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Title of Rule: Revision to the Medical Assistance Rule concerning Pharmaceuticals, Section
8.800.4.C

Rule Number: MSB 19-07-17-A
Division / Contact / Phone: Client and Clinical Care Office- Pharmacy / Kristina Gould /
303-866-6715

SECRETARY OF STATE

RULES ACTION SUMMARY AND FILING INSTRUCTIONS

SUMMARY OF ACTION ON RULE(S)

1. Department / Agency Health Care Policy and Financing / Medical Services
Name: Board

2. Title of Rule:
MSB 19-07-17-A, Revision to the Medical Assistance

Rule concerning Pharmaceuticals, Section 8.800.4.C

3. This action is an adoption an amendment
of:

4. Rule sections affected in this action (if existing rule, also give Code of Regulations
number and page numbers affected):

Sections(s) 8.800.4.C.5.a, Colorado Department of Health Care Policy and Financing,
Staff Manual Volume 8, Medical Assistance (10 CCR 2505-10).

5. Does this action involve any temporary or emergency rule(s)? No
If yes, state effective date:
Is rule to be made permanent? (If yes, please attach notice of Yes
hearing).

PUBLICATION INSTRUCTIONS*

Replace the current text at 8.800.4.C.5.a with the proposed text beginning at
8.800.4.C.5.a through the end of 8.800.4.C.5.a. This rule is effective October 30, 2019.

*to be completed by MSB Board Coordinator
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Title of Rule: Revision to the Medical Assistance Rule concerning Pharmaceuticals, Section
8.800.4.C

Rule Number: MSB 19-07-117-A

Division / Contact / Phone: Client and Clinical Care Office- Pharmacy / Kristina Gould / 303-866-
6715

STATEMENT OF BASIS AND PURPOSE

1. Summary of the basis and purpose for the rule or rule change. (State what the rule says or
does and explain why the rule or rule change is necessary).

The purpose of this rule is to expand coverage of Stiripentol, a drug used to treat Dravet
Syndrome, a rare genetic dysfunction of the brain that results in seizures, to members over
20 years of age. The drug is covered under Early and Periodic Screening, Diagnostic and
Treatment (EPSDT) criteria for members up to 20 years of age. The rule will extend
coverage of Stiripentol for members past the age of 20. Clobazam has been deleted because
it is a covered FDA approved drug and does not need to be addressed in this section of rule.

2. An emergency rule-making is imperatively necessary

[ ] to comply with state or federal law or federal regulation and/or
[ ] for the preservation of public health, safety and welfare.

Explain:
3. Federal authority for the Rule, if any:

42 U.S.C. § 1396d(a)(12); 42 CFR § 440.120, 42 CFR § 447.502.

4. State Authority for the Rule:

25.5-1-301 through 25.5-1-303, C.R.S. (2018);
C.R.S. § 25.5-5-201(1)(a)(2018).
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Title of Rule: Revision to the Medical Assistance Rule concerning Pharmaceuticals, Section
8.800.4.C

Rule Number: MSB 19-07-17-A

Division / Contact / Phone: Client and Clinical Care Office- Pharmacy / Kristina Gould /
303-866-6715

REGULATORY ANALYSIS

1. Describe the classes of persons who will be affected by the proposed rule, including
classes that will bear the costs of the proposed rule and classes that will benefit
from the proposed rule.

The Department covers Stiripentol for members under age 21 with Dravet
Syndrome, a rare disease that causes frequent, severe seizures. The proposed rule
benefits members over age 20 by expanding coverage of the drug to them. The
costs of the proposed rule will be borne by the program.

2. To the extent practicable, describe the probable quantitative and qualitative impact
of the proposed rule, economic or otherwise, upon affected classes of persons.

There will be no adverse quantitative or qualitative impacts to the Department's
members, overall. Qualitatively and quantitatively, this will positively impact
members over age 20 with Dravet Syndrome by providing coverage of the cost of
the only treatment known to significantly reduce seizures and improve quality of life.

3. Discuss the probable costs to the Department and to any other agency of the
implementation and enforcement of the proposed rule and any anticipated effect on
state revenues.

Because Dravet Syndrome is rare, and affects only a few members, the rule will
result in a negligible increase in program costs. The annual, average cost to the
program, per member, for Stiripentol is $9,158.13. No other agency is expected to
be impacted by the rule.

4. Compare the probable costs and benefits of the proposed rule to the probable costs
and benefits of inaction.

The cost of the proposed rule is negligible, at approximately $9,158.13 per year,
with only a few members affected. The benefit derived from that cost is a
significantly improved quality of life for members over age 20 who will continue to
experience fewer seizures with the drug. The benefit of inaction would be that the
program avoids a very small expense for coverage of the drug. The cost of inaction
would be that members with Dravet Syndrome over age 20 will incur out-of-pocket
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costs for the drug, or, if they cannot afford it, suffer a drastically poor quality of life,
due to frequent seizures.

. Determine whether there are less costly methods or less intrusive methods for
achieving the purpose of the proposed rule.

As Stiripentol is the only drug known to effectively reduce seizures for members with
Dravet Syndrome, and there is no other public benefit program offering coverage of
the drug, there were no less costly or less intrusive options.

. Describe any alternative methods for achieving the purpose for the proposed rule
that were seriously considered by the Department and the reasons why they were
rejected in favor of the proposed rule.

Stiripentol is the only drug known to effectively treat seizures associated with Dravet
Syndrome. The program currently covers the cost of the drug for children under
EPSDT criteria. For members over age 20, the proposed rule is the only method for
making the drug available under the program.



8.800 PHARMACEUTICALS

8.800.4.C.

The following are not pharmacy benefits of the Medical Assistance Program:
Spirituous liquors of any kind;
Dietary needs or food supplements;

Personal care items such as mouth wash, deodorants, talcum powder, bath powder,
soap of any kind, dentifrices, etc.;

Medical supplies;

Drugs classified by the FDA as "investigational" or "experimental”; exceptforthe

Less-than-effective drugs identified by the Drug Efficacy Study Implementation (DESI)
program; and

Medicare Part D Drugs for Part D eligible individuals.



DO NOT PUBLISH THIS PAGE

Title of Rule: Revision to the Medical Assistance Rule concerning, DMEPOS
Reimbursement, Section 8.590.7.K

Rule Number: MSB 19-03-05-A

Division / Contact / Phone: The Pharmacy Office / January Montano / 303-866-6977

SECRETARY OF STATE

RULES ACTION SUMMARY AND FILING INSTRUCTIONS

SUMMARY OF ACTION ON RULE(S)

1. Department / Agency Health Care Policy and Financing / Medical Services
Name: Board

2. Title of Rule: MSB 19-03-05-A, Revision to the Medical Assistance Rule
concerning, DMEPOS Reimbursement, Section 8.590.7.K

3. This action is an adoption an amendment
of:

4. Rule sections affected in this action (if existing rule, also give Code of Regulations
number and page numbers affected):

Sections(s) 8.590.7.K, Colorado Department of Health Care Policy and Financing,
Staff Manual Volume 8, Medical Assistance (10 CCR 2505-10).

5. Does this action involve any temporary or emergency rule(s)? Yes
If yes, state effective date: 07/01/2019
Is rule to be made permanent? (If yes, please attach notice of Yes
hearing).

PUBLICATION INSTRUCTIONS*

Replace the current text at 8.590.7.K with the proposed text beginning at 8.590.7.K
through the end of 8.590.7.K. This rule is effective October 30, 2019.

*to be completed by MSB Board Coordinator
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Title of Rule: Revision to the Medical Assistance Rule concerning, DMEPOS Reimbursement,
Section 8.590.7.K

Rule Number: MSB 19-03-05-A

Division / Contact / Phone: The Pharmacy Office / January Montano / 303-866-6977

STATEMENT OF BASIS AND PURPOSE

1. Summary of the basis and purpose for the rule or rule change. (State what the rule says or
does and explain why the rule or rule change is necessary).

The proposed rule will implement the across-the-board rate increase for all DMEPOS
providers, pursuant to the Long Bill.

2. An emergency rule-making is imperatively necessary

[ ] to comply with state or federal law or federal regulation and/or
[ ] for the preservation of public health, safety and welfare.

Explain:

3. Federal authority for the Rule, if any:
42 CFR 440.70, 440.120
4. State Authority for the Rule:

25.5-1-301 through 25.5-1-303, C.R.S. (2018);
Senate Bill 19-207

Initial Review Final Adoption 9/13/19
Proposed Effective Date 10/30/19 Emergency Adoption

DOCUMENT #02
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Title of Rule: Revision to the Medical Assistance Rule concerning, DMEPOS
Reimbursement, Section 8.590.7.K

Rule Number: MSB 19-03-05-A

Division / Contact / Phone: The Pharmacy Office / January Montano / 303-866-6977

REGULATORY ANALYSIS

1.

Describe the classes of persons who will be affected by the proposed rule, including
classes that will bear the costs of the proposed rule and classes that will benefit
from the proposed rule.

DME providers will receive increased reimbursement for equipment and supplies
provided, pursuant to the Long Bill.

To the extent practicable, describe the probable quantitative and qualitative impact
of the proposed rule, economic or otherwise, upon affected classes of persons.

DMEPOS providers will experience an increase in reimbursement.

Discuss the probable costs to the Department and to any other agency of the
implementation and enforcement of the proposed rule and any anticipated effect on
state revenues.

No costs beyond the estimated expenditures due to the rate increase are
anticipated.

Compare the probable costs and benefits of the proposed rule to the probable costs
and benefits of inaction.

The rate increase will support DME suppliers to ensure clients continue to receive
DMEPOS goods and services. Inaction may result in decreased client services and
access to benefits, as well as noncompliance with the Long Bill.

Determine whether there are less costly methods or less intrusive methods for
achieving the purpose of the proposed rule.

There are no less costly methods to implement the rate increase.

Describe any alternative methods for achieving the purpose for the proposed rule
that were seriously considered by the Department and the reasons why they were
rejected in favor of the proposed rule.

No alternative methods were considered.



8.590 DURABLE MEDICAL EQUIPMENT AND DISPOSABLE MEDICAL SUPPLIES

8.590.7 REIMBURSEMENT

8.590.7.A. A provider, as defined at Section 25.5-4-414, C.R.S., is prohibited from making a referral
to an entity providing DME and Supplies under the Medical Assistance Program if the provider or
an Immediate Family member of the provider has a Financial Relationship with the entity unless
the Financial Relationship meets the requirements of an exception to the prohibitions established
by 42 U.S.C. Section 1395nn (2017), as amended or any regulations promulgated thereunder, as
amended. 42 U.S.C. §1395nn (2017) is hereby incorporated by reference. Such incorporation,
however, excludes later amendments to or editions of the referenced material. Pursuant to 24-4-
103(12.5), C.R.S., the Department of Health Care Policy and Financing maintains either
electronic or written copies of the incorporated texts for public inspection. Copies may be
obtained at a reasonable cost or examined during regular business hours at 1570 Grant Street,
Denver, Colorado.

8.590.7.B. If a provider refers a Medicaid member for DME and Supplies services in violation of
Section 25.5-4-414, C.R.S., or this rule, then the Department may

1. Deny any claims for payment from the provider;

2. Require the provider to refund payments for services or items;

3. Refer the matter to the appropriate agency for investigation for fraud; or

4, Terminate the provider’s Colorado Medicaid provider participation agreement.
8.590.7.C. Invoices received from Related Owners or Related Parties shall not be accepted. Only

invoices received from unrelated manufacturers or wholesale distributors shall be recognized as
allowable invoices.

8.590.7.D. The provider shall not bill the Department for authorized accessory items included by the
manufacturer as part of a standard package for an item.

8.590.7.E. The provider shall credit the cost of any accessory or part removed from a standard
package to the Department.

8.590.7.F. Members and providers may negotiate in good faith a trade-in amount for DME items no
longer suitable for a member because of growth, development or a change in anatomical and or
medical condition. Such trade-in allowances shall be used to reduce the cost incurred by the
Department for a replacement item.

