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Dear Deputy Secretary Kozak: 
 
The Centers for Medicare & Medicaid Services (CMS) is updating the section 1115 
demonstration monitoring approach to reduce state burden, promote effective and efficient 
information sharing, and enhance CMS’s oversight of program integrity by reducing variation in 
information reported to CMS. 
 
Federal section 1115 demonstration monitoring and evaluation requirements are set forth in 
section 1115(d)(2)(D)-(E) of the Social Security Act (the Act), in CMS regulations in 42 CFR 
431.428 and 431.420, and in individual demonstration special terms and conditions (STCs).  
Monitoring provides insight into progress with initial and ongoing demonstration implementation 
and performance, which can detect risks and vulnerabilities to inform possible course corrections 
and identify best practices.  Monitoring is a complementary effort to evaluation.  Evaluation 
activities assess the demonstration’s success in achieving its stated goals and objectives.   
 
Key changes of this monitoring redesign initiative include introducing a structured template for 
monitoring reporting, updating the frequency and timing of submission of monitoring reports, 
and standardizing the cadence and content of the demonstration monitoring calls.   
 
Updates to Demonstration Monitoring  
 
Below are the updated aspects of demonstration monitoring for the Pennsylvania Keystones of 
Health (Project Number 11-W-00484/3) demonstration.   
 
Reporting Cadence and Due Date 
 
CMS determined that, when combined with monitoring calls, an annual monitoring reporting 
cadence will generally be sufficient to monitor potential risks and vulnerabilities in 
demonstration implementation, performance, and progress toward stipulated goals.  Thus, 
pursuant to CMS’s authority under 42 CFR 431.420(b)(1) and 42 CFR 431.428, CMS is 
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updating the cadence for this demonstration to annual monitoring reporting (see also section 
1115(d)(2)(D)-(E) of the Act).  This transition to annual monitoring reporting is expected to 
alleviate administrative burden for both the state and CMS.  In addition, CMS is extending the 
due date of the annual monitoring report from 90 days to 180 days after the end of each 
demonstration year to balance Medicaid claims completeness with the state’s work to draft, 
review, and submit the report timely. 
  
CMS might increase the frequency of monitoring reporting if CMS determines that doing so 
would be appropriate.  The standard for determining the frequency of monitoring reporting will 
ultimately be included in each demonstration’s STCs.  CMS expects that this standard will 
permit CMS to make on-going determinations about reporting frequency under each 
demonstration by assessing the risk that the state might materially fail to comply with the terms 
of the approved demonstration during its implementation and/or the risk that the state might 
implement the demonstration in a manner unlikely to achieve the statutory purposes of Medicaid.  
See 42 CFR 431.420(d)(1)-(2). 
 
The Pennsylvania Keystones of Health demonstration will transition to annual monitoring 
reporting effective June 25, 2025.  The next annual monitoring report will be due on June 29, 
2026, which reflects the first business day following 180 calendar days after the end of the 
current demonstration year.  The demonstration STCs will be updated in the next demonstration 
amendment or extension approval to reflect the new reporting cadence and due date. 
 
Structured Monitoring Report Template 
 
As noted in STC 10.5, “Monitoring Reports,” monitoring reports “must follow the framework 
provided by CMS, which is subject to change as monitoring systems are developed / evolve and 
be provided in a structured manner that supports federal tracking and analysis.”  Pursuant to that 
STC, CMS is introducing a structured monitoring report template to minimize variation in 
content of reports across states, which will facilitate drawing conclusions over time and across 
demonstrations with broadly similar section 1115 waivers or expenditure authorities.  The 
structured reporting framework will also provide CMS and the state opportunities for more 
comprehensive and instructive engagement on the report’s content to identify potential risks and 
vulnerabilities and associated mitigation efforts as well as best practices, thus strengthening the 
overall integrity of demonstration monitoring. 
 
This structured template will include a set of base metrics for all demonstrations.  For 
demonstrations with certain waiver and expenditure authorities, there are additional policy-
specific metrics that will be collected through the structured reporting template. 
 
The base and policy-specific metrics include applicable established measures of quality of care 
and correlated outcomes, which will be standardized across all similar demonstrations.  The state 
may continue reporting additional quality measures to address state goals and priorities.  CMS 
will no longer expect the state to report metrics that include elements from the draft CMS 
disparities-sensitive measure set, referenced in the demonstration STCs. 
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CMS is also removing the requirement for a Monitoring Protocol deliverable, which has been 
required under certain types of section 1115 demonstration, including but not limited to the 
Substance Use Disorder (SUD), Serious Mental Illness (SMI)/Serious Emotional Disturbance 
(SED), Health-Related Social Needs (HRSN), and reentry demonstrations.  Removal of the 
Monitoring Protocol requirement simplifies and streamlines demonstration monitoring activities 
for states and CMS. 
 
Demonstration Monitoring Calls 
 
As STC 10.9 “Monitoring Calls” describes, CMS may “convene periodic conference calls with 
the state,” and the calls are intended “to discuss ongoing demonstration operation, including (but 
not limited to) any significant actual or anticipated developments affecting the demonstration.”   
Going forward, CMS envisions implementing a structured format for monitoring calls to provide 
consistency in content and frequency of demonstration monitoring calls across demonstrations.  
CMS also envisions convening quarterly monitoring calls with the state and will follow the 
structure and topics in the monitoring report template.  We anticipate that standardizing the 
expectations for and content of the calls will result in more meaningful discussion and timely 
assessment of demonstration risks, vulnerabilities, and opportunities for intervention.  The 
demonstration STCs will be updated in the next demonstration amendment or extension approval 
to reflect that monitoring calls will be held no less frequently than quarterly.  
 
CMS will continue to be available for additional calls as necessary to provide technical 
assistance or to discuss demonstration applications, pending actions, or requests for changes to 
demonstrations.  CMS recognizes that frequent and regular calls are appropriate for certain 
demonstrations and at specific points in a demonstration’s lifecycle.   
 
In the coming weeks, CMS will reach out to schedule a transition meeting to review templates 
and timelines outlined above.  As noted above, the pertinent Pennsylvania Keystones of Health 
section 1115 demonstration STCs will be updated in the next demonstration amendment or 
extension approval to reflect these updates. 
 
If you have any questions regarding these updates, please contact Danielle Daly, Director of the 
Division of Demonstration Monitoring and Evaluation, at Danielle.Daly@cms.hhs.gov.   
 

Sincerely, 

Karen LLanos 
Acting Director 
 
 

Enclosure 
cc: Margaret Kosherzenko, State Monitoring Lead, Medicaid and CHIP Operations Group 
 

mailto:Danielle.Daly@cms.hhs.gov
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CENTERS FOR MEDICARE & MEDICAID SERVICES 
EXPENDITURE AUTHORITY 

 
NUMBER: 11-W-00484/3 

 
TITLE: Keystones of Health 

 
AWARDEE: Pennsylvania Department of Human Services 

 
Under the authority of section 1115(a)(2) of the Social Security Act (the “Act”), expenditures 
made by the Commonwealth of Pennsylvania for the items identified below, which are not 
otherwise included as expenditures under section 1903 of the Act shall, for the period from 
December 26, 2024, through December 31, 2029, unless otherwise specified, be regarded as 
expenditures under the commonwealth’s title XIX plan. 

 
The following expenditure authorities may only be implemented consistent with the approved 
Special Terms and Conditions (STCs) and shall enable the Commonwealth of Pennsylvania to 
operate the above-identified section 1115 demonstration. 

 
1. Expenditures for Pre-Release Services.  Expenditures for pre-release services, as described 

in these STCs, provided to qualifying Medicaid individuals for up to 90-days immediately 
prior to the expected date of release from a correctional facility that is participating in the 
Reentry Demonstration Initiative under this demonstration. 

 
2. Expenditures for Pre-Release Administrative Costs.  Capped expenditures for payments 

for allowable administrative costs, services, supports, transitional non-service expenditures, 
infrastructure and interventions, as is detailed in STC 5.12, which may not be recognized as 
medical assistance under section 1905(a) and may not otherwise qualify for federal matching 
funds under section 1903 of the Act, to the extent such activities are authorized as part of the 
Reentry Demonstration Initiative. 

 
3. Expenditures for Health-Related Social Needs (HRSN) Services.  Expenditures for 

allowable HRSN services not otherwise covered that are furnished to individuals who meet 
the qualifying criteria as described in Section 6.6.  This expenditure authority is contingent 
upon compliance with Section 6, as well as all other applicable STCs. 

 
4. Expenditures for Health-Related Social Needs Services Infrastructure. Expenditures for 

allowable HRSN administrative and infrastructure costs not otherwise covered under section 
1903 of the Act, as described in Section 6 of the STCs. 
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Medicaid Requirements Not Applicable to the Medicaid Expenditure Authority for Pre-
Release and HRSN Services: 

 
Statewideness        Section 1902(a)(1) 

 
To enable the state to provide pre-release services, as authorized under this demonstration, to 
qualifying individuals on a geographically limited basis, in accordance with the Reentry 
Demonstration Initiative Implementation Plan. 

 
To enable the state to provide HRSN services only in certain geographic areas of the state, as 
specified in the HRSN Implementation Plan (STC 6.19).  

 
Comparability; Amount, Duration and Scope;   Section 1902(a)(10)(B) and 
Provision of Medical Assistance      Section 1902(a(17) 
 
To enable the state to provide only a limited set of pre-release services, as specified in these 
STCs, to qualifying individuals that is different than the services available to all other individuals 
outside of correctional facility settings in the same eligibility groups authorized under the state 
plan or demonstration authority. 

 
To the extent necessary to allow the state to offer HRSN services and to vary the amount, 
duration, and scope of HRSN services covered for a subset of beneficiaries, depending on 
beneficiary needs as determined by the application of qualifying criteria, as specified in Section 
6.6 of the STCs. 

 
Freedom of Choice       Section 1902(a)(23)(A) 

 
To enable the state to require qualifying individuals to receive pre-release services, as authorized 
under this demonstration, through only certain providers.
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CENTERS FOR MEDICARE & MEDICAID SERVICES 
WAIVER AUTHORITY 

 
NUMBER: 11-W-00484/3 

 
TITLE: Keystones of Health 

 
AWARDEE: Pennsylvania Department of Human Services 

 
Under the authority of the section 1115(a)(1) of the Social Security Act (the “Act”), the 
following waivers are granted to enable the Commonwealth of Pennsylvania (referred to herein 
as the “state”) to operate the Keystones of Health demonstration.  These waivers are effective 
beginning December 26, 2024, and are limited to the extent necessary to achieve the objectives 
below.  These waivers may only be implemented consistent with the approved Special Terms and 
Conditions (STCs) set forth in the accompanying document. 

 
As discussed in the Centers for Medicare & Medicaid Services’ (CMS) approval letter, the 
Secretary of Health and Human Services has determined that the Keystones of Health, including 
the granting of the waivers described below, is likely to assist in promoting the objectives of the 
title XIX of the Act. 

 
Except as provided below with respect to expenditure authority, all requirements of the Medicaid 
program expressed in law, regulation and policy statement, not expressly waived in this list, shall 
apply to the demonstration project for the period beginning December 26, 2024, through 
December 31, 2029. 

 
1. Coverage of Certain Screening, Diagnostic, Release and Targeted Case Management 

Services for Eligible Juveniles in the 90-days Prior to Release   Section 1902(a)(84)(D) 
 

To enable the state not to provide coverage of the screening, diagnostic, and targeted case 
management services identified in section 1902(a)(84)(D) of the Act for eligible juveniles 
described in section 1902(nn)(2) of the Act as a state plan benefit in the 90 days prior to the 
release of such eligible juveniles from a public institution, to the extent and for the period 
that the state instead provides such coverage to such eligible juveniles under the approved 
expenditure authorities under this demonstration. The state will provide coverage to eligible 
juveniles described in section 1902(nn)(2) in alignment with section 1902(a)(84)(D) of the 
Act at a level equal to or greater than would be required under the state plan. 
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CENTERS FOR MEDICARE & MEDICAID SERVICES 
SPECIAL TERMS AND CONITIONS 

 
NUMBER: 11-W-00484/3 

 
TITLE: Keystones of Health 

 
AWARDEE: Pennsylvania Department of Human Services 

1. PREFACE 

The following are the Special Terms and Conditions (STCs) for the “Keystones of 
Health” section 1115(a) Medicaid demonstration (hereinafter “demonstration”), to enable 
the Commonwealth of Pennsylvania (hereinafter “state”) to operate this demonstration.  
The Centers for Medicare & Medicaid (CMS) has granted a waiver of certain 
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 waiver and expenditure authorities, and describe in detail the nature, character, an 
extent of federal involvement in the demonstration and the state’s obligations to CMS 
related to 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 populations affected by the demonstration are 
effective from December 26, 2024, through December 31, 2029, unless otherwise 
specified. 
 
The STCs have been arranged into the following subject areas: 
 

1.  Preface 
2.  Program Description and Objectives 
3.  General Program Requirements 
4.  Eligibility and Enrollment 
5.  Reentry Demonstration Initiative Program 
6.  Health-Related Social Needs Program 
7.  Provider Rate Requirements 
8.  Cost Sharing 
9.  Delivery System 
10.  Monitoring and Reporting Requirements 
11.  Evaluation of the Demonstration 
12.  General Financial Requirements 
13.  Monitoring Budget Neutrality for the Demonstration 
14.  Schedule of Deliverables for the Demonstration Extension Period 
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Additional attachments have been included to provide supplementary information and 
guidance for specific STCs. 
 
Attachment A: Developing the Evaluation 
Attachment B: Preparing the Interim and Summative Evaluation Reports 
Attachment C: Reserved for Reentry Demonstration Initiative Implementation Plan 
Attachment D: Reserved for Reentry Demonstration Initiative Reinvestment Plan 
Attachment E: Reserved for HRSN Implementation Plan 
Attachment F: Assessment of Beneficiary Eligibility and Needs, Infrastructure Planning, 

and Provider Qualifications for HRSN Services Protocol 
Attachment G: HRSN Services Matrix 
Attachment H:  Reentry Demonstration Initiative Services  
Attachment I: Reentry Demonstration Initiative Health-Related Criteria 
Attachment J: Reserved for HRSN-Related Provider Payment Increase Attestation 

Table 
Attachment K: Reserved for Monitoring Protocol 
Attachment L: Reserved for Evaluation Design 

 

2. PROGRAM DESCRIPTION AND OBJECTIVES 

In 2024, the state submitted the Keystones of Health section 1115 demonstration 
application.  The application proposed demonstration programs to improve health 
outcomes for beneficiaries reentering society from correctional facilities, beneficiaries 
facing food insecurity and diet-sensitive conditions, and beneficiaries without stable 
housing. 
 
During the demonstration period, the state seeks to achieve the following goals: 
 
1.  Expand support services to populations who face barriers to health care due to 

their social circumstances. 
2.  Improve coordination and integration of physical, behavioral, and social services 

for beneficiaries who have complex health and social needs. 
3.  Enhance quality and efficiency of care delivery by addressing the root causes of 

poor health outcomes. 
4.  Promote health equity and reduce health disparities by targeting services and 

supports to beneficiaries who experience higher rates of morbidity and mortality 
due to their social risk factors. 

 

3. GENERAL PROGRAM REQUIREMENTS 

3.1. 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 (ADA), Title VI of the Civil Rights Act of 1964, 
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section 504 of the Rehabilitation Act of 1973 Section 504, the Age Discrimination Act of 1975, 
and section 1557 of the Patient Protection and Affordable Care Act (Section 1557). 

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

3.3. Changes in Medicaid and CHIP Law, Regulation, and Policy.  The state must, within the 
timeframes specified in federal law, regulation, or written policy, come into compliance with 
changes in 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.  In addition, CMS reserves the right to amend the STCs 
to reflect such changes and/or changes as needed without requiring the state to submit an 
amendment to the demonstration under STC 3.7.  CMS will notify the state 30 business days in 
advance of the expected approval date of the amended STCs to allow the state to provide 
comment.  Changes will be considered in force upon issuance of the approval letter by CMS.  
The state must accept the changes in writing. 

3.4. Impact on Demonstration of Changes in Federal Law, Regulation, and Policy. 

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, as well as a modified allotment neutrality worksheet as necessary 
to comply with such change.  The trend rates for the budget neutrality agreement are 
not subject to change under this subparagraph.  Further, the state may seek an 
amendment to the demonstration (as per STC 3.7 of this section) as a result of the 
change in FFP. 

b. If mandated changes in the federal law require state legislation, unless otherwise 
prescribed by the terms of the federal law, 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, whichever is sooner. 

3.5. State Plan Amendments.  The state will not be required to submit title XIX or XXI state plan 
amendments (SPAs) 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.  In all such cases, the Medicaid and CHIP 
state plans govern. 

3.6. Changes Subject to the Amendment Process.  Changes related to eligibility, enrollment, 
benefits, beneficiary rights, delivery systems, cost sharing, sources of non-federal share of 
funding, budget neutrality, and other comparable program elements must be submitted to CMS 
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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 either through an 
approved amendment to the Medicaid or CHIP state plan or amendment to the demonstration.  
Amendments to the demonstration are not retroactive and no FFP of any kind, including for 
administrative or medical assistance expenditures, will be available under changes to the 
demonstration that have not been approved through the amendment process set forth in STC 
3.7 below, except as provided in STC 3.3. 

3.7. Amendment Process.  Requests to amend the demonstration must be submitted to CMS for 
approval no later than 120 calendar days prior to the planned date of implementation of the 
change and may not be implemented until approved.  CMS reserves the right to deny or delay 
approval of a demonstration amendment based on non-compliance with these STCs, including 
but not limited to the failure by the state to submit required elements of a complete amendment 
request as described in this STC, and failure by the state to submit required reports and other 
deliverables according to the deadlines specified therein.  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 STC 3.12.  Such explanation must include a summary of any public 
feedback received and identification of how this feedback was addressed by the state 
in the final amendment request submitted to CMS. 

b. A detailed description of the amendment, including impact on beneficiaries, with 
sufficient supporting documentation. 

c. A data analysis which identifies the specific “with waiver” impact of the proposed 
amendment on the current budget neutrality agreement.  Such analysis must 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. 

d. An up-to-date CHIP allotment worksheet, if necessary;  

e. The state must provide updates to existing demonstration reporting and quality and 
evaluation plans.  This includes a description of how the evaluation design and 
annual progress reports will be modified to incorporate the amendment provisions, 
as well as the oversight, monitoring and measurement of the provisions. 

3.8. Extension of the Demonstration.  States that intend to request an extension of the 
demonstration must submit an application to CMS from the Governor of the state in 
accordance with the requirements of 42 CFR 431.412(c).  States that do not intend to request 
an extension of the demonstration beyond the period authorized in these STCs must submit a 
phase-out plan consistent with the requirements of STC 3.9. 
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3.9. 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 
writing of the reason(s) for the suspension or termination, together with the effective 
date and a transition and phase-out plan.  The state must submit a notification letter 
and a draft transition and phase-out plan to CMS no less than six months before the 
effective date of the demonstration’s suspension or termination.  Prior to submitting 
the draft transition and phase-out plan to CMS, the state must publish on its website 
the draft transition and phase-out plan for a 30-day public comment period.  In 
addition, the state must conduct tribal consultation in accordance with STC 3.12, if 
applicable.  Once the 30-day public comment period has ended, the state must 
provide a summary of the issues raised by the public during the comment period and 
how the state considered the comments received when developing the revised 
transition and phase-out plan. 

b. Transition and 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 redeterminations of Medicaid or CHIP 
eligibility prior to the termination of the demonstration for the affected beneficiaries, 
and ensure ongoing coverage for eligible beneficiaries, as well as any community 
outreach activities the state will undertake to notify affected beneficiaries, including 
community resources that are available. 

c. Transition and Phase-out Plan Approval.  The state must obtain CMS approval of the 
transition and phase-out plan prior to the implementation of transition and phase-out 
activities.  Implementation of transition and phase-out activities must be no sooner 
than 14 calendar days after CMS approval of the transition and phase-out plan. 

d. Transition and Phase-out Procedures.  The state must redetermine eligibility for all 
affected beneficiaries in order to determine if they qualify for Medicaid eligibility 
under a different eligibility category prior to making a determination of ineligibility 
as required under 42 CFR 435.916(d)(1).  For individuals determined ineligible for 
Medicaid and CHIP, the state must determine potential eligibility for other insurance 
affordability programs and comply with the procedures set forth in 42 CFR 
435.1200(e).  The state must comply with all applicable notice requirements found in 
42 CFR, part 431 subpart E, including sections 431.206 through 431.214.  In 
addition, the state must assure all applicable appeal and hearing rights are afforded to 
beneficiaries in the demonstration as outlined in 42 CFR, part 431 subpart E, 
including sections 431.220 and 431.221.  If a beneficiary in the demonstration 
requests a hearing before the date of action, the state must maintain benefits as 
required in 42 CFR 431.230. 

e. Exemption from Public Notice Procedures 42 CFR Section 431.416(g).  CMS may 
expedite the federal and state public notice requirements under circumstances 
described in 42 CFR 431.416(g). 
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f. Enrollment Limitation during Demonstration Phase-Out.  If the state elects to 
suspend, terminate, or not extend this demonstration, during the last six months of 
the demonstration, enrollment of new individuals into the demonstration must be 
suspended.  The limitation of enrollment into the demonstration does not impact the 
state’s obligation to determine Medicaid eligibility in accordance with the approved 
Medicaid state plan. 

g. Federal Financial Participation (FFP).  If the project is terminated or any relevant 
waivers are suspended by the state, FFP must be limited to normal closeout costs 
associated with the termination or expiration of the demonstration including 
services, continued benefits as a result of beneficiaries’ appeals, and administrative 
costs of disenrolling beneficiaries. 

3.10. Withdrawal of Waiver or Expenditure Authority.  CMS reserves the right to withdraw 
waivers and/or expenditure authorities at any time it determines that continuing the waiver 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’s 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, continued benefits as a 
result of beneficiary appeals, and administrative costs of disenrolling beneficiaries. 

3.11. Adequacy of Infrastructure.  The state must 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. 

3.12. Public Notice, Tribal Consultation, and Consultation with Interested Parties.  The state 
must comply with the state notice procedures as required in 42 CFR section 431.408 prior to 
submitting an application to extend the demonstration.  For applications to amend the 
demonstration, the state must comply with the state notice procedures set forth in 59 Fed. Reg. 
49249 (September 27, 1994) prior to submitting such request.  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. 

The state must also comply with tribal and Indian Health Program/Urban Indian Organization 
consultation requirements at section 1902(a)(73) of the Act, 42 CFR 431.408(b), State 
Medicaid Director Letter #01-024, or as contained in the state’s approved Medicaid State Plan, 
when any program changes to the demonstration, either through amendment as set out in STC 
3.7 or extension, are proposed by the state. 

3.13. Federal Financial Participation (FFP).  No federal matching funds for expenditures for this 
demonstration, including for administrative and medical assistance expenditures, will be 
available until the effective date identified in the demonstration approval letter, or if later, as 
expressly stated within these STCs. 
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3.14. Administrative Authority.  When there are multiple entities involved in the administration of 
the demonstration, the Single State Medicaid Agency must maintain authority, accountability, 
and oversight of the program.  The State Medicaid Agency must exercise oversight of all 
delegated functions to operating agencies, MCOs, and any other contracted entities.  The 
Single State Medicaid Agency is responsible for the content and oversight of the quality 
strategies for the demonstration. 

3.15. Common Rule Exemption.  The state must ensure that the only involvement of human 
subjects in research activities that may be authorized and/or required by this demonstration is 
for projects which are conducted by or subject to the approval of CMS, and that are designed to 
study, evaluate, or otherwise examine the Medicaid or CHIP program – including public 
benefit or service programs, procedures for obtaining Medicaid or CHIP benefits or services, 
possible changes in or alternatives to Medicaid or CHIP programs and procedures, or possible 
changes in methods or levels of payment for Medicaid benefits or services.  CMS has 
determined that this demonstration as represented in these approved STCs meets the 
requirements for exemption from the human subject research provisions of the Common Rule 
set forth in 45 CFR 46.104(d)(5). 

4. ELIGIBILITY AND ENROLLMENT 

4.1. Eligibility Groups Affected by the Demonstration.  Under the demonstration, all eligibility 
will be defined under the state plan and the demonstration affects all eligibility groups under 
the state plan through the provision of additional services. 

In addition, individuals eligible for Medicaid in the state through section 1915(c) waiver 
programs will be eligible for services under the demonstration when they meet certain clinical 
and social criteria to qualify for the services as further specified in STC 5.3. The state will 
require and ensure that these eligible individuals will, to the extent applicable, first receive 
housing, food, and nutrition services and supports under that section 1915(c) waiver program 
and then only access Keystones of Health services when unable to access similar services 
under the section 1915(c) waiver program in which they are enrolled. 

Keystones of Health eligibility will be determined through existing state plan processes and 
eligibility. 

5. REENTRY DEMONSTRATION INITIATIVE PROGRAM 

5.1. Overview of Pre-Release Services and Program Objectives. This component of the 
demonstration will provide coverage for pre-release services up to 90 days immediately prior 
to the expected date of release to certain individuals who are inmates residing in prisons and 
jails (hereinafter “correctional facilities”). To qualify for services covered under this 
demonstration, individuals residing in correctional facilities must be eligible for Medicaid as 
determined pursuant to an application filed before or during incarceration and must have an 
expected release date no later than 90 days as further specified in the STCs below. 

5.2. The objective of this component of the demonstration is to facilitate individuals’ access to 
certain healthcare services and case management, provided by Medicaid participating 
providers, while individuals are incarcerated and allow them to establish relationships with 
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community-based providers from whom they can receive services upon reentry to their 
communities. This bridge to coverage begins within a short time prior to release and is 
expected to promote continuity of coverage and care and improve health outcomes for justice-
involved individuals. The reentry demonstration initiative provides short-term Medicaid 
enrollment assistance and pre-release coverage for certain services to facilitate successful care 
transitions, as well as improve the identification and treatment of certain chronic and other 
serious conditions to reduce acute care utilization in the period soon after release, and test 
whether it improves uptake and continuity of medication-assisted treatment (MAT) and other 
Substance Use Disorder (SUD) and behavioral health treatments, as appropriate for the 
individual. 

During the demonstration, the state seeks to achieve the following goals: 

a. Increase coverage, continuity of care, and appropriate service uptake through 
assessment of eligibility and availability of coverage for benefits in correctional 
facility settings prior to release; 

b. Improve access to services prior to release and improve transitions and continuity of 
care into the community upon release and during reentry;  

c. Improve coordination and communication between correctional systems, Medicaid 
systems, managed care plans (as applicable), and community-based providers;  

d. Increase additional investments in health care and related services, aimed at 
improving the quality of care for individuals in correctional facility settings, and in 
the community to maximize successful reentry post-release;  

e. Improve connections between correctional facility settings and community services 
upon release to address physical and behavioral health needs, and health-related 
social needs;    

f. Reduce all-cause deaths in the near-term post-release; 

g. Reduce the number of emergency department visits and inpatient hospitalizations 
among recently incarcerated Medicaid individuals through increased receipt of 
preventive and routine physical and behavioral health care;  

h. Provide interventions for certain behavioral health conditions, including use of 
stabilizing medications like long-acting injectable antipsychotics and medication for 
addiction treatment for SUDs where appropriate, with the goal of reducing overdose 
and overdose-related death in the near-term post-release; 

i. Ensure a seamless transition and continuity of care for justice-involved beneficiaries; 
and 

j. Enhance the reintegration of justice-involved beneficiaries into the community while 
optimizing their access to essential healthcare services.   
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5.3. Qualifying Criteria for Pre-Release Services.  To qualify to receive services under this 
component of the demonstration, an individual must meet the following qualifying criteria: 

a. Meet the definition of an inmate of a public institution, as specified in 42 CFR 
435.1010, and be incarcerated in a correctional facility specified in STC 5.1; and 

b. Have been determined eligible for Medicaid;  

c. Have an expected release date within 90 days; 

d. Be age 19 or older; 

e. Meet one or more of the health-related criteria, described below and further defined 
in Attachment I; 

i. Have one or more substance use disorders; 

ii. Have a serious mental illness; 

iii. Eligible for Medicaid funded 1915(c) home and community-based services 
administered by the Office of Long Term Living or Office of 
Developmental Programs upon release; 

iv. Have one or more chronic health conditions; 

v. Are pregnant or in the 12-month postpartum period; 

vi. Have Autism Spectrum Disorder (ASD). 

5.4. Scope of Pre-Release Services.  The pre-release services authorized under the reentry 
demonstration initiative include the following services, which are described in Attachment H, 
Reentry Demonstration Initiative Services.   

a. The covered pre-release services are: 

i. Case management to assess and address physical and behavioral health 
needs, and health-related social needs; 

ii. MAT for all types of SUDs as clinically appropriate, including coverage for 
medications in combination with counseling/behavioral therapies; 

b. The state must also provide a 30-day supply of all prescription medications and 
over-the-counter drugs (as clinically appropriate), provided to the individual 
immediately upon release from the correctional facility, consistent with approved 
Medicaid or CHIP state plan coverage authority and policy. 

c. The expenditure authority for pre-release services through this initiative constitutes a 
limited exception to the federal claiming prohibition for medical assistance furnished 
to inmates of a public institution at clause (A) following section 1905(a) of the Act 
(“inmate exclusion rule”).  Benefits and services for inmates of a public institution 
that are not approved in the reentry demonstration initiative as described in these 
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STCs and accompanying protocols, and not otherwise covered under the inpatient 
exception to the inmate exclusion rule remain subject to the inmate exclusion rule.  
Accordingly, other benefits and services covered under the Commonwealth of 
Pennsylvania Medicaid State Plan, as relevant, that are not included in the above-
described pre-release services (e.g., EPSDT treatment services for qualifying 
Medicaid beneficiaries under age 21) are not available to qualifying individuals 
through the reentry demonstration initiative. 

5.5. Participating Correctional Facilities.  The pre-release services will be provided at prisons 
and jails, or outside of the correctional facilities, with appropriate transportation and security 
oversight provided by the correctional facility, subject to the Commonwealth of Pennsylvania’s 
Department of Human Services approval of a facility’s readiness, according to the 
implementation timeline described in STC 5.9. States must be mindful of and ensure the 
policies, procedures, and processes developed to support implementation of these provisions do 
not effectuate a delay of an individual’s release or lead to increased involvement in the juvenile 
and adult justice systems. Correctional facilities that are also institutions for mental diseases 
(IMDs) are not allowed to participate in the reentry demonstration initiative. 

5.6. Participating Providers. 

a. Licensed, registered, certified, or otherwise appropriately credentialed or recognized 
practitioners under the Commonwealth of Pennsylvania scope of practice statutes 
shall provide services within their individual scope of practice and, as applicable, 
receive supervision required under their scope of practice laws and must be enrolled 
as a Medicaid provider.  

b. Participating providers eligible to deliver services under the reentry demonstration 
initiative may be either community-based or correctional facility-based providers. 

c. All participating providers and provider staff, including correctional providers, shall 
have necessary experience and receive appropriate training, as applicable to a given 
correctional facility, prior to furnishing demonstration-covered pre-release services 
under the reentry demonstration initiative.  

d. Participating providers of reentry case management services may be community-
based or correctional providers who have expertise working with justice-involved 
individuals. 

5.7. Suspension of Coverage.  Upon entry of a Medicaid individual into a correctional facility, the 
Commonwealth of Pennsylvania’s Department of Human Services must not terminate and 
generally shall suspend their Medicaid coverage. 

a. If an individual is not enrolled in Medicaid when entering a correctional facility, the 
state must ensure that such an individual receives assistance with completing an 
application for Medicaid and with submitting an application, unless the individual 
declines such assistance or wants to decline enrollment. 
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5.8. Interaction with Mandatory State Plan Benefits for Eligible Juveniles. To the extent the 
Commonwealth of Pennsylvania’s reentry demonstration includes coverage otherwise required 
to be provided under section 1902(a)(84)(D) of the Act, and because this coverage is included 
in the base expenditures used to determine the budget neutrality expenditure limit, the state will 
claim for these expenditures and related transitional non-service expenditures under this 
demonstration as well as include this coverage in the monitoring and evaluation of this 
demonstration. 

