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. PREFACE

The following are the Special Terms and Conditions (STCs) for New Jersey’s “Comprehensive
Waiver” section 1115(a) Medicaid and Children’s Health Insurance Plan (CHIP) demonstration
(hereinafter “demonstration”), to enable the New Jersey Department Human Services, Division
of Medical Assistance and Health Services (State) to operate this demonstration. The Centers
for Medicare & Medicaid Services (CMS) has granted waivers of requirements under section
1902(a) of the Social Security Act (Act), and expenditure authorities authorizing federal
matching of demonstration costs not otherwise matchable, which are separately enumerated.
These STCs set forth conditions and limitations on those waivers and expenditure authorities,
and describe in detail the nature, character, and extent of Federal involvement in the
demonstration and the State’s obligations to CMS during the life of the demonstration. These
STCs neither grant additional waivers or expenditure authorities, nor expand upon those
separately granted.

The STCs related to the programs for those state plan and demonstration populations affected by
the demonstration are effective from the date indicated above through June 30, 2017.

The STCs have been arranged into the following subject areas:
I.  Preface
[l.  Program Description and Historical Context
1. General Program Requirements

IV.  Eligibility
V.  Benefits
VI.  Cost Sharing
VII.  Delivery System | — Managed Care Requirements
VIIl.  Delivery System Il — Additional Delivery System Requirements for Home and

Community Based Services and Managed Long Term Services and Supports
IX.  Delivery System Il - Behavioral Health
X.  Transition Requirements for Managed Long Term Services and Supports
XI. New Home and Community Based Service Programs
X1l Premium Assistance
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XII.  Quality

XIV.  Funding Pools

XV.  General Reporting Requirements

XVI.  Administrative Requirements

XVII.  General Financial Requirements Under Title X1X
XVIII.  General Financial Requirements Under Title XXI

XIX.  Monitoring Budget Neutrality for the Demonstration

XX.  Evaluation Plan and Design

XXI.  Scheduled Deliverables

Additional attachments have been included to provide supplementary information and guidance
for specific STCs.

Attachment A Quarterly Report Template

Attachment B State Plan Benefits

Attachment C.1 Non-MLTSS HCBS Benefits

Attachment C.2 HCBS Benefits

Attachment D Serious Emotional Disturbance (SED) Program Benefits

Attachment E Medication Assisted Treatment Initiative (MATI) Program Benefits

Attachment F Behavioral Health Organization (BHO) and Administrative Services
Organization (ASO)

Attachment G DSRIP Planning Protocol

Attachment H DSRIP Plan

Attachment | Hospitals Eligible for Transition and DSRIP Payments

1. PROGRAM DESCRIPTION AND HISTORICAL CONTEXT

On September 14, 2011 the State of New Jersey submitted a Medicaid section 1115
demonstration proposal which seeks to provide comprehensive health care benefits for
approximately 1.3 million individuals, including individuals eligible for benefits under New
Jersey’s Medicaid Program and additional populations eligible only under the demonstration.
The new demonstration will consolidate the delivery of services under a number of separate State
initiatives, including its Medicaid State plan, existing CHIP State plan, its previous Childless
Adults section 1115 demonstration, four previous 1915(c) waiver programs and a previous State-
funded Childless Adult program. The demonstration will require approximately 98 percent or
1.3 million beneficiaries to enroll in Managed Care Organizations (MCQOs), with approximately
75,000 beneficiaries enrolled in Medicaid fee-for-service (FFS).

This five year demonstration will:
e Maintain Medicaid and CHIP State plan benefits without change;
e Continue the expanded eligibility and service delivery system under four existing 1915(c)
home and community-based services (HCBS) waivers that:
o Offer HCBS services and supports through a Traumatic Brain Injury Program
(TBI) to certain individuals between the ages of 21 to 64 years of age who have
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acquired, non-degenerative, structural brain damage and who meet the Social
Security Administration’s (SSA) disability standard.

o Offer HCBS services through an AIDS Community Care Alternative program
(ACCAP) to certain individuals diagnosed with AIDS that support them and their
primary caregivers.

o Offers HCBS services and supports through a Community Resources for People
with Disabilities program (CRPD) to certain individuals with physical disabilities
who need assistance with at least 3 activities of daily living; and,

o Offers HCBS services and supports through a Global Options (GO) program for
certain individuals 65 years of age and older and physically disabled persons
between 21 years of age and 64, who are assessed as needing nursing facility level
of care.

Continue the service delivery system under two previous 1915(b) managed care waiver
programs that:

o Require Medicare and Medicaid eligible beneficiaries to mandatorily enroll in an
MCO for Medicaid services only.

o Require disabled and foster care children to enroll in an MCO for care.
Streamline eligibility requirements with a projected spend down for individuals who meet
the nursing facility level of care
Eliminate penalties for beneficiaries who transfer assets prior to seeking nursing facility
services and have income at or below 100 percent of the Federal Poverty Level ( FPL);
Cover additional home and community-based services to Medicaid and CHIP
beneficiaries with serious emotional disturbance, opioid addiction, pervasive
developmental disabilities, and intellectual disabilities/developmental disabilities;

Cover outpatient treatment for opioid addiction or mental illness for an expanded
population of adults with household incomes up to 150 percent FPL;

Expand eligibility to include a population of individuals between 18 and 65 who are not
otherwise eligible for Medicaid, have household incomes between 25 and 100 percent of
the FPL and are in satisfactory immigration status;

Transform the State’s behavioral health system for adults by delivering behavioral health
through behavioral health administrative service organizations.

Furnish premium assistance options to individuals with access to employer-based
coverage.

Demonstration Goals:

Ensure continued coverage for groups of individuals currently under the Medicaid and CHIP
State plans, previous waiver programs, and previously state-funded programs. In this
demonstration the State seeks to achieve the following goals:

Create “no wrong door” access and less complexity in accessing services for integrated
health and Long-Term Care (LTC) care services;

Provide community supports for LTC and mental health and addiction services;
Provide in-home community supports for an expanded population of individuals with
intellectual and developmental disabilities;

Provide needed services and HCBS supports for an expanded population of youth with
severe emotional disabilities; and
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o Provide need services and HCBS supports for an expanded population of individuals with

co-occurring developmental/mental health disabilities.

o Encourage structural improvements in the health care delivery system through DSRIP

funding.

Demonstration Hypothesis:

The State will test the following hypotheses in its evaluation of the demonstration:

4.

e Expanding Medicaid managed care to include long-term care services and supports will
result in improved access to care and quality of care and reduced costs, and allow more
individuals to live in their communities instead of institutions.

e Providing home and community-based services to Medicaid and CHIP beneficiaries and
others with serious emotional disturbance, opioid addiction, pervasive developmental
disabilities, or intellectual disabilities/developmental disabilities will lead to better care
outcomes.

e Utilizing a projected spend-down provision and eliminating the penalty for transfer of
assets for long term care and home and community based services will simplify Medicaid
eligibility and enrollment processes without compromising program integrity.

e The Delivery System Reform Incentive Payment (DSRIP) Program will result in better
care for individuals (including access to care, quality of care, health outcomes), better
health for the population, and lower cost through improvement.

GENERAL PROGRAM REQUIREMENTS

Compliance with Federal Non-Discrimination Statutes. The State must comply with all
applicable Federal statutes relating to non-discrimination. These include, but are not limited
to, the Americans with Disabilities Act of 1990, Title VI of the Civil Rights Act of 1964,
section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975.

Compliance with Medicaid and Child Health Insurance Program (CHIP) Law,
Regulation, and Policy. All requirements of the Medicaid program, or the Children’s
Health Insurance Program (CHIP) for the separate CHIP population, expressed in law,
regulation, and policy statement, not expressly waived or identified as not applicable in the
waiver and expenditure authority documents (of which these terms and conditions are part),
apply to the demonstration.

Changes in Medicaid and CHIP Law, Regulation, and Policy. The State must, within the
timeframes specified in law, regulation, or policy statement, come into compliance with any
changes in Federal law, regulation, or policy affecting the Medicaid or CHIP programs that
occur during this demonstration approval period, unless the provision being changed is
expressly waived or identified as not applicable.

Impact on Demonstration of Changes in Federal Law, Regulation, and Policy.
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a. To the extent that a change in Federal law, regulation, or policy requires either a
reduction or an increase in Federal financial participation (FFP) for expenditures made
under this demonstration, the State must adopt, subject to CMS approval, a modified
budget neutrality agreement for the demonstration as necessary to comply with such
change. The modified agreement will be effective upon the implementation of the
change. The trend rates for the budget neutrality agreement are not subject to change
under this subparagraph.

b. If mandated changes in the Federal law require State legislation, the changes must take
effect on the earlier of the day such State legislation becomes effective, or on the last day
such legislation was required to be in effect under the law.

5. State Plan Amendments. The State will not be required to submit title X1X or XXI State
plan amendments for changes affecting any populations made eligible solely through the
demonstration. If a population eligible through the Medicaid or CHIP State plan is affected
by a change to the demonstration, a conforming amendment to the appropriate State Plan is
required, except as otherwise noted in these STCs.

6. Changes Subject to the Amendment Process. Changes related to eligibility, enrollment,
benefits, delivery systems, cost sharing, evaluation design, sources of non-Federal share of
funding, budget neutrality, and other comparable program elements must be submitted to
CMS as amendments to the demonstration. All amendment requests are subject to approval
at the discretion of the Secretary in accordance with section 1115 of the Act. The State must
not implement changes to these elements without prior approval by CMS. Amendments to
the demonstration are not retroactive and FFP will not be available for changes to the
demonstration that have not been approved through the amendment process set forth in
paragraph 7 below.

7. Amendment Process. Requests to amend the demonstration must be submitted to CMS for
approval no later than 120 days prior to the planned date of implementation of the change
and may not be implemented until approved. Amendment requests must include, but are not
limited to, the following:

a. An explanation of the public process used by the State, consistent with the requirements
of paragraph 15 to reach a decision regarding the requested amendment;

b. A data analysis which identifies the specific “with waiver” impact of the proposed
amendment on the current budget neutrality agreement. Such analysis shall include
current total computable “with waiver” and “without waiver” status on both a summary
and detailed level through the current approval period using the most recent actual
expenditures, as well as summary and detailed projections of the change in the “with
waiver” expenditure total as a result of the proposed amendment, which isolates (by
Eligibility Group) the impact of the amendment;

c. An up-to-date CHIP allotment worksheet, if necessary.
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d. A detailed description of the amendment, including impact on beneficiaries, with
sufficient supporting documentation; and

e. If applicable, a description of how the evaluation designs will be modified to incorporate
the amendment provisions.

8. Extension of the Demonstration.

a. States that intend to request demonstration extensions under sections 1115(a), 1115(e) or
1115(f) must submit an extension request no later than 12 months prior to the expiration
date of the demonstration. The chief executive officer of the State must submit to CMS
either a demonstration extension request or a phase-out plan consistent with the
requirements of paragraph 9.

b. Compliance with Transparency Requirements 42 CFR Section 431.412:
Effective April 27, 2012, as part of the demonstration extension requests the State must
provide documentation of compliance with the transparency requirements 42 CFR
Section 431.412 and the public notice and tribal consultation requirements outlined in
paragraph 15, as well as include the following supporting documentation:

I.  Historical Narrative Summary of the demonstration Project: The State must
provide a narrative summary of the demonstration project, reiterate the objectives
set forth at the time the demonstration was proposed and provide evidence of how
these objectives have been met as well as future goals of the program. If changes
are requested, a narrative of the changes being requested along with the objective
of the change and desired outcomes must be included.

ii.  Special Terms and Conditions (STCs): The State must provide documentation of
its compliance with each of the STCs. Where appropriate, a brief explanation
may be accompanied by an attachment containing more detailed information.
Where the STCs address any of the following areas, they need not be documented
a second time.

ilii.  Waiver and Expenditure Authorities: The State must provide a list along with a
programmatic description of the waivers and expenditure authorities that are
being requested in the extension.

iv.  Quality: The State must provide summaries of: External Quality Review
Organization (EQRO) reports; managed care organization (MCO) and
Coordinated Care Organization (CCO) reports; State quality assurance
monitoring; and any other documentation that validates of the quality of care
provided or corrective action taken under the demonstration.

v.  Financial Data: The State must provide financial data (as set forth in the current

STCs) demonstrating the State’s detailed and aggregate, historical and projected
budget neutrality status for the requested period of the extension as well as
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cumulatively over the lifetime of the demonstration. CMS will work with the
State to ensure that Federal expenditures under the extension of this project do not
exceed the Federal expenditures that would otherwise have been made. In doing
so, CMS will take into account the best estimate of current trend rates at the time
of the extension. In addition, the State must provide up to date responses to the
CMS Financial Management standard questions. If title XXI funding is used in
the demonstration, a CHIP Allotment Neutrality worksheet must be included.

vi.  Evaluation Report: The State must provide a narrative summary of the evaluation
design, status (including evaluation activities and findings to date), and plans for
evaluation activities during the extension period. The narrative is to include, but
not be limited to, describing the hypotheses being tested and any results available.

vii.  Documentation of Public Notice 42 CFR section 431.408: The State must
provide documentation of the State’s compliance with public notice process as
specified in 42 CFR section 431.408 including the post-award public input
process described in 431.420(c) with a report of the issues raised by the public
during the comment period and how the State considered the comments when
developing the demonstration extension application.