8.590.7.G. The refund amount due the Department on a returned Wheelchair or Facilitative Device
shall be agreed upon by the dealer or manufacturer; wherever the item was returned, and the
Department.

8.590.7.H. Reimbursement for allowable modifications, service, and repairs on DME is as follows:

1. Labor for modifications, service, and repairs on DME shall be reimbursed at the lesser of
submitted charges or the rate specified on the Department’s fee schedule.



8.590.7.1.

8.590.7.J.

8.590.7 K.

1.

Parts that are listed on the Department’s fee schedule, with a HCPCS code, that have a
maximum allowable reimbursement rate shall be reimbursed at the lesser of submitted
charges or the rate specified on the Department fee schedule.

Manually priced parts are reimbursed according to the same methodology used for
purchased equipment, as described in 8.590.7.K.

The provider shall not be reimbursed for labor or parts in excess of unit limitations.

Reimbursement for a modification that requires the original equipment provider to supply
a part from their own inventory or stock is contingent upon the provider submitting
supporting documentation that demonstrates the need and actual cost of the parts to be
used in the modification.

Reimbursement for used equipment shall include:
A written, signed and dated agreement from the member accepting the equipment.

Billing the Department, the lesser of 60% of the maximum allowable reimbursement
indicated in the most recent Medicaid Bulletin or 60% of the provider's usual submitted
charges.

a. For used equipment subject to the upper payment limit provisions of section
1903(i)(27) of the Social Security Act, the maximum allowable reimbursement will
be the lower of 100% of the applicable Medicare used reimbursement rate
effective as of January 1 and posted by July 1 of each year, or the provider's
submitted charges.

Reimbursement for purchased or rented equipment shall include, but is not limited to:
All elements of the manufacturer’'s warranties or express warranties.

All adjustments and modification needed by the member to make the item useful and
functional.

If item is delivered, set-up and installation of equipment in an appropriate room in the
home, if applicable.

Training and instruction to the member or caregiver in the safe, sanitary, effective and
appropriate use of the item and necessary servicing and maintenance to be done by the
member or caregiver.

Training and instruction on the manufacturer’s instructions, servicing manuals and
operating guides.

Reimbursement rate for a purchased item shall be as follows:

Fee schedule items, with a HCPCS code, that have a maximum allowable reimbursement
rate, shall be reimbursed at the lesser of submitted charges or the Department fee
schedule rate.

Manually priced items that do not have an assigned fee schedule rate shall be
reimbursed at the lesser of submitted charges or current manufacturer suggested retail
price (MSRP) less a percentage set forth below:



8.590.7.L.

a. July 1, 20178 to June 30, 20189, the percentage is 48-3317.51.

b. Pending federal approval, effective July 1, 20189, the percentage is-1#5116.69.
Manually priced items that do not have an assigned fee schedule rate and have no
MSRP shall be reimbursed at the lesser of submitted charges or by invoice of actual
acquisition cost, minus any discount to the provider as set forth in policy, plus a
percentage set forth below:

C. July 1, 20178 to June 30, 20189, the percentage is 19:5020.70.

d. Pending federal approval, effective July 1, 20198, the percentage is-20-70621.90.

Reimbursement for rental items shall be billed and paid in monthly increments unless

otherwise indicated in the Billing Manual.

8.590.7.M.

Reimbursement for members eligible for both Medicare and Medicaid shall be made in

the following manner:

1.

2.

8.590.7.N.

1.

The provider shall bill Medicare first unless otherwise authorized by the Department.

If Medicare makes payment, Medicaid reimbursement will be based on appropriate
deductibles and co-payments.

If Medicare denies payment, the provider shall be responsible for billing the Department.
Reimbursement is dependent upon the following conditions:

a. A copy of the Explanation of Medicare Benefits shall be maintained in the
provider’s files when billing electronically or attached to the claim if it is billed
manually; or

b. Medicaid reimbursement shall not be made if the Medicare denial is based upon

provider submission error.
Face-to-Face Encounters

For DME specified in the Billing Manual, a face-to-face encounter must be performed
related to the primary reason a member requires the DME.

The face-to-face encounter must occur no more than six months before the DME is first
provided to a member.

The face-to-face encounter must be conducted by one of the following practitioners:
a. The physician responsible for prescribing the DME;

b. A nurse practitioner or clinical nurse specialist, working in collaboration with the
prescribing physician; or

C. A physician assistant under the supervision of the prescribing physician.

A practitioner may conduct a face-to-face encounter via telehealth or telemedicine if
those services are covered by the Medical Assistance Program.



8.590.7.0.

If a non-physician practitioner performs a face-to-face encounter they must communicate
the clinical findings of the face-to-face encounter to the physician responsible for
prescribing the related DME. Those clinical findings must be incorporated into a written or
electronic document included in the member’s medical record.

A physician who prescribes DME requiring face-to-face encounters must document the
following:

a. The face-to-face encounter was related to the primary reason the member
required the prescribed DME;

b. The practitioner who performed the face-to-face encounter;
c. The date of the face-to-face encounter; and
d. The face-to-face encounter occurred within the required timeframe.

Compliance with this section is required as a condition of payment for DME requiring
face-to-face encounters.

Reimbursement for Complex Rehabilitation Technology provided to members is subject

to the following conditions:

1.

2.

8.590.7.P.

The billing provider is a Complex Rehabilitation Technology Supplier;

The member has been evaluated or assessed, for selected Complex Rehabilitation
Technology identified in the Billing Manual, by:

a. A Qualified Health Care Professional; and
b. A Complex Rehabilitation Technology Professional employed by the billing
provider.

The Complex Rehabilitation Technology is provided in compliance with all applicable
federal and state laws, rules, and regulations, including those rules governing the Medical
Assistance Program.

Reimbursement for Speech Generating Devices (SGD), accessories, and software

provided to members is subject to the following conditions:

1.

The member has a medical condition resulting in a severe expressive communication
impairment; and

The SGD, accessories and software is used primarily as a communication device; and

The SGD, accessories or software are recommended by a Speech Language Pathologist
after a communication assessment as described at 10 CCR 2505-10, Section
8.590.3.E.1; and

a. The recommended device, software or application should be capable of
modifications to meet the needs for supportive functional communication when
possible. The recommended software or application must be compatible with the
prescribed SGD.



b. Accessories and supplies that do not have a primary medical use will not be
covered, which includes any items that are unnecessary for operation of the
SGD, or are unrelated to the SGD.

i Covered accessories include but are not limited to:

1. Replacement lithium ion batteries;

2. Non-electric SGD communication board,;

3. Mounting systems designated for securing the SGD within reach
of the client;

4, Safety and protection accessories designated to maintain the life
expectancy of the device,

5. Accessories not otherwise classified may be approved to
enhance the use of the SGD system as the member’s condition
changes; and

6. Orthotic and prosthetic supplies and accessories, and/or service
components of another HCPCS L code.

4. Other forms of treatment have been considered or ruled out; and
5. The member’'s communication impairment will benefit from the SGD, accessories, or

software.
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Title of Rule: Revision to the Medical Assistance Rule concerning Children's Habilitation
Residential Program, Section 8.508

Rule Number: MSB 19-02-05-A

Division / Contact / Phone: Office of Community Living/ Benefits and Services Division /
Michele Craig / 303-866-5147

SECRETARY OF STATE

RULES ACTION SUMMARY AND FILING INSTRUCTIONS

SUMMARY OF ACTION ON RULE(S)

1. Department / Agency Health Care Policy and Financing / Medical Services

Name: Board

2. Title of Rule: MSB 19-02-05-A, Revision to the Medical Assistance Rule
concerning Children's Habilitation Residential Program,

Section 8.508

3. This action is an adoption an amendment
of:

4. Rule sections affected in this action (if existing rule, also give Code of Regulations

number and page numbers affected):

Sections(s) 8.508.100, Colorado Department of Health Care Policy and Financing,

Staff Manual Volume 8, Medical Assistance (10 CCR 2505-10).

5. Does this action involve any temporary or emergency rule(s)? No
If yes, state effective date:
Is rule to be made permanent? (If yes, please attach notice of Yes
hearing).

PUBLICATION INSTRUCTIONS*

Replace the current text at 8.508 with the proposed text beginning at 8.508
through the end of 8.508.190.L. This rule is effective October 30, 2019.

*to be completed by MSB Board Coordinator
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Title of Rule: Revision to the Medical Assistance Rule concerning Children's Habilitation Residential
Program, Section 8.508

Rule Number: MSB 19-02-05-A

Division / Contact / Phone: Office of Community Living/ Benefits and Services Division / Michele
Craig / 303-866-5147

STATEMENT OF BASIS AND PURPOSE

1. Summary of the basis and purpose for the rule or rule change. (State what the rule says or
does and explain why the rule or rule change is necessary).

HB 18-1328 authorized changes to the Home and Community Based Services- Children's
Residential Habilitation Program (HCBS-CHRP) waiver to improve services for children and
youth with intellectual and developmental disabilities and complex behavior support needs:
removal of the eligibility requirement that the child or youth is in foster care, transfer of the
administration of the waiver from the Colorado Department of Human Services (CDHS) to
the Department of Health Care Policy (the Department) and Financing, transfer of case
management from the County Departments of Human Services to Case Management
Agencies, and the addition of two new services. The Department is proposing this regulation
to update the rules to be in alignment with statute and define the changes made to the
HCBS-CHRP waiver.

An emergency rule-making is imperatively necessary

[ ] to comply with state or federal law or federal regulation and/or
[ ] for the preservation of public health, safety and welfare.

Explain:

2. Federal authority for the Rule, if any:

Legal Basis Section 1902(a)(10)(B) of the Social Security Act, 42 U.S.C. § 1396a (2011). The
waiver was granted under Section 1915(c) of the Social Security Act, 42 U.S.C. § 1396n
(2011). 42 U.S.C. 8 § 1396a and 1396n are incorporated by reference.

3. State Authority for the Rule:

25.5-1-301 through 25.5-1-303, C.R.S. (2018);
25.5-5-306, C.R.S. and 25.5-6-903 (2018).

Initial Review Final Adoption
Proposed Effective Date Emergency Adoption

DOCUMENT #
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Title of Rule: Revision to the Medical Assistance Rule concerning Children's Habilitation
Residential Program, Section 8.508

Rule Number: MSB 19-02-05-A

Division / Contact / Phone: Office of Community Living/ Benefits and Services Division /
Michele Craig / 303-866-5147

REGULATORY ANALYSIS

1. Describe the classes of persons who will be affected by the proposed rule, including

classes that will bear the costs of the proposed rule and classes that will benefit
from the proposed rule.

The proposed regulation will affect children and youth with intellectual and
developmental disabilities and complex behavior support needs, as well as family of
those children or youth. The benefit of the rule to these individuals is to not require
families to relinquish custody of their children in order to receive necessary services,
provide services in the family home to prevent the need for out of home placement
and keep families together.

. To the extent practicable, describe the probable quantitative and qualitative impact
of the proposed rule, economic or otherwise, upon affected classes of persons.

With the changes pursuant to HB 18-1328, children and families will be able to
access medically necessary services without having to go through the child-welfare
system. Children will also have access to Home and Community-Based crisis
prevention services with the goal of decreasing the use of more acute, high cost
services such as: residential, psychiatric hospitalization, crisis-system, etc. These
changes will improve member outcomes and decrease use of high-cost services.
Additionally, HB 18-1328 will improve system efficiency by transferring the case
management duties to Case Management Agencies and transferring the
administration of the waiver to the Department of Health Care Policy and Financing.

. Discuss the probable costs to the Department and to any other agency of the
implementation and enforcement of the proposed rule and any anticipated effect on
state revenues.

The Department will ensue costs for prevention services with the goal of reducing
system inefficiencies and high cost utilization for emergency crisis services.

. Compare the probable costs and benefits of the proposed rule to the probable costs
and benefits of inaction.

Improved system efficiency and investment in services to help mitigate crises will
improve access and outcomes for members.
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5. Determine whether there are less costly methods or less intrusive methods for
achieving the purpose of the proposed rule.