5.9. Reentry Demonstration Initiative Implementation Timeline.  Delivery of pre-release 
services under this demonstration will be implemented as described below.  All participating 
correctional facilities must demonstrate readiness, as specified below, prior to participating in 
this initiative (FFP will not be available in expenditures for services furnished to qualifying 
individuals who are inmates in a facility before the facility meets the below readiness criteria 
for participation in this initiative).  The Department of Human Services will determine that 
each applicable facility is ready to participate in the reentry demonstration initiative under this 
demonstration based on a facility-submitted assessment (and appropriate supporting 
documentation) of the facility’s readiness to implement:  

a. Pre-release Medicaid application and enrollment processes for individuals who are 
not enrolled in Medicaid prior to incarceration and who do not otherwise become 
enrolled during incarceration; 

b. The screening process to determine an individual’s qualification for pre-release 
services, per the eligibility requirements described in STC 5.3; 

c. The provision or facilitation of pre-release services for a period of up to 90 days 
immediately prior to the expected date of release, including the facility’s ability to 
support the delivery of services furnished by providers in the community that are 
delivered via telehealth, as applicable;  

d. Coordination amongst partners with a role in furnishing health care services to 
individuals who qualify for pre-release services, including, but not limited to, 
physical and behavioral health community-based providers, and social service 
departments;   

e. Appropriate reentry planning, pre-release case management, and assistance with care 
transitions to the community, including connecting individuals to physical and 
behavioral health providers and their managed care plan (as applicable), and making 
referrals to case management and community supports providers that take place 
throughout the 90-day pre-release period, and providing individuals with covered 
outpatient prescribed medications and over-the-counter drugs (a minimum 30-day 
supply as clinically appropriate) upon release, consistent with approved Medicaid 
state plan coverage authority and policy;  

f. Operational approaches related to implementing certain Medicaid requirements, 
including but not limited to applications, suspensions, notices, fair hearings, 
reasonable promptness for coverage of services, and any other requirements specific 
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to receipt of pre-release services by qualifying individuals under the reentry 
demonstration initiative; 

g. A data exchange process to support the care coordination and transition activities 
described in (d), (e), and (f) of this subsection subject to compliance with applicable 
federal, state, and local laws governing confidentiality, privacy, and security of the 
information that would be disclosed among parties; 

h. Reporting of data requested by the Department of Human Services to support 
program monitoring, evaluation, and oversight; and 

i. A staffing and project management approach for supporting all aspects of the 
facility’s participation in the reentry demonstration initiative, including information 
on qualifications of the providers with whom the correctional facilities will partner 
for the provision of pre-release services. 

5.10. Reentry Demonstration Initiative Implementation Plan.  The state is required to submit a 
Reentry Demonstration Initiative Implementation Plan in alignment with the expectations 
outlined in the State Medicaid Director Letter (#23-003 Opportunities to Test Transition-
Related Strategies to Support Community Reentry and Improve Care Transitions for 
Individuals who are Incarcerated).  As such, the implementation plan will identify for each 
milestone, as well as each associated action, what the state anticipates to be the key 
implementation challenges and the state’s specific plans to address these challenges.  This will 
include any plans to phase in demonstration components over the lifecycle of the 
demonstration.    

a. The state must submit the draft Implementation Plan to CMS no later than 120 
calendar days after approval of the reentry demonstration initiative.  The state must 
submit any required clarifications or revisions to its draft Implementation Plan no 
later than 60 calendar days after receipt of CMS feedback.  The finalized 
Implementation Plan will be incorporated into the STCs as Attachment C titled 
“Reentry Demonstration Initiative Implementation Plan.” 

b. CMS will provide the state with a template to support the development of the 
Implementation Plan. 

5.11. Reentry Demonstration Initiative Reinvestment Plan. To the extent that the reentry 
demonstration initiative covers services that are the responsibility of and were previously 
provided or paid by the correctional facility with custody of qualifying individuals, the state 
must reinvest all new federal dollars, equivalent to the amount of FFP projected to be expended 
for such services, as further defined in the Reentry Demonstration Initiative Reinvestment Plan 
(Attachment D) and subject to CMS approval.  The Reinvestment Plan will define the amount 
of reinvestment required over the term of the demonstration, based on an assessment of the 
amount of projected expenditures for which reinvestment is required pursuant to this STC.  
FFP projected to be expended for new services covered under the reentry demonstration 
initiative, defined as services not previously provided or paid by the correctional facility with 
custody of qualifying individuals prior to the facility’s implementation of the reentry 

https://www.medicaid.gov/sites/default/files/2023-12/smd23003.pdf
https://www.medicaid.gov/sites/default/files/2023-12/smd23003.pdf
https://www.medicaid.gov/sites/default/files/2023-12/smd23003.pdf
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demonstration initiative (including services that are expanded, augmented, or enhanced to meet 
the requirements of the reentry demonstration initiative, with respect to the relevant increase in 
expenditures, as described in Attachment XX the Reentry Demonstration Initiative 
Reinvestment Plan) is not required to be reinvested pursuant to this STC.  

a. Reinvestments in the form of non-federal expenditures totaling the amount of new 
federal dollars, as described above, must be made over the course of the 
demonstration period.  Allowable reinvestments include, but are not limited to: 

i. The state share of funding associated with new services covered under the reentry 
demonstration initiative, as specified in this STC; 

ii. Improved access to behavioral and physical community-based health care services 
and capacity focused on meeting the health care needs and addressing the needs 
of individuals who are incarcerated (including those who are soon-to-be released), 
those who have recently been released, and those who may be at higher risk of 
criminal justice involvement, particularly due to untreated behavioral health 
conditions;  

iii. Improved access to or quality of carceral health care services, including by 
covering new, enhanced, or expanded pre-release services authorized via the 
reentry demonstration initiative opportunity; 

iv. Improved health information technology (IT) and data sharing subject to 
compliance with applicable federal, state, and local laws governing 
confidentiality, privacy, and security of the information that would be disclosed 
among parties; 

v. Increased community-based provider capacity that is particularly attuned to the 
specific needs of, and able to serve, justice-involved individuals or individuals at 
risk of justice involvement; 

vi. Expanded or enhanced community-based services and supports, including 
services and supports to meet the needs of the justice-involved population; and 

vii. Any other investments that aim to support reentry, smooth transitions into the 
community, divert individuals from incarceration or re-incarceration, or better the 
health of the justice-involved population, including investments that are aimed at 
interventions occurring both prior to and following release from incarceration into 
the community. 

b. The reinvestment plan will describe whether privately-owned or -operated carceral 
facilities would receive any of the reinvested funds and, if so, the safeguards the 
state proposes to ensure that such funds are used for the intended purpose and do not 
have the effect of increasing profit or operating margins for privately-owned or -
operated carceral facilities. 

c. Within six months of approval, the state will submit a Reentry Demonstration 
Initiative Reinvestment Plan (Attachment D) for CMS approval that memorializes 
the state’s reinvestment approach.  The Reinvestment Plan will also identify the 
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types of expected reinvestments that will be made over the demonstration period.  
Actual reinvestments will be reported to CMS in Attachment D titled “Reentry 
Demonstration Initiative Reinvestment Plan.” 

5.12. Reentry Demonstration Initiative Planning and Implementation 

a. The Reentry Demonstration Initiative Planning and Implementation Program will 
provide expenditure authority to fund supports needed for Medicaid pre-release 
application and suspension/unsuspension planning and purchase of certified 
electronic health record (EHR) technology to support Medicaid pre-release 
applications. In addition, reentry demonstration initiative planning and 
implementation funds will provide funding over the course of the demonstration to 
support planning and IT investments that will enable implementation of the reentry 
demonstration initiative services covered in a period for up to 90 days immediately 
prior to the expected date of release, and for care coordination to support reentry. 
These investments will support collaboration and planning among the Pennsylvania 
Department of Human Services and Qualified Applicants listed in STC 5.12(d) 
below.  The specific use of this funding will be proposed by the qualified applicant 
submitting the application, as the extent of approved funding will be determined 
according to the needs of the entity. Allowable expenditures are limited to only those 
that support Medicaid-related expenditures and/or demonstration-related 
expenditures (and not other activities or staff in the correctional facility) and must be 
properly cost-allocated to Medicaid. These allowable expenditures may include the 
following:  

i. Technology and IT Services. Expenditures for the purchase of technology 
for Qualified Applicants which are to be used for assisting the reentry 
demonstration initiative population with Medicaid application and 
enrollment for demonstration coverage. This includes the development of 
electronic interfaces for Qualified Applicants listed in STC 5.12(d). to 
communicate with Medicaid IT systems to support Medicaid enrollment and 
suspension/unsuspension and modifications. This also includes support to 
modify and enhance existing IT systems to create and improve data 
exchange and linkages with Qualified Applicants listed in STC 5.12(d), in 
order to support the provision of pre-release services delivered in the period 
up to 90 days immediately prior to the expected date of release and reentry 
planning.  

ii. Hiring of Staff and Training. Expenditures for Qualified Applicants listed 
in STC 5.12(d). to recruit, hire, onboard, and train additional and newly 
assigned staff to assist with the coordination of Medicaid enrollment and 
suspension/unsuspension, as well as the provision of pre-release services in 
a period for up to 90 days immediately prior to the expected date of release 
and for care coordination to support reentry for justice-involved individuals. 
Qualified Applicants may also require training for staff focused on working 
effectively and appropriately with justice-involved individuals.  
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iii. Adoption of Certified Electronic Health Record Technology. 
Expenditures for providers’ purchase or necessary upgrades of certified 
electronic health record (EHR) technology and training for the staff that will 
use the EHR.  

iv. Purchase of Billing Systems. Expenditures for the purchase of billing 
systems for Qualified Applicants.  

v. Development of Protocols and Procedures. Expenditures to support the 
specification of steps to be taken in preparation for and execution of the 
Medicaid enrollment process, suspension/unsuspension process for eligible 
individuals, and provision of care coordination and reentry planning for a 
period for up to 90 days immediately prior to the expected date of release 
for individuals qualifying for reentry demonstration initiative services.  

vi. Additional Activities to Promote Collaboration. Expenditures for 
additional activities that will advance collaboration among the 
Commonwealth of Pennsylvania’s Qualified Applicants in STC 5.12(d). 
This may include conferences and meetings convened with the agencies, 
organizations, and other stakeholders involved in the initiative.  

vii. Planning. Expenditures for planning to focus on developing processes and 
information sharing protocols to: (1) identifying individuals who are 
potentially eligible for Medicaid; (2) assisting with the completion of a 
Medicaid application; (3) submitting the Medicaid application to the county 
social services department or coordinating suspension/unsuspension; (4) 
screening for eligibility for pre-release services and reentry planning in a 
period for up to 90 days immediately prior to the expected date of release; 
(5) delivering necessary services to eligible individuals in a period for up to 
90 days immediately prior to the expected date of release and care 
coordination to support reentry; and (6) establishing on-going oversight and 
monitoring process upon implementation.  

viii. Other activities to support a milieu appropriate for provision of pre-
release services. Expenditures to provide a milieu appropriate for pre-
release services in a period for up to 90 days immediately prior to the 
expected date of release, including accommodations for private space such 
as movable screen walls, desks, and chairs, to conduct assessments and 
interviews within correctional institutions, and support for installation of 
audio-visual equipment or other technology to support provision of pre-
release services delivered via telehealth in a period for up to 90 days 
immediately prior to the expected date of release and care coordination to 
support reentry.  Expenditures may not include building, construction, or 
refurbishment of correctional facilities. 

b. The state may claim FFP in Reentry Demonstration Initiative Planning and 
Implementation Program expenditures for no more than the annual amounts outlined 
in Table 1. In the event that the state does not claim the full amount of FFP for a 
given demonstration year, the unspent amounts will roll over to one or more 
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demonstration years not to exceed this demonstration period and the state may claim 
the remaining amount in a subsequent demonstration year. 

Table 1.  Annual Limits of Total Computable Expenditures for Reentry 
Demonstration Initiative Planning and Implementation Program 

 DY 1 DY 2 DY 3 DY 4 DY 5 
Total 
Computable 
Expenditures 

 
$44,768,868  

  
$44,768,868  

 
 $44,768,868  

  
$14,922,956  

 
 $0    

c. Reentry Demonstration Initiative Planning and Implementation funding will receive 
the applicable administrative match for the expenditure. 

d. Qualified Applicants for the Reentry Demonstration Initiative Planning and 
Implementation Program will include the state Medicaid Agency, correctional 
facilities, other state agencies supporting carceral health, Probation Offices, and 
other entities as relevant to the needs of justice-involved individuals, including 
health care providers, as approved by the state Medicaid agency. 

6. HEALTH-RELATED SOCIAL NEEDS DEMONSTRATION INITIATIVE 

6.1. Health-Related Social Needs (HRSN) Services.  The state may claim FFP for expenditures 
for certain qualifying HRSN services identified in STC 6.2 and Attachment G, subject to the 
restrictions described below.  Expenditures are limited to expenditures for items and services 
not otherwise covered under Title XIX, but consistent with Medicaid demonstration objectives 
that enable the state to continue to increase the efficiency and quality of care.  All HRSN 
interventions must be evidence-based and medically appropriate for the population of focus 
based on clinical and social risk factors.  The state is required to align clinical and health-
related social risk criteria across services and with other relevant, non-Medicaid social support 
agencies, to the extent possible and appropriate.  The HRSN services may not supplant any 
other available funding sources such as housing or nutrition supports available to the 
beneficiary through other local, state, or federal programs.  The HRSN services will be the 
choice of the beneficiary; a beneficiary can opt out of HRSN services anytime; and the HRSN 
services do not absolve the state or its managed care plans, as applicable, of their 
responsibilities to make payment for other covered services.  Under no circumstances will the 
state be permitted to condition Medicaid coverage, or coverage of any benefit or service, on a 
beneficiary’s receipt of HRSN services.  The state must submit additional details on covered 
services as outlined in STC 6.10 (Service Delivery) and Attachment G. 

6.2. Allowable HRSN services. The state may cover the following HRSN services: 

a. Case management services for access to housing (e.g., outreach and education; 
linkages to other state and federal benefit programs, benefit program application 
assistance, and benefit program application fees). 

b. Housing interventions, including: 
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i. Housing supports without room and board, including: 

1. Pre-tenancy navigation services (e.g., finding and securing housing). 
2. One-time transition and moving costs other than rent, to assist with 

identifying, coordinating, securing, or funding one-time necessary 
services and modifications to help a person establish a basic household 
(e.g., security deposit, application and inspection fees, utilities 
activation fees and payment in arrears as necessary to re-establish 
utility service (capped at a total of six months of total arrear and 
prospective payments), movers, relocation expenses, pest eradication, 
pantry stocking (up to 30 days of food), cooking supplies, and the 
purchase of household goods and furniture). Allowable utilities 
include water, garbage, sewage, recycling, gas, electric, internet, and 
phone services. This does not include clothing. 

3. Tenancy and sustaining services (e.g. eviction prevention, tenant rights 
education). 

ii. Utility assistance, capped at six months per demonstration period for total 
prospective/retrospective payments (utility assistance provided as a one-time 
transition service under STC 6.2.b.i.2 is included in this limit), including 
activation expenses and back payments to secure utilities, limited to 
individuals receiving housing supports with or without room and board as 
described in this STC. Allowable utilities include water, garbage, sewage, 
recycling, gas, electric, internet, and phone services. 

iii. Room and board-only supports (also referred to as “rent-only” supports or 
interventions), limited to a clinically appropriate amount of time, including: 

1. First month’s rent as a transitional service. 
2. Short-term rental assistance with room alone or with room and board 

together, without clinical services included in the rental assistance 
payment.  

c. Nutrition interventions (standalone, outside of joint room and board interventions): 

i. Nutrition interventions with provision of food, including: 

1. Home delivered meals or pantry stocking (also referred to as grocery 
provisions), appropriate for the beneficiary’s health condition or status 
as a child or pregnant person. 

2. Medically tailored meals to individuals with nutrition-sensitive 
conditions (e.g., pregnant individuals, individuals with diabetes), as 
specified in STC 6.6. 

6.3. HRSN Intervention Duration and Frequency.  

a. Housing interventions with room and board. 
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i. Housing interventions that are classified as room and board-only support, as 
described in STC 6.2.b.iii, may be covered for a qualifying beneficiary up to 
a combined 6 months per household per demonstration period.  

ii. For this 6-month cap, coverage will be permitted in one or more spans or 
episodes, as long as the total duration remains under the cap for the 
demonstration period.  

b. Nutrition interventions with provision of food. 

i. HRSN nutrition interventions with provision of food (full board, i.e., 3 
meals/day or any other complete nutritional regimen) are limited to a 
duration of 6 months, renewable while the beneficiary continues to meet 
qualifying criteria. 

ii. HRSN nutrition interventions with provision of food are not available to the 
extent that that benefit, together with any other service payments that 
include payment for food made on behalf of the beneficiary, would exceed 
full board for the beneficiary, as the HRSN nutrition benefit or payment 
would be duplicative. For example, medically tailored meal delivery is not 
available for an individual who is receiving short-term rental assistance for a 
stay in a facility that provides 3 meals per day included in the payment to 
the facility, and pantry stocking or nutrition prescriptions are not available 
for an individual who is receiving a full board regimen of medically tailored 
meals. 

c. The state will define other HRSN service duration limitations in Attachment F, 
subject to CMS approval as indicated in STC 6.7. 

6.4. Excluded Services. Excluded items, services, and activities that are not covered as HRSN 
services include, but are not limited to: 

a. Construction (bricks and mortar) except as needed for approved medically necessary 
home modifications specified in STC 6.2; 

b. Capital investments; 

c. Room and board outside of specifically enumerated care or housing transitions or 
beyond 6 months, except as specified in STC 6.2 and 6.3; 

d. Research grants and expenditures not related to monitoring and evaluation; 

e. Services furnished to beneficiaries for which payment is not available under the 
inmate payment exclusion in the matter following the last numbered paragraph of 
section 1905(a) of the Act except case management of HRSN services provided as 
part of an approved reentry demonstration initiative; 

f. Services provided to individuals who are not lawfully present in the United States; 
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g. Expenditures that supplant services and/or activities funded by other local, state 
and/or federal governmental entities; 

h. General workforce activities, not specifically linked to Medicaid or Medicaid 
beneficiaries; and 

i. Any other projects or activities not specifically approved by CMS as qualifying for 
demonstration coverage as a HRSN item or service under this demonstration. 

i. For all HRSN housing interventions with room and board, the following 
setting exclusions apply: Congregate sleeping space, facilities that have 
been temporarily converted to shelters (e.g., gymnasiums or convention 
centers), facilities where sleeping spaces are not available to residents 24 
hours a day, and facilities without private sleeping space. 

6.5. HRSN Infrastructure 

a. The state may claim FFP for expenditures for infrastructure investments to support 
the development and implementation of HRSN services, subject to STC 6.3. This 
FFP will be available for the following activities 

i. Technology – e.g., electronic referral systems, shared data platforms, 
electronic heath record (EHR) modifications or integrations, screening tool 
and/or case management systems, licensing, databases/data warehouses, 
data analytics and reporting, data protections and privacy, and accounting 
and billing systems. 

ii. Development of business or operational practices – e.g., developing policies, 
procedures and workflows, training and technical assistance, and 
administrative activities to support or expand HRSN operations. 

iii. Workforce development – e.g., recruiting and hiring, salary and fringe 
benefits for staff, necessary certifications, cultural competency training, 
trauma-informed training, developing and training staff on new policies and 
procedures, and training materials. 

iv. Outreach, education, and interested parties convening – e.g., design and 
production of outreach and education materials, translation, obtaining 
community input, and interested parties convening and community 
engagement activities. 

b. The state may claim FFP for HRSN infrastructure expenditures for no more than the 
annual amounts outlined in Table 2. In the event that the state does not claim the full 
amount of FFP for a given demonstration year, the unspent amounts will roll over to 
one or more demonstration years, not to exceed this demonstration period and the 
state may claim the remaining amount in a subsequent demonstration year. 

Table 2 Annual Limits of Allowable Total Computable Expenditures for HRSN 
Infrastructure 
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 DY1 DY2 DY3 DY4 DY5 Total 
Total 
Computable 
Expenditures 

 
 $18,200,000  

 
 $31,850,000  

 
 $31,850,000  

 
 $9,100,000  

 
 $0 

 
 $91,000,000   

 

c. Infrastructure expenditures will receive the FFP match for applicable administrative 
costs for the expenditure. 

d. This infrastructure funding is separate and distinct from payments for delivery of 
HRSN services. The state must ensure that HRSN infrastructure expenditures 
described in STC 6.5 are not included in HRSN service payments (including 
capitation payments, as applicable) and that there is no duplication of payments to 
entities providing or administering HRSN service benefits.   

e. The state may not claim any FFP in HRSN infrastructure expenditures until 
Attachment F (HRSN Assessment of Beneficiary Eligibility and Needs, 
Infrastructure Planning, and Provider Qualifications for HRSN Services Protocol) is 
approved, as described in STC 6.9. Once approved, the state can claim FFP in HRSN 
infrastructure expenditures retrospectively to the beginning of when the 
demonstration expenditure authority for HRSN infrastructure was approved. 

f. To the extent the state requests any additional infrastructure funding, or changes to 
its scope as described within this STC, it must submit an amendment to the 
demonstration for CMS’s consideration. 

6.6. Covered Populations. Expenditures for HRSN services may be made for the populations of 
focus specified in Attachment F, consistent with this STC.  To qualify to receive coverage for 
HRSN services, individuals must be Medicaid (or Medicaid demonstration)-eligible and have a 
documented medical/clinical need for the services and the services must be determined 
medically/clinically appropriate, as described STC 6.1, to address the documented need.  
Medical appropriateness must be based on clinical and health-related social risk factors.  This 
determination must be documented in the beneficiary’s care plan or medical record.  
Additional detail, including the clinical and other health related-social needs criteria, is 
outlined in Attachment F.  Attachment G, the HRSN Service Matrix, describes the full list of 
clinical and social risk factors the state anticipates incorporating into Attachment F over the 
course of the demonstration at the time of the demonstration approval of the expenditure 
authority for HRSN services.  While Attachment G reflects the full list of clinical and social 
risk factors the state is authorized to implement, the state is not required to implement all of the 
clinical and social risk factors outlined in Attachment G.  Additionally, the state can later 
include additional clinical and social risk factors in compliance with STC 6.7 and 6.8. 

6.7. Protocol for Assessment of Beneficiary Eligibility and Needs, and Provider Qualifications 
for HRSN Services.  The state must submit, for CMS approval, a Protocol for Assessment of 
Beneficiary Eligibility and Needs, Infrastructure Planning, and Provider Qualifications to CMS 
no later than 90 days after approval of the HRSN expenditure authority.  The protocol must 
include, as appropriate, a list of the HRSN services and service descriptions, the criteria for 
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defining a medically appropriate population of focus for each service, the process by which 
those criteria will be applied including care plan requirements and/or other documented 
processes, and provider qualification criteria for each service.  Any changes to the initial scope 
of clinical and social risk factors reflected in Attachment G must be effectuated through the 
process indicated in STC 6.8.  The state must resubmit a revised protocol if required by CMS 
feedback on the initial submission.  The state may not claim FFP for HRSN services until CMS 
approves the initial protocol.  Once the initial protocol is approved, the state can claim FFP in 
expenditures for HRSN services retrospectively to the date of approval of the expenditure 
authority for HRSN services.  The approved protocol will be appended to the STCs as 
Attachment F. 
 
If the state adds new HRSN services beyond those specified in STC 6.2 through a 
demonstration amendment, the state must also submit revisions to the Protocol to CMS no later 
than 90 days after the approval of the amendment to the demonstration. The Protocol revisions 
must include a list of the new services and service descriptions provided through all delivery 
systems applicable, the criteria for defining a medically appropriate population of focus for 
each new service, the process by which those criteria will be applied including service plan 
requirements and/or other documented processes, and provider qualification criteria for each 
new service. This revised protocol must comply with applicable STCs. 
 
Specifically, the protocol must include the following information: 

a. A list of the covered HRSN services (not to exceed those allowed under STC 6.2), 
with associated service descriptions and service-specific provider qualification 
requirements. 

b. A description of the process for identifying beneficiaries with health-related social 
needs, including outlining beneficiary qualifications, implementation settings, 
screening tool selection, and rescreening approach and frequency, as applicable. 

c. A description of the process by which clinical criteria will be applied, including a 
description of the documented process wherein a provider, using their professional 
judgment, may determine the service to be medically appropriate. 

i. Plan to identify medical appropriateness based on clinical and social risk 
factors. 

ii. Plan to publicly maintain these clinical and social risk criteria to ensure 
transparency for beneficiaries and other interested parties. 

d. A description of the process for developing care plans based on assessment of need.  

i. Plan to initiate care plans and closed-loop referrals to social services and 
community providers based on the outcomes of screening. 

ii. Description of how the state will ensure that HRSN screening and service 
delivery are provided to beneficiaries in ways that are culturally responsive 
and/or trauma informed, as appropriate.  
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e. A plan to avoid duplication/displacement of existing food assistance/nutrition 
services, including how the state will prioritize and wrap around Supplemental 
Nutrition Assistance Program (SNAP) and/or Women Infants and Children (WIC) 
enrollment, appropriately adjust HRSN demonstration initiative benefits for 
individuals also receiving SNAP and/or WIC services, and ensure eligible 
beneficiaries are enrolled to receive SNAP and/or WIC services. 

f. An affirmation that the state agrees to meet the enhanced monitoring and evaluation 
requirements stipulated in STCs 10.5.b and 11.6, which require the state to monitor 
and evaluate how the renewals of recurring nutrition services under STC 6.3.b affect 
care utilization and beneficiary physical and mental health outcomes, as well as the 
cost of providing such services. As required in STCs 10.5.b and 11.6, the Monitoring 
Protocol and Evaluation Design are subject to CMS approval. 

6.8. Updates to the Protocol for Assessment of Beneficiary Eligibility and Needs and Provider 
Qualifications for HRSN Services: 

a. The state may choose to cover a subset of the HRSN services and/or beneficiary 
qualifying criteria specified in Attachments F and G. Certain changes to the state’s 
service offerings and qualifying criteria, within what CMS has approved in 
Attachment G, do not require additional CMS approval. The state must follow the 
following process to notify CMS of any such HRSN service or qualifying criteria 
change in Attachment F by the following process: 

i. The state must follow the same beneficiary notification procedures as apply 
in the case of changes to coverage and/or beneficiary service qualification 
criteria for state plan services, including with respect to beneficiaries who 
currently qualify for and/or are receiving services who may receive a lesser 
amount, duration, or scope of coverage as a result of the changes. 

ii. The state must provide public notice.  

iii. The state must submit a letter to CMS no less than 30 days prior to 
implementation describing the changes, which will be incorporated in the 
demonstration’s administrative record.  

b. In addition to the requirements in STC 6.8.a. above, if the state seeks to implement 
additional clinical and/or social risk factors than what are included in approved 
Attachment G, the state must follow the process below to update the protocol: 

i. The state must provide a budget neutrality analysis demonstrating the state’s 
expected cost for the additional population(s). The state may only add 
additional clinical and/or social risk factors through the protocol process 
described in this STC if CMS determines the criteria are allowable and 
doing so would not require an increase to the amount of the state’s HRSN 
expenditure authority in Table 8.   

ii. The state must receive CMS approval for the updated protocol prior to 
implementation of changes under this STC 6.8.b.  
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iii. The state is limited to submitting to CMS one update to its protocol per 
demonstration year as part of this process outlined in this STC 6.8.b.  This 
restriction is not applicable to the process and scope of changes outlined in 
STC 6.8.a. 

6.9. HRSN Infrastructure Protocol.  The state must submit, for CMS approval, an HRSN 
Infrastructure Protocol to CMS no later than 90 days after approval of the expenditure 
authority for HRSN infrastructure expenditures. The protocol must include the state’s proposed 
uses of HRSN infrastructure funds. The state must resubmit the revised protocol as may be 
required by CMS feedback on the initial submission. The protocol may be updated as details 
are changed or added. The state may not claim FFP for HRSN infrastructure expenditures until 
CMS approves the protocol. Once the protocol is approved, the state can claim FFP in HRSN 
infrastructure expenditures retrospectively to the date of approval of the expenditure authority 
for HRSN infrastructure. The approved protocol will be appended to the STCs as Attachment 
F. If the state adds new HRSN services through a demonstration amendment, the state must 
submit revisions to the Protocol to CMS no later than 90 days after approval, if required based 
on changes to expenditures for HRSN infrastructure to support the newly added HRSN 
services. The revisions must include a list of proposed uses of HRSN infrastructure funds, if 
different than previously submitted. Specifically, the protocol(s) must include the following 
information: Proposed uses of HRSN infrastructure expenditures, including the type of entities 
to receive funding, the intended purpose of the funding, the projected expenditure amounts, 
and an implementation timeline. 

6.10. Service Delivery.  HRSN services will be delivered through the fee-for-service (FFS) delivery 
system. 

a. HRSN services will be paid on a FFS basis when those HRSN services are provided 
to beneficiaries through the Medicaid FFS. 

b. In accordance with STC 6.1, CMS expects the state to have appropriate claims data 
associated with each HRSN service. This is necessary to ensure appropriate fiscal 
oversight for HRSN services as well as monitoring and evaluation. This is also 
critical to ensure appropriate documentation for claims payment. Therefore, CMS 
requires that, for HRSN services delivered in a FFS delivery system, the state must 
clearly document the name and definition of each HRSN service as well as the 
coding used on claims data. For example, the state must note specific Healthcare 
Common Procedure Coding System (HCPCS) or Current Procedural Terminology 
codes that identify each HRSN service. CMS will also consider this documentation 
necessary for approval of any rate methodologies per STC 6.15. The state must 
monitor and provide narrative updates through its Quarterly and Annual Monitoring 
Reports on the delivery of HRSN services through FFS. 

6.11. Phased in Implementation of HRSN Services.  As further discussed in the state’s 
Implementation Plan as required in STC 6.19, the state will phase in HRSN service(s) 
beginning in DY 2, and will phase in regionally based on state-determined readiness criteria. 
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6.12. Compliance with Federal Requirements.  The state shall ensure HRSN services are delivered 
in accordance with all applicable federal statutes and regulation. 

6.13. Person Centered Plan.  The state shall ensure there is a person-centered service plan for each 
beneficiary receiving HRSN services that is person-centered, identifies the beneficiary’s needs 
and individualized strategies and interventions for meeting those needs, and developed in 
consultation with the beneficiary and the beneficiary’s chosen support network, as appropriate.  
The service plan must be reviewed and revised as appropriate at least every 12 months, when 
the beneficiary’s circumstances or needs change significantly, or at the beneficiary’s request. 

6.14. Conflict of Interest. The state shall ensure appropriate protections against conflicts of interest 
in HRSN service planning and delivery, including by ensuring that appropriate separation of 
service planning and service provision functions is incorporated into the state’s conflict of 
interest policies. 

6.15. HRSN Rate Methodologies. For FFS payment methodologies and/or rates, the state must 
comply with the payment rate-setting requirements in 42 CFR Part 447, as though a state plan 
amendment were required, to establish any payment rate and/or methodology for HRSN 
services as approved under demonstration expenditure authority 3. The state must conduct 
state-level public notice under 42 CFR 447.205 prior to the implementation of the applicable 
FFS payment rates or methodologies for HRSN and maintain documentation of these FFP 
payment rates or methodologies on its website described in 42 CFR 447.203. The state may 
receive FFP for HRSN service expenditures authorized under this demonstration upon 
implementation of the FFS payment rates and/or methodologies for which it has conducted 
prior public notice and may begin claiming for this FFP (for dates of service no earlier than the 
effective date of approval for the relevant expenditure authority) no earlier than the date of 
submission of the payment rates and/or methodology to CMS for approval. However, any FFS 
payments to providers or claims for FFP prior to CMS approval of the payment rate or 
methodology must be reconciled to the ultimately approved FFS payment rate and/or 
methodology within one year of CMS’s approval.  All requirements for timely filing of claims 
for FFP continue to apply. 
 
For managed care payments and rates (including capitation rates, non-risk payments, and state 
directed payments), the state must comply with all federal requirements, including those in 42 
CFR Part 438 and these STCs.  As applicable, the state must also notify CMS at least 60 days 
prior to intended implementation if it intends to direct its managed care plans on how to pay for 
HRSN services (i.e., state directed payments). 
 