9. Demonstration Phase-Out. The State may only suspend or terminate this demonstration in
whole, or in part, consistent with the following requirements.

a. Notification of Suspension or Termination: The State must promptly notify CMS in

C.

writing of the reason(s) for the suspension or termination, together with the effective
date and a phase-out plan. The State must submit its notification letter and a draft
phase-out plan to CMS no less than 5 months before the effective date of the
demonstration’s suspension or termination. Prior to submitting the draft phase-out plan
to CMS, the State must publish on its website the draft phase-out plan for a 30-day
public comment period. In addition, the State must conduct tribal consultation in
accordance with its approved tribal consultation State Plan Amendment. Once the 30-
day public comment period has ended, the State must provide a summary of each public
comment received the State’s response to the comment and how the State incorporated
the received comment into a revised phase-out plan.

The State must obtain CMS approval of the phase-out plan prior to the implementation
of the phase-out activities. Implementation of phase-out activities must be no sooner
than 14 days after CMS approval of the phase-out plan.

Phase-out Plan Requirements: The State must include, at a minimum, in its phase-out
plan the process by which it will notify affected beneficiaries, the content of said notices
(including information on the beneficiary’s appeal rights), the process by which the State
will conduct administrative reviews of Medicaid eligibility for the affected beneficiaries,
and ensure ongoing coverage for eligible individuals, as well as any community outreach
activities.
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10.

11.

12.

d. Phase-out Procedures: The State must comply with all notice requirements found in 42
CFR 8431.206, 431.210 and 431.213. In addition, the State must assure all appeal and
hearing rights afforded to demonstration participants as outlined in 42 CFR 8431.220 and
431.221. If ademonstration participant requests a hearing before the date of action, the
State must maintain benefits as required in 42 CFR 8§431.230. In addition, the State must
conduct administrative renewals for all affected beneficiaries in order to determine if they
qualify for Medicaid eligibility under a different eligibility category as discussed in
October 1, 2010, State Health Official Letter #10-008.

e. Federal Financial Participation (FFP): If the project is terminated or any relevant waivers
suspended by the State, FFP shall be limited to normal closeout costs associated with
terminating the demonstration including services and administrative costs of disenrolling
participants.

f. Post Award Forum: Within six months of the demonstration’s implementation, and
annually thereafter, the State will afford the public with an opportunity to provide
meaningful comment on the progress of the demonstration. At least 30 days prior to the
date of the planned public forum, the State must publish the date, time and location of the
forum in a prominent location on its website. The State can use either its Medical Care
Advisory Committee, or another meeting that is open to the public and where an
interested party can learn about the progress of the demonstration to meet the
requirements of this STC. The State must include a summary of the comments and issues
raised by the public at the forum and include the summary in the quarterly report, as
specified in paragraph 102, associated with the quarter in which the forum was held.
The State must also include the summary in its annual report as required in paragraph
103.

CMS Right to Terminate or Suspend. CMS may suspend or terminate the demonstration
in whole or in part at any time before the date of expiration, whenever it determines,
following a hearing that the State has materially failed to comply with the terms of the
project. CMS will promptly notify the State in writing of the determination and the reasons
for the suspension or termination, together with the effective date.

Finding of Non-Compliance. The State does not relinquish its rights to challenge CMS’
finding that the State materially failed to comply.

Withdrawal of Waiver Authority. CMS reserves the right to withdraw waivers or
expenditure authorities at any time it determines that continuing the waivers or expenditure
authorities would no longer be in the public interest or promote the objectives of title XIX.
CMS will promptly notify the State in writing of the determination and the reasons for the
withdrawal, together with the effective date, and afford the State an opportunity to request a
hearing to challenge CMS’ determination prior to the effective date. If a waiver or
expenditure authority is withdrawn, FFP is limited to normal closeout costs associated with
terminating the waiver or expenditure authority, including services and administrative costs
of disenrolling participants.
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13. Submission of State Plan and Demonstration Amendments, and Transition Plan,
Related to Implementation of the Affordable Care Act (ACA).

Upon implementation of the Affordable Care Act (ACA) in January 2014, expenditure
authority for many demonstration Expansion populations will end. To the extent that the
State seeks authority for the eligibility, benefits and cost sharing for these populations under
the Medicaid or CHIP State plan, the State will, by April 1, 2013, submit proposed State plan
amendments for any such populations. Concurrently, the State will submit proposed
amendments to the demonstration to the extent that such populations will be subject to the
demonstration. In addition, the State will submit by October 1, 2013, a transition plan
consistent with the provisions of the Affordable Care Act for individuals enrolled in the
demonstration, including how the State plans to coordinate the transition of these individuals
to a coverage option available under the Affordable Care Act without interruption in
coverage to the maximum extent possible. The plan must contain the required elements and
milestones described in subparagraphs outlined below. In addition, the Plan will include a
schedule of implementation activities that the State will use to operationalize the Transition
Plan and meet the requirements of regulations and other CMS guidance related to ACA
implementation.

a. Transition plan must assure seamless transitions: Consistent with the provisions of the
Affordable Care Act, the Transition Plan will include details on how the State will obtain
and review any additional information needed from each individual to determine
eligibility under all eligibility groups, and coordinate the transition of individuals enrolled
in the demonstration (by FPL) (or newly applying for Medicaid) to a coverage option
available under the Affordable Care Act without interruption in coverage to the
maximum extent possible. Specifically, the State must:

i.  Determine eligibility under all January 1, 2014, eligibility groups for which the
State is required or has opted to provide medical assistance, including the group
described in §1902(a)(10)(A)(i)(V 1) for individuals under age 65 and regardless
of disability status with income at or below 133 percent of the FPL.

ii.  Identify demonstration populations not eligible for coverage under the Affordable
Care Act and explain what coverage options and benefits these individuals will
have effective January 1, 2014.

iii.  Implement a process for considering, reviewing, and making preliminary
determinations under all January 1, 2014 eligibility groups for new applicants for
Medicaid eligibility.

iv.  Conduct an analysis that identifies populations in the demonstration that may not

be eligible for or affected by the Affordable Care Act and the authorities the State
identifies that may be necessary to continue coverage for these individuals.
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v.  Develop a modified adjusted gross income (MAGI) conversion for program
eligibility.

b. Cost-sharing Transition: The Plan must include the State’s process to come into
compliance with all applicable Federal cost-sharing requirements,

c. Transition Plan Implementation:

I. By October 1, 2013, the State must begin to implement a simplified, streamlined
process for transitioning eligible enrollees in the demonstration to Medicaid, the
Exchange or other coverage options in 2014. In transitioning these individuals
from coverage under the waiver to coverage under the State plan, the State will
not require these individuals to submit a new application.

ii.  On or before December 31, 2013, the State must provide notice to the individual
of the eligibility determination using a process that minimizes demands on the
enrollees.

14. Adequacy of Infrastructure. The State will ensure the availability of adequate resources
for implementation and monitoring of the demonstration, including education, outreach, and
enrollment; maintaining eligibility systems; compliance with cost sharing requirements; and
reporting on financial and other demonstration components.

15. Public Notice, Tribal Consultation, and Consultation with Interested Parties. The State
must comply with the State Notice Procedures set forth in 59 Fed. Reg. 49249 (September
27,1994). The State must also comply with the tribal consultation requirements in section
1902(a)(73) of the Act as amended by section 5006(e) of the American Recovery and
Reinvestment Act (ARRA) of 2009 and the tribal consultation requirements contained in the
State’s approved State plan, when any program changes to the demonstration, including (but
not limited to) those referenced in paragraph 7, are proposed by the State.

In States with Federally recognized Indian tribes, consultation must be conducted in
accordance with the consultation process outlined in the July 17, 2001 letter or the
consultation process in the State’s approved Medicaid State plan if that process is specifically
applicable to consulting with tribal governments on waivers (42 C.F.R. 8431.408(b)(2)).

In States with Federally recognized Indian tribes, Indian health programs, and/or Urban
Indian organizations, the State is required to submit evidence to CMS regarding the
solicitation of advice from these entities prior to submission of any demonstration proposal,
and/or renewal of this demonstration (42 C.F.R. §431.408(b)(3)). The State must also comply
with the Public Notice Procedures set forth in 42 CFR 447.205 for changes in statewide
methods and standards for setting payment rates.

16. Federal Financial Participation (FFP). Federal funds are not available for expenditures for
this demonstration until the effective date identified in the demonstration approval letter.
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IV. ELIGIBILITY

The NJCW maintains Medicaid and CHIP eligibility for populations eligible prior to the
demonstration, including eligibility under the prior CHIP and childless adult demonstrations,
four 1915(c) waiver programs, and two 1915(b) waiver programs. In addition, this
demonstration provides for some expanded eligibility for some additional populations, as
indicated below. In addition, populations eligible under the state plan, as identified below, may
be affected by the demonstration through requirements to enroll in the Medicaid managed care
program under the demonstration to receive state plan benefits. Individuals eligible for both
Medicare and Medicaid (duals) are covered under this demonstration for Medicaid services.

17. Eligibility Groups Affected By the Demonstration. Benefits and service delivery options
for the mandatory and optional State plan groups described in STC 19(a) and (b) below are
affected by the demonstration. To the extent indicated in STC 32, these groups receive
covered benefits through managed care organizations (MCOs).

18. Expansion Groups: Non-Medicaid eligible groups described in STC 19(c) and (d) are
eligible under the demonstration, to the extent included in expenditure authorities separately
granted to facilitate this demonstration. To the extent indicated in STC 32, these groups
receive covered benefits through managed care organizations (MCOs).

19. Demonstration Population Summary. The Following Chart Describes the Populations
Affected and the Demonstration Expansion Populations.
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Approved October 1, 2012 through June 30, 2017



a. Medicaid State Plan Mandatory Groups

NJ . .
Population Description and Standards and .

Prl\?gr:]a;m Statutory/Regulatory Citations Methodologies SETED PEEMEEE I3E
AFDC = Section 1931 low-income AFDC standard and Plan A (See Attachment | “Title XIX”
including families with children- methodologies or more B)

Pregnant §1902(a)(10)(A)(i)(I) 81931 | liberal
women » Individuals who lose

eligibility under 81931 due to
increased earned income or
working hours -
§1902(a)(10)(A)(i)(1)
8408(a)(11)(A), 81925,
1931(c)(2), 1902(a)(52),
1902(e)(1)(B)

Individuals who lose
eligibility under 81931
because of income from child
or spousal support -
§1902(a)(10)(A)(i)(1),
§1931(c)(1), 8408(a)(11)(B)
Qualified pregnant women -
§1902(a)(10)(A)(i)(111)
§1905(n)(1)

Quialified children -
§1902(a)(10)(A)(i)(111)
81905(n)(2)

Newborns deemed eligible
for one year - §1902(e)(4)
Pregnant women who lose
eligibility receive 60 days
coverage for pregnancy-

The monthly income limit
for a family of four is
$507. No resource limit
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NJ
Program
Name

Population Description and
Statutory/Regulatory Citations

Standards and
Methodologies

Service Package

MEG

related and post-partum
services - 81902(e)(5)

= Pregnant women losing
eligibility because of a
change in income remain
eligible 60 days post-partum -
§1902(e)(6)

Foster Care |= Children receiving IV-E
foster care payments or with

IV-E adoption assistance

Auto-eligible

Plan A (see Attachment
B)

“Title XIX”

agreements -

§1902(a)(10)(i)(D),

8473(b)(3)
SSi = [Individuals receiving SSI SS| standards and Plan A (see Attachment | (1) If enrolled in TBI,
recipients cash benefits - methodologies B) ACCAP, CRPD, or GO,

§81902(a)(10)(A)(i)(1)

= Disabled children no longer
eligible for SSI benefits
because of a change in
definition of disability -
81902(a)(10)(A)(i)(11)(aa)

= Individuals under age 21
eligible for Medicaid in the
month they apply for SSI -
81902(a)(10)(A)(i)(I1)(cc)

= Disabled individuals whose
earnings exceed SSI
substantial gainful activity
level - 81619(a)

= Disabled widows and

SSI amount and
NJ includes a state
supplement

then “HCBS (State
plan).”

(2) If residing in a NF,
ICF/MR, or other
institutional setting, then
“LTC.”