As is, the waiver is inefficient to meet the needs of this population. As a result,
children are having to enter the child-welfare system for medically necessary
services when there is not a case for dependency or neglect. Children meeting the
risk of institutionalization criteria can exhibit severe behaviors, including violent
actions that can make them unsafe for a family living at home, particularly as the
child ages. The services covered by the HCBS-CHRP waiver can mitigate the severity
of behavioral issues; however, as a part of the child welfare system, a family cannot
access HCBS-CHRP services unless they surrender custody of their child. As an
alternative, families have sent their child to a hospital during a behavioral crisis,
often for an extended period. During a crisis — and often after repeated crises —
families will take their child to the emergency room. With few options, families are
sometimes left with no better option than to leave the child at the hospital until
appropriate wrap-around services are available; however, because service options
are limited, these children may spend months at the hospital until their families
agree to take them home. If the child qualifies for Medicaid, these extended hospital
stays occur at a significant cost to the state. Another alternative is to place the child
in a facility that provides residential services for children. There are few of these
facilities in Colorado and this has led to many families moving their children out of
state, away from their families and communities maintain custody of their child while
keeping the remainder of their family safe.

6. Describe any alternative methods for achieving the purpose for the proposed rule
that were seriously considered by the Department and the reasons why they were
rejected in favor of the proposed rule.

The Department will update this rule in accordance with HB 18-1328.



8.508 CHILDREN'S HABILITATION RESIDENTIAL PROGRAM




8.508.10 LEGAL BASIS

The Home and Community Based Services- Children’s Habilitation Residential Program (HCBS-CHRP) is
authorized by waiver of the amount, duration, and scope of services requirements contained in Section
1902(a)(10)(B) of the Social Security Act, 42 U.S.C. 8§ 1396a(2011). The waiver is granted by the United
States Department of Health and Human Services under Section 1915(c) of the Social Security Act, 42

U.S.C. § 1396n(2011).

8.508.17020  DEFINITIONS




reductlon termlna'uon or suspension from a Ionq term services and SUDDOI’tS program or serwce

Applicant: Means-aAn-individual child or youth who is seeking a Long--Ferm Care eligibility determination
and who has not afﬂrmatlvelv decllned to applv for Medicaid or parucmate |n an

Caretaker neglect: As defined at § 25.5-10-202-(1.8)-(a)-(c), C.R.S. -

Case Management Agency (CMA): AMeans-a public or private not-for-profit for-profit agency that meets
all applicable state and federal requirements and is certified by the Department to provide case
management services for Home and Community Based Services waivers pursuant to sections
25.5-10-209.5 C.R.S. and pursuant to a prowder part|C|pat|on aqreement Wlth the state
department Ca , ’ :

Child Placement Agency: As defined at 12 CCR 2509-8.7.710.1.

Client- 2 1q . ing o . . . o . .
Program_Means-aA Means—aAn—tndMeIHal Chl|d or vouth Who meets Ionq--term services and supports
eligibility requirements and has been approved for and agreed to receive Home and Community

Based Services (HCBS) -

Client Representative: MeansaA person who is designated to act on the Celient’s behalf. A Celient
Rrepresentative may be: (a) a legal representative including, but not limited to a court-appointed




guardian, or a parent of a minor child; or (b) an individual, family member or friend selected by the
client to speak for an/or act on the client’s behalf.

Community Centered Board: means-Aa private corporation, for-profit or not-for-profit that is designated
pursuant to Section 25.5-10-209, C.R.S., responsible for, but not limited to conducting
Developmental Disability determinations, waiting list management Level of Care Evaluations for
Home and Community Based Service waivers specific to individuals with intellectual and
developmental disabilities, and management of state funded programs for individuals with
intellectual and developmental disabilities.

Complex Behavior-Supperts: Behavior Needs that occurs related to a diagnosis by a licensed physician,
psychiatrist, or psychologist that includes one or more substantial disorders of the cognitive,
volitional or emotional process that grossly impairs judgment or capacity to recognize reality or to
control behavior.

Complex Medical Needs-Supperts: Needs that occur as a result of a chronic medical condition as
diagnosed by a licensed physician that has lasted or is expected to last at -least twelve (12)
months, requires skilled care, and that without intervention may result in a severely life altering
condition.

Comprehensive Assessment: AMeans-an initial assessment or periodic reassessment of individual
needs to determine the need for any medical, educational, social or other services and completed
annually or when the client experiences significant change in need or in level of support.

Cost Containment: MeansLlimiting_the cost of providing care in the community to less than or equal to
the cost of providing care in an institutional setting based on the average aggregate amount. The
cost of providing care in the community shall include the cost of providing Home and Community
Based Services, and Medicaid State Plan benefits including long- term home health services and
targeted case management.

Criminal Activity: A criminal offense that is committed by a person; aA violation of parole or probation;
and aAny criminal offense that is committed by a person receiving services that results in
immediate incarceration.

Crisis: _An event, series of events, and/or state of being greater than normal severity for the Celient
and/or family that becomes outside the manageable range for the child-eryouth Client and/or
their Cecaretakersgivers family and poses a danger to self, family, and/or the community. -Crisis
may be self-identified, family identified, and/or identified by an outside party.

Critical Incident: Incidents of Mistreatment; Abuse; Neglect; Exploitation, Criminal Activity; Damage to
GonsumerClient’s Property/Theft; Death unexpected or expected; Injury/lliness to Client;




Medication Mismanagement; Missing Person; Unsafe Housing/Displacement; and/or Other
Serious Issues.

Department: TheMeans-the Colorado Department of Health Care Policy and Financing the single state
Medicaid agency.

Damage to GensumerClient's Property/Theft: Deliberate damage, destruction, theft or use a waiver
recipient’s-Client’s belongings or money. -If the incident involves is-Mistreatment by a Caretaker
that results in damage to-censumer’s Client’s property or theft in the incident shall be listed as
Mistreatment.

Developmental Delay: means Aa child who is:

Birth up to age five (5) and has a developmental delay defined as the existence of at least one of
the following measurements:

Equivalence of twenty-five percent (25%) or greater delay in one (1) or more of the five
domains of development when compared with chronological age;;

Equivalence of 1.5 standard deviations or more below the mean in one (1) or more of the
five domains of development;;

Has an established condition defined as a diagnosed physical or mental condition that, as
determined by a qualified health professional utilizing appropriate diagnostic
methods and procedures, has a high probability of resulting in significant delays
in development, or

Birth up to age three (3) who lives with a parent who has been determined to have a
developmental dlsab|I|tv by a CCBemmumWGente#ed—Be&rd sueh%endmensrpesutt—m

Early and Periodic Screening Diagnosis and Treatment (EPSDT): Thechild-health-componentofthe

Medicaid-State-Plan-fora-Medicaid-eligible-Client-up-age—21-As defined in Section 8.280.1.

§25 5- 10 202 (15 5)- (a) (d) C.RS.

Extraordinary Needs: Fhechildoryouthreguiresa-A level of care due to Ceomplex Bbehavior and/or
Medical Support Needs that is provided in a residential child care facility or that is provided
through community based programs, and whe- without such care, would place a child is-at risk of
unwarranted child welfare involvement or other system involvement.

Family: Soinocin 22000000 C Do Monne ool onohio oo looriaine o he ohildd



or-youth-and-defined-as—As defined at 8 25.5-10-4{202)-(16)-(a)-()-(IV)(b), C.R.S. =

Famib-Foster Care Home: A family care home providing 24-hour care for a child or children_and —tisa
facility certified by either a County Department of Social/Human Services or a child placement
agency. A Family-Ffoster eCare Hhome, for the purposes of this waiver, shall not_include-be a
famlly member as deflned in 2?-19—5-192&1—5)%%% 25 10 202 (16) (a) (I) (IV)(b), C. R S —A

Guardian: AMeans-an individual at least twenty-one years of age, resident or non-resident, who has

qualified as a quardian of a minor or incapacitated person pursuant to appointment by a court.
Guardianship may include a limited, emergency, and temporary substitute court appointed guardian but
not guardian ad litem.

Guardian ad litem or GAL": -A person appointed by a court to act in the best interests of a child involved
in a proceeding under Title 19, C.R.S., or the "School Attendance Law of 1963", set forth in article
33 of Title 22, C.R.S.

Home and Community Based Services (HCBS) Waivers: SMeans-services and supports authorized
through a 1915 (c) waiver of the Social Security Act and provided in community settings to a
Celient who requires a level of institutional care that would otherwise be provided in a hospital,
nursing facility or intermediate care facility for individuals with intellectual disabilities (ICF-IID).

Increased Risk Factors: Sltuatlons or events that when occur at a certain frequencv or pattern historically
have led to CI’ISIS y A

Informed Consent: Means-aAn informed assent that-whieh is expressed in writing, -and-is-freely given,

and —Consent-shallalways-be-preceded by the following:

A fair explanation of the procedures to be followed, including an identification of those which are
experimental;

A description of the attendant discomforts and risks;




A description of the expected benefitsto-be-expected;

A disclosure of appropriate alternative procedures together with an explanation of the respective
benefits, discomforts and risks;

An offer to answer any inquiries regarding the procedure(s);

An instruction that the person giving consent is free to withdraw such consent and discontinue
participation in the project or activity at any time; and,

A statement that withholding or withdrawal of consent shall not prejudice future availability
provision-of appropriate-services and supports.te-individuals-

Injury/lliness to Client: An injury or illness that requires treatment beyond first aid which includes
lacerations requiring stitches or staples, fractures, dislocations, loss of limb, serious burns, and
skin wounds—ete-—; aAn injury or illness requiring immediate emergency medical treatment to
preserve life or limb; aAn emergency medical treatment that results in admission to the hospital;
and aA psychiatric crisis resulting in unplanned hospitalization.

Institution: Means-aA hospital, nursing facility, or ICE-1ID for which the Department makes Medicaid
Ppayments under the Sstate Plan.

Intellectual and Developmental Disability: means-a A disability that manifests before the person reaches
twenty-two (22) years of age, that constitutes a substantial disability to the affected person, and
that is attributable to an intellectual and developmental disability or related conditions, including
Prader-Willi syndrome, cerebral palsy, epilepsy, autism, or other neurological conditions when the
condition or conditions result in impairment of general intellectual functioning or adaptive behavior
similar to that of a person with an intellectual and developmental disability. Unless otherwise
specifically stated, the federal definition of "developmental disability" found in 42 U.S.C. sec.
15001 et seq., does not apply.

“Impairment of general intellectual functioning” meansthattThe person has been determined to
have an intellectual guotient equivalent which is two or more standard deviations below the mean
(70 or less assuming a scale with a mean of 100 and a standard deviation of 15), as measured by
an instrument which is standardized, appropriate to the nature of the person's disability, and
administered by a qualified professional. the standard error of measurement of the instrument
should be considered when determining the intellectual quotient equivalent. when an individual's
general intellectual functioning cannot be measured by a standardized instrument, then the
assessment of a qualified professional shall be used.

“Adaptive behavior similar to that of a person with intellectual and developmental disabilities”
means-that Tthe person has overall adaptive behavior which is two or more standard deviations
below the mean in two or more skill areas (communication, self-care, home living, social sKills,
community use, self-direction, health and safety, functional academics, leisure, and work), as
measured by an instrument which is standardized, appropriate to the person's living environment,
and administered and clinically determined by a qualified professional. These adaptive behavior
limitations are a direct result of, or are significantly influenced by, the person's substantial
intellectual deficits and may not be attributable to only a physical or sensory impairment or mental
illness.

“Substantial intellectual deficits” means-aAn intellectual guotient that is between 71 and 75
assuming a scale with a mean of 100 and a standard deviation of 15, as measured by an
instrument which is standardized, appropriate to the nature of the person's disability, and
administered by a qualified professional. the standard error of measurement of the instrument
should be considered when determining the intellectual quotient equivalent.




Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF-1ID): AMeans-a publicly or
privately operated facility that provides health and habilitation services to a client with
developmental disabilities or related conditions.Legally-Responsible-Person—Means-theparent-of
a-minor-child, or the client's spouse.