All rates/payment methodologies for HRSN services, for both FFS and managed care delivery 
systems, must be submitted to CMS for review and approval, including but not limited to fee-
for-service payments as well as managed care capitation rates, any state directed payments that 
require prior written approval, and non-risk payments, as outlined in the STCs.  For all 
payment methodologies and/or rates, for both FFS and managed care delivery systems, in 
addition to submitting the payment rates and/or methodology, the state must also submit all 
supporting documentation requested by CMS, including but not limited to how the rates and/or 
methodology were developed, state responses to any public comments on the rates and/or 
methodology (when applicable), and information about Medicaid non-federal share financing.  
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6.16. Maintenance of Effort (MOE). The state must maintain a baseline level of state funding for 
ongoing social services related to housing and housing transition supports and nutrition 
supports for the duration of the demonstration, not including one-time or non-recurring 
funding. Within 90 days of demonstration approval, the state will submit a plan to CMS as part 
of the HRSN Implementation Plan required by STC 6.19 that specifies how the state will 
determine baseline spending on these services throughout the state.  The annual MOE will be 
reported and monitored as part of the Annual Monitoring Report described in STC 10.5, with 
any justifications, including declines in available state resources, necessary to describe the 
findings, if the level of state funding is less than the comparable amount of the pre-
demonstration baseline.  

6.17. Partnerships with State and Local Entities. To ensure that expenditures for HRSN services 
under this demonstration do not supplant any other available funding sources available to the 
beneficiary through other local, state, or federal programs, the state must have in place 
partnerships with other state and local entities (e.g., HUD Continuum of Care Program, local 
housing authorities) to assist beneficiaries in obtaining non-Medicaid funded housing supports, 
if available, upon the conclusion of temporary demonstration payment for such supports, in 
alignment with beneficiary needs identified in the beneficiary’s care plan, as appropriate.  The 
state will submit a plan to CMS as part of the HRSN Implementation Plan that outlines how it 
will put into place the necessary arrangements with other state and local entities and also work 
with those entities to assist beneficiaries in obtaining available non-Medicaid funded housing 
and/or nutrition supports upon conclusion of temporary Medicaid payment as stated above.  
The plan must provide a timeline for the activities outlined.  As part of the Monitoring Reports 
described in STC 10.5, the state will provide the status of the state’s fulfillment of its plan and 
progress relative to the timeline, and whether and to what extent the non-Medicaid funded 
supports are being accessed by beneficiaries as planned.  Once the state’s plan is fully 
implemented, the state may conclude its status updates in the Monitoring Reports. 

6.18. Provider Payment Rate Increase.  As a condition of approval of the HRSN services 
expenditure authority, the state must comply with the provider rate increase requirements in 
Section 7 of these STCs. 

6.19. HRSN Implementation Plan 

a. The state is required to submit a HRSN Implementation Plan that will elaborate upon 
and further specify requirements for the provision of HRSN services and will be 
expected to provide additional details not captured in the STCs regarding 
implementation of demonstration policies that are outlined in the STCs. The state 
must submit the MOE information required by STC 6.16 no later than 90 calendar 
days after approval of demonstration expenditure authority for HRSN services. All 
other Implementation Plan requirements outlined in this STC must be submitted no 
later than 9 months after the approval of demonstration expenditure authority for 
HRSN services. The Implementation Plan shall be submitted to CMS but does not 
require CMS approval. CMS will ensure it is complete and contains sufficient detail 
for purposes of on-going monitoring.  The state may update the implementation plan 
as initiatives are changed or added, with notification to CMS.  The Implementation 
Plan will be appended as Attachment E. 
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b. At a minimum, the Implementation Plan must provide a description of the state’s 
strategic approach to implementing the policy, including timelines for meeting 
critical implementation stages or milestones, as applicable, to support successful 
implementation.  The Implementation Plan does not need to repeat any information 
submitted to CMS under the Protocol for Assessment of Beneficiary Eligibility and 
Needs, Infrastructure Planning, and Provider Qualifications for HRSN services 
(Attachment F); however, as applicable, the information provided in the two 
deliverables must be aligned and consistent. 

c. The Implementation Plan must include information on, but not limited to, the 
following: 

i. A plan for establishing and/or improving data sharing and partnerships with 
an array of health system and social services interested parties to the extent 
those entities are vital to provide needed administrative and HRSN-related 
data on screenings, referrals, and provision of services, which are critical for 
understanding program implementation and conducting demonstration 
monitoring and evaluation; 

ii. Information about key partnerships related to HRSN service delivery, 
including plans for capacity building for community partners and for 
soliciting and incorporating input from impacted groups (e.g., community 
partners, health care delivery system partners, and beneficiaries); 

iii. Plans for changes to IT infrastructure that will support HRSN-related data 
exchange, including development and implementation of data systems 
necessary to support program implementation, monitoring, and evaluation. 
These existing or new data systems should, at a minimum, collect data on 
beneficiary characteristics, qualification and consent to receive HRSN 
services, screening, referrals, and service provision;  

iv. A plan for tracking and improving the share of demonstration beneficiaries 
in the state who are eligible and enrolled in SNAP, the Special Supplemental 
Nutrition Program for Women, Infants and Children (WIC), Temporary 
Assistance for Needy Families (TANF), and/or federal, state, and local 
housing and/or other nutrition assistance programs, relative to the number of 
total eligible demonstration beneficiaries in the state (including those who 
are eligible but unenrolled); 

v. An implementation timeline and considerations for demonstration 
evaluation that may be impacted by the timeline (e.g., in the case of a 
phased rollout of HRSN services), to facilitate robust evaluation designs;  

vi. Information as required per STC 6.16 (MOE); and 

vii. Information as required per STC 6.17 (Partnerships with State and Local 
Entities). 
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7. PROVIDER RATE REQUIREMENTS 

7.1. The provider payment rate increase requirements described hereafter are a condition for 
the HRSN expenditure authorities, as referenced in expenditure authorities 3 and 4. 

7.2. As a condition of approval and ongoing provision of FFP for the HRSN expenditures over 
this demonstration period of performance, DY 1 through DY 5, the state will in 
accordance with these STCs increase and (at least) subsequently sustain Medicaid fee-for-
service provider base rates, and require any relevant Medicaid managed care plan to 
increase and (at least) subsequently sustain network provider payment rates, by at least 
two percentage points in the ratio of Medicaid to Medicare provider rates for one of the 
service categories that comprise the state’s definition of primary care, behavioral health 
care, or obstetric care, as relevant, if the average Medicaid to Medicare provider payment 
rate ratio for a representative sample of these services for any of these three categories of 
services is below 80 percent. If the average Medicaid to Medicare provider payment rate 
ratio for a representative sample of these services for any of these three categories of 
services is below 80 percent for only the state’s Medicaid fee-for-service program or only 
Medicaid managed care, the state shall only be required to increase provider payments for 
the delivery system for which the ratio is below 80 percent. If the state’s average Medicaid 
rates already equal or exceed 80 percent of Medicare in any of these three categories for 
either FFS or managed care, then the state is not subject to a provider rate increase 
requirement in that service category and delivery system, but the state must at least sustain 
rates for such categories at existing levels for the remainder of the demonstration period. 

7.3. The state may not decrease provider payment rates for other Medicaid or demonstration 
covered services to make state funds available to finance provider rate increases required 
under this STC (i.e., cost-shifting). 

7.4. The state will, for the purpose of complying with these requirements to derive the 
Medicaid to Medicare provider payment rate ratio and to apply the rate increases as may 
be required under this section, identify the applicable service codes and provider types for 
each of the primary care, behavioral health, and obstetric care services, as relevant, in a 
manner consistent with other state and federal Medicaid program requirements, except 
that inpatient behavioral health services may be excluded from the state’s definition of 
behavioral health care services. 

7.5. No later than 90 days of the demonstration effective date, and if the state makes FFS 
payments, the state must establish and report to CMS the state’s average Medicaid to 
Medicare FFS provider rate ratio for each of the three service categories – primary care, 
behavioral health and obstetric care, using either of the methodologies below: 

a. Provide to CMS the average Medicaid to Medicare provider rate ratios for each of 
the three categories of services as these ratios are calculated for the state and the 
service category as noted in the following sources: 
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i. For primary care and obstetric care services in Zuckerman, et al. 2021. 
"Medicaid Physician Fees Remained Substantially Below Fees Paid by 
Medicare in 2019." Health Affairs 40(2): 343–348 (Exhibit 3); AND 

ii. For behavioral health services (the category called, ‘Psychotherapy’ in 
Clemans-Cope, et al. 2022. "Medicaid Professional Fees for Treatment of 
Opioid Use Disorder Varied Widely Across States and Were Substantially 
Below Fees Paid by Medicare in 2021." Substance Abuse Treatment, 
Prevention, and Policy (2022) 17:49 (Table 3)); OR   

b. Provide to CMS for approval for any of the three services categories the average 
ratio, as well as the code sets, code level Medicaid utilization, Medicaid and 
Medicare rates, and other data used to calculate the ratio, and the methodology for 
the calculation of the ratio under this alternative approach as specified below: 

i. Service codes must be representative of each service category as defined in 
STC 7.4. 

ii. Medicaid and Medicare data must be from the same year and not older than 
2019. 

iii. The state’s methodology for selecting the year of data, determining Medicaid 
code-level utilization, the service codes within the category, geographic rate 
differentials for Medicaid and/or Medicare services and their incorporation 
into the determination of the category average rate, the selection of the same 
or similar Medicare service codes for comparison, and the timeframes of data 
and how alignment is ensured should be comprehensively discussed in the 
methodology as provided to CMS for approval.   

7.6. To establish the state’s ratio for each service category identified in STC 7.4 as it pertains 
to managed care plans’ provider payment rates in the state, the state must provide to CMS 
either: 

a. The average fee-for-service ratio as provided in STC 7.5(a), if the state and CMS 
determine it to be a reasonable and appropriate estimate of, or proxy for, the average 
provider rates paid by managed care plans (e.g., where managed care plans in the 
State pay providers based on state plan fee-for-service payment rate schedules); or 

b. The data and methodology for any or all of the service categories as provided in STC 
7.5(b) using Medicaid managed care provider payment rate and utilization data. 

7.7. In determining the ratios required under STC 7.5 and 7.6, the state may not incorporate 
FFS supplemental payments that the state made or plans through December 31, 2029, to 
make to providers, or Medicaid managed care pass-through payments in accordance with 
42 CFR § 438.6(a) and 438.6(d).   

7.8. If the state is required to increase provider payment rates for managed care plans per STC 
7.2. and 7.6, the state must: 
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a. Comply with the requirements for state directed payments in accordance with 42 
CFR 438.6(c), as applicable; and   

b. Ensure that the entirety of a two-percentage point increase applied to the provider 
payments rates in the service category whose Medicaid to Medicare average 
payment rate ratio is below 80 percent is paid to providers, and none of such 
payment rate increase is retained by managed care plans. 

7.9. For the entirety of DY 3 through DY 5, the provider payment rate increase for each 
service in a service category and delivery system for which the average ratio is less than 
80 percent will be an amount necessary so that the Medicaid to Medicare ratio increases 
by two percentage points over the highest rate for each service in DY 1, and such rate will 
be in effect on the first day of DY 3.  A required payment rate increase shall apply to all 
services in a service category as defined under STC 7.4. 

7.10. If the state uses a managed care delivery system for any of the service categories defined 
in STC 7.4, for the beginning of the first rating period as defined in 42 CFR 438.2(a) that 
starts in each demonstration year from DY 3 through DY 5, the managed care plans’ 
provider payment rate increase for each service in the affected categories will be no lower 
than the highest rate in DY 1 plus an amount necessary so that the Medicaid to Medicare 
ratio for that service increases by two percentage points. The payment increase shall apply 
to all services in a service category as defined under STC 7.4. 

7.11. If the state has a biennial legislative session that requires provider payment rate approval 
and the timing of that session precludes the state from implementing a required payment 
rate increase by the first day of DY 3 (or, as applicable, the first day of the first rating 
period that starts in DY 3), the state will provide an alternative effective date and rationale 
for CMS review and approval. 

7.12. Pennsylvania will provide the information to document the payment rate ratio required 
under STC 7.5 and 7.6, via submission to the Performance Metrics Database and 
Analytics (PMDA) portal for CMS review and approval.  

7.13. For demonstration years following the first year of provider payment rate increases, if any, 
Pennsylvania will provide an annual attestation within the State’s annual demonstration 
monitoring report that the provider payment rate increases subject to these STCs were at 
least sustained from, if not higher than, in the previous year.   

7.14. No later than 90 days following the demonstration effective date, the state will provide to 
CMS the following information and Attestation Table signed by the State Medicaid 
Director, or by the Director’s Chief Financial Officer (or equivalent position), to PMDA, 
along with a description of the state’s methodology and the state’s supporting data for 
establishing ratios for each of the three service categories in accordance with STCs 7.5 
and 7.6 for CMS review and approval, at which time the Attestation Table will be 
appended to the STCs as Attachment J.  

Table 3. Pennsylvania HRSN-Related Provider Payment Increase Assessment – Attestation 
Table.  
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The reported data and attestations pertain to HRSN related provider payment 
increase requirements for the demonstration period of performance DY 1 through 
DY 5.  

Category of 
Service 

Medicaid Fee-for-
Service to 

Medicare Fee-for-
Service ratio 

Medicaid 
Managed Care to 
Medicare Fee-for-

Service Ratio 
Primary Care 
Services 

[insert percent, or 
N/A if state does 
not make Medicaid 
fee-for-service 
payments] 

[insert percent, or 
N/A if state does 
not utilize a 
Medicaid managed 
care delivery 
system for 
applicable covered 
service categories] 

[insert approach, 
either ratio derived 
under STC 7.5(a) or 
STC 7.5(b)] 

[insert approach, 
either ratio derived 
under STC 7.6(a) or 
STC 7.6(b), insert 
data source and 
time period (e.g., 
applicable 12-
month rating 
period) for each of 
Medicaid and 
Medicare to derive 
the ratio] 

Obstetric Care 
Services 

[insert percent, or 
N/A if state does 
not make Medicaid 
fee-for-service 
payments] 

[insert percent, or 
N/A if state does 
not utilize a 
Medicaid managed 
care delivery 
system for 
applicable covered 
service categories] 

[insert approach, 
either ratio derived 
under STC 7.5(a) or 
STC 7.5(b)] 

[insert approach, 
either ratio derived 
under STC 7.6(a) or 
STC 7.6(b) insert 
data source and 
time period (e.g., 
applicable 12-
month rating 
period) for each of 
Medicaid and 
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Medicare to derive 
the ratio] 

Behavioral Health 
Care Services 

[insert percent, or 
N/A if state does 
not make Medicaid 
fee-for-service 
payments] 

[insert percent, or 
N/A if state does 
not utilize a 
Medicaid managed 
care delivery 
system for 
applicable covered 
service categories] 

[insert approach, 
either ratio derived 
under STC 7.5(a) or 
STC 7.5(b)] 

[insert approach, 
either ratio derived 
under STC 7.6(a) or 
STC 7.6(b) insert 
data source and 
time period (e.g., 
applicable 12-
month rating 
period) for each of 
Medicaid and 
Medicare to derive 
the ratio] 

In accordance with STCs 7.1 through 7.12, including that the Medicaid provider 
payment rates used to establish the ratios do not reflect fee-for-service supplemental 
payments or Medicaid managed care pass-through payments under 42 CFR 438.6(a) 
and 438.6(d), I attest that at least a two percentage point payment rate increase will 
be applied to each of the services in the service category in each delivery system, as 
applicable to the state’s Medicaid or demonstration service delivery model, if for that 
delivery system the ratio is both the lowest ratio among the three and below 80 
percent.  Such provider payment increases for each service will be effective 
beginning on January 1, 2027, and will not be lower than the highest rate for that 
service code in DY 1 plus a two-percentage point increase relative to the rate for the 
same or similar Medicare billing code through at least December 30, 2029. 
 
For the purpose of deriving the Medicaid to Medicare provider payment rate ratio, 
and to apply the rate increase as may be required under a fee-for-service delivery 
system or under managed care delivery system, as applicable, the state agrees to 
define primary care, behavioral health and obstetric care, and to identify applicable 
service codes and providers types for each of these service categories in a manner 
consistent with other state and federal Medicaid program requirements, except that 
inpatient behavioral health services may be excluded from the state’s definition.   
 
The services that comprise each service category to which the rate increase must be 
applied will include all service codes that fit under the state’s definition of the 
category, except the behavioral health codes do not have to include inpatient care 
services.    
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For provider payment rates paid under managed care delivery system, the data and 
methodology for any one of the service categories as provided in STC 7.6(b) will be 
based on Medicaid managed care provider payment rate and utilization data.   
 
[Select the applicable effective date, must check either a. or b. below]   
☐a. The effective date of the rate increases is the first day of DY 3 January 1, 2027 
and will be at least sustained, if not higher, through DY 5 December 30, 2029. 
☐b. Pennsylvania has a biennial legislative session that requires provider payment 
approval, and the timing of that session precludes the state from implementing the 
payment increase on the first day of DY 3 January 1, 2027. Pennsylvania will 
effectuate the rate increases no later than the CMS approved date of January 1, 2027, 
and will sustain these rates, if not made higher, through DY 5 December 30, 2029.   
Pennsylvania [insert does or does not] make Medicaid state plan fee-for-service 
payments for the following categories of service for at least some populations: 
primary care, behavioral health, and / or obstetric care. 
 
For any such payments, as necessary to comply with the HRSN STCs, I agree to 
submit by no later than [insert date] for CMS review and approval the Medicaid state 
plan fee-for-service payment increase methodology, including the Medicaid code set 
to which the payment rate increases are to be applied, code level Medicaid 
utilization, Medicaid and Medicare rates for the same or similar Medicare billing 
codes, and other data used to calculate the ratio, and the methodology, as well as 
other documents and supporting information (e.g., state responses to Medicaid 
financing questions) as required by applicable statutes, regulations and CMS policy, 
through the submission of a new state plan amendment, following the normal SPA 
process including publishing timely tribal and public notice and submitting to CMS 
all required SPA forms (e.g., SPA transmittal letter, CMS-179, Attachment 4.19-B 
pages from the state), by no later than [insert date]. 
 
Pennsylvania [insert does or does not] include the following service categories 
within a Medicaid managed care delivery system for which the managed care plans 
make payments to applicable providers for at least some populations: primary care, 
behavioral health, and or obstetric care. 
 
For any such payments, as necessary to comply with the HRSN STCs, I agree to 
submit the Medicaid managed care plans’ provider payment increase methodology, 
including the information listed in STC 7.7 through the state directed payments 
submission process and in accordance with 42 CFR 438.6(c), as applicable, by no 
later than [insert date]. 
If the state utilizes a managed care delivery system for the applicable service 
categories, then in accordance with STC 7.8, I attest that necessary arrangements 
will be made to assure that 100 percent of the two-percentage point managed care 
plans’ provider payment increase will be paid to the providers of those service 
categories and none of this payment rate increase is retained by the managed care 
plans. 
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Pennsylvania further agrees not to decrease provider payment rates for other 
Medicaid- or demonstration-covered services to make state funds available to 
finance provider rate increases required under this STC Section 7. 
I, [insert name of SMD or CFO (or equivalent position)] [insert title], attest that the 
above information is complete and accurate.  
[Provide signature]____________________________ [Provide date]                 
[Provide printed name of signatory]   

8. Cost Sharing 

8.1. The demonstration will not include cost-sharing for any demonstration services.  The 
demonstration will make no changes to other Health Insurance Premium Payment Program 
(HIPP) benefits and cost sharing. 

9. Delivery System 

9.1. The services provided under Keystones of Health will be in addition to the services provided 
through the Medicaid state plan.  All demonstration beneficiaries will continue to receive 
services through the same delivery system arrangements as currently authorized in the state. 
Services approved through this demonstration will be delivered through the FFS delivery 
system.   

10. Monitoring and Reporting Requirements 

10.1. Deferral for failure to Submit Timely Demonstration Deliverables.  CMS may issue 
deferrals in the amount of $5,000,000 (federal share) when items required by these STCs (e.g., 
required data elements, analyses, reports, design documents, presentations, and other items 
specified in these STCs (hereafter singly or collectively referred to as “deliverable(s)”)) are not 
submitted timely to CMS or found to not be consistent with the requirements approved by 
CMS.  A deferral shall not exceed the value of the federal amount for the demonstration 
period.  The state does not relinquish its rights provided under 42 CFR part 430 subpart C to 
challenge any CMS finding that the state materially failed to comply with the terms of this 
agreement. 

The following process will be used: 1) 30-days after the deliverable was due if the state has not 
submitted a written request to CMS for approval of an extension as described in subsection 
10.1.b. below; or 2) 30-days after CMS has notified the state in writing that the deliverable was 
not accepted for being inconsistent with the requirements of this agreement and the information 
needed to bring the deliverable into alignment with CMS requirements. 

a. CMS will issue a written notification to the state providing advance notification of a 
pending deferral for late or non-compliant submission of required deliverable(s). 

b. For each deliverable, the state may submit to CMS a written request for any 
extension to submit the required deliverable that includes a supporting rationale for 
the cause(s) of the delay and the state’s anticipated date of submission.  Should CMS 
agree to the state’s request, a corresponding extension of the deferral process will be 
provided.  CMS may agree to a corrective action plan submitted by the state as an 
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interim step before applying the deferral, if the state proposes a corrective action 
plan in the state’s written extension request. 

c. If CMS agrees to an interim corrective plan in accordance with subsection(b) above, 
and the state fails to comply with the corrective action plan or, despite the corrective 
action plan, still fails to submit the overdue deliverable(s) with all required contents 
in satisfaction of terms of this agreement, CMS may proceed with the issuance of a 
deferral against the next Quarterly Statement of Expenditures reported in Medicaid 
Budget and Expenditure System/State Children’s Health Insurance Program Budget 
and Expenditures System (MBES/CBES) following a written deferral notification to 
the state. 

d. If the CMS deferral process has been initiated for state non-compliance with the 
terms of this agreement with respect to required deliverable(s), and the state submits 
the overdue deliverable(s), and such deliverable(s) are accepted by CMS as meeting 
the requirements specified in these STCs, the deferral(s) will be released. 

As the purpose of the Section 1115 demonstration is to test new methods of 
operation or service delivery, a state’s failure to submit all required reports, 
evaluations and other deliverables will be considered by CMS in reviewing any for 
an extension, amendment, or for a new demonstration. 

10.2. Submission of Post-Approval Deliverables.  The state must submit all deliverables as 
stipulated by CMS and within the timeframes outlined within these STCs, unless CMS and the 
state mutually agree to another timeline. 

10.3. Compliance with Federal Systems Updates.  As federal systems continue to evolve and 
incorporate additional section 1115 demonstration reporting and analytics functions, the state 
will work with CMS to: 

a. Revise the reporting templates and submission processes to accommodate timely 
compliance with the requirements of the new system. 

b. Ensure all section 1115 demonstration, Transformed Medicaid Statistical 
Information System (T-MSIS), and other data elements that have been agreed to for 
reporting and analytics are provided by the state; and 

c. Submit deliverables to the appropriate system as directed by CMS. 

10.4. Monitoring Protocol. The state must submit to CMS a Monitoring Protocol no later than 150 
calendar days after the approval of the demonstration.  The state must submit a revised 
Monitoring Protocol within 60 calendar days after receipt of CMS’s comments.  Once 
approved, the Monitoring Protocol will be incorporated in the STCs as Attachment K.  In 
addition, the state must submit an updated or a separate Monitoring Protocol for any 
amendments to the demonstration no later than 150 calendar days after the approval of the 
demonstration.  Such amendment Monitoring Protocols are subject to the same requirement of 
revisions and CMS approval, as described above.  
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At a minimum, the Monitoring Protocol must affirm the state’s commitment to conduct 
Quarterly and Annual Monitoring Reports in accordance with CMS’s guidance and technical 
assistance and using CMS-provided reporting templates, as applicable and relevant for 
different policies.  Any proposed deviations from CMS’s guidance should be documented in 
the Monitoring Protocol.  The Monitoring Protocol must describe the quantitative and 
qualitative elements on which the state will report through Quarterly and Annual Monitoring 
Reports.  For the overall demonstration as well as specific policies where CMS provides states 
with a suite of quantitative monitoring metrics (e.g., those described under the performance 
metrics section in STC 10.5), the state is required to calculate and report such metrics 
leveraging the technical specifications provided by CMS, as applicable.  The Monitoring 
Protocol must specify the methods of data collection and timeframes for reporting on the 
demonstration’s progress as part of the Quarterly and Annual Monitoring Reports.  In 
alignment with CMS guidance, the Monitoring Protocol must additionally specify the state’s 
plans and timeline on reporting metrics data stratified by key demographic subpopulations of 
interest (e.g., by sex, age, race/ethnicity, primary language, disability status, and geography) 
and demonstration component. 

For the HRSN services and the reentry initiative authorized through this demonstration, the 
Monitoring Protocol requires specifying a selection of quality of care and health outcomes 
metrics and population stratifications based on CMS’s upcoming guidance on the Disparities 
Sensitive Measure Set, and outlining the corresponding data sources and reporting timelines, as 
applicable to the demonstration initiatives and populations.  This set of measures consists of 
metrics known to be important for addressing disparities in Medicaid/CHIP (e.g., the National 
Quality Forum (NQF) “disparities-sensitive” measures) and prioritizes key outcome measures 
and their clinical and non-clinical (i.e., social) drivers.  The Monitoring Protocol must also 
outline the state’s planned approaches and parameters to track implementation progress and 
performance relative to the goals and milestones, as provided in the HRSN Infrastructure 
Protocol and Implementation Plan. 

The state will also be expected to set up its HRSN service delivery system to allow screening 
of beneficiaries for identified needs, and to develop an appropriate closed-loop referral system 
or other feedback loop to ensure beneficiaries receive service referrals and provisions, and 
provide any applicable update on this process via the Monitoring Reports, in alignment with 
information provided in the Monitoring Protocol.  

In addition, the state must describe in the Monitoring Protocol methods and the timeline to 
collect and analyze relevant non-Medicaid administrative data to help calculate applicable 
monitoring metrics.  These sources may include but are not limited to data related to carceral 
status, Medicaid eligibility, and the health care needs of individuals who are incarcerated and 
returning to the community.  Across data sources, the state must make efforts to consult with 
relevant non-Medicaid agencies to collect and use data in ways that support analyses of data on 
demonstration beneficiaries and subgroups of beneficiaries, in accordance with all applicable 
requirements concerning privacy and the protection of personal information. 

For the qualitative elements (e.g., operational updates as described in STC 10.5(a) below), 
CMS will provide the state with guidance on narrative and descriptive information, which will 
supplement the quantitative metrics on key aspects of the demonstration policies.  The 



 
 

Pennsylvania Keystones of Health Section 1115 Demonstration 
Approval Period: December 26, 2024 through December 31, 2029 Page 39 of 64 

quantitative and qualitative elements will comprise the state’s Quarterly and Annual 
Monitoring Reports. 

10.5. Monitoring Reports.  The state must submit three Quarterly Monitoring Reports and one 
Annual Monitoring Report each DY.  The fourth quarter information that would ordinarily be 
provided in a separate Quarterly Monitoring Report should be reported as distinct information 
within the Annual Monitoring Report.  The Quarterly Monitoring Reports are due no later than 
60 calendar days following the end of each demonstration quarter.  The Annual Monitoring 
Report (including the fourth-quarter information) is due no later than 90 calendar days 
following the end of the DY.  The state must submit a revised Monitoring Report within 60 
calendar days after receipt of CMS’s comments, if any.  The reports will include all required 
elements as per 42 CFR 431.428 and should not direct readers to links outside the report.  
Additional links not referenced in the document may be listed in a Reference/ Bibliography 
section.  The Quarterly and Annual Monitoring Reports must follow the framework to be 
provided by CMS, which is subject to change as monitoring systems are developed/evolve and 
be provided in a structured manner that supports federal tracking and analysis.   

a. Operational Updates:  Per 42 CFR 431.428, the Monitoring Reports must 
document any policy or administrative difficulties in operating the demonstration.  
The reports must provide sufficient information to document key operation and other 
challenges, underlying causes of challenges, and how challenges are being 
addressed.  The discussion should also include any issues or complaints identified by 
individuals; lawsuits or legal actions; unusual or unanticipated trends; legislative 
updates; and descriptions of any public forums held.  In addition, Monitoring 
Reports should describe key achievements, as well as the conditions and efforts to 
which these successes can be attributed.  Monitoring Reports should also include a 
summary of all public comments received through post-award public forums 
regarding the progress of the demonstration. 

b. Performance Metrics.  Per applicable CMS guidance and technical assistance, the 
performance metrics will provide data to demonstrate how the state is progressing 
toward meeting the goals and milestones – including relative to their projected 
timelines – of the demonstration’s program and policy implementation and 
infrastructure investments, and transitional non-service expenditures, as applicable 
and must cover all key policies under this demonstration.  Additionally, per 42 CFR 
431.428, the Monitoring Reports must document the impact of the demonstration in 
providing insurance coverage to individuals and the uninsured population, as well as 
on beneficiaries’ outcomes as well as outcomes of care, quality and cost of care, and 
access to care.  This should also include the results of beneficiary satisfaction or 
experience of care surveys, if conducted, and grievances and appeals. 

 Specifically, the state must undertake standardized reporting on categories of metrics 
including, but not limited to: beneficiary participation in demonstration components, 
primary and specialist provider participation, utilization of services, quality of care, 
and health outcomes.  The reporting of metrics focused on quality of care and health 
outcomes must be aligned with the demonstration’s policies and objectives 
populations.  Such reporting must also be stratified by key demographic 
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subpopulations of interest (e.g., by sex, age, race/ethnicity, primary language, 
disability status, sexual orientation and gender identity, and geography), and by 
demonstration components, to the extent feasible.  Subpopulation reporting will 
support identifying any existing shortcomings or disparities in quality of care and 
health outcomes and help track whether the demonstration’s initiatives help improve 
outcomes for the state’s Medicaid population, including the narrowing of any 
identified disparities. 

i. For HRSN components, in addition to reporting on the metrics described 
above, the state must track beneficiary participation, screening, receipt of 
referrals and social services over time, as well as narratively report on the 
adoption of information technology infrastructure to support data sharing 
between the state or partner entities assisting in the administration of the 
demonstration and social services organizations, and the contracted 
providers of applicable services (e.g., managed care plans and their 
contracted HRSN providers).  In alignment with STC 6.16, the state must 
additionally monitor and provide narrative updates on its progress in 
building and sustaining its partnership with existing housing agencies, 
leverage their expertise and existing housing resources instead of 
duplicating services.  Furthermore, the state’s enrollment and renewal 
metrics must also capture baseline data and track progress via Monitoring 
Reports for the percent of Medicaid renewals completed ex parte 
(administratively), as well as the percentage of Medicaid beneficiaries 
enrolled in other public benefit programs (such as SNAP and WIC) for 
which they are eligible.  The Monitoring Reports must also provide status 
updates in accordance with the Monitoring Protocol on the implementation 
of infrastructure investments tied to the HRSN initiatives.  

ii. The state’s selection and reporting of quality of care and health outcome 
metrics outlined above must also accommodate the Reentry Demonstration 
Initiative. In addition, the state is required to report on metrics aligned with 
tracking progress with implementation and toward meeting the milestones of 
the Reentry Demonstration Initiative. CMS expects such metrics to include, 
but not be limited to: administration of screenings to identify individuals 
who qualify for pre-release services, utilization of applicable pre-release and 
post-release services as defined in STC 5.4, provision of health or social 
service referral pre-release, participants who received case management pre-
release and were enrolled in case management post-release, and take-up of 
data system enhancements among participating correctional facility settings. 
In addition, the state is expected to monitor the number of individuals served 
and types of services rendered under the demonstration.  Also, in alignment 
with the state’s Reentry Initiative Implementation Plan, the state must also 
provide in its Monitoring Reports narrative details outlining its progress 
with implementing the initiative, including any challenges encountered and 
how the state has addressed them or plans to address them. This information 
must also capture the transitional, non-service expenditures, including 
enhancements in the data infrastructure and information technology.  
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iii. As applicable, if the state, health plans, or health care providers will contract 
or partner with organizations to implement the demonstration, the state must 
use monitoring metrics that track the number and characteristics of 
contracted or participating organizations in specific demonstration programs 
and corresponding payment-related metrics; these metrics are specifically 
relevant for the state’s HRSN initiatives. 