(3) If not (1) or (2), then
“ABD.”
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NJ
Program
Name

Population Description and
Statutory/Regulatory Citations

Standards and
Methodologies

Service Package

MEG

widowers - §1634(b)
81939(a)(2)(C)

Disabled adult children -
§1634(c)

81939(a)(2)(D)

Early widows/widowers -
§1634(d)

§1939(a)(2)(E)

Individuals receiving
mandatory State
supplements - 42 CFR
435.130

Individuals eligible as
essential spouses in
December 1973 - 42 CFR
435.131

Institutionalized individuals
who were eligible in
December 1973 - 42 CFR
435.132

Blind and disabled
individuals eligible in
December 1973 - 42 CFR
435.133

Individuals who would be
eligible except for the
increase in OASDI benefits
under Public Law 92-336 -
42 CFR 435.134
Individuals who become
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NJ
Program
Name

Population Description and

Statutory/Regulatory Citations

Standards and
Methodologies

Service Package

MEG

ineligible for cash assistance
as a result of OASDI cost-of-
living increases received
after April 1977 - 42 CFR
435.135

Individuals ineligible for SSI
or optional state supplement
because of requirements that
do not apply for Title XIX —
42 CFR 435.122

1619 (b)

Disabled individuals whose
earnings are too high to
receive SSI cash - §1619(b)

Earned income is less than
the threshold amount as
defined by Social Security
Unearned income is the
SSI amount

The resource amount is the
SSI limit of 2,000 for an
individual and 3000 for a
couple.

Plan A (see Attachment

B)

(1) If enrolled in TBI,
ACCAP, CRPD, or GO,
then “HCBS (State
plan).”

(2) If residing in a NF,
ICF/MR, or other
institutional setting, then
“LTC.”

(3) If not (1) or (2), then
“ABD.”

New Jersey
Care
Special
Medicaid
Programs

Poverty level pregnant
women -
81902(a)(10)(A)()(1V)
81902()(1)(A)

Poverty level infants -
81902(a)(10)(A)(1)(1V)
81902(1)(1)(B)

Poverty level children age 1-

Pregnant Women and
Infants:

Income less than or equal
to 133% FPL

Children age 1-5:

Family income less than or
equal to 133% FPL
Children age 6-18:

Plan A (see Attachment

B)

“Title XIX”
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NJ
Program
Name

Population Description and

Statutory/Regulatory Citations

Standards and
Methodologies

Service Package

MEG

5 §1902(a)(10)(A) () (V1)
§1902(1)(2)(C)

Poverty level children age 6-
18 - 81902(a)(10)(A)(I)(VIT)
81902()(1)(D)

Poverty level infants and
children receiving inpatient
services who lose eligibility
because of age must be
covered through an inpatient
stay - §1902(e)(7)

Family income less than or
equal to 100% FPL
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b. Medicaid State Plan Optional Groups

Population Description and

Standards and

NJ Program Name Statutor_y/R_eguIatory Methodologies Service Package MEG
Citations
AFDC including Individuals who are = AFDC methodology | Plan A (see “Title XIX”
Pregnant women eligible for but not Attachment B)
receiving IV-A, SSI or The monthly income
State supplement cash limit for a family of
assistance - four is $507. AFDC
81902)(a)(10)(A)(ii)(1) resource limit.
Individuals who would
have been eligible for V-
A cash assistance, SSI, or
State supplement if not in a
medical institution -
81902(a)(10)(A)(ii)(1V)
Medicaid Special = All individuals under 21 | = AFDC methodology | Plan A (see “Title XIX”

who are not covered as
mandatory categorically
needy -
§1902(a)(10)(A)(ii)(I) and
(V)

§1905(a)(i)

The difference
between the 1996
AFDC income
standard and 133%
FPL is disregarded
from the remaining
earned income.

Attachment B)

SSI recipients

Individuals receiving only
an optional state supp. 42
CFR 435.232

Individuals who meet the
SSI requirements but do

NJ state supplement
only — determined
annually and based on
living arrangement
Resources - SSI

SSI methodology
Income standard — SSI

Plan A (see
Attachment B)

(1) If enrolled in TBI,
ACCAP, CRPD, or
GO, then “HCBS
(State plan).”

(2) If residing in a NF,
ICF/MR, or other

Approved October 1, 2012 through June 30, 2017
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NJ Program Name

Population Description and
Statutory/Regulatory
Citations

Standards and
Methodologies

Service Package

MEG

not receive cash — 42 CFR
435.210

= Individuals who would be

eligible for cash if not in
an institution — 42 CFR
435.211

and SSI supplement
payment
Resource: SSI

institutional setting,
then “LTC.”

(3) If not (1) or (2),
then “ABD.”

Institutional Medicaid

Special income level group:
Individuals who are in a
medical institution for at
least 30 consecutive days
with gross income that does
not exceed 300% of the SSI
income standard, or state-
specified standard -
81902(a)(10)(A)(ii)(V)

Hospice Group: Individuals
who are terminally ill, would
be eligible if they were in a
medical institution, and will
receive hospice care -
81902(a)(10)(A)(in)(vI)

Special Home and
Community Based Services
Group: Individuals who
would be eligible in an
institution and receiving

Special income level
group: Income less
300% of SSI/Federal
Benefit Rate (FBR) per
month; Resources SSI
Standard; Individuals
must meet institutional
LOC requirements

Hospice Group:
Individuals Income less
300% of SSI/Federal
Benefit Rate (FBR) per
month. Resources SSI
Standard

Plan A (see
Attachment B)

(1) If enrolled in TBI,
ACCAP, CRPD, or
GO, then “HCBS
(State plan).”

(2) If residing in a NF,
ICF/MR, or other
institutional setting,
then “LTC.”

(3) If not 1 or 2 then
ABD

Approved October 1, 2012 through June 30, 2017
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NJ Program Name

Population Description and
Statutory/Regulatory
Citations

Standards and
Methodologies

Service Package

MEG

services under the State’s
current 1915(c) waivers
specifically: (1) Global
Options Waiver (GO) #
NJ.0032; (2) Community
Resources for People with
Disabilities (CRPD) Waiver
#NJ.4133; (3) AIDS
Community Care
Alternatives Program
(ACCAP) NJ#06-160; (4)
and Traumatic Brain Injury
(TBI) Program NJ# 4174

New Jersey Care
Special Medicaid
Programs

Pregnant Women and
Children

= Poverty level pregnant
women not mandatorily
eligible -
81902(a)(10)(A)(ii)(IX)
81902(H(1)(A)

= Poverty level infants not
mandatorily eligible -
81902(a)(10)(A)(ii)(IX)
§1902(I)(1)(B)

= Optional targeted low
income children age 6-18
—1902(a)(10)(A) (i) (XIV)

= Pregnant
women: Income
less than or
equal to 185%
FPL

= [nfants: Family
income less than
or equal to
185% FPL

= Children:
Family income
more than 100%
and less than or
equal to 133%
FPL

Attachment B

“Title XIX”

New Jersey Care
Special Medicaid

= Individuals receiving
COBRA continuation

Income must be less
than or equal to 100%

Plan XX (see
Attachment B)

(2) If enrolled in TBI,
ACCAP, CRPD, or

Approved October 1, 2012 through June 30, 2017
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NJ Program Name

Population Description and
Statutory/Regulatory

Standards and
Methodologies

Service Package

MEG

Citations
Programs ABD benefits - FPL. GO, then “HCBS
§1902(a)(10)(F) 1902(u) | Resources up to $4,000 (State plan).”
= Eligibility group only for individual, $6,000
includes aged and for couple (2) If residing in a NF,
disabled individuals - ICF/MR, or other
81902(a)(10)(A)(i))(X) institutional setting,
then “LTC.”
(3) If not (1) or (2),
then “ABD.”
Chafee Kids = Children under age 21 Children 18 up to 21 Plan A (see “Title XIX”
who were in foster care who were in foster care | Attachment B)
on their 18" birthday — at the age of 18.
1902(a)(10)(A)(ii)(XV11) | On their 18" birthday
must be in DCF out of
home placement
supported in whole or in
part by public funds
No income or resource
test
Subsidized Adoption = Children under 21 who Must be considered to Plan A (see “Title XIX”
Services are under State adoption | have special needs Attachment B)
agreements -
§1902(a)(10)(A) (i) (V1)
Medically Needy Individuals under 18 who | AFDC methodology — | Limited Plan A “Title XIX”

Children and Pregnant
Women

would be mandatorily
categorically eligible
except for income and
resources -
81902(a)(10)(C)(ii)(I)

including spend down
provision outlined in the
state plan

Income after spend

Services (see
Attachment B)

Approved October 1, 2012 through June 30, 2017
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NJ Program Name

Population Description and

Statutory/Regulatory
Citations

Standards and
Methodologies

Service Package

MEG

Pregnant women who
would be categorically
eligible except for income
and resources -
81902(a)(10)(C)(ii)(I)
Pregnant women who lose
eligibility receive 60 days
coverage for pregnancy-
related and post-partum
services - §1902(a)(10)(C)
81905(e)(5)

down is equal to or less
than $367 for an
individual, $434 for a
couple, two person
household or pregnant
woman, etc. Up to
$4,000 in resources
allowed for an
individual, $6,000 for a
couple

Medically Needy Aged,

Blind or Disabled

Medically Needy -
§1902(a)(10)(C)

Blind and disabled
individuals eligible in
December 1973 - 42 CFR
435.340

SSI methodology —
including spend down
provision outlined in the
state plan

Income after spend
down is equal to or less
than $367 for an
individual, $434 for a
couple, two person
household or pregnant
woman, etc. Upto
$4,000 in resources
allowed for an
individual, $6,000 for a
couple

Attachment B

(1) If enrolled in TBI,
ACCAP, CRPD, or
GO, then “HCBS
(State plan).”

(2) If residing in a NF,
ICF/MR, or other
institutional setting,
then “LTC.”

(3) If not (1) or (2),
then “ABD.”

New Jersey
WorkAbility

§1902(a)(10)(A)(i)(XV)

Individual must be
between the ages of 16
and 65, have a

Plan A (see
Attachment B)

“Title XIX”

Approved October 1, 2012 through June 30, 2017
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NJ Program Name

Population Description and

Statutory/Regulatory
Citations

Standards and
Methodologies

Service Package

MEG

permanent disability, as
determined by the SSA
or DMAHS and be
employed

Countable unearned
income (after
disregards) up to 100%
FPL, countable income
with earnings up to
250% FPL; resources
up to $20,000 for an
individual, $30,000 for
a couple

Breast and Cervical
Cancer

§1902(a)(10)(A) (i) (XVII
)

Uninsured low income
women under the age of
65 who have been
screened at a NJ cancer
education and early
detection site and needs
treatment

No Medicaid income or
resource limit

Plan A (Attachment B)

‘6ABD7’

Title XXI1 Medicaid
Expansion Children

The Medicaid
expansion is for
children 6 to 18 years of
age whose family
income is above 100
percent up to and

Plan A (see
Attachment B)

“Title XIX”

Approved October 1, 2012 through June 30, 2017
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NJ Program Name

Population Description and
Statutory/Regulatory
Citations

Standards and
Methodologies

Service Package

MEG

including 133 percent of
the FPL.

Parents/Caretakers up
to 133% FPL

Uninsured custodial
parents and caretaker
relatives of Medicaid
and CHIP children with
family incomes from
AFCD up to and
including 133 percent
off the FPL with earned
income. (These are the
parents that are NOT
specified in the
currently approved
Medicaid State plan).

Plan D (see
Attachment B)

In October, November,
and December 2013.
“XIX CHIP Parents”

Parent Caretakers
between 134 & 200%
FPL

Parents/Caretakers with
income between 134
and 200 % FPL

Plan D (see
Attachment B)

In October, November,
and December 2013.
“XIX CHIP Parents”

Approved October 1, 2012 through June 30, 2017
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c. Expansion Eligibility Groups

NJ Population Description and Standards and
Program Statutory/Regulatory . Service Package MEG
i Methodologies
Name Citations
Work First Childless non-pregnant Plan G (see Attachment | (1) If categorized as
(Childless adults ages 19 through 64 | B) Employable, then
Adults) years who are not “Employable.”

otherwise eligible under
the Medicaid State plan, do
not have other health
insurance coverage, are
residents of New Jersey,
are citizens or eligible
aliens, have limited assets,
and either: 1) cooperate
with applicable work
requirements and have
countable monthly
household incomes up to
$140 for a childless adult
and $193 for a childless
adult couple; or 2) have a
medical deferral from work
requirements based on a
physical or mental
condition, which prevents
them from work
requirements and have
countable monthly
household incomes up to
$210 for a childless adult
and $289 for a childless

(2) If categorized as
Unemployable, then
“Unemployable.”