Level of NeedWorksheet Care (LOC):-Aformatto-assess-the-child'slevel-ofneed-forservices Means
fThe specified minimum amount of assistance a Celient ¢hild-oryouth-must require in order to
receive services in an institutional setting under the Medicaid State Plan.

Level of Care Determination: An eligibility determination by a CCB of Means-determining-eligibiity-of an
lindividual for a Long-Term Services and Supports (LTSS) program.-and-determined-by-a
Community Centered Board-

Level of Care Evaluation: AMeans-a comprehensive evaluation with the lindividual seeking services and
others chosen by the lindividual to participate, conducted by -and-an-evalyation-by the case
manager utilizing the Department’s prescribed tool, with supporting diagnostic information from
the lindividual’'s medical providers, for the purpose of determining and-to-determine-the
lindividual's level of functioning for admission or continued stay in eertain Long-Term Services
and Supports (LTSS) programs.

Licensed Child Care Center (less than 24 hours): As defined in 12 CCR 2509-8.7.702.1.

heense&A phv3|C|an phv3|C|an assistant, registered nurse, and advanced pract|ce nurse. -and

purse-governed by the respective practice-act:

Long-Term Services and Supports (LTSS): MeanstThe services and supports used by Clients
Individualsof all ages with functional limitations and chronic illnesses who need assistance to
perform routine daily activities such as bathing, dressing, preparing meals, and administering
medications.

Medicaid Eligible: MeanstThe Aapplicant or Celient meets the criteria for Medicaid benefits based on the
applicant's-financial determination and disability determination.

Medicaid State Plan: Means-Tthe federally approved document that specifies the eligibility groups that a
state serves through its Medicaid program, the benefits that the state covers, and how the state
addresses additional federal Medicaid statutory requirements concerning the operation of its
Medicaid program.

Medication Mis-Management: Issues with medication dosage, scheduling, timing, set-up, compliance and
administration or monitoring which results in harm or an adverse effect which necessitates
medical care.

Missing Person: A waiver participant is not immediately found, —their safety is at serious risk, or there is a
risk to public safety.

Mistreatment—"Mistreated” or “Mistreatment’means: As defined at § 25.5-10-202-(29.5)(a)-(e), C.R.S.
Abuse;




:Q'F

Natural Supports: Means-Unpaid Nen-paidinformal relationships that provide assistance and occur in the
Celient’s everyday life such as, but not limited to, community supports and relationships with
family members, friends, co-workers, neighbors and acquaintances.

Other Serious Issues: Incidents that do not fall into one of the Critical Incident categories.

Predictive Risk Factors: Known situations, events, and characteristics that indicate a greater or lesser
likelihood of success of Crisis interventions.

Prior Authorization: Means Aapproval for an item or service that is obtained in advance either from the
Department, a state fiscal agent or the CMAase-Management-Agency.

Professional: Any person, not including family, excepta-family-memberas-deserbed-in27-10-5-102(15);
C.R-S: Section-8.508.170 at §25.5-10-202 (16)(a)-(H-(P,(b}-performing an occupation -that is

regulated by the State of Colorado and requwes state Ilcensure and/or certlflcatlon A_nv:w

Professional Medical Information Page (PMIP): Means—tThe medical information form signed by a
Llicensed Mmedical Pprofessional used to verify that a the€Client needs institutional Level of
Care.

| I"'I Lof .

Residential Child Care Facility: As defined in 12 CCR 2509-8.7.705.1.

Retrospective Review: MeanstThe Department’s review after services and supports are provided to
ensure the Celient received services according to the service plan and standards of economy,
efficiency and quality of service.

Separation: TMeans-the restriction of a resident{Client)-for a period of time to a designated area from
which the is not physically prevented from leaving, for the purpose of providing the resident
{Client) an opportunity to regain self-control.

Service ProviderAgency: AMeans-a Specialized Group Facility, Residential Child Care Facility ficensed
24-heurchild-care-facility, which-could-include-a-Ffoster Ceare hRHome, Cehild Pplacement
Aagency, Licensed Child Care Facility (non-24 hours), and/or Medicaid enrolled provider.




Service Plan: Means-tThe written document that specifies identified and needed services, to include
Medicaid and non-Medicaid covered services regardless of funding source, to assist a Celient to
remain safely in the community and developed mentin accordance with the-Department’srules
setforth-in-Departmentrequlations.

Service Planning: TMeans-the process of working with the Client tadividualreceiving services and people
chosen by the lindividual, to identify goals, needed services, individual-choices-andpreferences:
and appropriate service providers based on the Comprehensive Assessment en-the-individual
seeking-orreceiving-services-assessment-and knowledge of the individual-and-ofavailable
community resources. Service Suppertplanning informs the lindividual seeking or receiving
services of his or her rights and responsibilities.

Specialized Group Facility: As defined in 12 CCR 2509-89.7.709.1.

Support: MeanAs-any task performed for the Celient where learning is secondary or incidental to the task
itself or an adaptation is provided.

Support Level: A numeric value determined by the Ssupport Naeed Llevel Aassessment that places
Celients into groups with other Celients who have similar overall support needs.

Support Need Level Assessment: Tmeans-the standardized assessment tool used to identify and
measure the practical-support requirements for HCBS-CHRP waiver participants.

section 8.761.
Third Party Resources: SMeans-services and supports that a Celient may receive from a variety of
programs and funding sources beyond aNatural Ssupports or Medicaid. Thisey may include, but

is are not limited to community resources, services provided through private insurance, non-profit
services and other government programs.

Unsafe Housing/Displacement: An individual residing in an unsafe living condition due to a natural event
(such as fire or flood) or environmental hazard (such as infestation), and is at risk of eviction or
homelessness

Waiver Service: OMeans-eptional services defined in the current federally approved waivers and do not

include Medicaid State Plan benefits.

Wraparound Facilitator: AMeans- person who has a Bachelor’s degree in a human behavioral science or
related field of study and is certified in a wraparound training program. Experience working with
LTSSeng Ferm Servicesand-Supperts populations in a private or public social services agency
may substitute for the Bachelor’'s degree reguired-education-on a year for year basis. When
using a combination of experience and education to qualify, the education must have a strong
emphasis in a human behavioral science field. The Person-mustalso-becertifiedina
wraparound certification must include training in the following: pregram-that mustencompass:




Trauma informed care.

Youth mental health first aid.

Crisis supports and planning.

Positive Behavior Supports, behavior intervention, and de-escalation techniques.

Cultural and linguistic competency.

Family and youth serving systems.

Family engagement.

Child and adolescent development.

Accessing community resources and services.

Conflict resolution.

Intellectual and developmental disabilities.

Mental health topics and services.

Substance abuse topics and services.

Psychotropic medications.

Motivational interviewing.

Prevention, detection, and reporting of Mistreatment, Abuse, Neglect, and Exploitation.

Wraparound Transition Plan: A single plan that incorporates all relevant supports, services,
strategies, and goals from other service/treatment plans in place and supports a child-or

yoeuthClient and his or her family, including a and-family-needs-forthechild-oryouthto
transition to the family home after out of home placement.

Wraparound Plan: A single plan that incorporates all relevant supports, services, strategies, and
goals from other service/treatment plans in place and supports a ehild-eryouth Client
and his or her family, including a plan to -reedste-maintain stabilization, prevent Crisis,
and/or for de-escalation of Crisis situations.

Wraparound Support Team: Case managers, Licensed Mmedical Pprofessionals, behavioral
health professionals, therapeutic support professionals, representatives from education,
and other relevant partiespeople involved in the support/treating the ehild-eryouth
{Client)- and their-his or her family.

Wraparound Transition Team: Case managers, Licensed Mmedical Pprofessionals, behavioral
health professionals, therapeutic support professionals, representatives from education,




and other relevant peoplearties involved in the support/treating the Client ehild-eryouth
and his or hertheir -family.

8.508.30 SCOPE OF SERVICES

The HCBS-CHRP waiver provides services and supports listed-at-Section-8-508-100 to eligible children
and vouth with lintellectual and Delevelopmental Ddlsabnltydes—as—deﬁﬂed—m—%é-}g-zOQ—G—R—S—\M%h

A. The services provided through this waiver serve as an alternative to ICF/IID placement for

children from birth to twenty-one years (21) of age who meet the eligibility criteria and the Level of
Care as determined by a-FunctionalNeeds-Assessment Level of Care Evaluation and
Determination. The services provided through the HCBS-CHRP waiver are shallbe-limited to:

1. Habilitation

2. Hippotherapy

3. Intensive Support

4. Massage Therapy

5. Movement Therapy

6. Respite

7. Supported Community Connection

8. Transition Support

B. HCBS-CHRP waiver services shall be provided in accordance with these rules and regulations.

8.508.2040 ELIGIBILITY

A. Services shall be provided to Clients ehildren-and-youth-with an lintellectual and Ddevelopmental
Ddisabilityies who meet all of the following pregram-eligibility requirements:

!—‘

"~ dbetermination of developmental disability bv a CCB which mcludes developmental delav
if under five (5) years of age. by ;

1:2. The Client ¢hild-oryouth-has Eextraordinary behavioral-ormedical support-Naeeds that
put the Client ehild-oryouth-them-at risk of, or in need of, out of home placement.




10-The income of the Client ehild-does not exceed 300% of the current maximum SSI
standard maintenance allowance.

13. Enrollment of the an-child-Client in the HCBS- CHRP _waiver will result in an overall

savings when compared to the ICF/MRIID cost as determined by the State.
6. 14. The Client child-receives at least one waiver service each month.
B. A Support Need Level Assessment must be is-completed upon determination of eligibility. -The

Support Need Level Assessment is used to determine the level of reimbursement for Habilitation
and per diem Respite services.

C. Clients hi igi } W3
ethepMed+ea+d—serees—feHNh+eh—thev—qHamy—and-must f|rst access aII beneflts ava|lable under
the regular-Medicaid State Plan and/or Medicaid-Early-and Periodic-Screening.—Diagnosisand
Freatment{EPSDT) for which they are eligible, -ceverage-prior to accessing funding for those
same services under the HCBS-CHRP waiver.

D. B———Pursuant to the terms of the HCBS-CHRP-Children's-Residential-Habilitation-Residential
Pregram{(CHRP) waiver, the number of individuals who may be served each year in-the- CHRP-is

based on criteria-found-in-Section-8.508.10(E).;

1. The federally approved capacity of the waiver;

2. Cost Containment requirements under seffectiveness{see-Section 8.508.803;

4.3. Within Tthe total appropriation limitations when enroliment is projected to exceed
spending authority.




A. ChildrenorvyouthClients determined eligible for HCBS-CHRP services who that cannot be served
within the appropriation capacity limits of the HCBS-CHRP waiver shall be eligible for placement

on a waiting list.

1. The waiting list shall be maintained by the Department.

2. The date used to establish the persen’s Client’s placement on the waiting list shall be the
date on which all other eligibility requirements at Section 8.508.430 were determined to
have been met and the Department was notified.

3. As openings become available within the appropriation capacity limits of the federal
waiver, Clients children-oryouthshall be considered for services based on the date of
their waiting list placement.

8.508.60 RESPONSIBILITIES OF THE CCBOMMUNIY-CENTERED BOARD

A. The CCB Coemmunity-Centered-Board{CCB)-shall make eligibility determinations a-determination-of
eligibility for developmental disabilities services to include the Level of Care Evaluation and
Determination for any ehild-aryeuth-Applicant or Client being considered for enroliment in the




B. Additional administrative responsibilities of CCBs as required in 8.601.

8.508.70

CASE MANAGEMENT FUNCTIONS

A. Case management services will be provided by a Case-ManagementAgency{CMA) as a

Targeted Case Management service pursuant to 10-CGR 2505-10-sections 8.761.14 and 8.519

a-d2.C—and will include:

1.

Completion of a Comprehensive Assessment;

2.

Completion of a the-Service Plan (SP);

Referral for services and related activities;

Monitoring and follow-up by the CMA including ensuring that es-activitiesthatare

pecessaryto-ensurethatthe SP is implemented and adequately addresses the Client’s
child’s-eryouth’sneeds.