The required monitoring and performance metrics must be included in the 
Monitoring Reports, and will follow the framework provided by CMS to support 
federal tracking and analysis 

c. Budget Neutrality and Financial reporting Requirements.  Per 42 CFR 431.428, 
the Monitoring Reports must document the financial performance of the 
demonstration.  The state must provide an updated budget neutrality workbook with 
every Monitoring Report that meets all the reporting requirements for monitoring 
budget neutrality set forth in the general financial requirements section of these 
STCs, including the submission of corrected budget neutrality data upon request.  In 
addition, the state must report quarterly and annual expenditures associated with the 
populations affected by this demonstration on the form CMS-64.  Administrative 
costs for this demonstration should be reported separately on the form CMS-64. 

d. Evaluation Activities and Interim Findings.  Per CFR 431.428, the Monitoring 
Reports must document any results of the demonstration to date per the evaluation 
hypotheses.  Additionally, the state shall include a summary of the progress of 
evaluation activities, including key milestones accomplished, as well as challenges 
encountered and how they were addressed. 

10.6. Reentry Demonstration Initiative Mid-Point Assessment.  The state must contract with an 
independent entity to conduct a mid-point assessment of the Reentry Demonstration Initiative 
and complete a Reentry Demonstration Initiative Mid-Point Assessment by the end of the third 
year of the demonstration approval, and the state must provide a copy of the report to CMS no 
later than 60 calendar days after the end of the third year of the demonstration approval.  

The Mid-Point Assessment must integrate all applicable implementation and performance data 
from the first 2.5 years of implementation of the Reentry Demonstration Initiative.  In the 
event that the Reentry Demonstration Initiative is implemented at a timeline within the 
demonstration approval period, the state and CMS will agree to an alternative timeline for 
submission of the Mid-Point Assessment.  The state must submit a revised Mid-Point 
Assessment within 60 calendar days after receipt of CMS’s comments, if any.  If requested, the 
state must brief CMS on the report. 

 The state must require the independent assessor to provide a draft of the Mid-Point Assessment 
to the state that includes the methodologies used for examining progress and assessing risk, the 
limitations of the methodologies used, the findings on demonstration progress and 
performance, including identifying any risks of not meeting milestones and other operational 
vulnerabilities, and recommendations for overcoming those challenges and vulnerabilities.  In 
the design, planning, and execution of the Mid-Point Assessment, the state must require that 
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the independent assessor consult with key stakeholders including, but not limited to: providers 
participating in the state’s Reentry Demonstration Initiative, eligible individuals, and other key 
partners in correctional facility and community settings.   

For milestones and measure targets at medium to high risk of not being achieved, the state and 
CMS will collaborate to determine whether modifications to the Reentry Demonstration 
Initiative Implementation Plan and the Monitoring Protocol are necessary for ameliorating 
these risks, with any modifications subject to CMS approval. 

Elements of the Mid-Point Assessment must include, but not be limited to: 

a. An examination of progress toward meeting each milestone and timeframe approved 
in the Reentry Demonstration Initiative Implementation Plan and toward meeting the 
targets for performance metrics as approved in the Monitoring Protocol;  

b. A determination of factors that affected achievement on the milestones and progress 
toward performance metrics targets to date; 

c. A determination of factors likely to affect future performance in meeting milestones 
and targets not yet met and information about the risk of possibly missing those 
milestones and performance targets; and 

d. For milestones or targets at medium to high risk of not being met, recommendations 
for adjustments in the state’s Reentry Demonstration Initiative Implementation Plan 
or to pertinent factors that the state can influence that will support improvement. 

 CMS will provide additional guidance for developing the state’s Reentry Initiative Mid-Point 
Assessment. 

10.7. Corrective Action Plan Related to Demonstration Monitoring.  If monitoring indicates that 
demonstration features are not likely to assist in promoting the objectives of Medicaid, CMS 
reserves the right to require the state to submit a corrective action plan to CMS for approval.  A 
corrective action plan could include a temporary suspension of implementation of 
demonstration programs in circumstances where monitoring data indicate substantial and 
sustained directional change inconsistent with demonstration goals, such as substantial and 
sustained trends indicating increased difficulty accessing services.  A corrective action plan 
may be an interim step to withdrawing waivers or expenditure authorities, as outlined in STC 
3.10.  CMS will withdraw an authority, as described in STC 3.10, when metrics indicate 
substantial, sustained directional change inconsistent with the state’s demonstration goals, and 
the state has not implemented corrective action.  CMS further has the ability to suspend 
implementation of the demonstration should corrective actions not effectively resolve these 
concerns in a timely manner. 

10.8. Close-Out Report.  Within 120-calendar days after the expiration of the demonstration, the 
state must submit a draft Close-Out Report to CMS for comments. 

a. The draft Close-Out Report must comply with the most current guidance from CMS. 
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b. In consultation with CMS, and per guidance from CMS, the state will include an 
evaluation of the demonstration (or demonstration components) that are to phase out 
or expire without extension along with the Close-Out Report.  Depending on the 
timeline of the phase-out during the demonstration approval period, in agreement 
with CMS, the evaluation requirement may be satisfied through the Interim and/or 
Summative Evaluation Reports stipulated in STCs 11.7 and 11.8, respectively. 

c. The state will present to and participate in a discussion with CMS on the Close-Out 
Report. 

d. The state must take into consideration CMS’s comments for incorporation in the 
final Close-Out Report. 

e. A revised Close-Out Report is due to CMS no later than 30-calendar days after 
receipt of CMS’s comments. 

f. A delay in submitting the draft or final version of the Close-Out Report may subject 
the state to penalties described in STC 10.1. 

10.9. Monitoring Call.  CMS will convene periodic conference calls with the state. 

a. The purpose of these calls is to discuss ongoing demonstration operating, including 
(but not limited to) any significant actual or anticipated developments affecting the 
demonstration.  Examples include implementation activities, trends in reported data 
on metrics and associated mid-course adjustments, enrollment and access, budget 
neutrality, and progress on evaluation activities. 

b. CMS will provide updates on any pending actions, as well as federal policies and 
issues that may affect any aspect of the demonstration. 

c. The state and CMS will jointly develop the agenda for the calls. 

10.10. Post Award Forum.  Pursuant to 42 CFR 431.420(c), within 6-months of the demonstration’s 
implementation, and annually thereafter, the state must afford the public with an opportunity to 
provide meaningful comment on the progress of the demonstration.  At least 30-calendar 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 must also post the most recent 
Annual Monitoring Report on its website with the public forum.  Pursuant to 42 CFR 
431.420(c), the state must include a summary of the public comments in the Monitoring Report 
associated with the quarter in which the forum was held, as well as in its Annual Monitoring 
Report. 

11. EVALUATION OF THE DEMONSTRATION 

11.1. Cooperation with Federal Evaluators and Learning Collaborative:  As required under 42 
CFR 431.420(f), the state must cooperate fully and timely with CMS and its contractors in any 
federal evaluation of the demonstration or any component of the demonstration.  This includes, 
but is not limited to, commenting on design and other federal evaluation documents and 
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providing data and analytic files to CMS, including entering into a data use agreement that 
explains how the data and data files will be exchanged, and providing a technical point of 
contact to support specification of the data and files to be disclosed, as well as relevant data 
dictionaries and record layouts.  The state must include in its contracts with entities who 
collect, produce or maintain data and files for the demonstration, that they must make such data 
available for the federal evaluation as is required under 42 CFR 431.420(f) to support federal 
evaluation.  This may also include the state’s participation—including representation from the 
state’s contractors, independent evaluators, and organizations associated with the 
demonstration operations, as applicable—in a federal learning collaborative aimed at cross 
state technical assistance, and identification of lessons learned and best practices for 
demonstration measurement, data development, implementation, monitoring, and evaluation.  
The state may claim administrative match for these activities.  Failure to comply with this STC 
may result in a deferral being issued as outlined in Section 10.1. 

11.2. Independent Evaluator. The state must use an independent party to conduct an evaluation of 
the demonstration to ensure that the necessary data is collected at the level of detail needed to 
research the approved hypotheses. The independent party must sign an agreement to conduct 
the demonstration evaluation in accord with the CMS-approved Evaluation Design.  When 
conducting analyses and developing the evaluation reports, every effort should be made to 
follow the approved methodology. However, the state may request, and CMS may agree to, 
changes in the methodology in appropriate circumstances. 

11.3. Evaluation Budget. A budget for the evaluation shall be provided with the Draft Evaluation 
Design. It will include the total estimated cost, as well as a breakdown of estimated staff, 
administrative and other costs for all aspects of the evaluation such as any survey and 
measurement development, quantitative and qualitative data collection and cleaning, analyses 
and report generation. A justification of the costs may be required by CMS if the estimates 
provided do not appear to sufficiently cover the costs of the design, if CMS finds that the 
design is not sufficiently developed, or if the estimates appear to be excessive. 

11.4. Draft Evaluation Design. The state must submit, for CMS comment and approval, a draft 
Evaluation Design no later than 180 calendar days after the approval date of the demonstration.  
Any modifications to an existing approved Evaluation Design will not affect previously 
established requirements and timelines for report submission for the demonstration, if 
applicable.  The draft Evaluation Design must be drafted in accordance with Attachment A 
(Developing the Evaluation Design) of these STCs, and any applicable evaluation guidance 
and technical assistance for the demonstration’s policy components.  The Evaluation Design 
must also be developed in alignment with CMS guidance on applying robust evaluation 
approaches, such as quasi-experimental methods like difference-in-differences and interrupted 
time series, as well as establishing valid comparison groups and assuring causal inferences in 
demonstration evaluations.  In addition to these requirements, if determined appropriate for the 
communities impacted by the demonstration, the state is encouraged to consider 
implementation approaches involving randomized control trials and staged rollout (for 
example, across geographic areas, by service setting, or by beneficiary characteristic)—as 
these implementation strategies help create strong comparison groups and facilitate robust 
evaluation. 
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The state is strongly encouraged to use the expertise of the independent party in the 
development of the draft Evaluation Design.  The draft Evaluation Design also must include a 
timeline for key evaluation activities, including the deliverables outlined in STC 17.10 and 
17.11. 

For any amendment to the demonstration, the state will be required to update the approved 
Evaluation Design to accommodate the amendment components.  The amended Evaluation 
Design must be submitted to CMS for review no later than 180 calendar days after CMS’s 
approval of the demonstration amendment.  Depending on the scope and timing of the 
amendment, in consultation with CMS, the state may provide the details on necessary 
modifications to the approved Evaluation Design via the Monitoring Reports.  The amendment 
Evaluation Design must also be reflected in the state’s Interim and Summative Evaluation 
Reports, described below.  

11.5. Evaluation Design Approval and Updates.  The state must submit a revised draft evaluation 
design within 60-days after receipt of CMS’s comments.  Upon CMS approval of the draft 
evaluation design the document will be included as an attachment to these STCS.  Per 42 CFR 
431.424(c), the state will publish the approved evaluation design to the state’s website within 
30-days of CMS approval.  The state must implement the evaluation design and submit a 
description of its evaluation design, if the state wishes to make changes, the state must submit a 
revised evaluation design to CMS for approval if the changes are substantial in scope; 
otherwise, in consultation with CMS, the state may include updates to the evaluation design in 
Monitoring Reports. 

11.6. Evaluation Questions and Hypotheses. Consistent with Attachments A and B (Developing 
the Evaluation Design and Preparing the Interim and Summative Evaluation Reports) of these 
STCs, the evaluation deliverables must include a discussion of the evaluation questions and 
hypotheses that the state intends to test.  In alignment with applicable CMS evaluation 
guidance and technical assistance, the evaluation must outline and address well-crafted 
hypotheses and research questions for all key demonstration policy components that support 
understanding the demonstration’s impact and its effectiveness in achieving the goals.  

The hypothesis testing must include, where possible, assessment of both process and outcome 
measures.  The evaluation must study outcomes, such as likelihood of enrollment and 
enrollment continuity, and various measures of access, utilization, and health outcomes, as 
appropriate and in alignment with applicable CMS evaluation guidance and technical 
assistance, for the demonstration policy components.  Proposed measures should be selected 
from nationally recognized sources and national measures sets, where possible.  Measures sets 
could include CMS’s Core Set of Children’s Health Care Quality Measures for Medicaid and 
CHIP (Child Core Set) and the Core Set of Adult Health Care Quality Measures for Medicaid 
(Adult Core Set), collectively referred to as the CMS Child and Adult Core Measure Sets for 
Medicaid and CHIP; Consumer Assessment of Health Care Providers and Systems (CAHPS); 
the Behavioral Risk Factor Surveillance System (BRFSS) survey; and/or measures endorsed by 
NQF. 

CMS underscores the importance of the state undertaking a well-designed beneficiary survey 
and/or interviews to assess, for instance, beneficiary understanding of and experience with the 
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various demonstration policy components, including but not limited to beneficiary experiences 
with access to and quality of care and the HRSN and reentry demonstration components.  In 
addition, the state is strongly encouraged to evaluate the implementation of the demonstration 
components in order to better understand whether implementation of certain key demonstration 
policies happened as envisioned during the demonstration design process and whether specific 
factors acted as facilitators of—or barriers to—successful implementation.  Implementation 
research questions can also focus on beneficiary and provider experience with the 
demonstration.  The implementation evaluation can inform the state’s crafting and selection of 
testable hypotheses and research questions for the demonstration’s outcome and impact 
evaluations and provide context for interpreting the findings.  

Hypotheses must cover all policies and goals of the demonstration and should be crafted not 
only to evaluate whether overall demonstration goals were achieved but also the extent to 
which each component contributed to outcomes.  Where demonstration components offer 
tailored service to specific populations, evaluation hypotheses must include an assessment of 
whether these programs improved quality of care outcomes and access to health care for the 
targeted population while also promoting the desired administrative and fiscal efficiencies.   

Evaluation hypotheses for the HRSN demonstration components must focus on areas such as 
assessing the effectiveness of the HRSN services in mitigating identified needs of 
beneficiaries.  Such assessment is expected to use applicable demonstration monitoring and 
other data on prevalence and severity of beneficiaries’ HRSNs and the provision of beneficiary 
utilization of HRSN services.  Furthermore, the HRSN evaluation must include analysis of 
how the initiatives affect utilization of preventive and routine care; utilization of and costs 
associated with potentially avoidable, high-acuity health care; utilization of hospital and 
institutional care; and beneficiary physical and mental health outcomes.   

In addition, the state must coordinate with its managed care plans to secure necessary data—
for a representative beneficiary population eligible for the HRSN services—to conduct a robust 
evaluation of the effectiveness of the HRSN services in mitigating identified needs of 
beneficiaries.  Such an assessment will require setting up a data infrastructure and/or data 
sharing arrangement to collect data on beneficiary screening and rescreening and prevalence 
and severity of beneficiaries’ HRSNs, among others.  If the data system is not operational to 
capture necessary data for a quantitative evaluation by the time the state’s evaluation activities 
must be conducted, the state must provide applicable qualitative assessment to this effect 
leveraging suitable primary data collections efforts (e.g., beneficiary surveys). 

Hypotheses must be designed to help understand the impact of housing supports and case 
management activities on beneficiary health outcomes and experience.  In alignment with the 
demonstration’s objectives to improve outcomes for the state’s overall beneficiary populations 
eligible for the HRSN initiatives, the state must also include research questions and hypotheses 
focused on understanding the impact of the HRSN initiatives on advancing health quality, 
including through the reduction of health disparities, for example, by assessing the effects of 
the initiatives in reducing disparities in health care access, quality of care, or health outcomes 
at the individual, population, and/or community level.  As applicable, the state must also 
include research questions and hypotheses focused on how renewals of recurring nutrition 
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services affect care utilization and beneficiary physical and mental health outcomes, as well as 
the cost of providing such services. 

The evaluation must also assess the effectiveness of the implementation and capacity building 
infrastructure funding authorized through the demonstration to support the development and 
implementation of the HRSN initiatives. The evaluation must also assess whether and how 
local investments in housing supports change over time in concert with new Medicaid funding 
toward those services.  In addition, considering how the demonstration’s HRSN expenditures 
are being treated for purposes of budget neutrality, the evaluation of the HRSN initiative must 
include a cost analysis to support developing comprehensive and accurate cost estimates of 
providing such services.  Evaluation of the HRSN initiative is also required to include a robust 
assessment of potential improvements in the quality and effectiveness of downstream services 
that can be provided under the state plan authority, and associated cost implications. 

Evaluation of the Reentry Demonstration Initiative must be designed to examine whether the 
initiative expands Medicaid coverage through increased enrollment of eligible individuals, and 
efficient high-quality pre-release services that promote continuity of care into the community 
post-release. In addition, in alignment with the goals of the Reentry Demonstration Initiative in 
the state, the evaluation hypotheses must focus on, but not be limited to: cross-system 
communication and coordination; connections between correctional and community services; 
access to and quality of care in correctional and community settings; preventive and routine 
physical and behavioral health care utilization; non-emergent emergency department visits and 
inpatient hospitalizations; and all-cause deaths. 

The state must also provide a comprehensive analysis of the distribution of services rendered 
by type of service over the duration of up to 90-days coverage period before the individual’s 
expected date of release—to the extent feasible—and discuss in the evaluation any relationship 
identified between the provision and timing of particular services with salient post-release 
outcomes, including: utilization of acute care services for chronic and other serious conditions, 
overdose, and overdose- and suicide-related and all-cause deaths in the period soon after 
release. In addition, the state is expected to assess the extent to which this coverage timeline 
facilitated providing more coordinated, efficient, and effective reentry planning; enabled pre-
release management and stabilization of clinical, physical, and behavioral health conditions; 
and helped mitigate any potential operational challenges the state might have otherwise 
encountered in a more compressed timeline for coverage of pre-release services. 

The demonstration’s evaluation efforts will be expected to include the experiences of 
correctional and community providers, including challenges encountered, as they develop 
relationships and coordinate to facilitate transition of individuals into the community. Finally, 
the state must conduct a comprehensive cost analysis to support developing estimates of 
implementing the Reentry Demonstration Initiative, including covering associated services. 

As part of its evaluation efforts, the state must conduct a demonstration cost assessment to 
include, but not be limited to, administrative costs of demonstration implementation and 
operation, Medicaid health services expenditures, and provider uncompensated care costs.  The 
state must analyze the budgetary effects of the HRSN and reentry initiatives.  In addition, the 
state must use findings from hypothesis tests aligned with other demonstration goals and cost 
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analyses to assess the demonstration’s effects on the fiscal sustainability of the state’s 
Medicaid program.  

Finally, the state must accommodate data collection and analyses stratified by key 
subpopulations of interest (e.g., by sex, age, race/ethnicity, primary language, disability status, 
and geography).  Such stratified data analyses will provide a fuller understanding of existing 
disparities in access to and quality of care and health outcomes, and help inform how the 
demonstration’s various policies might support reducing such disparities. 

11.7. Interim Evaluation Reports. The state must submit an Interim Evaluation Report for the 
completed years of the demonstration, and for each subsequent extension of the demonstration, 
as outlined in 42 CFR 431.412(c)(2)(vi). When submitting an application for extension of the 
demonstration, the Evaluation Report should be posted to the state’s website with the 
application for public comment.  

a. The interim evaluation report will discuss evaluation progress and present findings 
to date as per the approved Evaluation Design. 

b. For demonstration authority or any components within the demonstration that 
expires prior to the overall demonstration’s expiration date, the Interim Evaluation 
Report must include an evaluation of the authority, to be collaboratively determined 
by CMS and the state. 

c. If the state is seeking to extend the demonstration, the draft Interim Evaluation 
Report is due when the application for extension is submitted.  If the state is not 
requesting an extension for the demonstration, the draft Interim Evaluation Report is 
due one year prior to the end of the demonstration. 

d. The state must submit the final Interim Evaluation Report 60 calendar days after 
receiving CMS comments on the draft Interim Evaluation Report, if any. 

e. Once approved by CMS, the state must post the final Interim Evaluation Report to 
the state’s Medicaid website within 30 calendar days. 

f. The Interim Evaluation Report must comply with Attachment B (Preparing the 
Interim and Summative Evaluation Reports) of these STCs. 

11.8. Summative Evaluation Report. The state must submit a draft Summative Evaluation Report 
for the demonstration’s current approval period within 18 months of the end of the approval 
period represented by these STCs. The draft Summative Evaluation Report must be developed 
in accordance with Attachment B (Preparing the Interim and Summative Evaluation Reports) 
of these STCs, and in alignment with the approved Evaluation Design.   

a. The state must submit a revised Summative Evaluation Report within 60 calendar 
days of receiving comments from CMS on the draft, if any. 

b. Once approved by CMS, the state must post the final Summative Evaluation Report 
to the state’s Medicaid website within 30 calendar days. 
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11.9. Corrective Action Plan Related to Evaluation.  If evaluation findings indicate that 
demonstration features are not likely to assist in promoting the objectives of Medicaid, CMS 
reserves the right to require the state to submit a corrective action plan to CMS for approval.  
These discussions may also occur as part of an extension process when associated with the 
state’s Interim Evaluation Report, or as part of the review of the Summative Evaluation Report.  
A corrective action plan could include a temporary suspension of implementation of 
demonstration programs, in circumstances where evaluation findings indicate substantial and 
sustained directional change inconsistent with demonstration goals, such as substantial and 
sustained trends indicating increased difficulty accessing services.  A corrective action plan 
may be an interim step to withdrawing waivers or expenditure authorities, as outlined in STC 
3.10.  CMS further has the ability to suspend implementation of the demonstration should 
corrective actions not effectively resolve these concerns in a timely manner. 

11.10. State Presentations for CMS. CMS reserves the right to request that the state present and 
participate in a discussion with CMS on the Evaluation Design, the Interim Evaluation reports, 
and/or the Summative Evaluation Report.  Presentations may be conducted remotely. 

11.11. Public Access. The state shall post the final documents (e.g., Implementation Plans, 
Monitoring Protocols, Monitoring Reports, Mid-Point Assessments, Close-Out Report, 
approved Evaluation Design, Interim Evaluation Report, and Summative Evaluation Report) on 
the state’s Medicaid website within 30 calendar days of approval by CMS. 

11.12. Additional Publications and Presentations. For a period of 12 months following CMS 
approval of the final reports, CMS will be notified prior to presentation of other reports and 
related publications (including, for example, journal articles), by the state, contractor, or any 
other third party (an entity which is not the state or contractor) over which the state Medicaid 
agency has control. Prior to release of these reports, articles and other publications, CMS will 
be provided a copy including any associated press materials. CMS will be given 30 calendar 
days to review and comment on publications before they are released. CMS may choose to 
decline to comment or review some or all of these notifications and reviews.  This requirement 
does not apply to the release or presentation of these materials to state or local government 
officials. 

12. GENERAL FINANCIAL REQUIREMENTS 

12.1. Allowable Expenditures. This demonstration project is approved for authorized 
demonstration expenditures applicable to services rendered and for costs incurred during the 
demonstration approval period designated by CMS. CMS will provide FFP for allowable 
demonstration expenditures only so long as they do not exceed the pre-defined limits as 
specified in these STCs.  

12.2. Standard Medicaid Funding Process. The standard Medicaid funding process will be used 
for this demonstration. The state will provide quarterly expenditure reports through the 
Medicaid and CHIP Budget and Expenditure System (MBES/CBES) to report total 
expenditures under this Medicaid section 1115 demonstration following routine CMS-37 and 
CMS-64 reporting instructions as outlined in section 2500 of the State Medicaid Manual. The 
state will estimate matchable demonstration expenditures (total computable and federal share) 
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subject to the budget neutrality expenditure limit and separately report these expenditures by 
quarter for each federal fiscal year on the form CMS-37 for both the medical assistance 
payments (MAP) and state and local administration costs (ADM). CMS shall make federal 
funds available based upon the state’s estimate, as approved by CMS. Within 30 days after the 
end of each quarter, the state shall submit form CMS-64 Quarterly Medicaid Expenditure 
Report, showing Medicaid expenditures made in the quarter just ended.  If applicable, subject 
to the payment deferral process, CMS shall reconcile expenditures reported on form CMS-64 
with federal funding previously made available to the state, and include the reconciling 
adjustment in the finalization of the grant award to the state.  

12.3. Sources of Non-Federal Share. As a condition of demonstration approval, the state certifies 
that its funds that make up the non-federal share are obtained from permissible state and/or 
local funds that, unless permitted by law, are not other federal funds. The state further certifies 
that federal funds provided under this section 1115 demonstration must not be used as the non-
federal share required under any other federal grant or contract, except as permitted by law. 
CMS approval of this demonstration does not constitute direct or indirect approval of any 
underlying source of non-federal share or associated funding mechanisms and all sources of 
non-federal funding must be compliant with section 1903(w) of the Act and applicable 
implementing regulations. CMS reserves the right to deny FFP in expenditures for which it 
determines that the sources of non-federal share are impermissible.  

a. If requested, the state must submit for CMS review and approval documentation of 
any sources of non-federal share that would be used to support payments under the 
demonstration.   

b. If CMS determines that any funding sources are not consistent with applicable 
federal statutes or regulations, the state must address CMS’s concerns within the 
time frames allotted by CMS.  

c. Without limitation, CMS may request information about the non-federal share 
sources for any amendments that CMS determines may financially impact the 
demonstration.  

12.4. State Certification of Funding Conditions. As a condition of demonstration approval, the 
state certifies that the following conditions for non-federal share financing of demonstration 
expenditures have been met:   

a. If units of state or local government, including health care providers that are units of 
state or local government, supply any funds used as non-federal share for 
expenditures under the demonstration, the state must certify that state or local 
monies have been expended as the non-federal share of funds under the 
demonstration in accordance with section 1903(w) of the Act and applicable 
implementing regulations.  

b. To the extent the state utilizes certified public expenditures (CPE) as the funding 
mechanism for the non-federal share of expenditures under the demonstration, the 
state must obtain CMS approval for a cost reimbursement methodology. This 
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methodology must include a detailed explanation of the process, including any 
necessary cost reporting protocols, by which the state identifies those costs eligible 
for purposes of certifying public expenditures. The certifying unit of government 
that incurs costs authorized under the demonstration must certify to the state the 
amount of public funds allowable under 42 CFR 433.51 it has expended. The federal 
financial participation paid to match CPEs may not be used as the non-federal share 
to obtain additional federal funds, except as authorized by federal law, consistent 
with 42 CFR 433.51(c).  

c. The state may use intergovernmental transfers (IGT) to the extent that the transferred 
funds are public funds within the meaning of 42 CFR 433.51 and are transferred by 
units of government within the state. Any transfers from units of government to 
support the non-federal share of expenditures under the demonstration must be made 
in an amount not to exceed the non-federal share of the expenditures under the 
demonstration. 

d. Under all circumstances, health care providers must retain 100 percent of their 
payments for or in connection with furnishing covered services to beneficiaries. 
Moreover, no pre-arranged agreements (contractual, voluntary, or otherwise) may 
exist between health care providers and state and/or local governments, or third 
parties to return and/or redirect to the state any portion of the Medicaid payments in 
a manner inconsistent with the requirements in section 1903(w) of the Act and its 
implementing regulations. This confirmation of Medicaid payment retention is made 
with the understanding that payments that are the normal operating expenses of 
conducting business, such as payments related to taxes, including health care 
provider-related taxes, fees, business relationships with governments that are 
unrelated to Medicaid and in which there is no connection to Medicaid payments, are 
not considered returning and/or redirecting a Medicaid payment.  

e. The State Medicaid Director or his/her designee certifies that all state and/or local 
funds used as the state’s share of the allowable expenditures reported on the CMS-64 
for this demonstration were in accordance with all applicable federal requirements 
and did not lead to the duplication of any other federal funds. 

12.5. Financial Integrity for Managed Care Delivery Systems.  As a condition of demonstration 
approval, the state attests to the following, as applicable:  

a. All risk-based managed care organization, prepaid inpatient health plan (PIHP), and 
prepaid ambulatory health plan (PAHP) payments, comply with the requirements on 
payments in 42 CFR 438.6(b)(2), 438.6(c), 438.6(d), 438.60, and 438.74. 

12.6. Requirements for Health Care-Related Taxes and Provider Donations. As a condition of 
demonstration approval, the state attests to the following, as applicable: 

a. Except as provided in paragraph (c) of this STC, all health care-related taxes as 
defined by Section 1903(w)(3)(A) of the Act and 42 CFR 433.55 are broad-based as 
defined by Section 1903(w)(3)(B) of the Act and 42 CFR 433.68(c). 
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b. Except as provided in paragraph (c) of this STC, all health care-related taxes are 
uniform as defined by Section 1903(w)(3)(C) of the Act and 42 CFR 433.68(d). 

c. If the health care-related tax is either not broad-based or not uniform, the state has 
applied for and received a waiver of the broad-based and/or uniformity requirements 
as specified by 1903(w)(3)(E)(i) of the Act and 42 CFR 433.72. 

d. The tax does not contain a hold harmless arrangement as described by Section 
1903(w)(4) of the Act and 42 CFR 433.68(f).  

e. All provider-related donations as defined by 42 CFR 433.52 are bona fide as defined 
by Section 1903(w)(2)(B) of the Social Security Act, 42 CFR 433.66, and 42 CFR 
433.54.  

12.7. State Monitoring of Non-federal Share. If any payments under the demonstration are funded 
in whole or in part by a locality tax, then the state must provide a report to CMS regarding 
payments under the demonstration no later than 60 days after demonstration approval. This 
deliverable is subject to the deferral as described in STC 10.1. This report must include: 

a. A detailed description of and a copy of (as applicable) any agreement, written or 
otherwise agreed upon, regarding any arrangement among the providers including 
those with counties, the state, or other entities relating to each locality tax or 
payments received that are funded by the locality tax; 

b. Number of providers in each locality of the taxing entities for each locality tax; 

c. Whether or not all providers in the locality will be paying the assessment for each 
locality tax; 

d. The assessment rate that the providers will be paying for each locality tax;  

e. Whether any providers that pay the assessment will not be receiving payments 
funded by the assessment;  

f. Number of providers that receive at least the total assessment back in the form of 
Medicaid payments for each locality tax;  

g. The monitoring plan for the taxing arrangement to ensure that the tax complies with 
section 1903(w)(4) of the Act and 42 CFR 433.68(f); and 

h. Information on whether the state will be reporting the assessment on the CMS form 
64.11A as required under section 1903(w) of the Act.  

12.8. Extent of Federal Financial Participation for the Demonstration.  Subject to CMS approval 
of the source(s) of the non-federal share of funding, CMS will provide FFP at the applicable 
federal matching rate for the following demonstration expenditures, subject to the budget 
neutrality expenditure limits described in the STCs in section 13:  
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a. Administrative costs, including those associated with the administration of the 
demonstration;  

b. Net expenditures and prior period adjustments of the Medicaid program that are paid 
in accordance with the approved Medicaid state plan; and 

c. Medical assistance expenditures and prior period adjustments made under section 
1115 demonstration authority with dates of service during the demonstration 
extension period; including those made in conjunction with the demonstration, net of 
enrollment fees, cost sharing, pharmacy rebates, and all other types of third party 
liability.  

12.9. Program Integrity. The state must have processes in place to ensure there is no duplication of 
federal funding for any aspect of the demonstration.  The state must also ensure that the state 
and any of its contractors follow standard program integrity principles and practices including 
retention of data. All data, financial reporting, and sources of non-federal share are subject to 
audit. 

12.10. Medicaid Expenditure Groups. Medicaid Expenditure Groups (MEG) are defined for the 
purpose of identifying categories of Medicaid or demonstration expenditures subject to budget 
neutrality, components of budget neutrality expenditure limit calculations, and other purposes 
related to monitoring and tracking expenditures under the demonstration. The Master MEG 
Chart table provides a master list of MEGs defined for this demonstration.  

Table 4: Master MEG Chart 

MEG Which BN 
Test Applies? 

WOW 
Per 

Capita 

WOW 
Aggregate WW Brief Description 

HRSN Services SHAC   X X All expenditures for certain 
HRSN initiatives.  

HRSN 
Infrastructure SHAC  X X 

All infrastructure 
expenditures for certain 

HRSN initiatives. 

Reentry  Hypo 1 X  X 

Expenditures for reentry 
services that are otherwise 
covered under Medicaid 
provided to qualifying 

beneficiaries for up to 90 
days immediately prior to 
release from participating 

facilities. 

Reentry Non-
Services  Hypo 1  X X 

Expenditures for allowable 
planning and non-services 

for the reentry 
demonstration initiative. 