Approved October 1, 2012 through June 30, 2017
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NJ Population Description and Standards and
Program Statutory/Regulatory . Service Package MEG
i Methodologies
Name Citations
couple.
Childless Adults between 25 and Plan D (see Attachment | “Adults without
Adults 100% FPL who were B) Dependent Children”
enrolled in the program as
of September 2001.
MATI Adults 18 years and older at Income 150% FPL for HCBS MATI services “MATI At Risk”
risk of institutionalization. adults who do not only (see Attachment
New otherwise qualify for E)
HCBS Medicaid
program Resources SSI
Medicatio Use financial institutional
n Assisted eligibility and post
Treatment eligibility rules in the
Initiative community for individuals
(MATI) who would not be eligible

in the community because
of community deeming
rules in the same manner
that would be used under a
1915(c) waiver program.

Approved October 1, 2012 through June 30, 2017
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NJ Population Description and Standards and
Program Statutory/Regulatory . Service Package MEG
i Methodologies
Name Citations
New SED children under age 21 at | Income 150% FPL 3 HCBS services plus “SED At Risk”
HCBS risk of hospitalization who Resources SSI. State Plan Behavioral
program have been diagnosed as Use financial institutional | Health Services
Serious seriously emotionally eligibility and post (Children otherwise
Emotional disturbed. eligibility rules for eligible for Medicaid
Disturbanc individuals who would not | will receive the full
e (SED) (1115) be eligible in the Medicaid benefit

community because of
community deeming rules
in the same manner that
would be used under a
1915(c) waiver program.

package + the three
HCBS services)

Approved October 1, 2012 through June 30, 2017
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d. Expansion 217 —Like Eligibility Groups

NJ . .
Population Description and Standards and .

Prl\(l)gr:]aem Statutory/Regulatory Citations Methodologies S0 L EE MEG
217-like Special income level (SIL) group | Income up to 300% of State plan services with | “HCBS (217-Like)”
Existing receiving HCBW:-like or services. | SSI/FBR additional waiver
.217 under Resources SSI services (see
HCBS 42 CFR 435.217, 435.236 and Methodology SSI Attachment D)

435.726 of and section 1924 of Use institutional eligibility

the Social Security Act, if the and post eligibility rules

State had 1915(c) waivers for individuals who would

only be eligible in the

(formerly served through the institution in the same

Community Resources for People | manner as specified as if

with Disabilities, AIDS the State had 1915(c)

Community Care Alternatives , waiver programs

Traumatic Brain Injury, and

Global Options for Long Term

Care 1915(c) Waivers)

Prior to transition of TBI,

ACCAP, CRPD, and GO to

MLTSS, this group includes

individuals participating in those

programs who are eligible for

Medicaid under 42 CFR 435.217,
217-like A subset of the aged and disabled | Income up to 100% of FPL | State plan services with | “HCBS (217-Like)”
Existing (Aged and Disabled) poverty Resources SSI additional waiver
.217 under | level group who would only be Methodology SSI services.
HCBS eligible in the institution and Use institutional eligibility

receive HCBW-like services.

and post eligibility rules
for individuals who would

Approved October 1, 2012 through June 30, 2017
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NJ
Program
Name

Population Description and
Statutory/Regulatory Citations

Standards and
Methodologies

Service Package

MEG

42 CFR 435.217, 435.726,
1902(m) and section 1924 of the
Social Security Act

(formerly served through the
Community Resources for People
with Disabilities, AIDS
Community Care Alternatives ,
Traumatic Brain Injury, and
Global Options for Long Term
Care 1915(c) Waivers)

Prior to transition of TBI,
ACCAP, CRPD, and GO to
MLTSS, this group includes
individuals participating in those
programs who are eligible for
Medicaid under 42 CFR 435.217,

only be eligible in the
institution in the same
manner as if the State
had1915(c) waiver
programs.

New 217-
like
Medically
Needy

The medically needy with a
“hypothetical” spend down
receiving HCBW--like services.

42 CFR 435.217, 435.726,
1902(a)(10)(C)(i)(11T) and section
1924 of the Social Security Act

(Medically Needy With A
Spenddown under the 435.217
group. These individuals were
not previously covered under the

Use institutional eligibility
and post eligibility rules
for individuals who would
only be eligible in the
institution in the same
manner as specified under,
if the State had 1915(c)
waiver programs.

In order for medically
needy individuals with a
spenddown to be covered
under the 217 like HCBS

State plan services with
additional waiver
services

“HCBS (217-Like)”

Approved October 1, 2012 through June 30, 2017
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NJ
Program
Name

Population Description and
Statutory/Regulatory Citations

Standards and
Methodologies

Service Package

MEG

State’s 1915(c) Waiver Programs)

group the State must
develop as hypothetical
spenddown to demonstrate
that these individuals
would be eligible if in an
institution. New Jersey’s
hypothetical spenddown
uses the annual average
nursing facility costs which
are the statewide average
cost of institutional care.
This amount will be
adjusted annually in
accordance with the change
in the Consumer Price
Index all Urban
Consumers, rounded up to
the nearest dollar. If the
individual’s hypothetical
cost exceeds the
individual’s monthly
income, individual is
Medicaid eligible.
However, the individual's
is considered categorically
needy because he/she is
eligible in the 217 like
group and has no
spenddown. Post
eligibility treatment of

Approved October 1, 2012 through June 30, 2017
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NJ

Population Description and

Standards and

Prl\(l)gr:]aem Statutory/Regulatory Citations Methodologies SETED PEEMEEE I3E
income rules apply in
accordance with 435.726
and 1924 of the Act.

217 like SED children under age 21 Income 300% of the 3 HCBS services plus “SED (217-Like)”

New meeting hospital level of care SSI/FBR State Plan Services
HCBS who have been diagnosed as Resources SSI.

program seriously emotionally disturbed. Use institutional eligibility

Serious 42 CFR 435.217, 435.726, and post eligibility rules

Emotional | 435.236 and 1924 of the Social for individuals who would

Disturbanc | Security Act only be eligible in the

e (SED) institution in the same

that is manner as specified under,

optional if the State had 1915(c)

under waiver programs.

State Plan

Expansion | IDD/MI children under age 21 Income 300% SSI/FBR Medicaid Benefit “IDD/MI (217-Like)”
group 217 | meeting state mental hospital Resources SSI. package +HCBS
like New | level of care Use institutional eligibility | services

HCBS 42 CFR 435.217, 435.726, and post eligibility rules

program 435.236 and 1924 of the Social for individuals who would

Intellectua | Security Act only be eligible in the

I institution in the same

Disabilitie manner as specified under,

s/Develop- if the State had 1915(c)

mental waiver programs.

Disabilitie

s with Co-

occurring

Mental

Health

Approved October 1, 2012 through June 30, 2017
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NJ
Program
Name

Population Description and
Statutory/Regulatory Citations

Standards and
Methodologies

Service Package

MEG

Diagnosis
(IDD/MI)

Approved October 1, 2012 through June 30, 2017
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20. Eligibility/Post-Eligibility Treatment of Income and Resources for Institutionalized
Individuals. In determining eligibility (except for short term stays) for institutionalized
individuals, the State must use the rules specified in the currently approved Medicaid State plan.
All individuals receiving institutional services must be subject to post-eligibility treatment of
income rules set forth in section 1924 of the Act and 42 CFR Section 435.725 of the Federal
regulations.

a. Individuals Receiving Home and Community Based Services or Managed Long Term
Services and Supports

I.  217-Like Group of Individuals Receiving HCBS Services. Institutional
eligibility and post eligibility rules apply in the same manner as specified
under 42 CFR 435.217, 435.236, 435.726 and 1902(m)(1), and 1924 of the
Social Security Act, if the State had 1915(c) waivers. These groups of
individuals were previously included under the State’s existing 1915(c)
waivers #0032, #0160, #4133 and #4174.

e The State will use the portion of the capitated payment rate that is
attributable to HCBS/MLTSS as the “dollar” amount of
HCBS/MLTSS services that the individual is liable for since the
capitated portion of the rate that is attributable HCBS/MLTSS is the
actual amount the State pays to the managed care organization/entity
for these services.

ii.  217-like Medically Needy Individuals Eligible for HCBS /MLTSS Programs.
Institutional eligibility and post eligibility rules apply in the same manner as
specified under 42 CFR 435.217, 435.236, 435.726 and 1902(m)(1), and
1924 of the Social Security Act, if the State had 1915(c) waivers, except that a
projected spend down using nursing home costs is applied to determine
eligibility And, in the post-eligibility process, a maintenance amount is
disregarded .  This applies to individuals who could have been included
under the State’s existing 1915(c) waivers #0032, #0160, #4133 and 4174 had
the State elected to cover these individuals under these 1915(c) waivers and
had the waiver programs not been rolled into the 1115 waiver.

e The State will use the portion of the capitated payment rate that is
attributable HCBS/MLTSS as the “dollar” amount of HCBS/MLTSS
services that the individual is liable for since the capitated portion of
the rate that is attributable HCBS/MLTSS is the actual amount the
State pays to the managed care organization/entity for these services.

iii. 217 Like Groups of Individuals Receiving HCBS Like Services Under New
Medicaid Programs. Institutional eligibility and post eligibility rules apply in
the same manner as specified under 42 CFR 435.217, 435.236, 435.726 and
1924 of the Social Security Act, if the State had 1915(c) waivers. The State
uses the SSI resource standard.

32
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21. Transfer of Assets. New Jersey will not apply any transfer of assets penalty under section
1917 of the Act for long term care beneficiaries with income at or below 100 percent of the
FPL.

22. Excluded Populations. The following populations are excluded from the demonstration:
a. QMBs —1902(a)(10)(E)(i); 1905(p)

b. SLMBs - 1902(a)(10)(E)(iii); 1905(p)
c. QlIs—1902(a)(10)(E)(iv); 1905(p)
d. QDWIs —1902(a)(10)(E)(iii); 1905(s)

e. PACE Participants

Approved October 1, 2012 through June 30, 2017
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V.

BENEFITS

Individuals affected by, or eligible under, the demonstration will receive benefits as specified in
Attachment B, as outlined in the table in paragraph 19 above. For populations eligible under the
State plan, these benefits should equal the benefits available under the State plan. Individuals
may receive additional benefits as described below to the extent that they are enrolled in the
referenced programs that are set forth in sections VIII, IX, X and XI of these STCs.

23.

24,

25.

26.

217.

28.

29.

30.

Individuals enrolled in the Managed Long Term Services and Supports Program described in
section X of these STCs receive all Medicaid and CHIP State Plan services, including
behavioral health, through their Medicaid MCO listed in Attachment B. This population also
receives a HCBS package of benefits listed in Attachment C.2.

Individuals enrolled in the Supports Program described in STC 78 receive all Medicaid and
CHIP State Plan services through their Medicaid MCO listed in Attachment B. This
population also receives a HCBS package of benefits listed in Attachment C.1.

Individuals enrolled in the Pervasive Developmental Disorders (PDD) Program described in
STC 79 receive all Medicaid and CHIP State Plan services through their Medicaid MCO
listed in Attachment B and behavioral health demonstration services through the children’s
Administrative Services Organization listed in Attachment F. This population also receives a
HCBS package of benefits listed in Attachment C.1.

Individuals enrolled in the Pilot for Individuals with Intellectual Disabilities/ Development
Disabilities with Co-Occurring Mental Health Diagnoses (ID-DD/MI) described in STC 80
receive all Medicaid State Plan services through their Medicaid MCO listed in Attachment B
and behavioral health demonstration services through the children’s Administrative Services
Organization listed in Attachment F. This population also receives a HCBS package of
benefits listed in Attachment C.1.

Individuals enrolled in the Intellectual Developmental Disability Program for Out of State
(IDD/OOS) New Jersey Residents described in STC 81 receive all Medicaid State plan
services listed in Attachment B. In addition to Medicaid State Plan services in Plan A this
population receives HCBS service package of benefits designed to provide the appropriate
supports to maintain the participants safely in the community listed in Attachment C.1.

Individuals enrolled in the Program for Children diagnosed with Serious Emotional
Disturbance (SED) described in STC 82 receive all Medicaid and CHIP State Plan services
through their Medicaid MCO listed in Attachment B and SED program services listed in
Attachment D.

Individuals enrolled in the Medication Assisted Treatment Initiative (MATI) described in
STC 83 receive all Medicaid and CHIP State Plan services through their Medicaid MCO
listed in Attachment B and MATI services through the adult behavioral health ASO listed in
Attachment E.

Short term Nursing Facility Stays. Short term nursing facility stays are covered for

34
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VI.

31.

individuals receiving HCBS or Managed Long Term Services and Supports. Coverage of
nursing facility care for up to no more than 180 days is available to a HCBS/MLTSS
demonstration participant receiving home and community-based services upon admission
who requires temporary placement in a nursing facility when such participant is reasonably
expected to be discharged and to resume HCBS participation within no more than 180 days
including situations when a participant needs skilled or rehabilitative services for no more
than 180 days due either to the temporary illness of the participant or absence of a primary
caregiver.

e Such HCBS/MLTSS demonstration participants must meet the nursing facility level
of care upon admission, and in such case, while receiving short-term nursing facility
care may continue enrollment in the demonstration pending discharge from the
nursing facility within no more than 180 days or until such time it is determined that
discharge within 180 days from admission is not likely to occur, at which time the
person shall be transitioned to an institution, as appropriate.

e The community maintenance needs allowance shall continue to apply during the
provision of short-term nursing facility care in order to allow sufficient resources for
the member to maintain his or her community residence for transition back to the
community.