Monitoring and follow-up actions, which shall:

a. Be performed when necessary to address health and safety and services in the
SP;

b. Services in the SP are adequate; and

c. Necessary adjustments in the SP and service arrangements with providers are
made if the needs of the Client ehild-eryouth-have changed.

Face to face monitoring to shall be completed at least once per quarter and to include

8.508.701

direct contact with the Client ehild-eryouthin a place where services are delivered.




A. The Case-ManagementAgency{CMA) shall complete a Service Plan for each Client ehild-or

youthenrolled in the HCBS-CHRP waiver in accordance with Section 8.761.14.b.1-4 and will:

1.

Address the child’'soryouth’'s Client’s assessed needs and personal goals, including

health and safety risk factors either by HCBS-CHRP waiver services or any other means;

Be in accordance with the Department’s rules, policies, and procedures;

Be entered and verified in the Department prescribed system within ten (10) business

days;

Describe the types of services to be provided, the amount, frequency, and duration of

each service and the provider type efproviderfor each service;

Include a statement of agreement by the Client and/or the legally responsible party; and

Be updated or revised at least annually or when warranted by changes in the child’sor

youth’s Client’s needs.

B. The Service Plan shall document that the Client ¢hild-eryouth-has been offered a choice:

1.

Between HCBS waivers and institutional care;

2.

Among HCBS-CHRP waiver services; and

3.

Among qualified providers.

8.508.72 PRIOR AUTHORIZATION REQUESTS (PAR)

A. The case manager shall submit a the-PAR in compliance with applicable requlations and ensure

requested services are:

1.

Consistent with the Celient’'s documented medical condition and Comprehensive

Aassessment.;

Adequate in amount, frequency, scope and duration in order to meet the Celient’'s needs

and within the limitations set forth in the current federally approved HCBS-CHRP waiver.

Not duplicative of another autherized-service, including services provided through:




a. Medicaid State Plan benefits;;

b. Third Pparty Rresources;;

c. _Natural Ssupports;;

d. Charitable organizations;; or

e. Other public assistance programs.

B. Services delivered without prior authorization shall not be reimbursed except for provision of
services during an emergency pursuant to Section 8.058.4.

8.508.73 REIMBURSEMENT

A. Only services identified en in- the Individualized-Service Plan are available for reimbursement
under the HCBS-CHRP waiver. Reimbursement will be made only to licensed or certified
providers, as defined in Section 8.508.160 and services will be reimbursed per a fee for service
schedule as determined by en-a-dailyrate-basis based-en-the Department's HCBS-CHRP Rate

Sehedate—through the Med|ca|dl Management Informatlon System (MMIS)#er—the—habMatwe

B. Only those services not available under Medicaid EPSDT, Medicaid State Plan benefits, Third
Party Resources, or other public funded programs, services or supports are available through the
CHRP Waiver. All available community services must be exhausted before requesting similar
services from the waiver. The CHRP Waiver does not reimburse services that are the
responsibility of the Colorado Department of Education.

C. Reimbursement for Habilitation service does not include the cost of normal facility maintenance,
upkeep and improvement..—ether This exclusion does not include than-suchcosts for modifications
or adaptations te-afacility-required to assure the health and safety of Celients or to meet the
requirements of the applicable life safety code.

D. Medicaid shall not pay for room and board.

E. Claims for Targeted Case Management are reimbursable pursuant to 10-CCR 2505-10Section
8.761.4-.5-etseq.

8.508.74 COMPLIANCE MONITORING REFROSPECHVEREUEW-PROCESS

A. Services provided to a client are subject to compliance monitoring a-retrospectivereview-by the
Department pursuant to Section 8.076.2.

8.508.80 COST CONTAINMENT

Cost Ceontainment is to ensure, on an individual Client ehild-oryouth-basis, that the provision of HCBS-
CHRP services is a cost effective aIternatlve compared to the equwalent cost of approprlate ICF/MRIID
institutional Lievel of Ceare.
submttted—tethe@DHSier—tewew—The State Degartment— shaII be responS|bIe for ensurlng that on
average, each_Service P-plan is within the federally approved Ceost Ceontainment requirements of the
waiver. Clients Children-enrolled in the HCBS-CHRP waiver shall continue to meet the Ceost
Ceontainment criteria during subsequent periods of eligibility.




8.508.100 SERVICE DESCRIPTIONS




. _Habilitation

1. Services may be areprovided to Celients who thatrequire additional care for the Celient
to remain safely in a-home-like-settinghome and community based settings. -The Celient
must demonstrate the need for such services above and beyond those of a typical child
of the same age.

2. HabilitationThese-services include those Services that assist Clientsparticipants in
acquiring, retaining, and improving the self-help, socialization, and adaptive skills
necessary to reside successfully in home and community based settings.

3. Habilitation services under the HCBS-CHRP waiver differ in scope, nature, supervision,

arrangement—and/or provider type (including previded-trainingprovider training
requirements and qualifications) from any other services in the Medicaid State Plan.

4. Habilitation is a twenty-four (24) hour service and includes the following activities:

a. Independent living training, which may include personal care, household
services, infant and childcare when the Celient has a child, and communication
skills.

b. Self-advocacy training and support which may includes assistance and teaching
of appropriate and effective ways to make individual choices, accessing needed
services, asking for help, recognizing Aabuse, aANeglect, Mmistreatment, and/or
eExploitation of self, responsibility for one’s own actions, and participation in all

meetings.

c. Cognitive services which includes assistance with additional concepts and
materials to enhance communication.




d. Emergency aAssistance which includes safety planning, fire and disaster drills,
and crisis intervention.

e. Community access supports which includes assistance developing the abilities
and skills necessary to enable the Client individual-to access typical activities and
functions of community life such as these-chosen-by-the general population;
neluding-community-education, -er-training, and volunteer activities. -Community
access supports includes providing a wide variety of opportunities to develop
socially appropriate behaviors, facilitate and build relationships and Npatural
Ssupports in the community while utilizing the community as a learning
environment to provide services and supports as identified in the Client’s
patticipant's Sservice Pplan. These activities are conducted in a variety of
settings in which the Client ehild-eryouthinteracts with non-disabled individuals
(other than those individuals who are providing services to the Clientehild-or
youth). -These types-of services may include socialization, adaptive skills, and
personnel to accompany and support the individual in community settings,
resources necessary for participation in activities and supplies related to skill
acquisition, retention, or improvement and are based on the interest of the

Clientehild-eryouth.

f. Transportation services are encompassed within Habilitation and are not
duplicative of the non-emergent medical transportation that is authorized in the
Medicaid State Plan. Transportation services are more specific to supports
provided by kinshipFamilyFfoster Ceare Hhomes, foster-homes, Specialized
Group Facilities greup-hemes, and Rresidential Cehild Ceare Ffacilities to access
activities and functions of community life.

0. lmplementation-of recommended-fFollow-up counseling, behavioral, or other
therapeutic interventions, —tmplementation-of and physical, occupational or
speech therapies delivered under the direction of a licensed or certified
professional in that discipline.

h. Medical and health care services that are integral to meeting the daily needs of
the Celient and include such tasks as routine administration of medications or

prowdlnq support when the Cl|ent is ill. —tenqu—te—the%eeds—ef—elmﬁs—whe—a#e—m

-Habilitation may be provided in a fEoster cGare hHome certified by a licensed Child Placement

Agency or County Department of Human Services, Specialized Group Facility greup-home-or
group-center-licensed by the Colorado Department of Human Services, or Residential Child Care
Facility licensed by the Colorado Department of Human Services.

1. Habilitation capacity limits:

a. A Ffoster Ceare Hhome may serve a maximum of one (1) ehild-Client enrolled in
the HCBS-CHRP waiver and two (2) other foster children, or two (2) children
Clients enrolled in the HCBS-CHRP waiver and no other foster children, unless
there has been prior written approval by the DepartmentHGPE. Placements of
three (3) children-Clients approved for the HCBS-CHRP waiver may be made if
the Sservice Provider ageneycan demonstrate to the Department HCPF-that the
Foster Care Home provider has sufficient knowledge, experience, and supports
to safely meet the needs of all of the children in the home. In any case, no more
than three (3) children-Clients enrolled in the HCBS-CHRP waiver and-no{0)
non-CHRP children-will be placed in the sameene foster home. Emergency
placements will not exceed the maximum established limits. -Facilities-Foster




Care Homes that exceed established capacity at the time the rule takes effect will
be grandfathered in; however, with attrition, capacity must comply with the rule.

Foster Care Home Maximum Capacity

HCBS-CHRP waiver Non HCBS-CHRP Total Children
1 2 3
2 0 2
3 0 3

b. Placement of a Clientehild in a Sspecialized Ggroup Ffacility is prohibited if theat

placement will result in more than eight (8) children includingard one (1) child
Client enrolled in the HCBS-CHRP waiver, or five (5) foster children including
and two (2) ehildren-Clients enrolled in the HCBS-CHRP waiver, unless there has
been prior written approval by the Department-HGPE. If Pplacement of a child in
a sSpecialized gGroup enter-Facility will result in more than three (3) children
Clients enrolled in the HCBS-CHRP waiver, then the total number of children
placed in that sSpecialized gGroup FfacilityGenter mustwill not exceed a
maximum of six (6) total children. Placements of more than three (3) children
Clients- enrolled in the HCBS-CHRP waiver may be made if the Service Provider
ageneycan demonstrate to the HCBS-CHRP waiver administratorthe
Department hat the providerfacility staff haves sufficient knowledge, experience,
and supports to safely meet the needs of all of the children in the facilityheme.

Specialized Group Facility Maximum Capacity

HCBS-CHRP waiver Non HCBS-CHRP waiver Total Children
1 8 9
2 5 14

Only one (1) HCBS-CHRP Client patticipant-and two (2) HCBS-for Persons with

Developmental Disabilities (DD) or HCBS- Supported Living Services (SLS)
waiver participants; or two (2) HCBS-CHRP patrticipants and one HCBS-DD or
HCBS-SLS waiver participant may live in the same fEoster cGare hHome.

C. The Sservice Provider Ageneyor cchild Pplacement aAgency shall ensure choice is provided to

all Clients waiver-participantsin their living arrangement.

D. The fEoster cGare hHome Pprovider must ensure a safe environment and and-the-environment

mustsafely meet the needs of all Clients waiverparticipants-living in the home.

E. The Sservice Provider Ageney-erchild-placementagency-shall provide the Case-Management

Agency{CMA) a copy of the fEoster cGare hHome licen-sure-certification- before any child or

youth can be placed in that aEfoster cGare hHome. If emergency placement is needed and-is

outside of business hours, the Sservice Aagency or cGhild pRPlacement aAgency shall provide the

CMA a copy of the fEoster cGare Hhome certification licensurethe next business day.




F. Hippotherapy

1.

Hippotherapy is a therapeutic treatment strategy that uses the movement of a the-horse

to assist in the development/enhancement of skills including: -gross motor, sensory
integration, attention, cognitive, social, behavioral, and communication skills.

Hippotherapy may be Services-are-provided only when the provider is licensed, certified,

registered, and/or accredited by an appropriate national accreditation association.

Hippotherapy Service-must be used as a treatment strateqy for an identified medical or

behavioral need.

Hipportherapy must Fhe-service-shall be an identified need in the Service Plan.

Hippotherapy must be recommended or prescribed by a licensed physician or therapist

who is enrolled as a Medicaid provider. The recommendation must clearly identify the
need for hlppotherapv, recommended treatment and expected outcome A-Medicaid

The recommending therapist or physician must has-identified-a-goaland thatshall

monitor the progress of the hippotherapy treatment at-geal at least quarterly.

Hippotherapy is not eannetbe-available under theregular-Medicaid State Plan benéefits if

8.

it is available -under EPSDT, or from a Tthird Party Resource.-party-source-

Equine tFherapy and therapeutic riding are excluded.

G. Intensive Support

1.