BN – budget neutrality; MEG – Medicaid expenditure group; WOW – without waiver; WW – with waiver 
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12.11. Reporting Expenditures and Member Months. The state must report all demonstration 
expenditures claimed under the authority of title XIX of the Act and subject to budget 
neutrality each quarter on separate forms CMS-64.9 WAIVER and/or 64.9P WAIVER, 
identified by the demonstration project number assigned by CMS (11-W-00484/3). Separate 
reports must be submitted by MEG (identified by Waiver Name) and Demonstration Year 
(identified by the two-digit project number extension). Unless specified otherwise, 
expenditures must be reported by DY according to the dates of service associated with the 
expenditure. All MEGs identified in the Master MEG Chart as WW must be reported for 
expenditures, as further detailed in the MEG Detail for Expenditure and Member Month 
Reporting table below. To enable calculation of the budget neutrality expenditure limits, the 
state also must report member months of eligibility for specified MEGs.  

12.12. Cost Settlements. The state will report any cost settlements attributable to the demonstration 
on the appropriate prior period adjustment schedules (form CMS-64.9P WAIVER) for the 
summary sheet line 10b (in lieu of lines 9 or 10c), or line 7. For any cost settlement not 
attributable to this demonstration, the adjustments should be reported as otherwise instructed in 
the State Medicaid Manual. Cost settlements must be reported by DY consistent with how the 
original expenditures were reported.  

12.13. Premiums and Cost Sharing Collected by the State. The state will report any premium 
contributions collected by the state from demonstration enrollees quarterly on the form CMS-
64 Summary Sheet line 9D, columns A and B. In order to assure that these collections are 
properly credited to the demonstration, quarterly premium collections (both total computable 
and federal share) should also be reported separately by demonstration year on form CMS-64 
Narrative, and on the Total Adjustments tab in the Budget Neutrality Monitoring Tool. In the 
annual calculation of expenditures subject to the budget neutrality expenditure limit, premiums 
collected in the demonstration year will be offset against expenditures incurred in the 
demonstration year for determination of the state's compliance with the budget neutrality 
limits. 

12.14. Pharmacy Rebates. Because pharmacy rebates are included in the base expenditures used to 
determine the budget neutrality expenditure limit, the state must report the portion of pharmacy 
rebates applicable to the demonstration on the appropriate forms CMS-64.9 WAIVER and 
64.9P waiver for the demonstration, and not on any other CMS-64.9 form (to avoid double 
counting). The state must have a methodology for assigning a portion of pharmacy rebates to 
the demonstration in a way that reasonably reflects the actual rebate-eligible pharmacy 
utilization of the demonstration population, and which identifies pharmacy rebate amounts 
with DYs. Use of the methodology is subject to the approval in advance by the CMS Regional 
Office, and changes to the methodology must also be approved in advance by the Regional 
Office. Each rebate amount must be distributed as state and federal revenue consistent with the 
federal matching rates under which the claim was paid.  

12.15. Administrative Costs. The state will separately track and report additional administrative 
costs that are directly attributable to the demonstration. All administrative costs must be 
identified on the forms CMS-64.10 WAIVER and/or 64.10P WAIVER. Unless indicated 
otherwise on the MEG Charts and in the STCs in Section 12, administrative costs are not 
counted in the budget neutrality tests; however, these costs are subject to monitoring by CMS.  
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12.16. Member Months. As part of the Quarterly and Annual Monitoring Reports described in 
Section 10.5, the state must report the actual number of “eligible member months” for all 
demonstration enrollees for all MEGs identified as WOW Per Capita in the Master MEG Chart 
table above, and as also indicated in the MEG Detail for Expenditure and Member Month 
Reporting table below. The term “eligible member months” refers to the number of months in 
which persons enrolled in the demonstration are eligible to receive services. For example, a 
person who is eligible for three months contributes three eligible member months to the total. 
Two individuals who are eligible for two months each contribute two eligible member months 
per person, for a total of four eligible member months. The state must submit a statement 
accompanying the annual report certifying the accuracy of this information. 

12.17. Budget Neutrality Specifications Manual. The state will create and maintain a Budget 
Neutrality Specifications Manual that describes in detail how the state will compile data on 
actual expenditures related to budget neutrality, including methods used to extract and compile 
data from the state’s Medicaid Management Information System, eligibility system, and 
accounting systems for reporting on the CMS-64, consistent with the terms of the 
demonstration. The Budget Neutrality Specifications Manual will also describe how the state 
compiles counts of Medicaid member months. The Budget Neutrality Specifications Manual 
must be made available to CMS on request. 
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ADM – administration; DY – demonstration year; MAP – medical assistance payments; MEG – Medicaid 
expenditure group;  
 

12.18. Demonstration Years. Demonstration Years (DY) for this demonstration are defined in the 
table below.  

Table 5: MEG Detail for Expenditure and Member Month Reporting 

MEG 
(Waiver 
Name) 

Detailed 
Description Exclusions 

CMS-64.9 or 
64.10 Line(s) 

To Use 

How 
Expend. 

Are 
Assigned to 

DY 

MAP or 
ADM 

Report 
Member 
Months 
(Y/N) 

MEG 
Start 
Date 

MEG 
End 
Date 

HRSN 
Services 

Report all 
expenditures 
for approved 

HRSN 
initiatives 

 

Follow 
standard 

CMS 64.9 or 
64.10 

Category of 
Service 

Definitions 

Date of 
service/Date 
of payment 

MAP/ 
ADM N 12/26/24 12/31/29 

HRSN 
Infrastructu

re 

Report all 
infrastructure 
expenditures 
for approved 

HRSN 
initiatives 

 

Follow 
standard 

CMS 64.10 
Category of 

Service 
Definitions 

Date of 
service/Date 
of payment 

ADM N 12/26/24 12/31/29 

Reentry  

Expenditures 
for reentry 

services that 
are otherwise 
covered under 

Medicaid 
provided to 
qualifying 

beneficiaries 
for up to 90 

days 
immediately 

prior to 
release from 
participating 

facilities. 

None 

Follow CMS-
64.9 Based 
Category of 

Service 
Definition 

Date of 
service  

 
MAP 

 

Y 12/26/24 12/31/29 

Reentry 
Non-

Services  

Expenditures 
for allowable 
planning and 
non-services 

for the reentry 
demonstration 

initiative. 

None 

Follow CMS-
64.10 Base 
Category of 

Service 
Definition 

Date of 
payment ADM N 12/26/24 12/31/29 
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Table 6: Demonstration Years 

Demonstration Year 1  December 26, 2024 to December 31, 2025 
 

12 months 

Demonstration Year 2  January 1, 2026 to December 31, 2026 12 months 

Demonstration Year 3  January 1, 2027 to December 31, 2027 12 months 

Demonstration Year 4  January 1, 2028 to December 31, 2028 12 months 

Demonstration Year 5  January 1, 2029 to December 31, 2029 12 months 

 

12.19. Budget Neutrality Monitoring Tool. The state must provide CMS with quarterly budget 
neutrality status updates, including established baseline and member months data, using the 
Budget Neutrality Monitoring Tool provided through the performance metrics database and 
analytics (PMDA) system. The tool incorporates the “Schedule C Report” for comparing the 
demonstration’s actual expenditures to the budget neutrality expenditure limits described in 
section 12. CMS will provide technical assistance, upon request.1  

12.20. Claiming Period. The state will report all claims for expenditures subject to the budget 
neutrality agreement (including any cost settlements) within two years after the calendar 
quarter in which the state made the expenditures. All claims for services during the 
demonstration period (including any cost settlements) must be made within two years after the 
conclusion or termination of the demonstration. During the latter two-year period, the state will 
continue to identify separately net expenditures related to dates of service during the operation 
of the demonstration on the CMS-64 waiver forms in order to properly account for these 
expenditures in determining budget neutrality.  

12.21. Future Adjustments to Budget Neutrality. CMS reserves the right to adjust the budget 
neutrality expenditure limit:  

a. To be consistent with enforcement of laws and policy statements, including 
regulations and guidance, regarding impermissible provider payments, health care 
related taxes, or other payments.  CMS reserves the right to make adjustments to the 
budget neutrality limit if any health care related tax that was in effect during the base 
year, or provider-related donation that occurred during the base year, is determined 
by CMS to be in violation of the provider donation and health care related tax 
provisions of section 1903(w) of the Act. Adjustments to annual budget targets will 

 
1 Per 42 CFR 431.420(a)(2), states must comply with the terms and conditions of the agreement between the 
Secretary (or designee) and the state to implement a demonstration project, and 431.420(b)(1) states that the 
terms and conditions will provide that the state will perform periodic reviews of the implementation of the 
demonstration. CMS’s current approach is to include language in STCs requiring, as a condition of 
demonstration approval, that states provide, as part of their periodic reviews, regular reports of the actual 
costs which are subject to the budget neutrality limit. CMS has obtained Office of Management and Budget 
(OMB) approval of the monitoring tool under the Paperwork Reduction Act (OMB Control No. 0938 – 1148) and 
states agree to use the tool as a condition of demonstration approval. 
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reflect the phase out of impermissible provider payments by law or regulation, where 
applicable.  

b. To the extent that a change in federal law, regulation, or policy requires either a 
reduction or an increase in FFP for expenditures made under this demonstration.  In 
this circumstance, the state must adopt, subject to CMS approval, a modified budget 
neutrality agreement 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 STC. The 
state agrees that if mandated changes in the federal law require state legislation, the 
changes shall take effect on the day such state legislation becomes effective, or on 
the last day such legislation was required to be in effect under the federal law.  

c. The state certifies that the data it provided to establish the budget neutrality 
expenditure limit are accurate based on the state's accounting of recorded historical 
expenditures or the next best available data, that the data are allowable in accordance 
with applicable federal, state, and local statutes, regulations, and policies, and that 
the data are correct to the best of the state's knowledge and belief.  The data supplied 
by the state to set the budget neutrality expenditure limit are subject to review and 
audit, and if found to be inaccurate, will result in a modified budget neutrality 
expenditure limit.  

12.22. Budget Neutrality Mid-Course Correction Adjustment Request.  No more than once per 
demonstration year, the state may request that CMS make an adjustment to its budget neutrality 
agreement based on changes to the state’s Medicaid expenditures that are unrelated to the 
demonstration and/or outside the state’s control, and/or that result from a new expenditure that 
is not a new demonstration-covered service or population and that is likely to further 
strengthen access to care.   

12.23. Contents of Request and Process.  In its request, the state must provide a description of the 
expenditure changes that led to the request, together with applicable expenditure data 
demonstrating that due to these expenditures, the state’s actual costs have exceeded the budget 
neutrality cost limits established at demonstration approval.  The state must also submit the 
budget neutrality update described in STC 12.25.  If approved, an adjustment could be applied 
retrospectively to when the state began incurring the relevant expenditures, if appropriate.  
Within 120 days of acknowledging receipt of the request, CMS will determine whether the 
state needs to submit an amendment pursuant to STC 3.7.  CMS will evaluate each request 
based on its merit and will approve requests when the state establishes that an adjustment to its 
budget neutrality agreement is necessary due to changes to the state’s Medicaid expenditures 
that are unrelated to the demonstration and/or outside of the state’s control, and/or that result 
from a new expenditure that is not a new demonstration-covered service or population and that 
is likely to further strengthen access to care.  

12.24. Types of Allowable Changes. Adjustments will be made only for actual costs as reported in 
expenditure data. CMS will not approve mid-demonstration adjustments for anticipated factors 
not yet reflected in such expenditure data. Examples of the types of mid-course adjustments 
that CMS might approve include the following:  
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a. Provider rate increases that are anticipated to further strengthen access to care; 

b. CMS or state technical errors in the original budget neutrality formulation applied 
retrospectively, including, but not limited to the following: mathematical errors, such 
as not aging data correctly; or unintended omission of certain applicable costs of 
services for individual MEGs;  

c. Changes in federal statute or regulations, not directly associated with Medicaid, 
which impact expenditures;  

d. State legislated or regulatory change to Medicaid that significantly affects the costs 
of medical assistance; 

e. When not already accounted for under Emergency Medicaid 1115 demonstrations, 
cost impacts from public health emergencies;  

f. High cost innovative medical treatments that states are required to cover; or,  

g. Corrections to coverage/service estimates where there is no prior state experience 
(e.g., SUD) or small populations where expenditures may vary widely. 

12.25. Budget Neutrality Update. The state must submit an updated budget neutrality analysis with 
its adjustment request, which includes the following elements:  

a. Projected without waiver and with waiver expenditures, estimated member months, 
and annual limits for each DY through the end of the approval period; and, 

b. Description of the rationale for the mid-course correction, including an explanation 
of why the request is based on changes to the state’s Medicaid expenditures that are 
unrelated to the demonstration and/or outside the state’s control, and/or is due to a 
new expenditure that is not a new demonstration-covered service or population and 
that is likely to further strengthen access to care. 

13. MONITORING BUDGET NEUTRALITY FOR THE DEMONSTRATION  

13.1. Limit on Title XIX Funding. The state will be subject to limits on the amount of federal 
Medicaid funding the state may receive over the course of the demonstration approval. The 
budget neutrality expenditure limits are based on projections of the amount of FFP that the 
state would likely have received in the absence of the demonstration. The limit consists of one 
or more Hypothetical Budget Neutrality Tests and a Supplemental HRSN Aggregate Ceiling 
(SHAC) Test, if applicable, as described below. CMS’s assessment of the state’s compliance 
with these tests will be based on the Schedule C CMS-64 Waiver Expenditure Report, which 
summarizes the expenditures reported by the state on the CMS-64 that pertain to the 
demonstration. 

13.2. Risk. The budget neutrality expenditure limits are determined on either a per capita or 
aggregate basis as described in Table 4, Master MEG Chart and Table 5, MEG Detail for 
Expenditure and Member Month Reporting.  If a per capita method is used, the state is at risk 
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for the per capita cost of state plan and hypothetical populations, but not for the number of 
participants in the demonstration population. By providing FFP without regard to enrollment in 
the demonstration for all demonstration populations, CMS will not place the state at risk for 
changing economic conditions, however, by placing the state at risk for the per capita costs of 
the demonstration populations, CMS assures that the demonstration expenditures do not exceed 
the levels that would have been realized had there been no demonstration. If an aggregate 
method is used, the state accepts risk for both enrollment and per capita costs. 

13.3. Calculation of the Budget Neutrality Limits and How They Are Applied.  To calculate the 
budget neutrality limits for the demonstration, separate annual budget limits are determined for 
each DY on a total computable basis.  Each annual budget limit is the sum of one or more 
components: per capita components, which are calculated as a projected without-waiver 
PMPM cost times the corresponding actual number of member months, and aggregate 
components, which project fixed total computable dollar expenditure amounts.  The annual 
limits for all DYs are then added together to obtain a budget neutrality limit for the entire 
demonstration period.  The federal share of this limit will represent the maximum amount of 
FFP that the state may receive during the demonstration period for the types of demonstration 
expenditures described below.  The federal share will be calculated by multiplying the total 
computable budget neutrality expenditure limit by the appropriate Composite Federal Share.  

13.4. Main Budget Neutrality Test. This demonstration does not include a Main Budget Neutrality 
Test. Budget neutrality will consist entirely of Hypothetical Budget Neutrality Tests, including 
supplemental HRSN aggregate ceiling (SHAC) hypothetical expenditures. Any excess 
spending under the Hypothetical Budget Neutrality Tests must be returned to CMS. 

13.5. Hypothetical Budget Neutrality.  When expenditure authority is provided for coverage of 
populations or services that the state could have otherwise provided through its Medicaid state 
plan or other title XIX authority (such as a waiver under section 1915 of the Act), or when a 
WOW spending baseline for certain WW expenditures is difficult to estimate due to variable 
and volatile cost data resulting in anomalous trend rates, CMS considers these expenditures to 
be “hypothetical,” such that the expenditures are treated as if the state could have received FFP 
for them absent the demonstration.  For these hypothetical expenditures, CMS makes 
adjustments to the budget neutrality test which effectively treats these expenditures as if they 
were for approved Medicaid state plan services.  Hypothetical expenditures, therefore, do not 
necessitate savings to offset the expenditures on those services.  When evaluating budget 
neutrality, however, CMS does not offset non-hypothetical expenditures with projected or 
accrued savings from hypothetical expenditures; that is, savings are not generated from a 
hypothetical population or service.  To allow for hypothetical expenditures, while preventing 
them from resulting in savings, CMS currently applies separate, independent Hypothetical 
Budget Neutrality Tests, which subject hypothetical expenditures to pre-determined limits to 
which the state and CMS agree, and that CMS approves, as a part of this demonstration 
approval.  If the state’s WW hypothetical spending exceeds the Hypothetical Budget Neutrality 
Test’s expenditure limit, the state agrees (as a condition of CMS approval) to offset that excess 
spending through savings elsewhere in the demonstration or to refund the FFP to CMS. 

13.6. Hypothetical Budget Neutrality Test 1: Reentry The table below identifies the MEGs that 
are used for Hypothetical Budget Neutrality Test 1. MEGs that are designated “WOW Only” or 
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“Both” are the components used to calculate the budget neutrality expenditure limit.  The 
Composite Federal Share for the Hypothetical Budget Neutrality Test is calculated based on all 
MEGs indicated as “WW Only” or “Both.”  MEGs that are indicated as “WW Only” or “Both” 
are counted as expenditures against this budget neutrality expenditure limit.  Any expenditures 
in excess of the limit from Hypothetical Budget Neutrality Test 1 are counted as WW 
expenditures under the Main Budget Neutrality Test. 

Table 7: Hypothetical Budget Neutrality Test 1 

MEG 
PC 
or 

Agg 

WOW 
Only, 
WW 

Only, or 
Both 

T
rend R

ate 

DY 1 DY 2 DY 3 DY 4 DY 5 

Reentry 
Services PC Both 5.7% $0 

  
$1,168.52  

 
$1,235.13  

  
$1,305.53  

  
$1,379.95  

Reentry 
Non-
Services 

Agg Both  
 

$44,768,
868  

 
$44,768,

868  

 
$44,768,8

68  

 
$14,922,

956  

 
$0 

 

13.7. Supplemental HRSN Aggregate Ceiling (SHAC) Budget Neutrality for Evidence-Based 
HRSN Initiatives.  When expenditure authority is provided for specified HRSN initiatives in 
the demonstration (in this approval, as specified in section 6), CMS considers these 
expenditures to be “supplemental HRSN aggregate ceiling (SHAC)” expenditures; that is, the 
expenditures are eligible to receive FFP up to a specific aggregate spending cap per 
demonstration year, based on the state’s expected expenditures.  States can also receive FFP 
for capacity-building, infrastructure, and operational costs for the HRSN initiatives; this FFP is 
limited by a sub-cap of the aggregate spending cap and is determined by CMS based on the 
amount the state expects to spend.  Like all hypothetical expenditures, SHAC expenditures do 
not need to be offset by savings, and cannot produce savings; however, unspent expenditure 
authority allocated for HRSN infrastructure in a given demonstration year can be applied to 
HRSN services in the same demonstration year. Any unspent HRSN services expenditure 
authority may not be used to fund HRSN infrastructure. To allow for SHAC expenditures and 
to prevent them from resulting in savings that would apply to the rest of the demonstration, 
CMS currently applies a separate, independent SHAC Budget Neutrality Test, which subjects 
SHAC expenditures to pre-determined aggregate limits to which the state and CMS agree, and 
that CMS approves, as a part of this demonstration approval.  If actual HRSN initiative 
spending is less than the SHAC Budget Neutrality Test’s expenditure limit for a given 
demonstration year, the difference is not considered demonstration savings. Unspent HRSN 
expenditure authority under the SHAC for each demonstration year can be carried, shifted, or 
transferred across future demonstration years. However, unspent HRSN expenditure authority 
cannot roll over to the next demonstration approval period. If the state’s SHAC spending 
exceeds the SHAC Budget Neutrality Test’s expenditure limit, the state agrees (as a condition 
of CMS approval) to refund any FFP in excess of the cap to CMS.  Demonstration savings 
from the Main Budget Neutrality Test cannot be used to offset excess spending for the SHAC.  
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13.8. SHAC Budget Neutrality Test: HRSN. The table below identifies the MEGs that are used for 
the SHAC Budget Neutrality Test.  MEGs that are designated “WOW Only” or “Both” are the 
components used to calculate the budget neutrality expenditure limit.  The Composite Federal 
Share for the SHAC Budget Neutrality Test is calculated based on all MEGs indicated as “WW 
Only” or “Both.”  MEGs that are indicated as “WW Only” or “Both” are counted as 
expenditures against this budget neutrality expenditure limit.  Any expenditures in excess of 
the limit from the SHAC Budget Neutrality Test cannot be offset by savings under the Main 
Budget Neutrality Test or the Hypothetical Budget Neutrality Tests. 

Table 8: SHAC Budget Neutrality Test 

MEG Agg 

WOW 
Only, 
WW 
Only, 

or Both 

DY 1 DY 2  DY 3 DY 4  DY 5 

HRSN 
Services  Agg Both 

 
$0    

 
$92,620,

000  

 
$155,700

,000  

 
$149,180

,000  

 
$119,420,

000  

HRSN 
Infrastructure Agg Both  

 
$18,200,

000  

 
$31,850,

000  

 
$31,850,

000  

  
$9,100,0

00  

  
$0    

13.9. Composite Federal Share. The Composite Federal Share is the ratio that will be used to 
convert the total computable budget neutrality limit to federal share. The Composite Federal 
Share is the ratio calculated by dividing the sum total of FFP received by the state on actual 
demonstration expenditures during the approval period by total computable demonstration 
expenditures for the same period, as reported through MBES/CBES and summarized on 
Schedule C. Since the actual final Composite Federal Share will not be known until the end of 
the demonstration’s approval period, for the purpose of interim monitoring of budget 
neutrality, a reasonable estimate of Composite Federal Share may be developed and used 
through the same process or through an alternative mutually agreed to method. Each Budget 
Neutrality Test has its own Composite Federal Share, as defined in the paragraph pertaining to 
each particular test. 

13.10. Exceeding Budget Neutrality. CMS will enforce the budget neutrality agreement over the 
demonstration period, which extends from December 26, 2024, to December 31, 2029. If at the 
end of the demonstration approval period the SHAC Budget Neutrality Test has been 
exceeded, the excess federal funds will be returned to CMS. If the Demonstration is terminated 
prior to the end of the budget neutrality agreement, the budget neutrality test shall be based on 
the time elapsed through the termination date. 

13.11. Corrective Action Plan. If at any time during the demonstration approval period CMS 
determines that the demonstration is on course to exceed its budget neutrality expenditure 
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limit, CMS will require the state to submit a corrective action plan for CMS review and 
approval.  CMS will use the threshold levels in the tables below as a guide for determining 
when corrective action is required. 

Table 9: Budget Neutrality Test Corrective Action Plan Calculation 

Demonstration Year Cumulative Target Definition Percentage 

DY 1 Cumulative budget neutrality limit plus: 2.0 percent 

DY 1 through DY 2 Cumulative budget neutrality limit plus: 1.5 percent 

DY 1 through DY 3 Cumulative budget neutrality limit plus: 1.0 percent 

DY 1 through DY 4 Cumulative budget neutrality limit plus: 0.5 percent 

DY 1 through DY 5 Cumulative budget neutrality limit plus: 0.0 percent 

 

14. SCHEDULE OF STATE DELIVERABLES FOR THE DEMONSTRATION PERIOD 

Due Deliverable STC 
Administrative 

30 calendar days after 
demonstration approval 

State acceptance of demonstration 
Waivers, STCs, and Expenditure 
Authorities 

Approval letter 

Post-Approval Protocols 
120 calendar days after 
approval date 

Reentry Demonstration Initiative 
Implementation Plan 

STC 5.10 

6 months after approval date Reentry Demonstration Initiative 
Reinvestment Plan 

STC 5.11 

90 calendar days after 
approval date 

Protocol for Assessment of Beneficiary 
Eligibility and Needs, and Provider 
Qualifications for HRSN Services 

STC 6.7 

90 calendar days after 
approval date 

Maintenance of Effort (MOE) Plan for 
Baseline Social Services Expenditure 

STC 6.16 

9 months after approval date HRSN Implementation Plan STC 6.19 

Monitoring and Evaluation Deliverables 
150 calendar days after 
approval date 

Monitoring Protocol(s) STC 10.4 
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Due Deliverable STC 
180 calendar days after 
approval date 

Evaluation Design STCs 11.4 and 11.5 

One year prior to the 
expiration of the 
demonstration 

Interim Evaluation Report STC 11.7 

Within 18 months after 
approval period ends 

Summative Evaluation Report STC 11.8 

60 days after the end of the 
third year of demonstration  

Reentry Demonstration Initiative Mid-
Point Assessment 

STC 10.6 

60 calendar days after the 
end of each quarter except 4th 
quarter 

Quarterly Monitoring Reports STC 10.5 

90 calendar days after end of 
demonstration year 

Annual Monitoring Reports STC 10.5 

Other Deliverables 
90 calendar days after end of 
each demonstration year 

Annual Budget Neutrality Reports STC 10.5.c 

30 calendar days after the 
end of each quarter 

Quarterly Budget Neutrality Reports STC 10.5.c 

If applicable, 120 calendar 
days after the end of the 
demonstration 

Close-Out Report STC 10.8 
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ATTACHMENT A 
Developing the Evaluation Design 

 
Introduction 
Both state and federal governments need rigorous quantitative and qualitative evidence to inform 
policy decisions. To that end, for states that are testing new approaches and flexibilities in their 
Medicaid programs through section 1115 demonstrations, evaluations are crucial to understand 
and disseminate information about these policies. The evaluations of new initiatives seek to 
produce new knowledge and direction for programs and inform Medicaid policy for the future. 
While a narrative about what happened during a demonstration provides important information, 
the principal focus of the evaluation of a section 1115 demonstration should be obtaining and 
analyzing data. Evaluations should include findings about the process (e.g., whether the 
demonstration is being implemented as intended), outcomes (e.g., whether the demonstration is 
having the intended effects on the population of focus), and impacts of the demonstration (e.g., 
whether the outcomes observed in the population of focus differ from outcomes in similar 
populations not affected by the demonstration). 
 
Submission Timelines 
There is a specified timeline for the state’s submission of its draft Evaluation Design and 
subsequent evaluation reports. The graphic below depicts an example of this timeline for a 5–
year demonstration. In addition, the state should be aware that section 1115 evaluation 
documents are public records. The state is required to publish the Evaluation Design to the 
state’s website within 30 calendar days of CMS approval, as per 42 CFR 431.424(e). CMS will 
also publish a copy to the Medicaid.gov website.  
 

 

Expectations for Evaluation Designs  
CMS expects Evaluation Designs to be rigorous, incorporate baseline and comparison group 
assessments, as well as statistical significance testing. Technical assistance resources for 
constructing comparison groups and identifying causal inferences are available on Medicaid.gov: 
https://www.medicaid.gov/medicaid/section–1115–demonstrations/1115–demonstration–
monitoring–evaluation/1115–demonstration–state–monitoring–evaluation–resources/index.html. 
If the state needs technical assistance using this outline or developing the Evaluation Design, the 
state should contact its demonstration team. 
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All states with section 1115 demonstrations are required to conduct Interim and Summative 
Evaluation Reports, and the Evaluation Design is the roadmap for conducting these evaluations. 
The roadmap begins with the stated goals for the demonstration, followed by the measurable 
evaluation questions and quantifiable hypotheses, all to support a determination of the extent to 
which the demonstration has achieved its goals. When conducting analyses and developing the 
evaluation reports, every effort should be made to follow the approved methodology. However, 
the state may request, and CMS may agree to, changes in the methodology in appropriate 
circumstances. 
 
The format for the Evaluation Design is as follows:  

A. General Background Information; 
B. Evaluation Questions and Hypotheses; 
C. Methodology; 
D. Methodological Limitations; 
E. Attachments. 

 
A. General Background Information – In this section, the state should include basic 

information about the demonstration, such as: 
 

1. The issues that the state is trying to address with the approved section 1115 
demonstration waivers and expenditure authorities, the potential magnitude of the 
issues, and why the state selected this course of action to address the issues (e.g., a 
narrative on why the state submitted a section 1115 demonstration application). 

 
2. The name of the demonstration, approval date of the demonstration, and period of time 

covered by the evaluation. 
 

3. A description of the population groups impacted by the demonstration. 
 

4. A brief description of the demonstration and history of its implementation, and whether 
the draft Evaluation Design applies to an amendment, extension, or expansion of, the 
demonstration. 

 
5. For extensions, amendments, and major operational changes: a description of any 

changes to the demonstration during the approval period; the primary reason or reasons 
for the change; and how the Evaluation Design was altered or augmented to address 
these changes. 

 
B. Evaluation Questions and Hypotheses – In this section, the state should: 

 
1. Identify the state’s hypotheses about the outcomes of the demonstration, and discuss 

how the evaluation questions align with the hypotheses and the goals of the 
demonstration. 

 
2. Address how the hypotheses and research questions promote the objectives of Titles 

XIX and XXI.  
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3. Describe how the state’s demonstration goals are translated into quantifiable targets for 

improvement, so that the performance of the demonstration in achieving these targets 
can be measured. 

 
4. Include a Logic Model or Driver Diagram to visually aid readers in understanding the 

rationale behind the cause and effect of the variants behind the demonstration features 
and intended outcomes. A driver diagram, which includes information about the goals 
and features of the demonstration, is a particularly effective modeling tool when 
working to improve health and health care through specific interventions. A driver 
diagram depicts the relationship between the goal, the primary drivers that contribute 
directly to achieving the goal, and the secondary drivers that are necessary to achieve 
the primary drivers for the demonstration. For an example and more information on 
driver diagrams: https://innovation.cms.gov/files/x/hciatwoaimsdrvrs.pdf.  

 
5. Include implementation evaluation questions to inform the state’s crafting and selection 

of testable hypotheses and research questions for the demonstration’s outcome and 
impact evaluations and provide context for interpreting the findings. Implementation 
evaluation research questions can focus on barriers, facilitators, beneficiary and 
provider experience with the demonstration, the extent to which demonstration 
components were implemented as planned, and the extent to which implementation of 
demonstration components varied by setting. 

 
C. Methodology – In this section, the state is to describe in detail the proposed research 

methodology. The focus is on showing that the evaluation meets the prevailing standards 
of scientific and academic rigor, that the results are statistically valid and reliable, and 
that it builds upon other published research, using references where appropriate. The 
evaluation approach should also consider principles of equitable evaluations, and involve 
partners such as community groups, beneficiaries, health plans, health care providers, 
social service agencies and providers, and others impacted by the demonstration who 
understand the cultural context in developing an evaluation approach. The state’s Request 
for Proposal for an independent evaluator, for example, could encourage research teams 
to partner with impacted groups. 

 
This section also provides evidence that the demonstration evaluation will use the best 
available data. The state should report on, control for, and make appropriate adjustments for 
the limitations of the data and their effects on results, and discuss the generalizability of 
results. This section should provide enough transparency to explain what will be measured 
and how, in sufficient detail so that another party could replicate the results. Table A below is 
an example of how the state might want to articulate the analytic methods for each research 
question and measure.  

 
Specifically, this section establishes: 

 
1. Methodological Design – Provide information on how the evaluation will be designed. 

For example, whether the evaluation will utilize pre/post data comparisons, pre–test or 
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post–test only assessments. If qualitative analysis methods will be used, they must be 
described in detail. 

 
2. Focus and Comparison Populations – Describe the characteristics of the focus and 

comparison populations, incorporating the inclusion and exclusion criteria. Include 
information about the level of analysis (beneficiary, provider, or program level), and if 
populations will be stratified into subgroups. Additionally, discuss the sampling 
methodology for the populations, as well as support that a statistically reliable sample 
size is available.  

 
3. Evaluation Period – Describe the time periods for which data will be included. 

 
4. Evaluation Measures – List all measures that will be calculated to evaluate the 

demonstration. The state also should include information about how it will define the 
numerators and denominators. Furthermore, the state should ensure the measures 
contain assessments of both process and outcomes to evaluate the effects of the 
demonstration during the period of approval. When selecting metrics, the state shall 
identify opportunities for improving quality of care and health outcomes, and 
controlling cost of care. The state also should incorporate benchmarking and 
comparisons to national and state standards, where appropriate. 

 
Include the measure stewards (i.e., the organization(s) responsible for the evaluation 
data elements/sets by “owning”, defining, validating, securing, and submitting for 
endorsement, etc.). Proposed health measures could include CMS’s Core Set of Health 
Care Quality Measures for Children in Medicaid and CHIP, Consumer Assessment of 
Health Care Providers and Systems (CAHPS), the Core Set of Health Care Quality 
Measures for Medicaid–Eligible Adults, metrics drawn from the Behavioral Risk Factor 
Surveillance System (BRFSS) survey, or measures endorsed by National Quality 
Forum. Proposed performance metrics can be selected from nationally recognized 
metrics, for example from sets developed by the Center for Medicare and Medicaid 
Innovation or for meaningful use under Health Information Technology. 
 