COST SHARING

Costs sharing for the Medicaid and CHIP programs are reflected in Attachment B.
Notwithstanding Attachment B, all cost-sharing for State plan populations must be in
compliance with Medicaid and CHIP requirements that are set forth in statute, regulation and
polices. In addition, aggregate cost sharing imposed on any individual adult demonstration
participant on an annual basis must be limited to five percent of the individual’s aggregate
family income.

VIll. DELIVERY SYSTEMS I -- MANAGED CARE REQUIREMENTS

32.

Applicability of Managed Care Requirements to Populations Affected by and Eligible
Under the Demonstration. All populations affected by, or eligible under the Demonstration
that receive State plan benefits (Attachment B) are enrolled in managed care organizations
that comply with the managed care regulations published at 42 CFR 438 to receive such
benefits, except as expressly waived or specified as not applicable to an expenditure
authority. Capitation rates shall be developed and certified as actuarially sound, in
accordance with 42 CFR 438.6. The certification shall identify historical utilization of State
Plan and HCBS services, as appropriate, which were used in the rate development process.
The following populations are excepted from mandatory enrollment in managed care:

a. Work First (Childless Adults),

b. MATI At Risk,

c. SED At Risk,
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33.

34.

35.

36.

37.

38.

d. American Indians and Alaska Natives, and
e. Medicaid eligible not listed in paragraphs 19(a) or 19(b).

Benefits Excepted from Managed Care Delivery System: Benefits that are excepted from
the Managed Care Delivery System are those that are designated as FFS in Attachment B.

Care Coordination and Referral Under Managed Care. As noted in plan readiness and
contract requirements, the State must require that each MCO refer and/or coordinate, as
appropriate, enrollees to any needed State plan services that are excluded from the managed
care delivery system but available through a fee for service delivery system, and must also
assure referral and coordination with services not included in the established benefit package.

Managed Care Contracts. No FFP is available for activities covered under contracts and/or
modifications to existing contracts that are subject to 42 CFR 438 requirements prior to CMS
approval of such contracts and/or contract amendments. The State shall submit any
supporting documentation deemed necessary by CMS. The State must provide CMS with a
minimum of 60 days to review and approve changes. CMS reserves the right, as a corrective
action, to withhold FFP (either partial or full) for the demonstration, until the contract
compliance requirement is met.

Public Contracts. Payments under contracts with public agencies, that are not competitively
bid in a process involving multiple bidders, shall not exceed the documented costs incurred

in furnishing covered services to eligible individuals (or a reasonable estimate with an
adjustment factor no greater than the annual change in the consumer price index).

Network Requirements. The State must ensure the delivery of all covered benefits,
including high quality care. Services must be delivered in a culturally competent manner,
and the MCO network must be sufficient to provide access to covered services to the low-
income population. In addition, the MCO must coordinate health care services for
demonstration populations. The following requirements must be included in the State’s
MCO contracts:

a. Special Health Care Needs. Enrollees with special health care needs must have direct
access to a specialist, as appropriate for the individual's health care condition, as specified
in 42 C.F.R. 438.208(c)(4).

b. Out of Network Requirements. Each MCO must provide demonstration populations with
all demonstration program benefits described within these STCs and must allow access to
non-network providers when services cannot be provided consistent with the timeliness
standards required by the State.

Demonstrating Network Adequacy. Annually, each MCO must provide adequate
assurances that it has sufficient capacity to serve the expected enrollment in its service area
and offers an adequate range of preventive, primary, pharmacy, and specialty and HCBS
services for the anticipated number of enrollees in the service area.
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a. The State must verify these assurances by reviewing demographic, utilization and
enrollment data for enrollees in the demonstration as well as:

i.  The number and types of primary care, pharmacy, and specialty providers
available to provide covered services to the demonstration population;

Ii.  The number of network providers accepting the new demonstration
population; and

iii.  The geographic location of providers and demonstration populations, as
shown through GeoAccess or similar software.

b. The State must submit the documentation required in subparagraphs i — iii above to CMS
with initial MCO contract submission as well as with each annual report.

39. Provider Credentialing. The provider credentialing criteria described at 42 CFR 438.214
must apply to MLTSS providers. If the MCO’s credentialing policies and procedures do not
address non-licensed/non-certified providers, the MCO must create alternative mechanisms
to ensure enrollee health and safety.

40. Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) Compliance. The
State must ensure that the MCOs are fulfilling the State’s responsibilities for coverage,
outreach, and assistance with respect to EPSDT services that are described in the
requirements of sections 1905(a)(4)(b) (services), 1902(a)(43) (administrative requirements),
and 1905(r) (definitions).

41. Advisory Committee as required in 42 CFR 438. The State must maintain for the duration
of the demonstration a managed care advisory group comprised of individuals and interested
parties impacted by the demonstration’s use of managed care, regarding the impact and
effective implementation of these changes to seniors and persons with disabilities.
Membership on this group should be periodically updated to ensure adequate representation
of individuals receiving MLTSS.

42. Mandatory Enrollment. The State will require that individuals served through this
demonstration enroll in managed care programs to receive benefits only when the plans in the
applicable geographic area have been determined by the State to meet certain readiness and
network requirements and require plans to ensure sufficient access, quality of care, and care
coordination for beneficiaries established by the State, as required by 42 CFR 438 and
approved by CMS. The State may not mandatorily enroll individuals into any plan that does
not meet network adequacy requirements as defined in 42 CFR 438.206.

43. Choice of MCO. The State must ensure that at the time of initial enrollment and on an
ongoing basis, the individuals have a minimum of 2 MCQOs meeting all readiness
requirements from which to choose. If at any time, the State is unable to offer 2 plans, an
alternative delivery system must be available within 60 days of loss of plan choice.
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44. MCO Selection. Demonstration participants who are enrolled in Medicaid and Medicaid
Expansion populations are required to enroll in an MCO and must have no less than 10 days
to make an active selection of an MCO upon notification that a selection must be made. Any
demonstration participant that does not make an active selection will be assigned, by default,
to a participating MCO. That assignment shall be based on 42 CFR 438.50. Once the
participant is advised of the State’s MCO assignment, the participant, consistent with 42 CFR
section 438.56, is permitted up to 90 days to disenroll from the assigned MCO and select
another. The participant then receives a second 90-day period to disenroll after enrolling in
that MCO, if other MCO choices are available. Once the participant remains in an MCO
beyond 90 days, disenrollment may only occur for cause (as defined by the State) or at least
every 12 months during an open enrollment period.

45. Required Notice for Change in MCO Network. The State must provide notice to CMS as
soon as it becomes aware of (or at least 90 days prior if possible) a potential change in the
number of plans available for choice within an area, or any other changes impacting
proposed network adequacy. The State must provide network updates through its regular
meetings with CMS and submit regular documentation as requested.

VIll. DELIVERY SYSTEM --11 - ADDITIONAL DELIVERY SYSTEM
REQUIREMENTS FOR HOME AND COMMUNITY BASED SERVICES (HCBS)
AND MANAGED LONG TERM SUPPORT SERVICES (MLTSS) PROGRAM

In addition to the requirements described in Section VII Delivery System I, the following
additional delivery system requirements apply to all the HCBS programs and MLTSS programs
in this demonstration.

46. Administrative Authority. There are multiple State agencies involved in the administration
of the HCBS; therefore, the Single State Medicaid Agency (SSMA) must maintain authority
over the programs. The SMA must exercise appropriate monitoring and oversight over the
State agencies involved, the MCQO’s, and other contracted entities.

47. Home and Community-Based Characteristics. Residential settings located in the
community will provide members with the following:

a. Private or semi-private bedrooms including decisions associated with sharing a bedroom.

b. All participants must be given an option to receive home and community based services
in more than one residential setting appropriate to their needs.

c. Private or semi-private bathrooms that include provisions for privacy.

d. Common living areas and shared common space for interaction between participants,
their guests, and other residents.

e. Enrollees must have access to a food storage or food pantry area at all times.

38
Approved October 1, 2012 through June 30, 2017



48.

49,

50.

51.

52.

53.

f. Enrollees must be provided with an opportunity to make decisions about their day to day
activities including visitors, when and what to eat, in their home and in the community.

g. Enrollees will be treated with respect, choose to wear their own clothing, have private
space for their personal items, have privacy to visit with friends, family, be able to use a
telephone with privacy, choose how and when to spend their free time, and have
opportunities to participate in community activities of their choosing.

Health and Welfare of Enrollees. The State, or the MCO for MLTSS enrolled individuals,
through an MCO contract, shall be required on a continuous basis to identify, address, and
seek to prevent instances of abuse, neglect and exploitation through the Critical Incident
Management System referenced in paragraph 50.

Demonstration Participant Protections. The State will assure that children, youth, and
adults in MLTSS and HCBS programs are afforded linkages to protective services (e.g.,
Ombudsman services, Protection and Advocacy, Division of Child Protection and
Permanency) through all service entities, including the MCOs.

a. The State will ensure that these linkages are in place before, during, and after the
transition to MLTSS as applicable.

b. The State/MCOs will develop and implement a process for community-based providers
to conduct efficient, effective, and economical background checks on all prospective
employees/providers with direct physical access to enrollees.

Critical Incident Management System. The State must operate a critical incident
management system according to the State’s established policies, procedures and regulations
and as described in section XIII.

Managed Care Grievance/Complaint System. The MCO must operate a
grievance/complaint system that affords participants the opportunity to register grievances or
complaints concerning the provision of services.

Fair Hearings. All enrollees must have access to the State fair hearing process as required
by 42 CFR 431 Subpart E. In addition, the requirements governing MCO appeals and
grievances in 42 CFR 438 Subpart F shall apply.

Plan of Care (PoC). A “Plan of Care” is a written plan designed to provide the
demonstration enrollee with appropriate services and supports in accordance with his or her
individual needs. All individuals receiving HCBS or MLTSS under the demonstration must
have a PoC and will be provided services in accordance with their plan. The State must
establish minimum guidelines regarding the PoC that will be reflected in contracts and/or
provider agreements. These must include at a minimum: 1) a description of qualification for
individuals who will develop the PoC; 2) timing of the PoC including how and when it will
be updated and including mechanisms to address changing circumstances and needs; 3) types
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of assessments; 4) how enrollees are informed of the services available to them; 5) the
MCOs’ responsibilities for implementing and monitoring the PoC.

a.

Each member’s PoC must include team-based Person-Centered Planning, which is a
highly individualized and ongoing process to develop care plans that focus on the
person’s abilities and preferences. Person-Centered Planning includes consideration of
the current and unique bio-psycho-social and medical needs and history of the enrollee,
as well as the person’s functional level, and support systems.

The State or the MCO, for those enrolled in MLTSS will emphasize services provided in
home and community-based settings, maximizing health and safety, whenever possible.

Meetings related to the enrollee’s PoC will be held at a location, date, and time
convenient to the enrollee and his/her invited participants.

A back-up plan must be developed and incorporated into the plan to assure that the
needed assistance will be provided in the event that the regular services and supports
identified in the PoC are temporarily unavailable. The back-up plan may include other
assistance or agency services.

The State (not the MCOs) will be responsible for the PoC developed for each enrollee
transitioning from an institutional setting to a community-based setting through the
State’s Money Follows the Person demonstration.

The State or the MCO for those enrolled in MLTSS must ensure that services are
delivered in accordance with the PoC including the type, scope, amount and frequency.

The State or the MCO, for those enrolled in MLTSS must ensure that enrollees have the
choice of participating providers within the plan network as well as access to non-
participating providers when the appropriate provider type is not on the MCO’s network.

Individuals served in ID/DD programs must have the choice of institutional placements
and community settings.

Each enrollee's PoC must be reviewed annually at a minimum, or more frequently with
individual circumstances as warranted.

54. Option for Participant Direction of certain HCBS and MLTSS. NJCW participants who
elect the self-direction opportunity must have the option to self-direct the HCBS or MLTSS,
Participant direction affords NJCW participants the opportunity to have choice and control
over how services are provided and who provides the service. Member participation in
participant direction is voluntary, and members may participate in or withdraw from
participant direction at any time.