This sService aligns strategies, interventions, and supports for the-childervyouth Client,

and family, to prevent the need for out of home placement.

This sService may be utilized in maintaining stabilization, preventing Crisis situations,

and/or de-escalation of a Crisis-situation.

Intensive support sServices includes:

a. ldentification of the unique strengths, abilities, preferences, desires, needs,
expectations, and goals of the child or youth and family.

b. Identification of needs for Crisis prevention and intervention including, but not
limited to:

i Cause(s) eferisis and triggers that could lead to a Crisis.

ii. Physical and behavioral health factors.

iii. Education services.

iv. Family dynamics.

V. Schedules and routines.

Vi. Current or history of police involvement.




Vii. Current or history of medical and behavioral health hospitalizations.

Viii. Current services.

iX. Adaptive equipment needs.

X. Past interventions and outcomes.

Xi. Immediate need for resources.
Xii. Respite services.
Xiil. Predictive Risk Factors.
Xiv. Increased Risk Factors.

4. Development of a Wraparound Plan with action steps to implement support strategies,

prevent, and/or manage a future Crisis to include, but not limited to:

a.

The unique strengths, abilities, preferences, desires, needs, expectations, and

goals of the ghildervyouth-Client and family.

Environmental modifications.

Support needs in the family home.

Respite services.

Strategies to preventfor Crisis triggers.

Strateqies for Predictive and/or Increased Risk Factors.

Learning new adaptive or life skills.

CounselingB/behavioral or other therapeutic interventions to further stabilize the

Client individual emotionally and behaviorally and to decrease the frequency and
duration of any future behavioral Crises.

Medication management and stabilization.

Physical health.

Identification of training needs and connection to training for family members,

Npatural Ssupports, and paid staff.

Determination of criteria to achieve fer-stabilization in the family home.

Identification of how the plan will be phased out fade-eut-once the child-eryouth

Client has stabilized.

Contingency plan for out of home placement.

Coordination among Ffamily careqgivers, other Ffamily members, service

providers, Npatural Ssupports, Pprofessionals, and case managers required to
implement the Wraparound Plan.




p. Dissemination of the Wraparound Plan to all individuals involved in plan
implementation.

5. In-Home Support.

a. The tFype, frequency, and duration of in-home support services must be -is
included in a the-Wraparound Plan.

b. In-Hhome SsSupport Sservices includes implementation of therapeutic and/or
behavioral support plans, building life skills, providing guidance to the child or
youth with self-care, learning self-advocacy, and protective oversight.

c. Service may be provided in the ehild-oryouth's-Client’'s home or community as
determined by the Wraparound Plan.

6. Fldentificationoffollow-up services.-thatmay-include:

a. Follow-up services include an eEvaluation to ensure that triggers to the Crisis
have been addressed in order to maintain stabilization and prevent a future

b. An eEvaluation of the Wraparound Plan should occurs at a frequency determined
by the child's-oryouth’s-Client's needs and includes; at a minimum, butis-heot
limited-to—visits to the child’'s-oryouth'sClient’'s home, review of documentation,
and coordination with other Pprofessionals and/or members of the Wraparound
Support Team to determine progress.

c. Services include a rReviews of the Client’s ehild’s-er-youth'sstability, -and
monitoring of Predictiveand-Increased Risk Factors that could indicate a repeat

d. Reuvision of the Wraparound Plan should be completed as necessary to as
needed-to avert a Crisis or Crisis escalation.

e. Services include eEnsuringe that follow-up appointments are made and kept.

7. The Wraparound Facilitator is responsible for the development and implementation of the
Wraparound Plan and follow-up services. The Wraparound Plan is quided and supported
by the-child-eryouth Client, their Ffamily, and their Wraparound Support Team.

1.8. All service and supports providers-and-supperts on the Wraparound Support Team must
adhere to the Wraparound Plan.

9. Revision of strategies should will be a continuous process by the Wraparound Support
Team in collaboration with the-child-eryeuth Client, until the Client is stable a-suppeort
regime-stabilizes-and there is no longer a need for Intensive Support Services.

10. On-going evaluation after completion of the Wraparound Plan may be provided if there is
a based-onindividual-needs to support the ehildand-youth-Client and his or hertheir
Ffamily in connecting to any additional resources needed to prevent a future Crisis.

H. Massage Therapy




1. Massage therapy is the physical manipulation of muscles to ease muscle contractures,
spasms, extension, muscle relaxation, and muscle tension including WATSU.

2. Children with specific developmental disorders often experience painful muscle
contractions. -Massage has been shown to be an effective treatment for easing muscle
contracture, releasing spasms, and improving muscle extension, and-thereby reducing

ain.

3. Massage therapists must be Services-areprovided-only-whenthe provideris-licensed,

certified, reqistered, and/or accredited by an appropriate national accreditation
association.

4. The service must be used as a treatment strateqy for an identified medical or behavioral
need and included in the Service Plan.z

| . hall identified ¥ . |

——A A-Medicaid-State Plan-Massage therapy services must be recommended or prescribed
by a therapist or physician who is an enrolled Medicaid Provider. The recommendation
must include the medical or behavioral need to be addressed and expected outcome.

- Y thi - Lshall )
5. The recommending therapist or physician must that-has-identified-agoaland-thatshall

monitor the progress and effectiveness of the massage therapy treatment efthatgoal at
least quarterly.

6. Massage therapy is not capnotbe-available under yndertheregularMedicaid State Plan
benefits, if it is available under EPSDT or from a Third Party Resource.third-party
souree-:

Movement Therapy

1. Movement therapy Service-is the use of music therapy and/or dance therapy as a
therapeutic tool for the habilitation, rehabilitation, and maintenance of behavioral,
developmental, physical, social, communication, pain management, cognition and gross
motor skKills.

2. Movement therapy providers must be Services-areprovided-only-when-the provideris

licensed-—meets the educational requirements and is certified, registered and/or
accredited by an appropriate national accreditation association.

3. Movement therapy is only authorized as Service-mustbe-used-as a treatment strateqy for
an specific identified-medical or behavioral need and identified in the Client’s Service
Plan.-

——Movement therapy must be recommended or prescribed by a A-Medicaid-State Plan
therapist or physician who is enrolled Medicaid provider. The recommendation must
include the medical need to be addressed and expected outcome. mustidentifythe need
this-service shallmeetwith-agoak

4. The recommending therapist or physician must that-has-identified-a-goal-and-thatshall

monitor the progress and effectiveness of the movement therapy at-geal at least
quarterly.




5. Movement Therapy is not eannetbe available under yndertheregular Medicaid State
Plan benefits, if it is available under; EPSDT; or from a Third Party Resourcethird-party
sedree.

J. Respite:

1. Respite sServices that are provided to an-eligible-client-children or youth living in the
Ffamily home on a short term basis because of the absence or need for relief of-these

pe#sem&ne#ma“ymewdmg%h&ea;e the pnmary Caretaker(s) Respﬁesemee&ma%be

2. Respite services may be provided in a certified Ffoster Care Hhome, Licensed
Residential Child Care Facility, Licensed Specialized Group Facilityrespite-carefacility,
Licensed Child Care Center (less than 24 hours), in the Ffamily home, or in the

community.

3. Federal financial participation is not available to-be-claimed-for the cost of room and
board, except when provided as part of respite care furnished in a facility approved by the
State that is not a private residence.

4. Respite care is authorizedshall-eceur for short--term temporary relief of the
Cearetakergiver for not more than seven (7) consecutive days per month, not to exceed
twenty-eight (28) days in a calendar year.

5. During the time when Respite care is occurring, the Family Foster Care Home respite
hoememay not exceed six (6) foster children or a maximum of eight (8) total children, with
no more than two (2) children under the age of (two) 2. -The respite home must be in
compliance with all etherapplicable rules and requirements for Ffamily Ffoster Ceare
Hhomes.

6. Respite is available for children or youth living in the Ffamily home and may not be
utilized while the Client ehild-eryouth is receiving Habilitation services.

K. Supported Community Connection

1. Supported community connection sServices are provided one-on-one to deliver
instruction for documented Complex Behavior severe-behavioerproblems-that are being
demenstrated-exhibited by the Client ehild-er-youth-while in the community, such as ie-
physically or sexually aggressive tebehavior towards others and/or exposing themselves.

2. Services must be provided Activities-are-conducted in a setting within the community
where the Client ehild-eryeuth-interacts with individuals without disabilities (other than
the individual whothat is providing the service to the Clientehild-oryouth).

3. The targeted behavior, measurable goal(s), and werk-plan to address must be clearly

articulated in the Service Plan.

4. This sService is limited to five (5) hours per week.

5. A rRequests to increase service hours can be made to the Department efHealth-Care
Poliey-and-Finaneing-on a case-by-case basis.




L. Transition Support

1.

Transition support Sservices aligns strategies, interventions, and Ssupports for the

Clientehild-eryouth, and Ffamily, when a Client ehild-oryouth-transitions to the Ffamily

home from out--of--home placement.

Services includes:

a. ldentification of the unique strengths, abilities, preferences, desires, needs,

expectations, and goals of the Client ehild-oryouth-and Ffamily.

b. Identification of transition needs including, but not limited to:

Cause(s) of a Cerisis and triggers that could lead to a Crisis.

Physical and behavioral health factors.

Education services.

Family dynamics.

Schedules and routines.

Vi.

Current or history of police involvement.

Vil.

Current or history of medical and behavioral health hospitalizations.

Viii.

Current services.

iX.

Adaptive equipment needs.

X.

Past interventions and outcomes.

Xi.

Immediate need for resources.

Xil.

Respite services.

Xii.

Predictive Risk Factors.

Xiv.

Increased Risk Factors.

Development of a Wraparound Transition Plan is required, with action steps to implement

strategies to address identified transition risk factors including, but not limited to:

a. ldentification of the unique strengths, abilities, preferences, desires, needs,

expectations, and goals of the Client ehild-oryouthand Ffamily.

b. Environmental modifications.

c. Strategies for transition risk factors.

d. Strategies for avoiding Crisis triggers.

€. Support needs in the Ffamily home.




Respite sServices.

Learning new adaptive or life skills.

Counseling/behavioral or other therapeutic interventions to further stabilize the

Client Iadividual-emotionally and behaviorally to decrease the frequency and
duration of future behawvieral-Crises.

Medication management and stabilization.

Physical health.

Identification of training needs and connection to training for Ffamily members,

pNatural Ssupports, and paid staff.

Identification of strategies to achieve and maintain Beterminationofcriteriafor

stabilization in the Ffamily home.

Identification of how the Wraparound Pglan will terminate fade-eut once the child

or youth has stabilized.

Coordination among Ffamilyearegivers-otherfamily-members, service providers,

natural supports, professionals, and case managers required to implement the
Wraparound Transition Plan.

Dissemination of a Wraparound Transition Plan to all involved in plan

implementation.

4. In-Home Support

a.

The tFype, frequency, and duration of authorized services must be 4s-included in

the Wraparound Pplan.

In-home support services Support includes implementation of therapeutic and/or

behavioral support plans, building life skills, providing guidance to the Client child
oeryouthwith self-care, learning self-advocacy, and protective oversight.

Services may be provided in the Client’s ehild’'s-eryouth’s-home or in community,

as provided in determined-by the Wraparound Transition Plan.

In-Home Support services are is-provided after the Client’s ehild-eryouth-has

transitioned to the family home from out--of--home placement.

5. Follow-up services are authorized and may include: ldentification-of follow-up-services

a.

Evaluation to ensure the Wraparound Transition Plan is effective in the Client

child-eryeuth-achieving and maintaining stabilization in the Ffamily home.

Evaluation of the Wraparound Transition plan to occurs at a frequency

determined by the Client’s ehild’'s-eryouth’'s-needs and includes but is not limited
to, + visits to the Client’s ehild-eryouth’s-home, review of documentation, and
coordination with other professionals and/or members of the Wraparound
Transition Support Team to determine progress.




c. Reviews of the Client’s ehild’s-oryouth’'s-stability and monitoring of Predictive
and-ncreased-Risk Factors that could indicate a return to Crisis.

d. Reuvision of the Wraparound Plan as needed to avert a Crisis or Crisis escalation.

e. Ensuringe that follow-up appointments are made and kept.