5. Data Sources – Explain from where the data will be obtained, describe any efforts to 
validate and clean the data, and discuss the quality and limitations of the data sources. 
If the state plans to collect primary data (i.e., data collected specifically for the 
evaluation), include the methods by which the data will be collected, the source of the 
proposed questions and responses, and the frequency and timing of data collection. 
Additionally, copies of any proposed surveys must be provided to CMS for approval 
before implementation. 
 

6. Analytic Methods – This section includes the details of the selected quantitative and 
qualitative analysis measures that will adequately assess the effectiveness of the 
demonstration. This section should: 

 
a. Identify the specific statistical testing which will be undertaken for each measure 

(e.g., t–tests, chi–square, odds ratio, ANOVA, regression). 
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b. Explain how the state will isolate the effects of the demonstration from other 
initiatives occurring in the state at the same time (e.g., through the use of 
comparison groups). 

c. Include a discussion of how propensity score matching and difference–in–
differences designs may be used to adjust for differences in comparison 
populations over time, if applicable.  

d. Consider the application of sensitivity analyses, as appropriate. 
 

7. Other Additions – The state may provide any other information pertinent to the 
Evaluation Design for the demonstration. 

 
Table A. Example Design Table for the Evaluation of the Demonstration 

Research 
Question 

Outcome 
measures used to 

address the 
research question 

Sample or population 
subgroups to be 

compared Data Sources 
Analytic 
Methods 

Hypothesis 1 
Research 
question 1a 

–Measure 1 
–Measure 2 
–Measure 3 

–Sample e.g. All 
attributed Medicaid 
beneficiaries 
–Beneficiaries with 
diabetes diagnosis 

–Medicaid fee–
for–service and 
encounter claims 
records 

–Interrupted 
time series 

Research 
question 1b 

–Measure 1 
–Measure 2 
–Measure 3 
–Measure 4 

–Sample, e.g., PPS 
patients who meet 
survey selection 
requirements (used 
services within the last 
6 months) 

–Patient survey Descriptive 
statistics 

Hypothesis 2 
Research 
question 2a 

–Measure 1 
–Measure 2 

–Sample, e.g., PPS 
administrators 

–Key informants Qualitative 
analysis of 
interview 
material 

 

D. Methodological Limitations – This section provides more detailed information about the 
limitations of the evaluation. This could include limitations about the design, the data 
sources or collection process, or analytic methods. The state should also identify any 
efforts to minimize these limitations. Additionally, this section should include any 
information about features of the demonstration that effectively present methodological 
constraints that the state would like CMS to take into consideration in its review. 
 

CMS also recognizes that there may be certain instances where a state cannot meet the rigor 
of an evaluation as expected by CMS. In these instances, the state should document for CMS 
why it is not able to incorporate key components of a rigorous evaluation, including 
comparison groups and baseline data analyses. For example, if a demonstration is long–
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standing, it may be difficult for the state to include baseline data because any pre–test data 
points may not be relevant or comparable. Other examples of considerations include: 
 

1. When the demonstration is: 
a. Non–complex, unchanged, or has previously been rigorously evaluated and found 

to be successful; or  
b. Could now be considered standard Medicaid policy (CMS published regulations 

or guidance). 
 

2. When the demonstration is also considered successful without issues or concerns that 
would require more regular reporting, such as: 

a. Operating smoothly without administrative changes;  
b. No or minimal appeals and grievances;  
c. No state issues with CMS–64 reporting or budget neutrality; and 
d. No Corrective Action Plans for the demonstration. 

 
E. Attachments 
 

1. Independent Evaluator. This includes a discussion of the state’s process for obtaining 
an independent entity to conduct the evaluation, including a description of the 
qualifications that the selected entity must possess, and how the state will assure no 
conflict of interest. Explain how the state will assure that the Independent Evaluator 
will conduct a fair and impartial evaluation and prepare objective Evaluation Reports. 
The Evaluation Design should include a “No Conflict of Interest” statement signed by 
the independent evaluator. 
 

2. Evaluation Budget. A budget for implementing the evaluation shall be provided with 
the draft Evaluation Design. It will include the total estimated costs, as well as a 
breakdown of estimated staff, administrative, and other costs for all aspects of the 
evaluation. Examples include, but are not limited to: the development of all survey and 
measurement instruments; quantitative and qualitative data collection; data cleaning 
and analyses; and reports generation. A justification of the costs may be required by 
CMS if the estimates provided do not appear to sufficiently cover the costs of the draft 
Evaluation Design, if CMS finds that the draft Evaluation Design is not sufficiently 
developed, or if the estimates appear to be excessive. 

 
3. Timeline and Major Milestones. Describe the timeline for conducting the various 

evaluation activities, including dates for evaluation–related milestones, including those 
related to procurement of an outside contractor, if applicable, and deliverables. The 
final Evaluation Design shall incorporate milestones for the development and 
submission of the Interim and Summative Evaluation Reports. Pursuant to 42 CFR 
431.424(c)(v), this timeline should also include the date by which the Final Summative 
Evaluation Report is due. 
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ATTACHMENT B 
Preparing the Interim and Summative Evaluation Reports 

Introduction 

Both state and federal governments need rigorous quantitative and qualitative evidence to inform 
policy decisions. To that end, for states that are testing new approaches and flexibilities in their 
Medicaid programs through section 1115 demonstrations, evaluations are crucial to understand 
and disseminate information about these policies. The evaluations of new initiatives seek to 
produce new knowledge and direction for programs and inform Medicaid policy for the future. 
While a narrative about what happened during a demonstration provides important information, 
the principal focus of the evaluation of a section 1115 demonstration should be obtaining and 
analyzing data. Evaluations should include findings about the process (e.g., whether the 
demonstration is being implemented as intended), outcomes (e.g., whether the demonstration is 
having the intended effects on the population of focus), and impacts of the demonstration (e.g., 
whether the outcomes observed in the population of focus differ from outcomes in similar 
populations not affected by the demonstration). 

Submission Timelines 

There is a specified timeline for the state’s submission of Evaluation Designs and Evaluation 
Reports. These dates are specified in the demonstration Special Terms and Conditions (STCs). 
The graphic below depicts an example of a deliverables timeline for a 5–year demonstration. In 
addition, the state should be aware that section 1115 evaluation documents are public records. In 
order to assure the dissemination of the evaluation findings, lessons learned, and 
recommendations, the state is required to publish the Interim and Summative Evaluation Reports 
to the state’s website within 30 calendar days of CMS approval, as per 42 CFR 431.424(d). CMS 
will also publish a copy to the Medicaid.gov website. 

 

Expectations for Evaluation Reports 

All states with Medicaid section 1115 demonstrations are required to conduct evaluations that 
are valid (the extent to which the evaluation measures what it is intended to measure), and 
reliable (the extent to which the evaluation could produce the same results when used 
repeatedly). The already–approved Evaluation Design is a map that begins with the 
demonstration goals, then transitions to the evaluation questions, and to the specific hypotheses, 
which will be used to investigate whether the demonstration has achieved its goals. When 
conducting analyses and developing the evaluation reports, every effort should be made to follow 
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the methodology outlined in the approved Evaluation Design. However, the state may request, 
and CMS may agree to, changes in the methodology in appropriate circumstances. 

When submitting an application for renewal, the Interim Evaluation Report should be posted on 
the state’s website with the application for public comment. Additionally, the Interim Evaluation 
Report must be included in its entirety with the application submitted to CMS.  

CMS expects Interim and Summative Evaluation Reports to be rigorous, incorporate baseline 
and comparison group assessments, as well as statistical significance testing. Technical 
assistance resources for constructing comparison groups and identifying causal inferences are 
available on Medicaid.gov: https://www.medicaid.gov/medicaid/section–1115–
demonstrations/1115–demonstration–monitoring–evaluation/1115–demonstration–state–
monitoring–evaluation–resources/index.html. If the state needs technical assistance using this 
outline or developing the evaluation reports, the state should contact its demonstration team. 

Intent of this Attachment 

Title XIX of the Social Security Act (the Act) requires an evaluation of every section 1115 
demonstration. In order to fulfill this requirement, the state’s evaluation report submissions must 
provide comprehensive written presentations of all key components of the demonstration, and 
include all required elements specified in the approved Evaluation Design. This Attachment is 
intended to assist states with organizing the required information in a standardized format and 
understanding the criteria that CMS will use in reviewing the submitted Interim and Summative 
Evaluation Reports. 

Required Core Components of Interim and Summative Evaluation Reports 

The Interim and Summative Evaluation Reports present research and findings about the section 
1115 demonstration. It is important that the reports incorporate a discussion about the structure 
of the Evaluation Design to explain the goals and objectives of the demonstration, the hypotheses 
related to the demonstration, and the methodology for the evaluation. The evaluation reports 
should present the relevant data and an interpretation of the findings; assess the outcomes (what 
worked and what did not work); explain the limitations of the design, data, and analyses; offer 
recommendations regarding what (in hindsight) the state would further advance, or do 
differently, and why; and discuss the implications on future Medicaid policy. 

The format for the Interim and Summative Evaluation reports is as follows: 

A. Executive Summary;  
B. General Background Information; 
C. Evaluation Questions and Hypotheses; 
D. Methodology; 
E. Methodological Limitations; 
F. Results;  
G. Conclusions; 
H. Interpretations, and Policy Implications and Interactions with Other State Initiatives; 
I. Lessons Learned and Recommendations; and,  
J. Attachment(s). 
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A. Executive Summary – A summary of the demonstration, the principal results, 
interpretations, and recommendations of the evaluation.  
 

B. General Background Information about the Demonstration – In this section, the state 
should include basic information about the demonstration, such as: 

1. The issues that the state is trying to address with the approved section 1115 
demonstration waivers and expenditure authorities, how the state became aware 
of the issues, the potential magnitude of the issues, and why the state selected this 
course of action to address the issues. 

2. The name of the demonstration, approval date of the demonstration, and period of 
time covered by the evaluation. 

3. A description of the population groups impacted by the demonstration. 
4. A brief description of the demonstration and history of the implementation, and if 

the evaluation is for an amendment, extension, or expansion of, the 
demonstration. 

5. For extensions, amendments, and major operational changes: A description of any 
changes to the demonstration during the approval period; whether the motivation 
for change was due to political, economic, and fiscal factors at the state and 
federal level; whether the programmatic changes were implemented to improve 
beneficiary health, provider/health plan performance, or administrative efficiency; 
and how the Evaluation Design was altered or augmented to address these 
changes. Additionally, the state should explain how this Evaluation Report builds 
upon and expands earlier demonstration evaluation findings (if applicable). 

 
C. Evaluation Questions and Hypotheses – In this section, the state should: 

1. Identify the state’s hypotheses about the outcomes of the demonstration, and 
discuss how the goals of the demonstration align with the evaluation questions 
and hypotheses. 

2. Address how the research questions / hypotheses of this demonstration promote 
the objectives of Titles XIX and XXI. 

3. Describe how the state’s demonstration goals were translated into quantifiable 
targets for improvement, so that the performance of the demonstration in 
achieving these targets could be measured. 

4. The inclusion of a Logic Model or Driver Diagram in the Evaluation Report is 
highly encouraged, as the visual can aid readers in understanding the rationale 
behind the demonstration features and intended outcomes. 

 
D. Methodology – In this section, the state is to provide an overview of the research that 

was conducted to evaluate the section 1115 demonstration, consistent with the approved 
Evaluation Design. The Evaluation Design should also be included as an attachment to 
the report. The focus is on showing that the evaluation builds upon other published 
research, (using references), meets the prevailing standards of scientific and academic 
rigor, and the results are statistically valid and reliable. 
 
An Interim Evaluation Report should provide any available data to date, including both 
quantitative and qualitative assessments. The Evaluation Design should assure there is 
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appropriate data development and collection in a timely manner to support developing an 
Interim Evaluation Report.  
 
This section provides the evidence that the demonstration evaluation used the best 
available data and describes why potential alternative data sources were not used. The 
state also should report on, control for, and make appropriate adjustments for the 
limitations of the data and their effects on results, and discusses the generalizability of 
results. This section should provide enough transparency to explain what was measured 
and how, in sufficient detail so that another party could replicate the results. Specifically, 
this section establishes that the approved Evaluation Design was followed by describing: 

 
1. Methodological Design – Whether the evaluation included an assessment of 

pre/post or post–only data, with or without comparison groups, etc. 
 

2. Focus and Comparison Populations – Describe the focus and comparison 
populations, describing inclusion and exclusion criteria.  
 

3. Evaluation Period – Describe the time periods for which data will be collected. 
 

4. Evaluation Measures – List the measures used to evaluate the demonstration and 
their respective measure stewards. 
 

5. Data Sources – Explain from where the data were obtained, and efforts to validate 
and clean the data.  
 

6. Analytic Methods – Identify specific statistical testing which was undertaken for 
each measure (t–tests, chi–square, odds ratio, ANOVA, regression, etc.). 
 

7. Other Additions – The state may provide any other information pertinent to the 
evaluation of the demonstration. 

 
E. Methodological Limitations – This section provides sufficient information for 

discerning the strengths and weaknesses of the study design, data sources/collection, and 
analyses. 
 

F. Results – In this section, the state presents and uses the quantitative and qualitative data 
to demonstrate whether and to what degree the evaluation questions and hypotheses of 
the demonstration were addressed. The findings should visually depict the demonstration 
results, using tables, charts, and graphs, where appropriate. This section should include 
findings from the statistical tests conducted. 
 

G. Conclusions – In this section, the state will present the conclusions about the evaluation 
results. Based on the findings, discuss the outcomes and impacts of the demonstration 
and identify the opportunities for improvements. Specifically, the state should answer the 
following questions: 
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1. In general, did the results show that the demonstration was/was not effective in 
achieving the goals and objectives established at the beginning of the 
demonstration? 

2. If the state did not fully achieve its intended goals, why not?  
3. What could be done in the future that would better enable such an effort to more 

fully achieve those purposes, aims, objectives, and goals?  
 

H. Interpretations, Policy Implications and Interactions with Other State Initiatives – 
In this section, the state will discuss the section 1115 demonstration within an overall 
Medicaid context and long–range planning. This should include interrelations of the 
demonstration with other aspects of the state’s Medicaid program, interactions with other 
Medicaid demonstrations, and other federal awards affecting service delivery, health 
outcomes and the cost of care under Medicaid. This section provides the state with an 
opportunity to provide interpretations of the data using evaluative reasoning to make 
judgments about the demonstration. This section should also include a discussion of the 
implications of the findings at both the state and national levels. Interpreting the 
implications of evaluation findings should include involving partners, such as community 
groups, beneficiaries, health plans, health care providers, social service agencies and 
providers, and others impacted by the demonstration who understand the cultural context 
in which the demonstration was implemented. 
 

I. Lessons Learned and Recommendations – This section of the evaluation report 
involves the transfer of knowledge. Specifically, it should include potential 
“opportunities” for future or revised demonstrations to inform Medicaid policymakers, 
advocates, and stakeholders. Recommendations for improvement can be just as 
significant as identifying current successful strategies. Based on the evaluation results, 
the state should address the following questions: 

1. What lessons were learned as a result of the demonstration? 
2. What would you recommend to other states which may be interested in 

implementing a similar approach? 
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ATTACHMENT C 
Reserved for Reentry Demonstration Initiative Implementation Plan 
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ATTACHMENT D 
Reserved for Reentry Demonstration Initiative Reinvestment Plan 
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ATTACHMENT E 
Reserved for HRSN Implementation Plan 
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ATTACHMENT F 
Assessment of Beneficiary Eligibility and Needs, Infrastructure Planning, and Provider 

Qualifications for HRSN Service Protocol 
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Introduction 
This Health-Related Social Needs (HRSN) Services and Infrastructure Protocol summarizes additional 
details on the requirements for the delivery of Pennsylvania’s Keystones of Health demonstration HRSN 
services authorized and described in the Special Terms and Conditions (STCs). Authorized services 
include housing and food and nutrition HRSN benefits for specific populations as detailed in this 
document and in Attachment G: HRSN Services Matrix. Updates to the HRSN services (duration, scope, 
and definitions) and infrastructure protocols are subject to the restrictions in STCs 6.8 and 6.9. 
Pennsylvania intends to phase in HRSN benefits based on regional and service readiness criteria which 
will be further described in the Implementation Plan. 

Services Protocol 

List of Health-Related Social Needs (HRSN) Services and Associated Descriptions 

The Commonwealth will cover the HRSN services defined in Table 1, Table 2, and Table 3. The benefit 
maximums listed encompass the most expansive benefit maximums for which the Commonwealth has 
CMS approval. Individuals eligible for HRSN services are not entitled to receive benefit maximums.  To 
avoid the duplication or displacement of existing food assistance and nutrition services, the program 
administrator(s) and community-based organizations (CBOs) providing these services will support 
beneficiaries to understand, apply for, and access other state and federal benefit programs such as 
Supplemental Nutrition Assistance Program (SNAP) and/or Women Infants and Children (WIC) and/or 
Older Americans Act Nutrition Services. 

DHS agrees to meet the HRSN monitoring and evaluations requirements in the STCs including the 
enhanced monitoring and evaluation requirements stipulated in STCs 10.5.b and 11.6 to monitor and 
evaluate how the renewals of recurring nutrition services under STC 6.3.b affect care utilization and 
beneficiary physical and mental health outcomes, as well as the cost of providing such services.
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Table 1: Keystones of Health Housing Services: Housing/Home Environment interventions without room and board 
Service Description Eligible Population Provider Description 

One-time transition and 
moving costs other than 
rent  

Housing fees to secure housing: Fees 
incurred during the application process, 
which may include inspection fees, 
credit checks and fees to secure needed 
documentation for identity verification 
including but not limited to birth 
certificates and photo identification 
cards. 

Medicaid eligible individuals 
experiencing homelessness, as 
defined by the U.S. Department of 
Housing and Urban Development 
(HUD) in 24 CFR 91.5, who:  
• Have a Serious Mental Illness 

(SMI), 

• Have substance use disorder 
(SUD); or 

• Are pregnant or in the 
postpartum period (up to 12 
months after the end of 
pregnancy). 

Medicaid eligible individuals 
transitioning from corrections 
facilities who are homeless or at risk 
of homelessness, as defined by the 
U.S. Department of Housing and 
Urban Development (HUD) in 24 
CFR 91.5, and: 
• Have SMI, 

• Have SUD, 

Program administrator(s) will 
build a regional network of 
Community Based 
Organizations (CBOs) to deliver 
these services. They will have 
qualifications such as training 
and experience in:  

• Housing First and 
Harm Reduction 

• Fair Housing standards 

• Data Tracking and 
Reporting 

• Homeless Management 
Information System 
(HMIS) 

• Prepared Renter 
Education Program 
(PREP) 

• Continuum of Care 
Regulations 

• Habitability 
Requirements, and  

Pre-tenancy and tenancy 
sustaining services and 
individualized case 
management 

Case management provided to sustain 
housing that will extend beyond the 
navigation of obtaining housing, which 
may include linkages to federal and 
state benefit programs, application 
assistance, supporting beneficiary with 
housing search, tenant screening, 
completing rental applications, 
negotiating lease agreements, tenant 
rights education, and eviction 
prevention. 

Housing transition 
navigation service 

Resource navigation of the services 
necessary to secure and maintain 
housing. This includes facilitating a 
warm hand-off to CBOs who will 
deliver ongoing case management 
services, supporting clients to maintain 
their housing. 
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Service Description Eligible Population Provider Description 
Utility costs for 
individuals receiving 
rent/temporary housing 

Utility costs are available for up to six 
months to households receiving rent 
assistance/temporary housing. Utility 
costs, including utility back payments 
and prospective utility payments cannot 
exceed a total of 6 months Utility costs 
can cover expenses for heating, cooling, 
electric, water, sewage, garbage, 
recycling services, internet, and phone 
services (not including physical phone). 
Limited to individuals receiving 
rent/temporary housing as described in 
STC 6.2. 

• Are pregnant or in the 
postpartum period (up to 12 
months after the end of 
pregnancy), 

• Have a high-risk health 
condition (Table 6).; or 

• Have Autism Spectrum Disorder 
(ASD). 

• Capacity to effectively 
work with the specific 
populations. 

These will be further 
defined in the 
program 
administrator 
contracts. 

One-time transition costs  One-time payments for transitions (with 
maximum limits) into housing which 
may include security deposit, utility 
activation fees and payments in arrears 
(not to exceed a total of 6 months in 
utility back payments and prospective 
utility payments), moving costs, 
relocation expenses, and the cost of 
essential furnishings including 
household goods and furniture. The first 
and last month’s rent counts towards the 
six-month coverage cap on room and 
board services offered through HRSN. 
The payment for a security deposit does 
not count against this six-month limit.   
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Table 2: Keystones of Health Housing Services: Housing interventions with Room and Board (Rent Only Interventions) 
Service Description Eligible Population Provider Qualifications 

Short-term 
rental assistance 
for up to 6 
months 

Payment for rent/temporary housing for up to 
6 months. 

This service is subject to a cap of 6 months 
per household per demonstration period. 
Coverage may be permitted in one or more 
episodes, so long as the total duration 
remains under the cap for the demonstration 
period.  

 

 

Medicaid eligible 
individuals experiencing 
homelessness, as defined by 
the U.S. Department of 
Housing and Urban 
Development (HUD) in 24 
CFR 91.5, who:  

• Have SMI, 

• Have SUD, or 

• Are pregnant or in the 
postpartum period (up to 
12 months after the end 
of pregnancy). 

Medicaid eligible 
individuals transitioning 
from corrections facilities 
who are homeless or at risk 
of homelessness, as defined 
by the U.S. Department of 
Housing and Urban 
Development (HUD) in 24 
CFR 91.5,  and: 

• Have SMI, 

• Have SUD, 

• Are pregnant or in the 
postpartum period (up to 
12 months after the end 
of pregnancy), 

Program administrator(s) will build a 
regional network of CBOs to deliver these 
services. They will have qualifications such 
as training and experience in:  

• Housing First and Harm Reduction 

• Fair Housing standards 

• Data Tracking and Reporting 

• HMIS 

• Continuum of Care Regulations 

• Moving On or similar bridge 
strategies 

• Habitability Requirements, and  

• Capacity to effectively work with the 
specific populations. 

These will be further defined in the program 
administrator contracts. 
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• Have a high-risk health 
condition (Table 6).; or 

• Have ASD. 
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Table 3: Keystones of Health Food Services: Nutrition Interventions with Food 

Service Description Eligible Population Provider Qualifications 

Medically 
Tailored Meals 

Fully prepared meals approved by a 
registered dietitian nutritionist 
(RDN) or a nutrition & dietitian 
technician, registered (NDTR) to 
help eligible enrollees receive 
appropriate nutrition to support their 
specific medical condition. The 
quantity of meals provided will be 
no less than 7 meals per week and 
will not exceed a full nutritional 
regimen (three meals per day per 
person).  

Individuals experiencing food 
insecurity (meet USDA 
definition of low or very low 
food security) who have a 
diet-sensitive chronic health 
condition (Table 6). 

Program administrator(s) will build regional 
network of CBOs to deliver these services and 
align with the following standards: 

• Provide Registered Dietitian Nutritionist 
(RDNs) or Nutrition and Dietetics Technician, 
Registered (NDTRs) (overseen by RDNs) who 
may assess all enrollee’s nutritional needs and 
ensure that the meals provided meet those 
needs. 

• Provide fully prepared meals consistent with 
the following standards: 

o Approved by a RDN or NDTR (overseen 
by an RDN) based on the beneficiary’s 
specific condition, and with consideration 
for any co-morbidities, nutrient-drug 
interactions, and allergies. 

o RDNs (or NDTRs, under the supervision 
of RDNs) develop or review meal 
composition and compare against 
evidence-based dietary guidelines that are 
appropriate for the beneficiary’s medical 
profile. 

o Meals reflect the appropriate nutritional 
needs of the enrollee based on their 
defined medical diagnosis and standards 
reflecting evidence-based practice 
guidelines (e.g., guidelines for applicable 
health condition, Dietary Reference 
Intakes, Dietary Guidelines for 
Americans). 
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Service Description Eligible Population Provider Qualifications 

o For specific medical conditions, evidence-
based guidelines being used should be 
documented and made available as 
requested.  

• Comply with applicable state and federal food 
safety laws. 

• Appropriately label meals to note all 
ingredients, with specific labels for all 
potential allergens. 

Home Delivered 
Meals (Food 
Boxes) 

A healthy food box consists of an 
assortment of nutritious foods that 
will include, but is not limited to, 
nutritionally appropriate fresh fruits 
and vegetables, fresh proteins, dried 
goods (i.e., grains, beans, pasta), 
seasonings, and/or spices. Frozen, 
canned and/or dehydrated 
nutritionally appropriate items are 
acceptable if they do not include any 
added salt and/or sugar. The healthy 
food box can be delivered to an 
enrollee’s home or made available 
for pick-up and is aimed at 
promoting improved nutrition for the 
service recipient. It is designed to 
supplement the daily food needs for 
food-insecure individuals that are 
pregnant or postpartum and their 
household. This service will provide 
a minimum of 25% of a nutritional 
regimen and not more than a full 
nutritional regimen (three meals per 
day per person). Healthy food boxes 

Individuals experiencing food 
insecurity (meet USDA 
definition of low or very low 
food security) who are 
pregnant or in the postpartum 
period (up to 8 weeks after the 
end of pregnancy)(and their 
household). 

Program administrator(s) will build regional 
network of CBOs to deliver these services. They 
will have capabilities to: 

• Identify nutritionally appropriate foods. 

• Comply with applicable state and Federal food 
safety laws. 
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Service Description Eligible Population Provider Qualifications 

must include nutrition education 
materials related to the food 
provided, including, but not limited 
to, healthy eating guidance, cooking 
instructions, and/or recipe ideas. The 
quantity of meals provided will not 
exceed a full nutritional regimen 
(three meals per day per person) 
when combined with any other 
service payments that include 
payment for food made on behalf of 
the beneficiary.  
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Keystones of Health Program Administration Model 

Pennsylvania will implement a regional hub model to administer HRSN services (i.e., housing, food and 
nutrition) under the Keystones of Health demonstration waiver. Program administrator(s) will oversee 
regional HRSN provider network development (including technical assistance and capacity building), 
verify eligibility of Medicaid members for HRSN services, make and track referrals for HRSN services, 
facilitate payment for services, and be accountable for overall program performance, quality 
improvement, and regulatory compliance. The Department of Human Services (DHS) is preparing a 
Request for Proposal (RFP) to procure vendors who will need to meet the following requirements and be 
responsible for the following activities related to the administration of Keystones of Health services: 

Program Administrator Participation Requirements:  
• Medical Assistance Enrolled Provider.  

• HIPAA Covered Entity.  

• COMPASS Community Partner. 

• The program administrator must pay the CBO invoices promptly. 

• Must generate encounter data.  

Roles of Program Administrator:  
Pennsylvania will define the role of program administrator(s) through a procurement process. The 
planned core functions for the program administrator(s) are: 

• Network Development: Develop a regional network of CBOs aligned with network standards 
developed by DHS considering factors such as inclusion of local organizations.  

• CBO Technical Assistance and Capacity Building: Design strategy to facilitate effective and 
sustainable participation of CBOs in Keystones of Health. This will include providing 
information and training to CBOs as needed to use culturally responsive and/or trauma informed 
approaches in the delivery of Keystones of Health services. 

• Eligibility verification for HRSN Services: Receive referrals from health care providers and other 
sources (e.g., MCOs, CBOs) and verify if the beneficiary is eligible for the referred services 
under Keystones of Health as described in Section 2.3.  

• HRSN Service Navigation: Make closed-loop referrals and track beneficiary engagement over the 
course of the user journey. Leverage Pennsylvania’s closed-loop referral tool functionality as the 
underlying platform for closed-loop referral tracking. Provide navigation to public benefits where 
eligible. 

• Facilitate CBO Payment: Serve as an enrolled provider in the MA Program and be accountable 
for services provided by their network of CBOs.  

o Create a mechanism for CBOs to bill via invoicing and facilitate the claiming process for 
payment. 

o The claiming process for payment will generate encounter data for DHS and utilize 
standardized social needs diagnosis codes and service procedure codes.  

• Program Performance: The program administrator(s) is accountable for real-time monitoring and 
reporting on program performance including, but not limited to, tracking beneficiary user 
journeys, program efficiency, and outcomes. The program administrator(s) is expected to develop 
quality improvement plans and integrate these efforts with the demonstration evaluation.  
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If procured as envisioned, program administrator(s) would provide initial and ongoing Keystones of 
Health provider technical assistance and training related to the Keystones of Health benefits, including 
CBO onboarding and evidence-based practices. They would assist with the ongoing collection and 
analysis of data and report on activities related to the Keystones of Health project objectives. 
Additionally, the program administrator(s) would act as a clearinghouse that CBOs will utilize to submit 
claims to DHS for Keystones of Health services delivered to qualifying beneficiaries. 

Establishing Eligibility and Medical Necessity for Keystones of Health Services 

Medicaid Eligibility 

The program administrators will confirm Medicaid eligibility using the Pennsylvania Medical Assistance 
Eligibility Verification System (EVS). To do this, program administrators must be MA Enrolled providers 
in PROMISeTM, as well as familiar with the DHS claims processing, provider enrollment, and user 
management information system. COMPASS is Pennsylvania’s online tool for applying for and managing 
benefits for health and human services, including Medicaid. Program administrators also will be 
COMPASS Community Partners to help complete MA applications in the case where someone is referred 
and not yet determined eligible.  

Medicaid eligibility details can be found in Table 4. 

Table 4: Medicaid Eligibility  

Eligibility Group Federal Citations Income Level 
(% of FPL) 

Children age one to five years 42 CFR §435.118 Up to 157% 

Children age six to under 19 years 42 CFR §435.118 Up to 133% 

Pregnant women and infants under age 
one year 

42 CFR §435.116 Up to 215% 

Parents and care takers of children 
under 21 years 

42 CFR §435.116 Up to 133% 

Adults ages 19-64 years 42 CFR §435.119 Up to 133% 

Individuals who are aged (65 and 
older), blind, 
or disabled 

42 CFR §435.121- 
435.138 Varies by program 

Medical assistance for workers with 
disabilities 

1902(a)(10)(A)(ii)(XVI) and 
1905(v)(2) 

Up to 250% 

Individuals receiving long-term care or home 
and community-based services 

42 CFR §435.725, 435.733, 
435.832 Up to 300% 
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Social Eligibility 

Social eligibility will be determined through HRSN screening. Provider and community-based 
organizations, for example, housing Continuum of Care organizations, will use their current processes to 
screen for homelessness and food insecurity. As members of the Medicaid provider network (clinical 
providers) or as participants in a program administrators’ regional network (CBOs) the screening 
organizations are required to maintain approaches that are culturally responsive. The program 
administrators will verify social eligibility through a combination of referrals and accessing existing data 
systems. 

To confirm social eligibility for housing services, program administrators will foster a partnership with 
the appropriate Continuum of Care organization(s) for their region. Through this partnership, they will 
receive information for individuals who screened positive for homelessness in the Homeless Management 
Information System (HMIS). Program administrators will coordinate with DHS and/or Department of 
Corrections (DOC) to confirm individuals’ reentry status as needed. 

When providers, and other organizations including MCOs, screen for HRSN and find someone has low 
food security, they will make a referral to the program administrator including the individual’s assessment 
results and the qualifying diet-sensitive condition diagnosis.  

Screening entities currently use a variety of evidence-based assessment tools including but not limited to 
the CMS Accountable Health Communities Health-Related Social Needs Screening Tool and PRAPARE 
Screening Tool. For both housing and food insecurity, screening entities can use any evidence-based 
HRSN screening tool if it covers homelessness/housing instability and food insecurity. DHS may in the 
future select a specific assessment or set of assessment tools.  

The specific criteria are defined within Table 5. 

Table 5: Social Risk Factor Criteria 

Social Risk Factor Social Criteria Detail 

Low or Very Low Food 
Security 

USDA Defined Low Food Security: Reports of reduced quality, variety, or 
desirability of diet. Little or no indication of reduced food intake. 
USDA Defined Very Low Food Security: Reports of multiple indications 
of disrupted eating patterns and reduced food intake. 