40

Approved October 1, 2012 through June 30, 2017



The services, goods, and supports that a participant self-directs must be included in the
calculations of the participant’s budget. Participant’s budget plans must reflect the plan for
purchasing these needed services.

a. Information and Assistance in Support of Participant Direction. The State/MCO shall
have a support system that provides participants with information, training, counseling,
and assistance, as needed or desired by each participant, to assist the participant to
effectively direct and manage their self-directed services and budgets. Participants shall
be informed about self-directed care, including feasible alternatives, before electing the
self-direction option. Participants shall also have access to the support system throughout
the time that they are self-directing their care. Support activities must include, but is not
limited to Support for Participant Direction service which includes two components:
Financial Management Services and Support Brokerage. Providers of Support for
Participant Direction must carry out activities associated with both components. The
Support for Participant Direction service provides assistance to participants who elect to
self-direct their personal care services.

b. Participant Direction by Representative. The participant who self-directs the personal
care service may appoint a volunteer designated representative to assist with or perform
employer responsibilities to the extent approved by the participant. Waiver services may
be directed by a legal representative of the participant. Waiver services may be directed
by a non-legal representative freely chosen by an adult participant. A person who serves
as a representative of a participant for the purpose of directing personal care services
cannot serve as a provider of personal attendant services for that participant.

c. Independent Advocacy. Each enrollee shall have access to an independent advocate or
advocacy system in the State. This function is performed by individuals or entities that
do not provide direct services, perform assessments, or have monitoring, oversight or
fiscal responsibilities for the demonstration. The plans will provide participants with
information regarding independent advocacy such as the Ombudsman for
Institutionalized Elderly and State staff who approved LOC determination and did
options counseling.

d. Participant Employer Authority. The participant (or the participant’s representative) must
have decision-making authority over workers who provide personal care services.

i.  Participant/Common Law Employer. The participant (or the participant’s
representative) is the common law employer of workers who provide personal
care services. An IRS-Approved Fiscal/Employer Agent functions as the
participant’s agent in performing payroll and other employer responsibilities
that are required by federal and state law. Supports are available to assist the
participant in conducting employer-related functions.

ii.  Decision Making Authorities. The participant exercises the following
decision making authorities: Recruit staff, select staff from worker registry,
hire staff as common law employer, verify staff qualifications, obtain criminal
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history and/or background investigation of staff, specify additional staff
qualifications based on participant needs and preferences, evaluate staff
performance, verify time worked by staff and approve time sheets, and
discharge staff.

e. Disenrollment from Participant-Direction. A participant may voluntarily disenroll from
the self-directed option at any time and return to a traditional service delivery system. To
the extent possible, the member shall provide his/her provider ten (10) days advance
notice regarding his/her intent to withdraw from participant direction. A participant
may also be involuntarily disenrolled from the self-directed option for cause, if continued
participation in the participant-directed services option would not permit the participant’s
health, safety, or welfare needs to be met, or the participant demonstrates the inability to
self-direct by consistently demonstrating a lack of ability to carry out the tasks needed to
self-direct personal care services, or if there is fraudulent use of funds such as substantial
evidence that a participant has falsified documents related to participant directed services.
If a participant is terminated voluntarily or involuntarily from the self-directed service
delivery option, the MCO must transition the participant to the traditional agency
direction option and must have safeguards in place to ensure continuity of services.

f. Appeals. The following actions shall be considered an adverse action under both 42 CFR
431 Subpart E (state fair hearing) and 42 CFR 438 Subpart F (MCO grievance process):

I.  Areduction in services;
ii.  Adenial of a requested adjustment to the budget; or
iii. A reduction in amount of the budget.

Participants may use either the State fair hearing process or the MCO appeal process to
request reconsideration of these adverse actions.

IX. DELIVERY SYSTEM -- 111 - BEHAVIORAL HEALTH

55. Behavioral Health Organization. Coverage of behavioral health services will vary
depending on population and level of care as described in the Benefits section above and in
Attachments B and F. In general, behavioral health for demonstration beneficiaries will be
excluded from the coverage furnished through the primary managed care organization, but
instead will be covered through a behavioral health organization (BHO). The State will
contract with BHOs on a non-risk basis as an Administrative Services Organization (ASO).
Exceptions to this service delivery system, under which behavioral health will be included in
the MCO benefit package include; dual eligibles enrolled in a SNP and individuals enrolled
ina MLTSS MCO furnishing long term supports and services/HCBS services.
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56. Behavioral Health for Children. Upon the effective date of this demonstration, children
who are not in a HCBS/MLTSS/SNP population will have their behavioral health care
coordinated by a behavioral health ASO.

a. The ASO shall perform the following functions on behalf of the State:

CoNoR~LNE

24/7 Call Center

Member services

Medical Management

Provide and manage MIS/EMR for Children’s System of Care
Dispatch Mobile Response/Crisis Response

Clinical Phone Triage (performed by licensed clinicians)
Facilitate Needs Assessments

Clinical Reviews of Needs Assessments

Care Coordination

Intensity of Service Determinations

Treatment Plan Reviews

Prior Authorizations

Quality Monitoring in Coordination with DCF
Utilization Management

Data Sharing and Reporting

Grievance and Intensity of Service Dispute Resolution
Behavioral Health and Primary Health Coordination

b. Excluded Children’s ASO functions.

1.
2.
3.

Provider Network Management
Claims payment
Rate Setting

c. Should the State decide to implement an at-risk arrangement for the BHO the State will
submit an amendment to CMS in accordance with paragraph 7.

57. Behavioral Health for Adults. Behavioral health services will not be included in the benefit
package provided by the primary managed care organization. Effective July 1, 2013 or a date
thereafter, adults will have their behavioral health care coordinated by a behavioral health
ASOQO. Prior to that date, behavioral health services will be covered on a fee for service basis.

a. Functions of the Adult ASO. The ASO shall perform the following functions:

24/7 Call Center

Member services

Screening and assessment

Prior authorization

Network management

Utilization management, including level of care determination and continuing
care review

oakrwdE
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58.

59.

60.

61.

7. Care management

8. Medical management

9. Care coordination

10. Quality management

11. Information technology

12. Data submission and reporting requirements

13. Financial management, including claims processing and payment

14. Development of care models and service arrays for consumers with
intellectual and developmental disabilities; non-SNP dual eligibles (Medicare
and Medicaid), and Medicaid expansion populations

15. Coordination with the MCOs regarding high-utilizing consumers and
consumers screened with behavioral health/medical conditions

b. Excluded Adult ASO function.

1. Adult populations currently enrolled in the 1915(c) programs who are moving
to MLTSS program will be excluded from the ASO since their behavioral
health care will be managed by the MCO.

2. Should the State decide to implement an at-risk arrangement for the BHO the
State will submit an amendment to CMS in accordance with paragraph 7.

Behavioral Health Home. The State is seeking to implement a behavioral health home
through the State Plan Amendment process. Upon implementation of the health home the
ASO(s) will coordinate with the provider for comprehensive behavioral health care.

Services Provided by the BHO/ASO. The services provided by the BHO/ASO are listed
in Attachment F.

Duplication of Payment. To avoid duplication of payment for services for demonstration
participants who require behavioral health, the Behavioral Health Service and Payer table in
Attachment F will determine who the payer for behavioral health care is.

. MANAGED LONG TERM SERVICES AND SUPPORTS (MLTSS) PROGRAM

Transition of Existing section 1915(c) Programs. Prior to the implementation of MLTSS,
the State provided HCBS through section 1915(c) waivers using a fee-for-service delivery
system for long-term care services and supports. The following 1915(c) waivers that will be
transitioned into the demonstration and into a mandated managed care delivery systems upon
CMS review and approval of a transition plan, the State completion of managed care
readiness reviews, and providing notice of transition to program participants are:

Traumatic Brain Injury (TBI) Program, NJ4174;

Community Resources for People with Disabilities (CRPD) Program, NJ 4133;
Global Options for Long Term Care (GO) Program, NJ 0032; and

AIDS Community Care Alternatives Program (ACCAP) Program, NJ0160.
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62. Notice of Transition to Program Participants. The State will provide notice to participants

63.

of current 1915 (c) waiver authority to the demonstration, that no action is required on behalf
of the participant, and that there is no disruption of services. Such notice must be provided to
said beneficiaries 30 days prior to the transfer of waiver authorities from section 1915(c) to
the section 1115 demonstration. (42 CFR 431.210) requires States to notify 1915(c) waiver
participants 30 days prior to waiver termination.

Transition Plan from FFS Programs to Managed Care Delivery System. To ensure a
seamless transition of HCBS waiver participants and those currently in a nursing facility
from fee for service delivery systems and section 1915(c) waivers to MLTSS, the State

Prepare a MLTSS Transition Plan to be reviewed by CMS.

Meet regularly with the MCOs during transition process and thereafter. Complete an
outreach and communication strategy to HCBS demonstration participants impacted
by MLTSS to include multiple contacts and notice with HCBS/MLTSS participants

in a staggered manner to commence 90 days prior to the implementation of MLTSS.

Provide materials for enrollees in languages, formats, and reading levels to meet
enrollee needs.

Make available to the MCOs sufficient data to assist them in developing appropriate
care plans for each enrollee.

i.  The data will include past claims data, providers, including HCBS and the
individual’s past and current Plan of Care (PoC).

ii.  The State will ensure participants will receive the same type and level of
services they received in section 1915(c) programs until the MCO has
completed an assessment.

iii.  Enrollees transitioning from one plan to another will continue to receive the
same services until the new MCO is able to perform its own Assessment, and
develop an updated Plan of Care (PoC).

To facilitate the establishment of a smooth transition process, the State will develop a
readiness certification tool to be used to assess the readiness of the MCOs to assume
the provision of the MLTSS. The State will submit its MCO readiness certification
tool for the provision of the MLTSS to CMS prior to its use.

The State will submit to CMS for review all informing notices that will be sent to
participants outlining their new services, changes in the service delivery system, and
due process rights. Informing notices will be sent to beneficiaries no less than 60 days
prior to the transition to MLTSS.
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g. To facilitate collaboration with case management functions, the State agencies will
require each MCO to have a MLTSS Consumer Advisory Committee including
representation of MLTSS stakeholders, including participants, case managers, and
others, and will address issues related to MLTSS.

h.  Upon receipt of a plan acceptable by the State Medicaid Agency, it will perform a
desk-level review of the MCO’s policies and procedures, an on-Site review to validate
readiness.

i.  The State will develop a readiness certification /review tool to assure uniformity in
the determinations made about each MCO’s compliance and its ability to perform
under the MLTSS contract provisions.

64. Readiness Review Requirements. The State shall begin a readiness review of each MCO at
least 90 days prior to program implementation.

a. Readiness reviews shall address each MCO’s capacity to serve the enrollees, including,
but not limited to, adequate network capacity, and operational readiness to provide the
intensive level of support and care management to this population as well as the ability to
implement a self-direction program.

b. At least 30 days prior to the State’s planned implementation date for the expansion, the
State must submit the following to CMS review, according to the timelines specified
below:

i.  Alist of deliverables and submissions the State will request from health plans
to establish their readiness, with a description of the State’s approach to
analysis and verification;

ii.  Plans for ongoing monitoring and oversight of MCO contract compliance;
iii. A contingency plan for addressing insufficient network issues;

iv. A plan for the transition from the section 1915(c) waiver program to the
demonstration HCBS programs as described in STC 63;

v.  Proposed managed care contracts or contract amendments, as needed, to
implement the Expansion.

c. CMS reserves the right to request additional documentation and impose additional
milestones on the Expansion in light of findings from the readiness review activities.

d. The transition plan terminating 1915(c) waiver services for these populations must be
submitted to notify CMS as part of the Readiness Review specified in STC 63 and with
the “intent to terminate 1915(c) waivers” letter that must be sent to the CMS Regional
Office writing at least 30 days prior to waiver termination, per 42 CFR 441.307.
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65.

66.

67.

68.

69.

Steering Committee. For a period of time, DMAHS will authorize a MLTSS Steering
Committee that will include adequate representation of stakeholders. Additionally, it’s
Medical Care Advisory Committee per 42 CFR 431.12 will include MLTSS representation.

Transition of Care Period from FFS to Managed Care. Each enrollee who is receiving
HCBS and who continues to meet the appropriate level of care criteria in place at the time of
MLTSS implementation must continue to receive services under the enrollee’s pre-existing
service plan until a care assessment has been completed by the MCO. During this
assessment, should the MCO determine that the enrollee’s circumstances have changed
sufficiently to warrant a complete re-evaluation, such a re-evaluation shall be initiated. Any
reduction, suspension, denial or termination of previously authorized services shall trigger
the required notice under 42 CFR 438.404.

Money Follows the Person (MFP). The State will continue to operate its MFP
demonstration program outside of the section 1115 demonstration. Under New Jersey’s MFP
program, the State will continue its responsibilities for developing transitional plans of
services for enrollees. With the implementation of MLTSS on January 1, 2013 or at a date
thereafter, the State must update the MFP demonstration’s Operational Protocols. A draft of
the revised Operational Protocol will be due to CMS by 30 days prior to implementation of
MLTSS.

a. The MLTSS plans’ responsibilities include:

1. Identifying enrollees who may be appropriate to transition from nursing
homes;

2. Referring enrollees to State staff in the MFP office;

3. Providing ongoing care, case management and coordination when the enrollee
returns to the community;

4. The delivery of MLTSS, and

5. Reassessing the MFP participant prior to the 365th day in the MFP program
and designating which HCBS services are the most appropriate.

