

1583189808.65

Occupational
Therapy
(Extended
Medicaid State
Plan) Total:

77283.36

Occupational
Therapy
(Extended
Medicaid Sate
Plan)

[Hour

80

8.20)

117.81

77283.36

Physical Therapy
(Extended
Medicaid State
Plan) Total:

26507.25

Physical
Therapy
(Extended
Medicaid Sate
Plan)

[Hour

19

12.50)

117.81

26507.25

Speech Therapy
(Extended
Medicaid State
Plan) Total:

45710.28

Speech
Therapy
(Extended
Medicaid Sate
Plan)

[Hour

97

4.00

117.81

45710.28

Self Direction
Assistance Total:

15771175.46

Slf Direction
Assistance

IHOUF

9059

3059

57.04

15771175.46

24-Hour
Stabilization
Services Total:

6272838.00

24-Hour
Sabilization
Services

IDay

39

162.50

1169.74

6272838.00

Adaptive
Equipment Total:

49671.60

Adaptive
Equipment

[Per 1tem

25

1.20)

1655.72|

49671.60

Assistive
Technology Total:

47684.74

GRAND TOTAL

Total Estimated Unduplicated Participants:

Factor D (Divide total by number of participants)

Average Length of Stay on the Waiver:

1 2258639987.12
. 27758
. 81368.97

343
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Waiver Service/
Component

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Assistive
Technology

[Per item

24

1.20

1655.

47684.74

£

Behavior
Intervention and
Treatment Total:

35384567.68

Behavior
Intervention
and Treatment

IHOUI‘

9089

3950

98.

35384567.68

5q

Behavioral
Services
(Psychotherapy
and Counseling)
Total:

2755716.48

Behavioral
Services
(Psychotherapy
and
Counseling)

IHOUI‘

2232

23.09

53.

2755716.48

6

Emergency Home
Response Services
(EHRS) Total:

2820.00

Emergency
Home
Response
Services
(EHRS

IPer Month

1q

9.40)

30.00)

2820.00

Home
Accessibility
Modifications
Total:

1089885.66

Home
Accessibility
Modifications

[Per 1tem

123

1.9

4663 61}

1089885.66

Non-Medical
Transportation
Total:

146281.84

Non-Medical
Transportation

IPer Item

214|

46.00]

14.89

146281.84

Personal Support
Total:

217176963.36

Personal
Support

[Hour

10423

1046.00)

19.92

217176963.36

Remote Support
Total:

210000.00

Remote
Support

IMontth

70

12.00)

250.00

210000.00

Skilled Nursing
Total:

24327.60

Skilled Nursing

[Hour

19

27.50)

46.56)

24327.60

Specialty
Telehealth and
Assessment Team
Total:

1966786.08

Specialty
Telehealth and

IMontth

12.00)

65.77]

1966786.08

GRAND TOTAL:

2258639987.12

Total Estimated Unduplicated Participants: 27758

Factor D (Divide total by number of participants)

Average Length of Stay on the Waiver:

: 81368.97

343
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Waiver Servicef Unit #Users Avg. Units Per User Avg. Cost/ Unit Component
Component Cost

Assessment 2492
Team
Supported
Employment -
Individual 12684248.62
Employment
Support Total:

Supported
Employment -
Individual IHOUT I | 1231'
Employment

Support

Supported
Employment -
Small Group
Supports Total:

Supported

Employment -
Small Group | Hour | | 557|
Supports

Total Cost

202.00(| 51.01f| 1268424862

3036207.00

287.5(|(| 15.0g| 30620700

Temporary

Assistance Total: 579494.14

241.00

22. Oq 579494.14

Temporary
Assistance IHour I |

109]

Training and
Counseling
Servicesfor 1336.08
Unpaid Caregivers
Total:

Training and
Counseling
Services for |
Hour| 10|
Unpaid I Y I
Caregivers
Vehicle

Modification 540000.00
Total:

38(1 | 35, 1q 1336.08

Vehicle
Modification |Per item | | 36|

Lodl|| 15000.00f 5400000

GRAND TOTAL: 2258639987.12
Total Estimated Unduplicated Participants: 27758
Factor D (Divide total by number of participants): 81368.97

Average Length of Stay on the Waiver: 343

09/03/2026
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