Homeless 

24 CFR 91.5: Homeless (1): Individuals who lack a fixed, regular, and 
adequate nighttime residence, meaning: 
• Has a primary nighttime residence that is a public or private place not 

meant for human habitation, including a car, park, abandoned 
building, bus or train station, airport, or camping ground; or 

• Is living in a supervised publicly or privately operated shelter 
designated to provide temporary living arrangements (including 
congregate shelters, transitional housing, and hotels or motels paid for 
by charitable organizations or by federal, state, or local government 
programs); or 

• Exiting an institution where individual resided for 90 days or less and 
who resided in an emergency shelter or place not meant for human 
habitation immediately before entering that institution. 
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Social Risk Factor Social Criteria Detail 

At risk of homelessness 

24 CFR 91.5: An individual who: 
• Does not have sufficient resources or support networks, e.g., 

family, friends, faith-based or other social networks, immediately 
available to prevent them from moving to an emergency shelter or 
another place described in paragraph (1) of the “Homeless” 
definition in 24 CFR 91.5; and 

• Is exiting a correctional facility 

Clinical Eligibility 

Program administrators will access information from healthcare providers to confirm clinical eligibility. 
Written authorization of the individual is required before behavioral health data sharing with a program 
administrator.  Such written authorization must comply with federal and state requirements as applicable 
depending on the nature of the data sharing (e.g., SUD, mental health). Program administrators could 
access information in several ways: 

• Program administrators will coordinate with MCOs and DHS to access historical claims 
information for clinical eligibility verification. 

• Program administrators will also have access to P3N, the healthcare information exchange for 
more real-time clinical information that may not yet appear in claims data. 

• Program administrators can accept medical provider documentation as attestation of the 
individual’s qualifying clinical condition. 

• Program administrators can accept documentation from Managed Care Organizations and 
medical providers licensed to diagnose and treat relevant conditions attesting that an individual 
has clinical risk factors. 

The specific criteria are defined within Table 6. 

Table 6: Clinical Risk Factor Criteria 

Clinical Risk Factor Clinical Criteria Detail 

Serious Mental Illness 
Meets the criteria for the Adult Priority Group for adults with SMI 
set forth in bulletin OMHSAS-19-03, “Serious Mental Illness: Adult 
Priority Group,” issued August 6, 2019, or most current version. 

Substance Use Disorder 
Substance use disorders (as defined by the Pennsylvania adopted 
version of the ASAM Criteria) in addition to a diagnosis identified 
on the Department-approved SUD ICD-10 diagnosis codes list.  

Pregnant or Postpartum Pregnant or up to 12 months after the end of pregnancy (depending 
on the HRSN Service and eligibility definitions) 

Acute Cancer with active 
chemotherapy Diagnosis of Acute Cancer with active chemotherapy 

High-Risk Pregnancy Diagnosis of Gestational Diabetes 
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Clinical Risk Factor Clinical Criteria Detail 

Diet-sensitive chronic health 
condition 

At least one hospitalization with diagnosis of:  
• Congestive Heart Failure; or 
• End Stage Renal Disease; or 
• Poorly Controlled Diabetes 

High-Risk Chronic health 
condition  

Diagnosis of Chronic Health condition with treatment plan: 
• End-stage renal disease with active dialysis; or 
• Chronic pulmonary disease requiring oxygen; or 
• Type 1 diabetes; or 
• Type 2 diabetes requiring at least one injectable insulin/day.  

Autism Spectrum Disorder  Diagnosis of ASD 

Publicly Maintained Criteria.  

The state will maintain eligibility criteria for each HRSN program consistent with the clinical and social 
risk criteria detailed above on a public facing webpage and require that program administrator(s) also 
maintain the same eligibility criteria on a public facing webpage. The content will be updated if the 
criteria is changed. 

Process for Identifying Medical Necessity for Keystones of Health Services 

As currently envisioned, eligibility for Keystones of Health-funded services is intended to be verified by 
the contracted program administrator(s). Under this proposed partnership, DHS would provide the 
eligibility parameters to the contracted program administrator(s) and some of the relevant data. Related 
to identifying medical necessity, the program administrator(s) will be responsible for: 

• Using the Pennsylvania Medical Assistance EVS to confirm Medicaid eligibility for 
potential Keystones of Health HRSN beneficiaries. 

• Confirming clinical eligibility by coordinating with DHS and MCOs about Medicaid 
members’ who meet the clinical risk factors for Keystones of Health eligibility, accessing 
P3N, or receiving provider documentation. 

• Being a COMPASS Community Partner to help complete MA applications when necessary. 
• Fostering a partnership with the appropriate Continuum of Care organization(s) for their 

region and using HMIS data to verify beneficiaries meet housing social risk criteria. 
• Verifying food and nutrition social eligibility through a combination of referrals and 

accessing existing data systems. 
• Coordinating with DHS and/or DOC to confirm individuals’ reentry status, as needed. 

HRSN Care Plan Development 

Once the program administrator confirms beneficiary eligibility, they will identify an appropriate 
Keystones of Health provider based on the member's needs and make a referral to the CBO through 
Pennsylvania’s closed-loop referral system. Beneficiaries will have a choice in the services they receive 
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and the CBO they receive the services from. The CBO will work with the beneficiary to understand their 
needs and match them to the appropriate services to support the identified needs. Case management staff 
will be trained in trauma informed and culturally responsive approaches to deliver appropriate care to 
beneficiaries. The needs and services will be documented in an HRSN Care Plan. If the beneficiary is 
already working with an established case manager through other pathways, the HRSN Care Plan 
information may be incorporated into the existing case plan. The member’s clinical team and enrolled 
health plan/FFS will continue to be responsible for the beneficiary's overall care, including ensuring 
beneficiary access to integrated behavioral and physical health services. The process for coordination 
with the member’s clinical team and enrolled health plan, to include details of care planning and 
integrating related information and documentation within the member’s medical record to ensure 
seamless coordination of care, will be furthered refined through program administrator procurement 
process and the Keystones of Health Implementation plan.  

Upon Keystones of Health service initiation, contact with the beneficiary by the HRSN provider must be 
made as frequently as necessary, but at a minimum weekly, to offer targeted support and determine 
progress or assistance needed towards the member’s goals as stated in their plan of care. Housing and/or 
food stability must be included as a goal in the member’s care plan, agreed to by the beneficiary and the 
provider, and correlated to the assessed level of support the beneficiary requires. 

Infrastructure Protocol 
All requirements of the Medicaid programs expressed in federal law, regulation, and policy statement, not 
expressly waived, or identified as not applicable in the demonstration and expenditure authority 
documents (of which these terms and conditions are part), apply to the demonstration.  

DHS has received authorization from the Centers for Medicare & Medicaid Services (CMS) through a 
section 1115 demonstration to implement the Keystones of Health demonstration. DHS plans to begin 
HRSN implementation with the most acute beneficiary populations as described in the tables in Section 2. 

DHS plans to procure Keystones of Health program administrator(s) to assist Pennsylvania in 
administering the Keystones of Health HRSN benefits regionally. This will include reviewing 
applications and distributing funding for infrastructure investments. 

Keystones of Health Infrastructure 

1) Implementation timeline and approach 

a) Timeline for disbursement of infrastructure funding. 

i) The Commonwealth may begin awarding infrastructure funds to eligible entities 
following CMS’s approval of the Keystones of Health demonstration, the 
acceptance of the Special Terms and Conditions, and approval of this protocol. 
The Commonwealth will utilize a phased approach to disbursing infrastructure 
funds, initially focusing on capacity building to develop and implement program 
administrator(s), along with education, engagement, and outreach activities. 

ii) For CBO infrastructure funding, the Commonwealth will distribute funds to 
program administrator(s), as defined in their contracts, and program 
administrator(s) will disburse infrastructure funds to CBOs in their delivery 
networks. 
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iii) Eligible entities may apply for HRSN infrastructure funding on an ongoing basis, 
depending on availability of funds. Program administrator(s) must exhaust 
previously received funds and document use prior to requesting more funds. 

b) Approach to infrastructure funding applications and disbursements. 

i) The Commonwealth will: 

(1) Develop application processes for program administrator(s) seeking 
infrastructure funds. 

(2) Evaluate applications and allocate funds for activities to be performed in 
each of the four approved infrastructure categories. 

(3) Allocate funding to program administrator(s) for regional distribution by 
the program administrator to other eligible entities. Funding will be 
allocated based on based on anticipated need for services in each region. 

ii) Each of the program administrators will: 

(1) Develop application processes for other eligible entities seeking 
infrastructure funds. 

(2) Evaluate applications from other eligible entities and award 
infrastructure funding based on the application process.  

(3) Disburse funding to awarded entities. 

(4) Ensure that any HRSN fund disbursements are consistent with the STCs. 

(5) Report to Pennsylvania on the use of funds by program administrator(s) 
and regional partners, including alignment with percentage expenditures 
by allowable use category. 

c) Monitoring and oversight  

Pennsylvania will take action to address non-compliance, ensure non-duplication of 
funds, and perform other monitoring and technical assistance, as necessary. 

2) Eligible Entities 

In accordance with the STCs, infrastructure funding is separate and distinct from the service 
payment to the proposed programs administrators. Pennsylvania will ensure that HRSN 
infrastructure expenditures are not factored into service payments and that there is no duplication 
of funds.  

The following entities may be eligible to apply for and receive HRSN infrastructure funding:  

a) Program administrators. 

b) Providers of HRSN services, including, but not limited to:  

i. Community-based organizations (CBOs)  

ii. Social-services agencies 

iii. Housing agencies and providers 

iv. Food and nutrition service providers  
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v. Case management providers  

vi. Community health workers 

vii. Child welfare providers  

viii. State, county, city, and local governmental agencies 

ix. Physical and behavioral health care providers 

c) Other entities supporting the infrastructure and delivery of HRSN services, included but 
not limited to technology and technical assistance providers. 

3) Intended purpose and proposed uses of HRSN infrastructure funding 

Pennsylvania may claim federal financial participation (FFP) in infrastructure investments to 
support the development and implementation of HRSN services across the following domains in 
accordance with the categories specified in the STCs:  

a) Technology. 

b) Development of business or operational practices.  

c) Workforce development.  

d) Outreach, education, and stakeholder convening.  

Pennsylvania may provide infrastructure funding to eligible entities for the following activities in 
support of HRSN service delivery: 

a) Technology  

i. Procuring IT infrastructure and data platforms needed to enable, for example:  

1. Authorization of HRSN services  

2. Eligibility documentation for HRSN services and enrollment tracking 

3. Referral to HRSN services 

4. Documenting Plans of Care 

5. HRSN service delivery  

6. HRSN service billing  

7. HRSN program oversight, monitoring, and reporting 

ii. Modifying existing systems (e.g., community information exchange) to support 
HRSN service delivery and closed loop referrals. 

iii. Developing an HRSN services eligibility screening tool.  

iv. Integration of data platforms, systems, and tools.  

v. Onboarding new, modified, or existing systems. 

vi. Supporting successful adoption of IT infrastructure and data platforms related to 
HRSN.  

b) Development of business or operational practices  

i. Development of policies and procedures related to:  
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1. HRSN referral and service delivery, and care plan workflows.  

2. Billing and invoicing.  

3. Data sharing and reporting.  

4. Program oversight and monitoring.  

5. Evaluation.  

6. Privacy and confidentiality. 

ii. Training and technical assistance on HRSN program roles and responsibilities. 

iii. Administrative items necessary to perform HRSN duties and/or expand HRSN 
service delivery capacity (e.g., initial month of lease payments for new or an 
extension of existing office spaces needed to support HRSN operations). 

iv. Costs of office furnishings, supplies, and equipment that support the delivery of 
HRSN services (e.g., computers, desks, chairs, etc.). 

v. Procurement of administrative supports to assist HRSN implementation. 

c) Workforce development  

i. Cost of hiring staff.  

ii. Cost of training staff members on HRSN policies and procedures.  

iii. Salary and benefits for staff that will have a direct role in overseeing, designing, 
implementing, or executing HRSN responsibilities prior to launch of delivery of 
HRSN services.  

iv. Necessary certifications, training, technical assistance, or education for staff 
participating in the HRSN program (e.g., on culturally competent or trauma-
informed care).  

v. Privacy and confidentiality training and/or technical assistance related to HRSN 
service delivery.  

vi. Production costs for training materials and/or experts as it pertains to the HRSN 
program.  

d) Outreach, education, and stakeholder convening  

i. Development and production of materials necessary for marketing, outreach, 
training, or education.  

ii. Translation of materials.  

iii. Development of culturally competent materials.  

iv. Planning for and facilitation of community-based outreach events to support 
awareness of HRSN services.  

v. Planning for and facilitation of learning collaboratives or stakeholder convenings. 

vi. Community engagement activities necessary to support HRSN program 
implementation and launch.  
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vii. Administrative or overhead costs associated with outreach, education, or 
convening. 

Projected Infrastructure Expenditures 
Pennsylvania estimated the infrastructure expenditure amounts for the Demonstration by allowable use 
category referenced in Table 7. In developing the estimates, Pennsylvania used the annual infrastructure 
spending amounts specified in the STCs and anticipated needs across the state.  

 
Table 7: Projected Expenditures for HRSN Infrastructure  

Allowable Use Category Percent of Spend Estimated Amount* 

Technology 40% $36,400,000 
Development of operational or business practices 30% $27,300,000 
Workforce development 20% $18,200,000 
Outreach, education, and stakeholder 
convening 10% $9,100,000 

Total 100% $91,000,000 
* The amounts indicated in this table are estimates and the actual amounts finalized by DHS may differ 
from the estimates included in this table. 
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ATTACHMENT G 
HRSN Services Matrix 

 
Pennsylvania 1115 HRSN Services Matrix 

Service Category Service SMI SUD 
Pregnant or 
Postpartum 

Acute Cancer with 
Active Chemo-

Therapy 
High-Risk 
Pregnancy 

Diet-sensitive 
chronic health 

condition 

High-Risk 
Chronic health 

condition 

Autism Spectrum 
Disorder 

Housing/Home Environment 
interventions without room 

and board 

Case management for housing X X X X X  X X 

Housing navigation and tenancy  
  

support* 
X X X X X 

 

X X 
One-time transition and moving 

costs other than rent X X X X X  
X X 

Utility assistance X X X X X  X X 

Housing interventions with 
Room and Board 

(Rent Only Interventions) 

First month’s rent, as a transitional 
service X X X X X  

X X 
Short-term rental assistance X X X X X  X X 

Nutrition interventions with 
food 

Home Delivered meals   X      

Medically Tailored Meals    X X X   

*Includes Housing transition and navigation services, Pre-tenancy navigation services, and Tenancy sustaining services  
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Pennsylvania 1115 HRSN Services Matrix: Housing 

 Service Population Social Risk Factor Clinical Criteria for the pop 

Housing/Home 
Environment 
interventions  
without room and 
board 

Case management for 
housing 

1) SMI 
2) SUD 
3) Pregnant or Postpartum  
4) Acute Cancer with active 
chemotherapy 
5) High-Risk Chronic Health 
Condition, or 
6) Autism Spectrum Disorder 

Homeless or At 
Risk of 
Homelessness  

1) Meets the criteria for the Adult Priority Group for adults with serious mental illness (SMI) set forth in bulletin OMHSAS-19-03, 
“Serious Mental Illness: Adult Priority Group,” issued August 6, 2019 or most current version. 
2) Substance use disorders (as defined by the Pennsylvania adopted version of the ASAM Criteria) in addition to a diagnosis 
identified on the Department approved SUD  ICD 10 codes list.  
3) Pregnant or up to 12 months after the end of pregnancy. 
4) Acute Cancer with active chemotherapy (incarcerated population only) 
5) Chronic Health condition with treatment plan (incarcerated population only): 

• End-stage renal disease with active dialysis 
• Chronic pulmonary disease requiring oxygen 
• Type 1 diabetes 
• Type 2 diabetes requiring at least one injectable insulin/day.  

6) Diagnosis of Autism Spectrum Disorder (incarcerated population only) 

Housing navigation 
and tenancy  
support* 

1) SMI 
2) SUD 
3) Pregnant or Postpartum  
4) Acute Cancer with active 
chemotherapy 
5) High-Risk Chronic Health 
Condition, or 
6) Autism Spectrum Disorder 

Homeless or At 
Risk of 
Homelessness  

1) Meets the criteria for the Adult Priority Group for adults with serious mental illness (SMI) set forth in bulletin OMHSAS-19-03, 
“Serious Mental Illness: Adult Priority Group,” issued August 6, 2019 or most current version. 
2) Substance use disorders (as defined by the Pennsylvania adopted version of the ASAM Criteria) in addition to a diagnosis 
identified on the Department approved SUD  ICD 10 codes list.  
3) Pregnant or up to 12 months after the end of pregnancy. 
4) Acute Cancer with active chemotherapy (incarcerated population only) 
5) Chronic Health condition with treatment plan (incarcerated population only): 

• End-stage renal disease with active dialysis 
• Chronic pulmonary disease requiring oxygen 
• Type 1 diabetes 
• Type 2 diabetes requiring at least one injectable insulin/day.  

6) Diagnosis of Autism Spectrum Disorder (incarcerated population only) 

One-time transition 
and moving costs 
other than rent 

1) SMI 
2) SUD 
3) Pregnant or Postpartum  
4) Acute Cancer with active 
chemotherapy 
5) High-Risk Chronic Health 
Condition, or 
6) Autism Spectrum Disorder 

Homeless or At 
Risk of 
Homelessness  

1) Meets the criteria for the Adult Priority Group for adults with serious mental illness (SMI) set forth in bulletin OMHSAS-19-03, 
“Serious Mental Illness: Adult Priority Group,” issued August 6, 2019 or most current version. 
2) Substance use disorders (as defined by the Pennsylvania adopted version of the ASAM Criteria) in addition to a diagnosis 
identified on the Department approved SUD  ICD 10 codes list.  
3) Pregnant or up to 12 months after the end of pregnancy. 
4) Acute Cancer with active chemotherapy (incarcerated population only) 
5) Chronic Health condition with treatment plan (incarcerated population only): 

• End-stage renal disease with active dialysis 
• Chronic pulmonary disease requiring oxygen 
• Type 1 diabetes 
• Type 2 diabetes requiring at least one injectable insulin/day.  

6) Diagnosis of Autism Spectrum Disorder (incarcerated population only) 
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Utility assistance 

1) SMI 
2) SUD 
3) Pregnant or Postpartum  
4) Acute Cancer with active 
chemotherapy 
5) High-Risk Chronic Health 
Condition, or 
6) Autism Spectrum Disorder 

Homeless or At 
Risk of 
Homelessness  

1) Meets the criteria for the Adult Priority Group for adults with serious mental illness (SMI) set forth in bulletin OMHSAS-19-03, 
“Serious Mental Illness: Adult Priority Group,” issued August 6, 2019 or most current version. 
2) Substance use disorders (as defined by the Pennsylvania adopted version of the ASAM Criteria) in addition to a diagnosis 
identified on the Department approved SUD  ICD 10 codes list.  
3) Pregnant or up to 12 months after the end of pregnancy. 
4) Acute Cancer with active chemotherapy (incarcerated population only) 
5) Chronic Health condition with treatment plan (incarcerated population only): 

• End-stage renal disease with active dialysis 
• Chronic pulmonary disease requiring oxygen 
• Type 1 diabetes 
• Type 2 diabetes requiring at least one injectable insulin/day.  

6) Diagnosis of Autism Spectrum Disorder (incarcerated population only) 

 

Pennsylvania 1115 HRSN Services Matrix: Housing 

 Service Population Social Risk Factor Clinical Criteria for the pop 

Room and Board     
(Rent Only 
Interventions) 

First month’s rent, as 
a transitional service 

1) SMI 
2) SUD 
3) Pregnant or Postpartum  
4) Acute Cancer with active 
chemotherapy 
5) High-Risk Chronic Health 
Condition, or 
6) Autism Spectrum Disorder 

Homeless or At 
Risk of  
Homelessness  

1) Meets the criteria for the Adult Priority Group for adults with serious mental illness (SMI) set forth in bulletin OMHSAS-19-
03, “Serious Mental Illness: Adult Priority Group,” issued August 6, 2019 or most current version. 
2) Substance use disorders (as defined by the Pennsylvania adopted version of the ASAM Criteria) in addition to a diagnosis 
identified on the Department approved SUD  ICD 10 codes list.  
3) Pregnant or up to 12 months after the end of pregnancy. 
4) Acute Cancer with active chemotherapy (incarcerated population only) 
5) Chronic Health condition with treatment plan (incarcerated population only): 
   • End-stage renal disease with active dialysis 
   • Chronic pulmonary disease requiring oxygen 
   • Type 1 diabetes 
   • Type 2 diabetes requiring at least one injectable insulin/day.  
6) Diagnosis of Autism Spectrum Disorder (incarcerated population only) 

  
Short-term rental 
assistance 

1) SMI 
2) SUD 
3) Pregnant or Postpartum  
4) Acute Cancer with active 
chemotherapy 
5) High-Risk Chronic Health 
Condition, or 
6) Autism Spectrum Disorder 

Homeless or At 
Risk of 
Homelessness  

1) Meets the criteria for the Adult Priority Group for adults with serious mental illness (SMI) set forth in bulletin OMHSAS-19-
03, “Serious Mental Illness: Adult Priority Group,” issued August 6, 2019 or most current version. 
2) Substance use disorders (as defined by the Pennsylvania adopted version of the ASAM Criteria) in addition to a diagnosis 
identified on the Department approved SUD  ICD 10 codes list.  
3) Pregnant or up to 12 months after the end of pregnancy. 
4) Acute Cancer with active chemotherapy (incarcerated population only) 
5) Chronic Health condition with treatment plan (incarcerated population only): 
   • End-stage renal disease with active dialysis 
   • Chronic pulmonary disease requiring oxygen 
   • Type 1 diabetes 
   • Type 2 diabetes requiring at least one injectable insulin/day.  
6) Diagnosis of Autism Spectrum Disorder (incarcerated population only) 
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Pennsylvania 1115 HRSN Services Matrix: Nutrition 
 
 Service Population Social Risk Factor Clinical Criteria for the pop 

 
Home Delivered 
Meals 

1) Pregnant or Postpartum Meet USDA Definition 
of Low or Very Low 
Food Security 

1)  Pregnant or up to 8 weeks after the end of pregnancy. 

Nutrition 
interventions 
with food 

Medically Tailored 
Meals 

1) Acute Cancer with Active 
Chemotherapy, 
2) High-Risk Pregnancy, or 
3) Diet-sensitive chronic health 
condition 

Meet USDA Definition 
of Low or Very Low 
Food Security 

1) Acute Cancer with active chemotherapy 
2) Gestational Diabetes  
3) At least one inpatient visit with primary, secondary or tertiary 
diagnosis of:  
     •Congestive Heart Failure; or      
     •End Stage Renal Disease; or       
     •Poorly Controlled Diabetes. 
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Pennsylvania 1115 HRSN Services Matrix: Clinical Criteria Detail 

Clinical Risk Factor Clinical Criteria Detail 

Serious Mental Illness 
Meets the criteria for the Adult Priority Group for adults with serious mental illness (SMI) set forth in bulletin OMHSAS-
19-03, “Serious Mental Illness: Adult Priority Group,” issued August 6, 2019 or most current version. 

Substance Use Disorder 
Substance use disorders (as defined by The Pennsylvania adopted version of the ASAM Criteria) in addition to a diagnosis 
identified on the Department approved SUD ICD 10 codes list.  

Pregnant or Postpartum Pregnant or up to 12 months after the end of pregnancy. 
Acute Cancer with active 

chemotherapy 
Acute Cancer with active chemotherapy 

High-Risk Pregnancy Gestational Diabetes 

Diet-sensitive chronic health 
condition 

At least one hospitalization with diagnosis of:  
•Congestive Heart Failure; or  
•End Stage Renal Disease; or  
•Poorly Controlled Diabetes. 

High-Risk Chronic health 
condition 

Chronic Health condition with treatment plan:  
• End-stage renal disease with active dialysis 
• Chronic pulmonary disease requiring oxygen 
• Type 1 diabetes 
• Type 2 diabetes requiring at least one injectable insulin/day.  

Autism Spectrum Disorder 
Diagnosis of Autism Spectrum Disorder 
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Pennsylvania 1115 HRSN Services Matrix: Social Risk Factor Detail 

Social Risk Factor Social Criteria Detail 

Low or Very Low 
Food Security 

USDA Defined Low or Very Low Food Security:  
Low food security: Reports of reduced quality, variety, or desirability of diet. Little or no indication of reduced food intake. 
Very low food security: reports of multiple indications of disrupted eating patterns and reduced food intake. 

Homeless 

Derived from paragraph (1) of the definition of homeless in 24 CFR 91.5: 
Individuals who lack a fixed, regular, and adequate nighttime residence, meaning: 
• Has a primary nighttime residence that is a public or private place not meant for human habitation, including a car, 
park, abandoned building, bus or train station, airport, or camping ground; or 

• Is living in a supervised publicly or privately operated shelter designated to provide temporary living arrangements 
(including congregate shelters, transitional housing, and hotels or motels paid for by charitable organizations or by federal, 
state, or local government programs); or 

• Exiting an institution where individual resided for 90 days or less and who resided in an emergency shelter or place 
not meant for human habitation immediately before entering that institution. 

At risk of  
homelessness 

An individual who: 
-Does not have sufficient resources or support networks (e.g., family, friends, faith-based or other social networks) 
immediately available to prevent them from moving to an emergency shelter or another place described in paragraph (1) of 
the “Homeless” definition in 24 CFR 91.5; and 
-Is exiting a correctional facility 
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ATTACHMENT H 
Reentry Demonstration Initiative Services  

Covered Service Definition 
Case Management Every eligible reentry beneficiary will receive case 

management services within the 90 day pre-release 
window including evaluation of most recent needs/risk 
assessment; goal setting to address any identified gaps; 
providing access or information on resources/programs to 
close gaps; preparation for care handoff back into 
community setting with referrals/appointment setting at 
community providers; provision of education and 
informational materials to inmate about MA services 
eligibility and continued enrollment process within home 
county of release; verification that beneficiary has 
completed  any outstanding medical and psychiatric 
follow-up appointments with DOC providers prior to 
release date; verification of comprehensive release packet 
at release to include pharmaceutical and medical supplies 
as ordered. 

Medication for Addiction 
Treatment Services 

Assessments, counseling, diagnostics, and medications 
available in the DOC to treat Opioid Use Disorder and 
Alcohol Use Disorder: 
 
Buprenorphine - OUD (oral/injectable): a long-acting 
synthetic opiate partial agonist which prevents withdrawal, 
curbs cravings, and blocks the effects of illicit opioids. 
Methadone - OUD (oral): a long-acting synthetic opiate 
agonist which prevents withdrawal, curbs cravings, and 
blocks the effects of illicit opioids. Naltrexone - 
OUD/Alcoholism (oral/injectable): a long-acting synthetic 
opiate antagonist which prevents the euphoric effects of 
opioids and curbs cravings. 

30-day Supply of Prescription 
Medications 

Medications: 30 day supply; Scheduled Controlled 
Medication: 30 day Supply; 340B Program Medications 
(Human Immunodeficiency Virus, Hepatitis B Virus, 
Hepatitis C Virus only): Send 90 day supply of medication 
and for HCV send all remaining doses to complete 
treatment; Psychotropic Medication: 60 day supply of 
medication, unless it is a controlled medication then send 
30 day supply; no injectables given); MAT: Bridge 
medications to continue treatment until first community 
based appointment (No injectables given); PRN 
Medications: Only distributed if patient specific ordered 
(no stock meds distributed); OTC Medications: Only if 
patient specific ordered (no stock meds distributed). 
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ATTACHMENT I 
Reentry Demonstration Initiative Health-Related Criteria 

Qualifying 
Condition 

Definition 

One or more 
substance use 
disorders (SUD) 

Individuals who are preparing for release from correctional 
setting  and have a substance use disorders (as defined by The 
Pennsylvania adopted version of the ASAM Criteria) in addition to 
a diagnosis identified on the Department approved SUD  ICD 10 
codes list. 

Serious mental 
illness (SMI) 

Individuals  who are preparing for release from correctional 
setting  and meets the criteria for the Adult Priority Group for 
adults with serious mental illness (SMI) set forth in bulletin 
OMHSAS-19-03, “Serious Mental Illness: Adult Priority Group,” 
issued August 6, 2019 or most current version. 

Eligible for Medicaid 
funded 1915(c) home 
and community-
based services 
(HCBS) administered 
by the Office of Long 
Term Living or Office 
of Developmental 
Programs upon 
release 

Individuals who are preparing for release from correctional 
setting  and are found eligible for Pennsylvania’s approved 
Medicaid funded 1915(c) home and community-based services 
waivers through the approved 1915 (c) assessments identified in 
OLTL IEB-19-04, IAE-19-04, 07-19-04 and ODP 00-19-04. 

One or more chronic 
health conditions 

Individuals who are preparing for release from correctional 
setting and have a chronic Health condition with treatment plan 
of: 
•End-stage renal disease with active dialysis; 
•Chronic pulmonary disease requiring oxygen; 
•Type 1 diabetes; 
•Type 2 diabetes requiring at least one injectable insulin/day; or 
•Acute cancer with active chemotherapy. 

 
Pregnant or in the 12-
month postpartum 
period 

Individuals who are preparing for release from correctional 
setting  and are pregnant or in the 12-month postpartum period 

Autism Spectrum 
Disorder (ASD)  

Individuals who are preparing for release from correctional 
setting and have a diagnosis of Autism Spectrum Disorder. 
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ATTACHMENT J 
Reserved for HRSN-Related Provider Payment Increase Attestation Table 
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ATTACHMENT K 
Reserved for Monitoring Protocol 
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ATTACHMENT L 
Reserved for Evaluation Design 
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	d. Transition and Phase-out Procedures.  The state must redetermine eligibility for all affected beneficiaries in order to determine if they qualify for Medicaid eligibility under a different eligibility category prior to making a determination of ine...
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	4. ELIGIBILITY AND ENROLLMENT
	4.1. Eligibility Groups Affected by the Demonstration.  Under the demonstration, all eligibility will be defined under the state plan and the demonstration affects all eligibility groups under the state plan through the provision of additional services.
	In addition, individuals eligible for Medicaid in the state through section 1915(c) waiver programs will be eligible for services under the demonstration when they meet certain clinical and social criteria to qualify for the services as further specif...
	Keystones of Health eligibility will be determined through existing state plan processes and eligibility.

	5. REENTRY DEMONSTRATION INITIATIVE PROGRAM
	5.1. Overview of Pre-Release Services and Program Objectives. This component of the demonstration will provide coverage for pre-release services up to 90 days immediately prior to the expected date of release to certain individuals who are inmates res...
	5.2. The objective of this component of the demonstration is to facilitate individuals’ access to certain healthcare services and case management, provided by Medicaid participating providers, while individuals are incarcerated and allow them to estab...
	During the demonstration, the state seeks to achieve the following goals:
	a. Increase coverage, continuity of care, and appropriate service uptake through assessment of eligibility and availability of coverage for benefits in correctional facility settings prior to release;
	b. Improve access to services prior to release and improve transitions and continuity of care into the community upon release and during reentry;
	c. Improve coordination and communication between correctional systems, Medicaid systems, managed care plans (as applicable), and community-based providers;
	d. Increase additional investments in health care and related services, aimed at improving the quality of care for individuals in correctional facility settings, and in the community to maximize successful reentry post-release;
	e. Improve connections between correctional facility settings and community services upon release to address physical and behavioral health needs, and health-related social needs;
	f. Reduce all-cause deaths in the near-term post-release;
	g. Reduce the number of emergency department visits and inpatient hospitalizations among recently incarcerated Medicaid individuals through increased receipt of preventive and routine physical and behavioral health care;
	h. Provide interventions for certain behavioral health conditions, including use of stabilizing medications like long-acting injectable antipsychotics and medication for addiction treatment for SUDs where appropriate, with the goal of reducing overdos...
	i. Ensure a seamless transition and continuity of care for justice-involved beneficiaries; and
	j. Enhance the reintegration of justice-involved beneficiaries into the community while optimizing their access to essential healthcare services.

	5.3. Qualifying Criteria for Pre-Release Services.  To qualify to receive services under this component of the demonstration, an individual must meet the following qualifying criteria:
	a. Meet the definition of an inmate of a public institution, as specified in 42 CFR 435.1010, and be incarcerated in a correctional facility specified in STC 5.1; and
	b. Have been determined eligible for Medicaid;
	c. Have an expected release date within 90 days;
	d. Be age 19 or older;
	e. Meet one or more of the health-related criteria, described below and further defined in Attachment I;
	i. Have one or more substance use disorders;
	ii. Have a serious mental illness;
	iii. Eligible for Medicaid funded 1915(c) home and community-based services administered by the Office of Long Term Living or Office of Developmental Programs upon release;
	iv. Have one or more chronic health conditions;
	v. Are pregnant or in the 12-month postpartum period;
	vi. Have Autism Spectrum Disorder (ASD).