Nursing Facility Diversion. Each MCO, with assistance from the State, will develop and
implement a “NF Diversion Plan” to include processes for enrollees receiving HCBS and
enrollees at risk for NF placement, including short-term stays. The diversion plan will
comply with requirements established by the State and be prior approved by the State, and
CMS. The Plan will include a requirement for the MCOs to monitor hospitalizations and
short-stay NF admission for at-risk enrollees, and identify issues and strategies to improve
diversion outcomes.

Nursing Facility Transition to Community Plan. Each MCO, with assistance from the
State, will develop and implement a “NF to Community Transition Plan” for each enrollee
placed in a NF when the enrollee can be safety transitioned to the community, and has
requested transition to the community. The Plan will include a requirement for the MCOs to
work with State entities overseeing services to older adults and other special populations
utilizing NF services. Each MCO will have a process to identify NF residents with the ability
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70.

71.

72.

and desire to transition to a community setting. MCOs will also be required to monitor
hospitalizations, re-hospitalizations, and NF admissions to identify issues and implement
strategies to improve enrollee outcomes.

Level of Care Assessment for MLTSS Enrollees. The following procedures and policies
shall be applied to enrollees receiving MLTSS:

a. An evaluation for LOC must be given to all applicants for whom there is reasonable
indication that services may be needed by either the State or the MCO.

I.  The plans and the State will use the “NJ Choice” tool as the standardized
functional assessment for determining a LOC.

ii.  Inaddition to the NJ Choice tool, the State and the MCOs may also utilize the
"Home and Community-Based Long Term Care Assessment™ Form (CP-CM-
1).

b. The State must perform the assessment function for individuals not presently enrolled in
managed care. The MCO must complete the LOC assessment as part of its
comprehensive needs assessment for its members and will forward to the State for final
approval for those individuals determined to meet NF LOC.

c. The MCOs must not fundamentally alter the nature of the NJ Choice tool when
accommodating it to their electronic/database needs.

d. The MCOs and, or the State must perform functional assessments within 30 days of the
time a referral is received.

e. All enrollees must be reevaluated at least annually or as otherwise specified by the State,
as a contractual requirement by the MCO.

Demonstration Participant Protections under MLTSS. The State will assure that children,
youth, and adults in MLTSS and HCBS programs are afforded linkages to protective services
through all service entities, including the MCOs.

a. The State will ensure that these linkages are in place before, during, and after the
transition to MLTSS.

b. The State/MCQ’s will develop and implement a process for community-based providers
to conduct efficient, effective, and economical background checks on all prospective
employees/providers with direct physical access to enrollees.

Institutional and Community-Based MLTSS. The provisions related to institutional and
community-based MLTSS are as follows:
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73.

Enrollees receiving MLTSS will most often receive a cost-effective placement, which
will usually be in a community environment.

Enrollees receiving MLTSS will typically have costs limited/aligned to the annual
expenditure associated with their LOC assessment (e.g. Hospital, Nursing Facility).

Exceptions are permitted to the above provisions in situations where a) an enrollee is
transitioning from institutional care to community-based placement; b) the enrollee
experiences a change in health condition expected to last no more than six months that
involve additional significant costs; c) special circumstances where the State determines
an exception must be made to accommodate an enrollee’s unique needs. The State will
establish a review procedure to describe the criteria for exceptional service
determinations between the State and the MCQOs which shall be approved by CMS.

MCOs may require community-based placements, provided the enrollee’s PoC provides
for adequate and appropriate protections to assure the enrollee’s health and safety.

If the estimated cost of providing the necessary community-based MLTSS to the enrollee
exceeds the estimated cost of providing care in an institutional setting, the MCO may
refuse to offer the community-based MLTSS. However, as described in (c) above,
exceptions may be made in individual special circumstances where the State determines
the enrollee’s community costs shall be permitted to exceed the institutional costs.

If an enrollee whose community-based costs exceed the costs of institutional care refuses
to live in an institutional setting and chooses to remain in a community-based setting, the
enrollee and the MCO will complete a special risk assessment detailing the risks of the
enrollee in remaining in a community-based setting, and outlining the safeguards that
have been put in place. The risk assessment will include a detailed back-up plan to assure
the health and safety of the enrollee under the cost cap that has been imposed by the
State.

Nothing in these STCs relieves the State of its responsibility to comply with the Supreme
Court Olmstead decision, and the Americans with Disabilities Act.

Care Coordination for MLTSS. Care Coordination is services to assist enrollees in gaining
access to needed demonstration and other services, regardless of the funding source. Care
Coordinators are responsible for ongoing monitoring of the provision of services included in
the PoC and assuring enrollee health and safety. Care Coordinators initiate the process to
evaluate or re-evaluate the enrollee’s PoC, his or her level of care determination (where
appropriate), and other service needs.

a.

Integrated care coordination for physical health and MLTSS will be provided by the
MCOs in a manner that is “conflict-free.”
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b. The State will establish a process for conflict free care coordination, to be approved by
CMS that will include safeguards, such as separation of services and other structural
requirements, State/enrollee oversight, and administrative review.

c. Each MCO shall also assign a Behavioral Health Administrator to develop processes to
coordinate behavioral health care with physical health care and MLTSS, in collaboration
with the care coordinators.

d. The State will assure that there are standard, established timelines for initial contact,
assessment, development of the PoC, the individual service agreement, and authorization
and implementation of services between the state and the MCOs.

e. Care coordinators must monitor the adequacy and appropriateness of services provided
through self-direction, and the adequacy of payment rates for self-directed services.

XI.  SPECIAL TARGETED HCBS PROGRAMS

74. New HCBS Programs. HCBS is provided outside of the Managed Long Term Services and
Supports (MLTSS) MCO in the following programs: The Supports Program; Persons with
Pervasive Developmental Disorders (PDD); Persons with intellectual disabilities and mental
illness (IDD/MI): Persons with intellectual developmental disabilities who live out of state
(IDD OO0S) but in an HCBS setting; Serious emotional disturbance (SED) and Medication
Assisted Treatment Initiative (MATI).

75. Network Adequacy and Access Requirements. The State must ensure that the fee-for
service network complies with network adequacy and access requirements, including that
services are delivered in a culturally competent manner that is sufficient to provide access to
covered services to the low-income population. Providers must meet standards for timely
access to care and services, considering the urgency of the service needed.

a. Accessibility to primary health care services will be provided at a location in accordance
at least equal to those offered to the Medicaid fee-for-service participants.

b. Primary care and Urgent Care appointments will be provided at least equal to those
offered to the Medicaid fee-for-service participants.

c. Specialty care access will be provided at least equal to those offered to the Medicaid fee-
for-service participants.

d. FFS providers must offer office hours at least equal to those offered to the Medicaid fee-
for-service participants.

e. The State must establish mechanisms to ensure and monitor provider compliance and
must take corrective action when noncompliance occurs.
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f. The State must establish alternative primary and specialty access standards for rural areas
in accordance with the Medicaid State Plan.

76. Provider Credentialing. The provider credentialing criteria are included for each separate
service as outlined in Attachment C. To assure the health and welfare of the demonstration
participants, the State verifies that providers initially and continually meet required licensure
and/or certification standards and adhere to other standards prior to furnishing services. The
State also monitors non-licensed/non-certified providers to assure adherence to other
standards prior to their furnishing waiver services.

77. Non-duplication of Services. HCBS will not duplicate services included in an enrollee’s
Individualized Education Program under the Individuals with Disabilities Education Act, or
services provided under the Rehabilitation Act of 1973.

78. Supports Program

a. Program Overview: The Supports Program is to provide a basic level of support services

to individuals who live with family members or who live in their own homes that are not
licensed by the State.

b. Operations: The administration of the program is through the Division of Developmental
Disabilities (DDD).

c. Eligibility:

i.  Are Medicaid eligible;

ii.  Areat least 21 years of age and have completed their educational entitlement;

iii.  Live in an unlicensed setting, such as on their own or with their family; and

iv.  Meet all criteria for functional eligibility for DDD services including the
following definition of “developmental disability”: Developmental disability
is defined as: “a severe, chronic disability of an individual which:

1.

Is attributable to a mental or physical impairment or combination of
mental and physical impairments;

Is manifest before age 22;
Is likely to continue indefinitely;

Results in substantial functional limitations in three of more of the
following areas of major life activity, that is: self-care, receptive and
expressive language, learning, mobility, self-direction capacity for
independent living and economic self-sufficiency;
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5. Reflects the need for a combination and sequences of special
interdisciplinary or generic care, treatment or other services which are
of lifelong or extended duration and are individually planned and
coordinated; and

6. Includes but is not limited to severe disabilities attributable to
intellectual disability, autism, cerebral palsy, epilepsy, spina bifida and
other neurological impairments where the above criteria are met.”

d. POC Referral. When it has been confirmed that a candidate has met all of the
requirements for enrollment, DDD will refer the case to the appropriate support
coordination provider for development of the Participant's plan of care (PoC) and
initiation of services.

e. Exclusions: Individuals may not enroll in the Supports Program if:

i.  They are enrolled in another HCBS/MLTSS program, the Out-of-State IDD
programs, or the Community Care Waiver.

ii.  They require institutional care and cannot be maintained safely in the
community.

f. Expenditure Cap. Participants in the program will have an individual expenditure cap per
person per year that is based on functional assessment. This expenditure cap is
reevaluated annually during development of the annual plan of care.

g. Case Management. Every Participant will have access to Support Coordination (case
management) which is outside of the expenditure cap. Every Participant will have access
(if they choose) to Financial Management Services (fiscal intermediary) if he/she chooses
to self-direct services. This will also be outside of the expenditure cap.

h. Bump —Up. This program also contains a unique feature whereby Participants who
experience a major change in life circumstances which results in a need for additional
temporary services may be eligible to receive a short-term “bump up” in their
expenditure cap. This “bump up” is capped at $5,000 per Participant. The bump up will
be effective for up to one year. Participants may only seek bump up services once every
three years. The services that may be purchased with bump up dollars are any services
described in Attachment C-1 under Supports Program, with the exception of the Day
Program Related Services described above.

i. Enrollment: All referrals for the Supports Program are screened by DDD to determine if
the individual meets the target population criteria, is Medicaid eligible, meets LOC
clinical criteria, is in need of support services, and participant’s needs can be safely met
in the community. Individuals who currently receive state-funded day services and/or
state-funded support services as of the effective date of the demonstration will be
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assessed for Medicaid eligibility and LOC clinical criteria and enrolled into the program
in phases. When potential new participants are referred, they will be assessed for
eligibility and enrolled based on availability of annual state budget allocations.

j. Level of Care (LOC) Assessment: The participant has a developmental disability and
substantial functional limitations in three or more major life activities.

k. Assessment tool: DDD is in the process of streamlining their current multiple assessment
instruments that will be used to assess clinical LOC and functional level for budget
determination(s). A statement will be included certifying that an individual meets the
functional criteria for DDD and is eligible for the Supports Program.

I. LOC Reassessment: Reassessment will occur when there is a noted change in a
participant’s functional level that warrants less supports.. The initial LOC assessment is
based on an individual being diagnosed with a developmental disability and substantial
functional limitation in three or more major life activities. This is unlikely to change
from year to year.

m. Transition: If health and safety cannot be maintained for a participant on this program
because s/he requires a higher level of services than are available, the IDT will make the
recommendation and the participant will voluntarily disenroll from the program. The
IDT will commence transition planning to identify service needs and necessary resources.
Referrals will be made to all services, as applicable including the Community Care
Waiver.

n. Disenrollment: Participants will disenroll from the program if they lose Medicaid
eligibility, choose to decline participation in the program, enroll on the CCW, no longer
need support services, or no longer reside in New Jersey.

0. Benefits/Services, Limitations, and Provider Specifications: In addition to Plan A
services in Attachment B, Supports program participants receive the benefits outlined in
Attachment C.

p. Cost Sharing: See Attachment B.

0. Delivery System: Medicaid State Plan services for this population will be delivered and
coordinated through their Medicaid MCO. HCBS services available to this population
will be delivered either through providers that are enrolled as Medicaid providers and are
approved by DDD or through non-traditional service providers that are approved by DDD
and bill for services through a fiscal intermediary. Services can be either provider-
managed, self-directed, or a combination thereof, as approved in the participant’s Plan of
Care.