6. The Wraparound Facilitator is responsible for the development and implementation of the
Wraparound Plan and follow-up services. -The Wraparound Plan is guided and supported
by the Client ehild-er-youth, their family, and their Wraparound Transition Suppert-Team.

1.7. All service providers and supports on the Wraparound Transition SuppertTeam must

adhere to the Wraparound Transition Plan. to-meetthe needsof their specific focusfor
freatment:

8. Reuvision of strategies should-will be a continuous process by the Wraparound Transition
Suppert-Team in collaboration with the Clientehild-eryouth, until stabilization is achieved
a-supportregime-stabilizes-and there is no longer a need for Transitionttensive Support
Services.

——0On-going evaluation after completion of the Wraparound Transition Plan may be provided
based on individual needs to support the Client ehild-and-yeuthand their family in
connecting to any additional resources needed to prevent future Crisis or out of home

placement.

8.508.101 USE OF RESTRAINTS

A. The definitions contained at 12 CCR 2509-8: 7.14.1 (2018) are hereby incorporated by reference.
The definition for “Client Representative” in 12 CCR 2509-8.:-7.71-4.1 is specifically excluded.
The incorporation of these requlations excludes later amendments to the requlations. Pursuant to
C.R.S. § 24-4-103(12.5), the Department maintains copies of this incorporated text in its entirety,
available for public inspection during regular business hours at 1570 Grant Street, Denver, CO,
80203. Copies of incorporated materials are provided at cost upon request.

B. Service Providers shall comply with the requirements for the use of Restraints in 12 CCR 2509-8:
7.714.53 through 7.714.537 (2018); which are hereby incorporated by reference. The
incorporation of these requlations excludes later amendments to the regulations. Pursuant to
C.R.S. 8 24-4-103(12.5), the Department maintains copies of this incorporated text in its entirety,
available for public inspection during regular business hours at 1570 Grant Street, Denver, CO,
80203. Copies of incorporated materials are provided at cost upon request.







All records of restraints shall be reviewed by a supervisor of the Sservice Provider Ageney-within

24 hours of the incident. -If it appears that the Client ehild-oryouth-has beenis-being- restrained
excessively, frequently in a short period of time, or frequently by the same staff member, the

enH¥e-CI|ents eh#d—s—er—yeu%h—s—méaadudSerwce —ePlan must be rewewed aeeerénq—te—pehev




8.508.102 RIGHTS MODIFICATIONS

B. Service Providers shall comply with the requirements for Client Rights in 12 CCR 2509-
8: 7.714.52 (2018) which are hereby incorporated by reference. The incorporation of
these regulations excludes later amendments to the requlations. Pursuant to C.R.S. § 24-
4-103(12.5), the Department maintains copies of this incorporated text in its entirety,
available for public inspection during regular business hours at 1570 Grant Street,
Denver, CO, 80203. Copies of incorporated materials are provided at cost upon request.

C. Rights modifications are based on the specific assessed needs of the child or youth, not the

convenience of the provider.

D. Rights modifications may only be imposed if the ehilderyouth-Client poses a danger to self
themselves, Family, and/or the community.

E. The case manager is responsible for tg-obtaining linformed Ceonsent and other documentation
supporting any relatientoe-rights modifications/limitations and must maintain these materials in
their file as a part of the Service Planpersen-centered-planningprocess.

F. Any rights modification must be supported by a specific assessed need and justified in the
person-centered-sService Pplan. -The following reguirements-must be documented in the persen-
centered-sService pPlan:

1. Identification of y-a specific and individualized need.




2. Documentation of -the positive interventions and supports used prior to any modifications
to-the person-centered-sService Pplan.

3. Documentation of -less intrusive methods of meeting the Client’s needs that have been
tried, and the outcome.-but-did-not-work:

4. Include-aclearA description of the rights modification to be used eendition-that is directly
proportionate to respond to the specific assessed need.

5. The lncluderegularcollection and review of data used to measure the ongoing
effectiveness of the modification.

6. IncludeeEstablished time limits for periodic reviews, no less than every six (6) months, to
determine if the modification is still necessary or if it can be terminated.

7. Thaelude-the linformed Ceonsent of the lindividual.

8. Inelude-aAn assurance that interventions and Ssupport will cause no harm to the
lindividual.

—Specialized Group Facilities24-hourchild-carefacilities, Ffoster Cecare Hhomes, Residential Child
Care Facilities, Licensed Child Care Facilities (less than 24 hours), and Cehild Pplacement
Aagencies must also ensure compliance with the Colorado Department Human Services rules
regarding the use of restrictive interventions at 10 CCR 2509-8.




8.508.103 MEDICATION ADMINISTRATION

A. If medications are administered during the course of HCBS-CHRP service delivery by the waiver
service provider, the following shall apply:

1. Medications must by prescribed by a Llicensed Mmedical pProfessional. Prescriptions
and/or orders must be kept in the Celient’s record.

2. HCBS-CHRP waiver service providers must complete on-site monitoring of the
administration of medications to waiver participants including inspecting medications for




8.508.110

labeling, safe storage, completing pill counts, and-reviewing and reconciling the
medication administration records, and interviews with staff and participants.

Specialized Group Facilities, Residential Child Care Facilities, Twenty-four-hourchild

carefacilities, Foster Care Homes, Licensed Child Care Facilities (less than 24 hours)
and Cehild Pplacement Aagencies must-alse ensure compliance with the Colorado
Department of Human Services BHS-rules regarding monitoring of medication
administration practices in at 10 CCR 2509-8.714.81.

Persons administering medications shall complete a course in medication administration

through an aApproved tFraining eEntity approved by the Colorado Department of Public
Health and Environment.

MAINTENANCE OF CASE RECORDS

——CMAs ase-managementagencies-shall maintain all documents, records, communications, notes

and other materials maintained-by-case-managementagencies-thatrelate-tofor all -any-work

performed related to HCBS-CHHCRP. CMAs-Case-managementagencies shall maintain records

for six (6) years after the date a Celient discharges from a waiver program.

8.508.121

REASSESSMENT AND REDETERMINATION OF ELIGIBILITY

A. The CMA Case-ManagementAgency{CMA) shall conduct a Level of Care Evaluation and

Determination to redetermine or confirm a Client’s child’'s-er-youth’s-eligibility byfor the HCBS-

CHRP waiver, -mustbe-conducted at a minimum, every twelve (12) months.




B. The CMA shall conduct A a reassessment Comprehensive Assessment efneeds-to redetermine
or confirm a Client’s ehild’s-oryouth’s-eligibility-menths-for the HCBS-CHRP-individual needs,

Preg#am—wawer—mast—be-eendaeted—at a minimum, every twelve (12) months cmethetellowang

AC. The CMA shall verify that the child or youthls remains centinued-Medicaid Eligible Hity-at
aminimum, every twelve (12) months.

. ividuali |

8.508.140 DISCONTINUATION FROM THE HCBS- CHRP WAIVER

A. A Client ehild-eryouth-shall be discontinued from the HCBS-CHRP Pregram waiver when one of

the following occurs:

1. The Client ehild-eryouth-no longer meets ene-ef-the criteria set forth in as-outlined-in
Ssection 8.508.430-cf theserules;

2. The costs of services and supports provided in the community exceed the Ceost
Eeffectiveness exceeds ICF-1ID costs; eriteria-of the-program;

3. The Client ehild-eryouth-enrolls in another HCBS waiver program or is admitted for a
long-term stay beyond 30 consecutive days in an linstitutione-g--hespital); or

4, The Client ehild-eryouth-reaches his/her 21st birthday.-ertransitions-inte-BBS-Adult

. ol cos.
5. The Client ehild-eryouth-does not receive a waiver services during a full one-month

period.ira-month-




8.508.160 SERVICE PROVIDERS

Fe&deﬂnaLp{:e\AdePtypeswmehSerwce prowders for hHab|I|tat|on sSerwces and sSerwces
provided outside the Ffamily home shall meet all of the certification, licensing and gQuality

aAssurance regulatlons related to their provider type; as-provided-in-the-Colorade-Department-of
CDHS) Social Services Staff Manual, Section 7. 70112 CCR 2509-8):

the-family-home; sSupported c€ommunity cGonnection, Mmovement tFherapy, mMassage
tFherapy, hHippotherapy, ilntensive sSupport, and Ftransition sSupport in the family home must:

federally approved HCBS- CHRP waiver.

2. Have-a-Maintain and abide by all the terms of their Medicaid Provider Agreement and :
oncbwitholloselenbloroqulntions ot fodth in 10 CCD DEOE A0 &5

3. Have-agreed-to-Cecomply with all the provisions of_this section-8.508 et-seg.TFitle 27;
Article-10.5, -C-R.S-and-al-the rules-and regulations-promulgated-thereunder; and

4, Have and maintain anv requwed state I|censure —#—appheable—me—euﬁem—lteqawed




Provider-agencies—Service providers shall maintain liability insurance in at least such minimum
amounts as set annually by the Department—et—Heatth—Ga#e—Peheyﬂand—Emanemg—aﬁdshatLhave

B-C.

A Family member may not be a Sservice Pprovider for another Family member. When a

qualified provider contracts with or utilizes the services of a Pprofessional, individual, or vendor to
augment a Client’sehild’s services under the waiver the definitions and qualifications contained in
Section 8.508 et seq. - at70-apply.

D. ProvideragenciesService Pproviders shall not discontinue or refuse services to a Celient unless
documented efforts have been made to resolve the situation that triggers such discontinuation or
refusal to provide services.

E. Service Pproviders must hHave written policies that address the followingen:

1.

AGoverning-access to duplication and dissemination of information from the child’s or

youth'’s records in comphance Wlth all apphcable state and federal privacy

How to rResponse to cases-of-alleged or suspected abuse, mistreatment, neglect, or

exploitation. -The policy must require immediate reporting when observed by employees
and contractors to the agency administrator or designee and include mandatory reporting
requirements pursuant to sections 19-3-304, C.R.S. and 48-18-6.5-108, C.R.S.

The use of restraints, the rights of Client’sehildren-eryouth, and rights modifications

pursuant to sSections 8.508.101 and 8.508.102.

Medication administration pursuant to Section 8.508.103.

Orientationand-tTraining efsufficientscopefor-employees and contractors to enable

them to carry out their duties and responsibilities efficiently, effectively and competently.
The pPolicy must include that staffing ratios that -are sufficient to meet the individualized
support needs of each Client ehild-oryouth-receiving services.

Emergency procedures including response to :fire, evacuation, severe weather, natural

disasters, relocation, and staffing shortages.

F. Service Pprovides must mMaintain records to substantiate claims for reimbursement in

accordance with Department requlations and guidance.accerding-to-Medicaid-standards-

G. Service Pproviders must cGomply with all federal and efstate program reviews ander financial

audits of HCBS-CHRP waiver services.

H. Service Pproviders must cGomply with requests by the Department-efHealth-Care Policy-and

Finanecing to collect, review, and maintain individual or agency information on the HCBS-CHRP

waiver.

|. Service Pproviders must cGomply with requests by the CMACase-Management-Agency to

monitor service delivery through Targeted Case Management.




8.508.165 TERMINATION OR DENIAL OF HCBS-CHRP MEDICAID PROVIDER AGREEMENTS

A. The Department may deny or terminate an HCBS-CHRP waiver Medicaid provider agreement in
accordance with sSection 8.0756.5.




8.508.180 CLIENTHH-DREN'S RIGHTS

A. Service Providers shall comply with the requirements for Client’s Rights in 12 CCR 2509-8:
7.714.31 (2018) which is arehereby incorporated by reference. The incorporation of these
requlations excludes later amendments to the regulations. Pursuant to C.R.S. § 24-4-103(12.5),
the Department maintains copies of this incorporated text in its entirety, available for public

inspection during reqular business hours at 1570 Grant Street, Denver, CO, 80203. Copies of

incorporated materials are provided at cost upon request.Advisement-of Children's Rights:-Each

AB. ——4.—FEvery Celient has the right to the same consideration and treatment as
anyone else regardless of race, color, national origin, religion, age, sex, gender identity, political
affiliation, sexual orientation, financial status or disability.