79. Pervasive Developmental Disorders (PDD) Pilot Program
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a. Program Overview: This program is intended to provide NJ FamilyCare/Medicaid
eligible children with needed therapies that they are unable to access via the State plan
that are available to other children via private health insurance. The State will provide
children up to their 13" birthday who have a diagnosis of Pervasive Developmental
Disability (PDD), with habilitation services. Through the assessment process, PDD
participants will be screened by DCF to determine eligibility, LOC, and to determine
their level of need. Those with the highest need will receive up to $27,000 in services;
those with moderate needs will receive up to $18,000 in services and the lowest needs
participants will receive $9,000 in PDD services. If the participant’s needs change at any
time, she/he can be reassessed to determine the current acuity level and the service
package would be adjusted accordingly. Services will be coordinated and managed
through the participant’s Plan of Care, as developed by the Care Managers with the
Medicaid MCOs.

b. Eligibility: Children up to their 13" birthday who are eligible for either the New Jersey
Medicaid or CHIP programs and have a PDD diagnosis covered under the DSM IV (soon
to be DSM V) as determined by a medical doctor, doctor of osteopathy, or Ph.D.
psychologist using an approved assessment tool referenced below:

i.  Approved Assessment Tools include:

ABAS — Adaptive Behavior Assessment System I
CARS - Childhood Autism Rating Scale

DDRT — Developmental Disabilities Resource Tool
GARS - Gilliam Autism Rating Scale

ADOS — Autism Diagnostic Observation Scale
ADI — Autism Diagnostic Interview-Revised
ASDS — Asperger’s Syndrome Diagnostic Scale

NookrwnpE

ii. Meetthe ICF/MR level of care criteria

c. Exclusions:
i.  Individuals over the age of 13

ii.  Individuals without a PDD diagnosis

iii.  Children with private insurance that offers these types of benefits, whether or
not they have exhausted the benefits.

d. Enrollment: Potential PDD program participants are referred to DCF for screening and
assessment. Once a child has been determined to have a PDD and assessed for LOC
clinical eligibility and acuity level by DCF, she/he will be referred to DMAHS for
enrollment onto the demonstration.

e. Enrollment Cap: In cases where the State determines, based on advance budget
projections that it cannot continue to enroll PDD Program participants without exceeding
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the funding available for the program the State can establish an enrollment cap for the
PDD Program.

i.  Notice - before affirmatively implementing the caps authorized in
subparagraph (e), the State must notify CMS at least 60 days in advance. This
notice must also include the impact on budget neutrality.

Ii.  Implementing the Limit - if the State imposes an enrollment cap, it will
implement a waiting list whereby applicants will be added to the
demonstration based on date of application starting with the oldest date.
Should there be several applicants with the same application date, the State
will enroll based on date of birth starting with the oldest applicant

iii.  OQutreach for those on the Wait Lists - the State will conduct outreach for
those individuals who are on the PDD Program wait list for at least 6 months,
to afford those individuals the opportunity to sign up for other programs if
they are continuing to seek coverage. Outreach materials will remind
individuals they can apply for Medicaid.

IV.  Removing the Limit — the State must notify CMS in writing at least 30 days in
advance when removing the limit.

f.  LOC Criteria: The participant has substantial functional limitations in three or more
major life activities, one of which is self care, which require care and/or treatment in an
ICF/MR or alternatively, in a community setting. The substantial functional limitations
shall be evaluated according to the expectations based upon the child’s chronological
age. When evaluating very young children, a showing of substantial functional
limitations in two or more major life activities can be enough to qualify the child, due to
the lack of relevance of some of the major life activities to young children (e.qg.,
economic sufficiency).

i. LOC Assessment: Administration, by a licensed clinical professional
approved and/or employed by the State, of the assessment tool to be
developed by the State prior to implementation will be used to determine
ICF/MR LOC will be performed prior to enrollment into the program and
a minimum of annually thereafter.

ii. LOC Reassessment. A reassessment will be conducted a minimum of
annually and will use the same tool.

g. Transition: The services offered under this program are targeted for young children.
When a child in the demonstration reaches 12 years of age, transition planning will be
initiated by the Interdisciplinary Team and the Medicaid MCO to identify service needs
& available resources, support the participant, and maintain health and safety. Referrals
will be made to all services as applicable. Should an individual require continued HCBS
services, enrollment will be facilitated to other programs.
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h. Disenrollment: A participant will be disenrolled from the demonstration for the
following reasons:

i. Ageoutatage 13

ii.  Participant is deemed no longer in need of services, as per the reassessment
process.

iii.  Loss of NJ FamilyCare/Medicaid eligibility
iv.  Participant no longer resides in New Jersey
i. Benefits/Services, Limitations, and Provider Qualifications: In addition to Medicaid and
CHIP State Plan services listed in Attachment B, this demonstration population receives a

PDD service package of benefits. The full list of services may be found in Attachment C.
Services rendered in a school setting are not included in this program.

j. Cost sharing: See Attachment B.

k. Delivery System: All State plan and PDD services for this population will be delivered
and coordinated through their Medicaid MCO. Behavioral health services will be
delivered and coordinated through the children’s ASO. The Plan of Care will be
developed and overseen by the Medicaid MCOs care management staff.

80. Intellectual Disabilities/ Development Disabilities with Co-Occurring Mental Health
Diagnoses (ID-DD/MI) Pilot

a. Program Overview: The primary goal of the program is to provide a safe, stable, and
therapeutically supportive environment for children with developmental disabilities and
co-occurring mental health diagnoses, ages five (5) up to twenty-one (21), with
significantly challenging behaviors. This program provides intensive in-home and out-
of-home services.

b. Delivery System and Benefits: All Medicaid State Plan services through their Medicaid
MCO; behavioral health and demonstration services through the children’s ASO.

c. Eligibility: Medicaid-eligible children with developmental disabilities and co-occurring
mental health diagnoses, age five (5) up to twenty-one (21), who are still in their
educational entitlement, have significantly challenging behaviors, and meet the LOC
clinical criteria. Developmental disability is defined as: “‘a severe, chronic disability of
an individual which:

i. isattributable to a mental or physical impairment or combination of mental
and physical impairments;

ii.  is manifest before age 21;
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iii.  is likely to continue indefinitely;

iv.  results in substantial functional limitations in three or more of the following
areas of major life activity, that is: self care, receptive and expressive
language, learning, mobility, self-direction capacity for independent living
and economic self-sufficiency;

V. reflects the need for a combination and sequences of special interdisciplinary
or generic care, treatment or other services which are of lifelong or extended
duration and are individually planned and coordinated,;

Vi. includes but is not limited to severe disabilities attributable to intellectual
disability, autism, cerebral palsy, epilepsy, spina bifida and other neurological
impairments where the above criteria are met;”

vii.  the substantial functional limitations shall be evaluated according to the
expectations based upon the child’s chronological age; and

viii.  Mental health diagnosis is defined as: ““ a diagnosable mental, behavioral, or
emotional disorder of sufficient duration to meet the diagnostic criteria
specified within DSM-IV-TR with the exception of other V codes, substance
use, and developmental disorders, unless these disorders co-occur with
another diagnosable disturbance.”

d. Exclusions:

i.  Individuals who are not residents of New Jersey

ii.  Services eligible to be provided through their educational entitlement are not
covered under this demonstration

iii.  Forin-home services, these cannot be provided if the family/caregiver is
unwilling or unable to comply with all program requirements. In these
instances, individuals will be provided with out-of-home services if necessary.

e. LOC Assessment: Co-occurring developmental disability and mental health diagnosis
that meets the state mental hospital level of care. The participant will be assessed at
least annually, using the New Jersey System of Care Strengths and Needs Assessment
tool.

f. Enrollment: All referrals for the program are screened to determine if the individual
meets the target population criteria, is Medicaid eligible, meets LOC clinical criteria, is in
need of program services, and participant’s needs can be safely met in the community.

g. Enrollment Cap: In cases where the State determines, based on advance budget
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projections that it cannot continue to enroll ID-DD/MI participants without exceeding
the funding available for the program the State can establish an enrollment cap for the
ID-DD/MI program.

I.  Notice: Before affirmatively implementing the caps authorized in
subparagraph (g), the State must notify CMS at least 60 days in advance. This
notice must also include the impact on budget neutrality.

Ii.  Implementing the Limit - if the State imposes an enrollment cap, it will
implement a waiting list whereby applicants will be added to the
demonstration based on date of application starting with the oldest date.
Should there be several applicants with the same application date, the State
will enroll based on date of birth starting with the oldest applicant

iii.  OQutreach for those on the Wait Lists - the State will conduct outreach for
those individuals who are on the IDD Out-of-State wait list for at least 6
months, to afford those individuals the opportunity to sign up for other
programs if they are continuing to seek coverage. Outreach materials will
remind individuals they can apply for Medicaid.

IV.  Removing the Limit — the State must notify CMS in writing at least 30 days in
advance when removing the limit.

h. Disenrollment: An individual will be disenrolled from the program for the following
reasons:

i.  The family/caregiver declines participation or requests to be disenrolled from
the program; or

ii.  The family/caregiver is unable or unwilling to implement the treatment plan
or fails to comply with the terms as outlined in the plan. Prior to
disenrollment, the team will collaborate and make substantial efforts to ensure
the individual’s success in the program, including working to remedy any
barriers or issues that have arisen. An individual will only be disenrolled after
significant efforts have been made to achieve success. If they will be
disenrolled, the team will make recommendations and identify alternative
local community and other resources for the individual prior to disenrollment;
or

iii.  The individual’s documented treatment plan goals and objectives have been
met.

i.  Transition: At least one year in advance of an individual aging out of this program, the
Interdisciplinary Team and Medicaid MCO will commence transition planning to
identify service needs and necessary resources. Referrals will be made to all services, as
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applicable. Should an individual require continued HCBS services, enrollment will be
facilitated to the other program.

j.  Benefits/Services, Limitations, and Provider Qualifications: In addition to Medicaid
State Plan services, this population receives HCBS service package of benefits designed
to provide the appropriate supports to maintain the participants safely in the community.
The full list of program services may be found in Attachment C.

k. Cost Sharing: For out of home services: The family of the individuals receiving ID/DD-
M1 out of home services will be assessed for their ability to contribute towards the cost
of care and maintenance. The amount paid by the family is based both on earned (wages
over minimum wage) and unearned income.

81. Intellectual Developmental Disability Program for Out of State (IDD/OOS)New Jersey
Residents

a. Program Overview: This program consists of individuals who receive out-of-state HCBS
coordinated by DDD. Services claimed through this program will not duplicate services
provided through a participant’s educational entitlement or via the Rehabilitation Act.
Other than the individuals currently living in an eligible out of state setting who will be
enrolled onto the IDD/OOS program. The only additional demonstration participants who
will be added to this program are those who DDD has been court-ordered to provide the
services in an out-of-state setting.

b. Eligibility: An individual must be Medicaid eligible and meet all criteria for DDD
eligibility for services. Specifically, an individual must be determined functionally
eligible, based on a determination that they have a developmental disability and must
apply for all other benefits for which he or she may be entitled. Developmental
disability is defined as: “a severe, chronic disability of an individual which: (1) is
attributable to a mental or physical impairment or combination of mental and physical
impairments; (2) is manifest before age 22; (3) is likely to continue indefinitely; (4)
results in substantial functional limitations in three of more of the following areas of
major life activity, that is: self care, receptive and expressive language, learning,
mobility, self-direction capacity for independent living and economic self-sufficiency
(e.g.5) reflects the need for a combination and sequences of special interdisciplinary or
generic care, treatment or other services which are of lifelong or extended duration and
are individually planned and coordinated; and (6) includes but is not limited to severe
disabilities attributable to intellectual disability, autism, cerebral palsy, epilepsy, spina
bifida and other neurological impairments where the above criteria are met.”

c. Exclusionary Criteria:

I.  Individuals who live in New Jersey;
ii.  Individuals who are enrolled in another HCBS program;

iii.  Individuals who have declared residency in another state;
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iv.  Individuals who require institutional care and cannot be maintained safely in
the community; and

V. Individuals who do not meet ICF/MR-DD level of care

Enrollment: New enrollments in the IDD Out-of-State program will only include those
demonstration participants who are currently residing in an eligible out of state setting or
those individuals who are court ordered after the effective date of this program to receive
services outside of New Jersey.

LOC Assessment: The LOC criteria: The participant has substantial functional
limitations in three or more major life activities, one of which is self care, which require
care and/or treatment in an ICF/MR-DD or alternatively, in a community setting. The
LOC tool will be developed prior to the program being implemented.

LOC Reassessment: The reassessment is made as part of the annual Service Plan for
each participant. Functional assessment tools are utilized to confirm LOC assessment
and to determine service needs. Goals and training in the Service Plan are based on the
needs identified at the time of the reassessment.

Transition: New individuals will not transition into this program, except per court order.
Individuals will transition out of this program as outlined in Program Overview and
Disenrollment. The majority of individuals transitioning out of this program will
transition into community-based settings in New Jersey and will then be enrolled on the
Community Care Waiver or the Supports Program.

Disenrollment: An individual will be disenrolled from the prog