B-C. Every Client has the right to access age appropriate forms of communication including

text, email, and social media.




D. No Client person-receiving-services, his/her Ffamily members, Gguardian or autherized
representatives:Client Representative may be retaliated against in their receipt of services or
supports er-otherwise as a result of attempts to advocate on their own behalf.

GE. Each Client ehild-eryouth-receiving services has the right to read or have explained in
each Client’s ehild's-oryouth’'s-and Ffamily's native language, any policies and/or procedures

rules-adopted by the Sservice Aagencyand-pertaining-to-the-activities-of the-child-or-youth.

8.508.190 APPEALS

A. The Community Centered Board {CCB) shall provide a the-Long--Term Care notice of action form

(LTC 803) to Aappllcants and Cellents and their parent(s) or leqal—unardlan withinten {10}
within accordance with

Ssecnon 8 057 et—seq—when

1. The Aapplicant is determined not to have a developmental delay or developmental
disability,

2. The Aapplicant is determined eligible or ineligible for Long--Term Services and Supports

(LTSS),

3. The Aapplicant is determined eligible or ineligible for placement on a waiting list for LTSS
services

4. An Aadverse Aaction occurs that affects the Celient’s waiver enroliment statuss.

I " ' hint ion.

B. The CCB shaII appear and defend its thent deC|S|on at the Office of Admlnlstratlve Courts -as

C. The CCB shall notify the Case Management Agency in the Client’s Service Plan within one (1)
business day of the Adverse Action.

D. The CCB shall notify the County Department of Human/Social Services income maintenance
technician within ten (10) business days of an Aadverse Aaction that affects Medicaid financial

eligibility.

E. The CCB shall notify the aApplicant’s parent or legalgGuardian shallbe-informed of an Aadverse
Aaction if the aApplicant or Client is determined ineligible for any reason including if:as-setforth-in
client-eligibility-and-the following:

1. The Celient is detained or resides in a correctional facility for at least one day, and

2. The Celient enters an institute for mental health for a duration with-a-durationthat
continyes-formeore-greater than thirty (30) days.




F. The CaseManagementAgency{CMA) shall provide the Llong-Tterm Ceare notice of action form

to Celients within-eleven business-daystregarding-theirappealrights-in accordance with sSection
8.507-etseg- when:

1. An Aadverse Aaction occurs that affects the provision-ofthecClient’s waiver services, or

I | . h i ion.

The CMA shall notify all providers in the Celient’s Sservice Pplan within one (1) business days of

the Aadverse Aaction.

1. The CMA shall notify the county Department of Human/Social Services income
maintenance technician within ten (10) business days of an Aadverse Aaction that may
affect financial eligibility for HCBS waiver services.

The applicant or Celient shall be informed of an Aadverse Aaction if the applicant or client is

determined to be ineligible as set forth in the waiver- specific Celient eligibility criteria and the
following:

1. The Celient cannot be served safely within the Ceost Ceontainment as-identified in the
HCBS waiver

2. The Celient is placed in an linstitution for treatment for more than thirty (30) consecutive
days,

3. The Celient is detained or resides in a correctional facility for at least one day, or

4. The Celient enters an institute for mental health for more than thirty (30) consecutive
days.

The Celient shall be notified, pursuant to 20-CCR 2505-10_ssSection 8.057.2.A; when the

following results in an Aadverse Aaction that does not relate to waiver client eligibility
requirements:

1. A waiver service is reduced, terminated or denied because it is not a demonstrated need
in the Level of Care Evaluation and Determinationneeds-assessment;

1.2. A Service Plan or waiver service exceeds the limits set forth in the federally approved
waiver.

3. The Celient is being terminated from HCBS due to a failure to attend a Level of Care
assessment appointment after three (3) attempts to schedule by the case manager within
a thirty (30) day consecutive period.

4. -SP-The Client is being terminated from HCBS due to a failure to attend a Service Plan
appointment after three (3) attempts to schedule by the case manager within a thirty (30)
day consecutive period.

5. The eClient enrolls in a different LTSS program.ot

6. The Celient moves out of state. The Celient shall be discontinued effective the day after
the date of the move.

a. A Celient who leaves the state on a temporary basis, with intent to return to
Colorado, pursuant to 10-CCR 2505-10Section 8.100.3.B.4, shall not be




terminated unless one or more of the ethereClient eligibility criteria are no longer
met.

J. If a CFhe<lient voluntarily withdraws from the waiver, the termination shall be —Fhe-clientshallbe
terminated-from-the-waiver-effective ypen the day after the date the en-which-thecClient's the
request was made by the Client is-documented-

1. The case manager shall review with the Client their decision to voluntarily withdraw from the
waiver. The Case Manager shall not send a notice of action, upon confirmation of
withdraw.

K. The CMAcase-managementagency shall not send a the Long-Term Care FS-notice of action
form when the basis for termination is death of the Celient, but shall document the event in the

Celient record. The date of action shall be the day after the date of death.

A:L.The case-managementagencyCMA shall appear and defend its their-decision at the Office of
Administrative Courts when the CMAcase-managementagency has issued an Adverse Action.
I lonial I - . ont.
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Title of Rule: Revision to the Medical Assistance Rule concerning Adult Dental Annual
Limit Increase, Section 8.201

Rule Number: MSB 19-05-29-A

Division / Contact / Phone: Benefits and Services Division / Russ Zigler / 303-866-5927
SECRETARY OF STATE

RULES ACTION SUMMARY AND FILING INSTRUCTIONS

SUMMARY OF ACTION ON RULE(S)

1. Department / Agency Health Care Policy and Financing / Medical Services
Name: Board

2. Title of Rule: MSB 19-05-29-A, Revision to the Medical Assistance Rule
concerning Adult Dental Annual Limit Increase, Section
8.201

3. This action is an adoption an amendment
of:

4. Rule sections affected in this action (if existing rule, also give Code of Regulations
number and page numbers affected):

Sections(s) 8.201.6, Colorado Department of Health Care Policy and Financing, Staff
Manual Volume 8, Medical Assistance (10 CCR 2505-10).

5. Does this action involve any temporary or emergency rule(s)? No
If yes, state effective date:
Is rule to be made permanent? (If yes, please attach notice of Yes
hearing).

PUBLICATION INSTRUCTIONS*

Replace the current text at 8.201.6 with the proposed text beginning at 8.201.6 through
the end of 8.201.6. This rule is effective October 30, 2019.

*to be completed by MSB Board Coordinator
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Title of Rule: Revision to the Medical Assistance Rule concerning Adult Dental Annual Limit
Increase, Section 8.201

Rule Number: MSB 19-05-29-A

Division / Contact / Phone: Benefits and Services Division / Russ Zigler / 303-866-5927

STATEMENT OF BASIS AND PURPOSE

1. Summary of the basis and purpose for the rule or rule change. (State what the rule says or
does and explain why the rule or rule change is necessary).

The 2019 Long Bill (SB19-207) passed by the Colorado General Assembly increases the
Colorado Medicaid annual adult dental limit from $1,000 to $1,500, effective July 1, 2019.
This rule increases the adult dental annual limit from $1,000 to $1,500.

2. An emergency rule-making is imperatively necessary

[ ] to comply with state or federal law or federal regulation and/or
[ ] for the preservation of public health, safety and welfare.

Explain:

3. Federal authority for the Rule, if any:
42 USC 1396d(a)(10) (2019)
4. State Authority for the Rule:

25.5-1-301 through 25.5-1-303, C.R.S. (2018);
25.5-5-202(1)(w) (2018)

Initial Review Final Adoption 09/13/19
Proposed Effective Date 10/30/19 Emergency Adoption

DOCUMENT #04
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Title of Rule: Revision to the Medical Assistance Rule concerning Adult Dental Annual
Limit Increase, Section 8.201

Rule Number: MSB 19-05-29-A

Division / Contact / Phone: Benefits and Services Division / Russ Zigler / 303-866-5927

REGULATORY ANALYSIS

1.

Describe the classes of persons who will be affected by the proposed rule, including
classes that will bear the costs of the proposed rule and classes that will benefit
from the proposed rule.

Colorado Medicaid adult clients will be affected by the proposed rule and will benefit
from the increase dental annual limit.

To the extent practicable, describe the probable quantitative and qualitative impact
of the proposed rule, economic or otherwise, upon affected classes of persons.

Colorado Medicaid adult clients have an additional $500 of dental services available
to them.

Discuss the probable costs to the Department and to any other agency of the
implementation and enforcement of the proposed rule and any anticipated effect on
state revenues.

The Department will incur additional costs due to the increase in the cap from $1000
to $1500. The Department estimates that there will be an increase in expenditure
of $11.1 million total funds, including $2.9 million cash funds and $8.2 million
federal funds, due to clients being able to receive more services than they are
currently able to access. That amount was appropriated to the Department to
implement the policy change through SB 19-207 (the Long Bill). The Department
does not anticipate costs to any other agency due to the implementation of the rule,
nor an effect on state revenues.

Compare the probable costs and benefits of the proposed rule to the probable costs
and benefits of inaction.

The cost of the proposed rule is increased impact on state expenditures resulting
from increased Colorado Medicaid adult dental services utilization. The benefit of the
proposed rule is additional adult dental services available to Colorado Medicaid
clients. The cost of inaction is the rule conflicting with the 2019 Long Bill. There are
no benefits to inaction.

Determine whether there are less costly methods or less intrusive methods for
achieving the purpose of the proposed rule.
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There are no less costly methods or less intrusive methods for aligning the rule with
the 2019 Long Bill.

. Describe any alternative methods for achieving the purpose for the proposed rule
that were seriously considered by the Department and the reasons why they were
rejected in favor of the proposed rule.

There are no alternative methods for aligning the rule with the 2019 Long Bill.



8.201 ADULT DENTAL SERVICES

8.201.6

ANNUAL LIMITS

Beaqinning July 1, 2019, Bdental services for Adult Clients age 21 years and older shall
be limited to a total of $1;600$1,500 per Medicaid Adult Client per state fiscal year. An
Adult Client may make personal expenditures for any dental services that exceed the
$1,000%$1,500 annual limit.

The complete and partial dentures benefit shall be subject to prior authorization and shall
not be subject to the $1;600$1,500 annual maximum for dental services for Adult Clients

age 21 years and older. Although the complete and partial dentures benefit is not subject
to the $1;000$1,500 annual maximum for the adult dental services, it shall be subject to a
set Medicaid allowable rate.



	Doc 01_redline
	SECRETARY OF STATE
	PUBLICATION INSTRUCTIONS*

	STATEMENT OF BASIS AND PURPOSE
	REGULATORY ANALYSIS

	Doc 02_redline
	SECRETARY OF STATE
	PUBLICATION INSTRUCTIONS*

	STATEMENT OF BASIS AND PURPOSE
	REGULATORY ANALYSIS

	Doc 03_redline
	SECRETARY OF STATE
	PUBLICATION INSTRUCTIONS*

	STATEMENT OF BASIS AND PURPOSE
	REGULATORY ANALYSIS

	Doc 04_redline
	SECRETARY OF STATE
	PUBLICATION INSTRUCTIONS*

	STATEMENT OF BASIS AND PURPOSE
	REGULATORY ANALYSIS

	ADP78A8.tmp
	SECRETARY OF STATE
	PUBLICATION INSTRUCTIONS*

	STATEMENT OF BASIS AND PURPOSE
	REGULATORY ANALYSIS

	Doc 03_redline.pdf
	SECRETARY OF STATE
	PUBLICATION INSTRUCTIONS*

	STATEMENT OF BASIS AND PURPOSE
	REGULATORY ANALYSIS

	Doc 03_redline.pdf
	SECRETARY OF STATE
	PUBLICATION INSTRUCTIONS*

	STATEMENT OF BASIS AND PURPOSE
	REGULATORY ANALYSIS