	5.4. Scope of Pre-Release Services.  The pre-release services authorized under the reentry demonstration initiative include the following services, which are described in Attachment H, Reentry Demonstration Initiative Services.
	a. The covered pre-release services are:
	i. Case management to assess and address physical and behavioral health needs, and health-related social needs;
	ii. MAT for all types of SUDs as clinically appropriate, including coverage for medications in combination with counseling/behavioral therapies;

	b. The state must also provide a 30-day supply of all prescription medications and over-the-counter drugs (as clinically appropriate), provided to the individual immediately upon release from the correctional facility, consistent with approved Medicai...
	c. The expenditure authority for pre-release services through this initiative constitutes a limited exception to the federal claiming prohibition for medical assistance furnished to inmates of a public institution at clause (A) following section 1905(...

	5.5. Participating Correctional Facilities.  The pre-release services will be provided at prisons and jails, or outside of the correctional facilities, with appropriate transportation and security oversight provided by the correctional facility, subje...
	5.6. Participating Providers.
	a. Licensed, registered, certified, or otherwise appropriately credentialed or recognized practitioners under the Commonwealth of Pennsylvania scope of practice statutes shall provide services within their individual scope of practice and, as applicab...
	b. Participating providers eligible to deliver services under the reentry demonstration initiative may be either community-based or correctional facility-based providers.
	c. All participating providers and provider staff, including correctional providers, shall have necessary experience and receive appropriate training, as applicable to a given correctional facility, prior to furnishing demonstration-covered pre-releas...
	d. Participating providers of reentry case management services may be community-based or correctional providers who have expertise working with justice-involved individuals.

	5.7. Suspension of Coverage.  Upon entry of a Medicaid individual into a correctional facility, the Commonwealth of Pennsylvania’s Department of Human Services must not terminate and generally shall suspend their Medicaid coverage.
	a. If an individual is not enrolled in Medicaid when entering a correctional facility, the state must ensure that such an individual receives assistance with completing an application for Medicaid and with submitting an application, unless the individ...

	5.8. Interaction with Mandatory State Plan Benefits for Eligible Juveniles. To the extent the Commonwealth of Pennsylvania’s reentry demonstration includes coverage otherwise required to be provided under section 1902(a)(84)(D) of the Act, and because...
	5.9. Reentry Demonstration Initiative Implementation Timeline.  Delivery of pre-release services under this demonstration will be implemented as described below.  All participating correctional facilities must demonstrate readiness, as specified below...
	a. Pre-release Medicaid application and enrollment processes for individuals who are not enrolled in Medicaid prior to incarceration and who do not otherwise become enrolled during incarceration;
	b. The screening process to determine an individual’s qualification for pre-release services, per the eligibility requirements described in STC 5.3;
	c. The provision or facilitation of pre-release services for a period of up to 90 days immediately prior to the expected date of release, including the facility’s ability to support the delivery of services furnished by providers in the community that...
	d. Coordination amongst partners with a role in furnishing health care services to individuals who qualify for pre-release services, including, but not limited to, physical and behavioral health community-based providers, and social service department...
	e. Appropriate reentry planning, pre-release case management, and assistance with care transitions to the community, including connecting individuals to physical and behavioral health providers and their managed care plan (as applicable), and making r...
	f. Operational approaches related to implementing certain Medicaid requirements, including but not limited to applications, suspensions, notices, fair hearings, reasonable promptness for coverage of services, and any other requirements specific to rec...
	g. A data exchange process to support the care coordination and transition activities described in (d), (e), and (f) of this subsection subject to compliance with applicable federal, state, and local laws governing confidentiality, privacy, and securi...
	h. Reporting of data requested by the Department of Human Services to support program monitoring, evaluation, and oversight; and
	i. A staffing and project management approach for supporting all aspects of the facility’s participation in the reentry demonstration initiative, including information on qualifications of the providers with whom the correctional facilities will partn...

	5.10. Reentry Demonstration Initiative Implementation Plan.  The state is required to submit a Reentry Demonstration Initiative Implementation Plan in alignment with the expectations outlined in the State Medicaid Director Letter (#23-003 Opportunitie...
	a. The state must submit the draft Implementation Plan to CMS no later than 120 calendar days after approval of the reentry demonstration initiative.  The state must submit any required clarifications or revisions to its draft Implementation Plan no l...
	b. CMS will provide the state with a template to support the development of the Implementation Plan.

	5.11. Reentry Demonstration Initiative Reinvestment Plan. To the extent that the reentry demonstration initiative covers services that are the responsibility of and were previously provided or paid by the correctional facility with custody of qualifyi...
	a. Reinvestments in the form of non-federal expenditures totaling the amount of new federal dollars, as described above, must be made over the course of the demonstration period.  Allowable reinvestments include, but are not limited to:
	i. The state share of funding associated with new services covered under the reentry demonstration initiative, as specified in this STC;
	ii. Improved access to behavioral and physical community-based health care services and capacity focused on meeting the health care needs and addressing the needs of individuals who are incarcerated (including those who are soon-to-be released), those...
	iii. Improved access to or quality of carceral health care services, including by covering new, enhanced, or expanded pre-release services authorized via the reentry demonstration initiative opportunity;
	iv. Improved health information technology (IT) and data sharing subject to compliance with applicable federal, state, and local laws governing confidentiality, privacy, and security of the information that would be disclosed among parties;
	v. Increased community-based provider capacity that is particularly attuned to the specific needs of, and able to serve, justice-involved individuals or individuals at risk of justice involvement;
	vi. Expanded or enhanced community-based services and supports, including services and supports to meet the needs of the justice-involved population; and
	vii. Any other investments that aim to support reentry, smooth transitions into the community, divert individuals from incarceration or re-incarceration, or better the health of the justice-involved population, including investments that are aimed at ...

	b. The reinvestment plan will describe whether privately-owned or -operated carceral facilities would receive any of the reinvested funds and, if so, the safeguards the state proposes to ensure that such funds are used for the intended purpose and do ...
	c. Within six months of approval, the state will submit a Reentry Demonstration Initiative Reinvestment Plan (Attachment D) for CMS approval that memorializes the state’s reinvestment approach.  The Reinvestment Plan will also identify the types of ex...

	5.12. Reentry Demonstration Initiative Planning and Implementation
	a. The Reentry Demonstration Initiative Planning and Implementation Program will provide expenditure authority to fund supports needed for Medicaid pre-release application and suspension/unsuspension planning and purchase of certified electronic healt...
	i. Technology and IT Services. Expenditures for the purchase of technology for Qualified Applicants which are to be used for assisting the reentry demonstration initiative population with Medicaid application and enrollment for demonstration coverage....
	ii. Hiring of Staff and Training. Expenditures for Qualified Applicants listed in STC 5.12(d). to recruit, hire, onboard, and train additional and newly assigned staff to assist with the coordination of Medicaid enrollment and suspension/unsuspension,...
	iii. Adoption of Certified Electronic Health Record Technology. Expenditures for providers’ purchase or necessary upgrades of certified electronic health record (EHR) technology and training for the staff that will use the EHR.
	iv. Purchase of Billing Systems. Expenditures for the purchase of billing systems for Qualified Applicants.
	v. Development of Protocols and Procedures. Expenditures to support the specification of steps to be taken in preparation for and execution of the Medicaid enrollment process, suspension/unsuspension process for eligible individuals, and provision of ...
	vi. Additional Activities to Promote Collaboration. Expenditures for additional activities that will advance collaboration among the Commonwealth of Pennsylvania’s Qualified Applicants in STC 5.12(d). This may include conferences and meetings convened...
	vii. Planning. Expenditures for planning to focus on developing processes and information sharing protocols to: (1) identifying individuals who are potentially eligible for Medicaid; (2) assisting with the completion of a Medicaid application; (3) sub...
	viii. Other activities to support a milieu appropriate for provision of pre-release services. Expenditures to provide a milieu appropriate for pre-release services in a period for up to 90 days immediately prior to the expected date of release, includ...

	b. The state may claim FFP in Reentry Demonstration Initiative Planning and Implementation Program expenditures for no more than the annual amounts outlined in Table 1. In the event that the state does not claim the full amount of FFP for a given demo...


	Table 1.  Annual Limits of Total Computable Expenditures for Reentry Demonstration Initiative Planning and Implementation Program
	c. Reentry Demonstration Initiative Planning and Implementation funding will receive the applicable administrative match for the expenditure.
	d. Qualified Applicants for the Reentry Demonstration Initiative Planning and Implementation Program will include the state Medicaid Agency, correctional facilities, other state agencies supporting carceral health, Probation Offices, and other entitie...

	6. HEALTH-RELATED SOCIAL NEEDS DEMONSTRATION INITIATIVE
	6.1. Health-Related Social Needs (HRSN) Services.  The state may claim FFP for expenditures for certain qualifying HRSN services identified in STC 6.2 and Attachment G, subject to the restrictions described below.  Expenditures are limited to expendit...
	6.2. Allowable HRSN services. The state may cover the following HRSN services:
	a. Case management services for access to housing (e.g., outreach and education; linkages to other state and federal benefit programs, benefit program application assistance, and benefit program application fees).
	b. Housing interventions, including:
	i. Housing supports without room and board, including:
	1. Pre-tenancy navigation services (e.g., finding and securing housing).
	2. One-time transition and moving costs other than rent, to assist with identifying, coordinating, securing, or funding one-time necessary services and modifications to help a person establish a basic household (e.g., security deposit, application and...
	3. Tenancy and sustaining services (e.g. eviction prevention, tenant rights education).

	ii. Utility assistance, capped at six months per demonstration period for total prospective/retrospective payments (utility assistance provided as a one-time transition service under STC 6.2.b.i.2 is included in this limit), including activation expen...
	iii. Room and board-only supports (also referred to as “rent-only” supports or interventions), limited to a clinically appropriate amount of time, including:
	1. First month’s rent as a transitional service.
	2. Short-term rental assistance with room alone or with room and board together, without clinical services included in the rental assistance payment.


	c. Nutrition interventions (standalone, outside of joint room and board interventions):
	i. Nutrition interventions with provision of food, including:
	1. Home delivered meals or pantry stocking (also referred to as grocery provisions), appropriate for the beneficiary’s health condition or status as a child or pregnant person.
	2. Medically tailored meals to individuals with nutrition-sensitive conditions (e.g., pregnant individuals, individuals with diabetes), as specified in STC 6.6.



	6.3. HRSN Intervention Duration and Frequency.
	a. Housing interventions with room and board.
	i. Housing interventions that are classified as room and board-only support, as described in STC 6.2.b.iii, may be covered for a qualifying beneficiary up to a combined 6 months per household per demonstration period.
	ii. For this 6-month cap, coverage will be permitted in one or more spans or episodes, as long as the total duration remains under the cap for the demonstration period.

	b. Nutrition interventions with provision of food.
	i. HRSN nutrition interventions with provision of food (full board, i.e., 3 meals/day or any other complete nutritional regimen) are limited to a duration of 6 months, renewable while the beneficiary continues to meet qualifying criteria.
	ii. HRSN nutrition interventions with provision of food are not available to the extent that that benefit, together with any other service payments that include payment for food made on behalf of the beneficiary, would exceed full board for the benefi...

	c. The state will define other HRSN service duration limitations in Attachment F, subject to CMS approval as indicated in STC 6.7.

	6.4. Excluded Services. Excluded items, services, and activities that are not covered as HRSN services include, but are not limited to:
	a. Construction (bricks and mortar) except as needed for approved medically necessary home modifications specified in STC 6.2;
	b. Capital investments;
	c. Room and board outside of specifically enumerated care or housing transitions or beyond 6 months, except as specified in STC 6.2 and 6.3;
	d. Research grants and expenditures not related to monitoring and evaluation;
	e. Services furnished to beneficiaries for which payment is not available under the inmate payment exclusion in the matter following the last numbered paragraph of section 1905(a) of the Act except case management of HRSN services provided as part of ...
	f. Services provided to individuals who are not lawfully present in the United States;
	g. Expenditures that supplant services and/or activities funded by other local, state and/or federal governmental entities;
	h. General workforce activities, not specifically linked to Medicaid or Medicaid beneficiaries; and
	i. Any other projects or activities not specifically approved by CMS as qualifying for demonstration coverage as a HRSN item or service under this demonstration.
	i. For all HRSN housing interventions with room and board, the following setting exclusions apply: Congregate sleeping space, facilities that have been temporarily converted to shelters (e.g., gymnasiums or convention centers), facilities where sleepi...


	6.5. HRSN Infrastructure
	a. The state may claim FFP for expenditures for infrastructure investments to support the development and implementation of HRSN services, subject to STC 6.3. This FFP will be available for the following activities
	i. Technology – e.g., electronic referral systems, shared data platforms, electronic heath record (EHR) modifications or integrations, screening tool and/or case management systems, licensing, databases/data warehouses, data analytics and reporting, d...
	ii. Development of business or operational practices – e.g., developing policies, procedures and workflows, training and technical assistance, and administrative activities to support or expand HRSN operations.
	iii. Workforce development – e.g., recruiting and hiring, salary and fringe benefits for staff, necessary certifications, cultural competency training, trauma-informed training, developing and training staff on new policies and procedures, and trainin...
	iv. Outreach, education, and interested parties convening – e.g., design and production of outreach and education materials, translation, obtaining community input, and interested parties convening and community engagement activities.

	b. The state may claim FFP for HRSN infrastructure expenditures for no more than the annual amounts outlined in Table 2. In the event that the state does not claim the full amount of FFP for a given demonstration year, the unspent amounts will roll ov...
	c. Infrastructure expenditures will receive the FFP match for applicable administrative costs for the expenditure.
	d. This infrastructure funding is separate and distinct from payments for delivery of HRSN services. The state must ensure that HRSN infrastructure expenditures described in STC 6.5 are not included in HRSN service payments (including capitation payme...
	e. The state may not claim any FFP in HRSN infrastructure expenditures until Attachment F (HRSN Assessment of Beneficiary Eligibility and Needs, Infrastructure Planning, and Provider Qualifications for HRSN Services Protocol) is approved, as described...
	f. To the extent the state requests any additional infrastructure funding, or changes to its scope as described within this STC, it must submit an amendment to the demonstration for CMS’s consideration.

	6.6. Covered Populations. Expenditures for HRSN services may be made for the populations of focus specified in Attachment F, consistent with this STC.  To qualify to receive coverage for HRSN services, individuals must be Medicaid (or Medicaid demonst...
	6.7. Protocol for Assessment of Beneficiary Eligibility and Needs, and Provider Qualifications for HRSN Services.  The state must submit, for CMS approval, a Protocol for Assessment of Beneficiary Eligibility and Needs, Infrastructure Planning, and Pr...
	a. A list of the covered HRSN services (not to exceed those allowed under STC 6.2), with associated service descriptions and service-specific provider qualification requirements.
	b. A description of the process for identifying beneficiaries with health-related social needs, including outlining beneficiary qualifications, implementation settings, screening tool selection, and rescreening approach and frequency, as applicable.
	c. A description of the process by which clinical criteria will be applied, including a description of the documented process wherein a provider, using their professional judgment, may determine the service to be medically appropriate.
	i. Plan to identify medical appropriateness based on clinical and social risk factors.
	ii. Plan to publicly maintain these clinical and social risk criteria to ensure transparency for beneficiaries and other interested parties.

	d. A description of the process for developing care plans based on assessment of need.
	i. Plan to initiate care plans and closed-loop referrals to social services and community providers based on the outcomes of screening.
	ii. Description of how the state will ensure that HRSN screening and service delivery are provided to beneficiaries in ways that are culturally responsive and/or trauma informed, as appropriate.

	e. A plan to avoid duplication/displacement of existing food assistance/nutrition services, including how the state will prioritize and wrap around Supplemental Nutrition Assistance Program (SNAP) and/or Women Infants and Children (WIC) enrollment, ap...
	f. An affirmation that the state agrees to meet the enhanced monitoring and evaluation requirements stipulated in STCs 10.5.b and 11.6, which require the state to monitor and evaluate how the renewals of recurring nutrition services under STC 6.3.b af...

	6.8. Updates to the Protocol for Assessment of Beneficiary Eligibility and Needs and Provider Qualifications for HRSN Services:
	a. The state may choose to cover a subset of the HRSN services and/or beneficiary qualifying criteria specified in Attachments F and G. Certain changes to the state’s service offerings and qualifying criteria, within what CMS has approved in Attachmen...
	i. The state must follow the same beneficiary notification procedures as apply in the case of changes to coverage and/or beneficiary service qualification criteria for state plan services, including with respect to beneficiaries who currently qualify ...
	ii. The state must provide public notice.
	iii. The state must submit a letter to CMS no less than 30 days prior to implementation describing the changes, which will be incorporated in the demonstration’s administrative record.

	b. In addition to the requirements in STC 6.8.a. above, if the state seeks to implement additional clinical and/or social risk factors than what are included in approved Attachment G, the state must follow the process below to update the protocol:
	i. The state must provide a budget neutrality analysis demonstrating the state’s expected cost for the additional population(s). The state may only add additional clinical and/or social risk factors through the protocol process described in this STC i...
	ii. The state must receive CMS approval for the updated protocol prior to implementation of changes under this STC 6.8.b.
	iii. The state is limited to submitting to CMS one update to its protocol per demonstration year as part of this process outlined in this STC 6.8.b.  This restriction is not applicable to the process and scope of changes outlined in STC 6.8.a.


	6.9. HRSN Infrastructure Protocol.  The state must submit, for CMS approval, an HRSN Infrastructure Protocol to CMS no later than 90 days after approval of the expenditure authority for HRSN infrastructure expenditures. The protocol must include the s...
	6.10. Service Delivery.  HRSN services will be delivered through the fee-for-service (FFS) delivery system.
	a. HRSN services will be paid on a FFS basis when those HRSN services are provided to beneficiaries through the Medicaid FFS.
	b. In accordance with STC 6.1, CMS expects the state to have appropriate claims data associated with each HRSN service. This is necessary to ensure appropriate fiscal oversight for HRSN services as well as monitoring and evaluation. This is also criti...

	6.11. Phased in Implementation of HRSN Services.  As further discussed in the state’s Implementation Plan as required in STC 6.19, the state will phase in HRSN service(s) beginning in DY 2, and will phase in regionally based on state-determined readin...
	6.12. Compliance with Federal Requirements.  The state shall ensure HRSN services are delivered in accordance with all applicable federal statutes and regulation.
	6.13. Person Centered Plan.  The state shall ensure there is a person-centered service plan for each beneficiary receiving HRSN services that is person-centered, identifies the beneficiary’s needs and individualized strategies and interventions for me...
	6.14. Conflict of Interest. The state shall ensure appropriate protections against conflicts of interest in HRSN service planning and delivery, including by ensuring that appropriate separation of service planning and service provision functions is in...
	6.15. HRSN Rate Methodologies. For FFS payment methodologies and/or rates, the state must comply with the payment rate-setting requirements in 42 CFR Part 447, as though a state plan amendment were required, to establish any payment rate and/or method...
	6.16. Maintenance of Effort (MOE). The state must maintain a baseline level of state funding for ongoing social services related to housing and housing transition supports and nutrition supports for the duration of the demonstration, not including one...
	6.17. Partnerships with State and Local Entities. To ensure that expenditures for HRSN services under this demonstration do not supplant any other available funding sources available to the beneficiary through other local, state, or federal programs, ...
	6.18. Provider Payment Rate Increase.  As a condition of approval of the HRSN services expenditure authority, the state must comply with the provider rate increase requirements in Section 7 of these STCs.
	6.19. HRSN Implementation Plan
	a. The state is required to submit a HRSN Implementation Plan that will elaborate upon and further specify requirements for the provision of HRSN services and will be expected to provide additional details not captured in the STCs regarding implementa...
	b. At a minimum, the Implementation Plan must provide a description of the state’s strategic approach to implementing the policy, including timelines for meeting critical implementation stages or milestones, as applicable, to support successful implem...
	c. The Implementation Plan must include information on, but not limited to, the following:
	i. A plan for establishing and/or improving data sharing and partnerships with an array of health system and social services interested parties to the extent those entities are vital to provide needed administrative and HRSN-related data on screenings...
	ii. Information about key partnerships related to HRSN service delivery, including plans for capacity building for community partners and for soliciting and incorporating input from impacted groups (e.g., community partners, health care delivery syste...
	iii. Plans for changes to IT infrastructure that will support HRSN-related data exchange, including development and implementation of data systems necessary to support program implementation, monitoring, and evaluation. These existing or new data syst...
	iv. A plan for tracking and improving the share of demonstration beneficiaries in the state who are eligible and enrolled in SNAP, the Special Supplemental Nutrition Program for Women, Infants and Children (WIC), Temporary Assistance for Needy Familie...
	v. An implementation timeline and considerations for demonstration evaluation that may be impacted by the timeline (e.g., in the case of a phased rollout of HRSN services), to facilitate robust evaluation designs;
	vi. Information as required per STC 6.16 (MOE); and
	vii. Information as required per STC 6.17 (Partnerships with State and Local Entities).



	7. PROVIDER RATE REQUIREMENTS
	7.1. The provider payment rate increase requirements described hereafter are a condition for the HRSN expenditure authorities, as referenced in expenditure authorities 3 and 4.
	7.2. As a condition of approval and ongoing provision of FFP for the HRSN expenditures over this demonstration period of performance, DY 1 through DY 5, the state will in accordance with these STCs increase and (at least) subsequently sustain Medicaid...
	7.3. The state may not decrease provider payment rates for other Medicaid or demonstration covered services to make state funds available to finance provider rate increases required under this STC (i.e., cost-shifting).
	7.4. The state will, for the purpose of complying with these requirements to derive the Medicaid to Medicare provider payment rate ratio and to apply the rate increases as may be required under this section, identify the applicable service codes and p...
	7.5. No later than 90 days of the demonstration effective date, and if the state makes FFS payments, the state must establish and report to CMS the state’s average Medicaid to Medicare FFS provider rate ratio for each of the three service categories –...
	a. Provide to CMS the average Medicaid to Medicare provider rate ratios for each of the three categories of services as these ratios are calculated for the state and the service category as noted in the following sources:
	i. For primary care and obstetric care services in Zuckerman, et al. 2021. "Medicaid Physician Fees Remained Substantially Below Fees Paid by Medicare in 2019." Health Affairs 40(2): 343–348 (Exhibit 3); AND
	ii. For behavioral health services (the category called, ‘Psychotherapy’ in Clemans-Cope, et al. 2022. "Medicaid Professional Fees for Treatment of Opioid Use Disorder Varied Widely Across States and Were Substantially Below Fees Paid by Medicare in 2...

	b. Provide to CMS for approval for any of the three services categories the average ratio, as well as the code sets, code level Medicaid utilization, Medicaid and Medicare rates, and other data used to calculate the ratio, and the methodology for the ...
	i. Service codes must be representative of each service category as defined in STC 7.4.
	ii. Medicaid and Medicare data must be from the same year and not older than 2019.
	iii. The state’s methodology for selecting the year of data, determining Medicaid code-level utilization, the service codes within the category, geographic rate differentials for Medicaid and/or Medicare services and their incorporation into the deter...


	7.6. To establish the state’s ratio for each service category identified in STC 7.4 as it pertains to managed care plans’ provider payment rates in the state, the state must provide to CMS either:
	a. The average fee-for-service ratio as provided in STC 7.5(a), if the state and CMS determine it to be a reasonable and appropriate estimate of, or proxy for, the average provider rates paid by managed care plans (e.g., where managed care plans in th...
	b. The data and methodology for any or all of the service categories as provided in STC 7.5(b) using Medicaid managed care provider payment rate and utilization data.

	7.7. In determining the ratios required under STC 7.5 and 7.6, the state may not incorporate FFS supplemental payments that the state made or plans through December 31, 2029, to make to providers, or Medicaid managed care pass-through payments in acco...
	7.8. If the state is required to increase provider payment rates for managed care plans per STC 7.2. and 7.6, the state must:
	a. Comply with the requirements for state directed payments in accordance with 42 CFR 438.6(c), as applicable; and
	b. Ensure that the entirety of a two-percentage point increase applied to the provider payments rates in the service category whose Medicaid to Medicare average payment rate ratio is below 80 percent is paid to providers, and none of such payment rate...

	7.9. For the entirety of DY 3 through DY 5, the provider payment rate increase for each service in a service category and delivery system for which the average ratio is less than 80 percent will be an amount necessary so that the Medicaid to Medicare ...
	7.10. If the state uses a managed care delivery system for any of the service categories defined in STC 7.4, for the beginning of the first rating period as defined in 42 CFR 438.2(a) that starts in each demonstration year from DY 3 through DY 5, the ...
	7.11. If the state has a biennial legislative session that requires provider payment rate approval and the timing of that session precludes the state from implementing a required payment rate increase by the first day of DY 3 (or, as applicable, the f...
	7.12. Pennsylvania will provide the information to document the payment rate ratio required under STC 7.5 and 7.6, via submission to the Performance Metrics Database and Analytics (PMDA) portal for CMS review and approval.
	7.13. For demonstration years following the first year of provider payment rate increases, if any, Pennsylvania will provide an annual attestation within the State’s annual demonstration monitoring report that the provider payment rate increases subje...
	7.14. No later than 90 days following the demonstration effective date, the state will provide to CMS the following information and Attestation Table signed by the State Medicaid Director, or by the Director’s Chief Financial Officer (or equivalent po...

	8. Cost Sharing
	8.1. The demonstration will not include cost-sharing for any demonstration services.  The demonstration will make no changes to other Health Insurance Premium Payment Program (HIPP) benefits and cost sharing.

	9. Delivery System
	9.1. The services provided under Keystones of Health will be in addition to the services provided through the Medicaid state plan.  All demonstration beneficiaries will continue to receive services through the same delivery system arrangements as curr...

	10. Monitoring and Reporting Requirements
	10.1. Deferral for failure to Submit Timely Demonstration Deliverables.  CMS may issue deferrals in the amount of $5,000,000 (federal share) when items required by these STCs (e.g., required data elements, analyses, reports, design documents, presenta...
	The following process will be used: 1) 30-days after the deliverable was due if the state has not submitted a written request to CMS for approval of an extension as described in subsection 10.1.b. below; or 2) 30-days after CMS has notified the state ...
	a. CMS will issue a written notification to the state providing advance notification of a pending deferral for late or non-compliant submission of required deliverable(s).
	b. For each deliverable, the state may submit to CMS a written request for any extension to submit the required deliverable that includes a supporting rationale for the cause(s) of the delay and the state’s anticipated date of submission.  Should CMS ...
	c. If CMS agrees to an interim corrective plan in accordance with subsection(b) above, and the state fails to comply with the corrective action plan or, despite the corrective action plan, still fails to submit the overdue deliverable(s) with all requ...
	d. If the CMS deferral process has been initiated for state non-compliance with the terms of this agreement with respect to required deliverable(s), and the state submits the overdue deliverable(s), and such deliverable(s) are accepted by CMS as meeti...
	As the purpose of the Section 1115 demonstration is to test new methods of operation or service delivery, a state’s failure to submit all required reports, evaluations and other deliverables will be considered by CMS in reviewing any for an extension,...

	10.2. Submission of Post-Approval Deliverables.  The state must submit all deliverables as stipulated by CMS and within the timeframes outlined within these STCs, unless CMS and the state mutually agree to another timeline.
	10.3. Compliance with Federal Systems Updates.  As federal systems continue to evolve and incorporate additional section 1115 demonstration reporting and analytics functions, the state will work with CMS to:
	a. Revise the reporting templates and submission processes to accommodate timely compliance with the requirements of the new system.
	b. Ensure all section 1115 demonstration, Transformed Medicaid Statistical Information System (T-MSIS), and other data elements that have been agreed to for reporting and analytics are provided by the state; and
	c. Submit deliverables to the appropriate system as directed by CMS.

	10.4. Monitoring Protocol. The state must submit to CMS a Monitoring Protocol no later than 150 calendar days after the approval of the demonstration.  The state must submit a revised Monitoring Protocol within 60 calendar days after receipt of CMS’s ...
	At a minimum, the Monitoring Protocol must affirm the state’s commitment to conduct Quarterly and Annual Monitoring Reports in accordance with CMS’s guidance and technical assistance and using CMS-provided reporting templates, as applicable and releva...
	For the HRSN services and the reentry initiative authorized through this demonstration, the Monitoring Protocol requires specifying a selection of quality of care and health outcomes metrics and population stratifications based on CMS’s upcoming guida...
	The state will also be expected to set up its HRSN service delivery system to allow screening of beneficiaries for identified needs, and to develop an appropriate closed-loop referral system or other feedback loop to ensure beneficiaries receive servi...
	In addition, the state must describe in the Monitoring Protocol methods and the timeline to collect and analyze relevant non-Medicaid administrative data to help calculate applicable monitoring metrics.  These sources may include but are not limited t...
	For the qualitative elements (e.g., operational updates as described in STC 10.5(a) below), CMS will provide the state with guidance on narrative and descriptive information, which will supplement the quantitative metrics on key aspects of the demonst...
	10.5. Monitoring Reports.  The state must submit three Quarterly Monitoring Reports and one Annual Monitoring Report each DY.  The fourth quarter information that would ordinarily be provided in a separate Quarterly Monitoring Report should be reporte...
	a. Operational Updates:  Per 42 CFR 431.428, the Monitoring Reports must document any policy or administrative difficulties in operating the demonstration.  The reports must provide sufficient information to document key operation and other challenges...
	b. Performance Metrics.  Per applicable CMS guidance and technical assistance, the performance metrics will provide data to demonstrate how the state is progressing toward meeting the goals and milestones – including relative to their projected timeli...

	Specifically, the state must undertake standardized reporting on categories of metrics including, but not limited to: beneficiary participation in demonstration components, primary and specialist provider participation, utilization of services, quali...
	i. For HRSN components, in addition to reporting on the metrics described above, the state must track beneficiary participation, screening, receipt of referrals and social services over time, as well as narratively report on the adoption of informatio...
	ii. The state’s selection and reporting of quality of care and health outcome metrics outlined above must also accommodate the Reentry Demonstration Initiative. In addition, the state is required to report on metrics aligned with tracking progress wit...
	iii. As applicable, if the state, health plans, or health care providers will contract or partner with organizations to implement the demonstration, the state must use monitoring metrics that track the number and characteristics of contracted or parti...
	The required monitoring and performance metrics must be included in the Monitoring Reports, and will follow the framework provided by CMS to support federal tracking and analysis
	c. Budget Neutrality and Financial reporting Requirements.  Per 42 CFR 431.428, the Monitoring Reports must document the financial performance of the demonstration.  The state must provide an updated budget neutrality workbook with every Monitoring Re...
	d. Evaluation Activities and Interim Findings.  Per CFR 431.428, the Monitoring Reports must document any results of the demonstration to date per the evaluation hypotheses.  Additionally, the state shall include a summary of the progress of evaluatio...

	10.6. Reentry Demonstration Initiative Mid-Point Assessment.  The state must contract with an independent entity to conduct a mid-point assessment of the Reentry Demonstration Initiative and complete a Reentry Demonstration Initiative Mid-Point Assess...
	The Mid-Point Assessment must integrate all applicable implementation and performance data from the first 2.5 years of implementation of the Reentry Demonstration Initiative.  In the event that the Reentry Demonstration Initiative is implemented at a ...
	The state must require the independent assessor to provide a draft of the Mid-Point Assessment to the state that includes the methodologies used for examining progress and assessing risk, the limitations of the methodologies used, the findings on dem...
	For milestones and measure targets at medium to high risk of not being achieved, the state and CMS will collaborate to determine whether modifications to the Reentry Demonstration Initiative Implementation Plan and the Monitoring Protocol are necessar...
	Elements of the Mid-Point Assessment must include, but not be limited to:
	a. An examination of progress toward meeting each milestone and timeframe approved in the Reentry Demonstration Initiative Implementation Plan and toward meeting the targets for performance metrics as approved in the Monitoring Protocol;
	b. A determination of factors that affected achievement on the milestones and progress toward performance metrics targets to date;
	c. A determination of factors likely to affect future performance in meeting milestones and targets not yet met and information about the risk of possibly missing those milestones and performance targets; and
	d. For milestones or targets at medium to high risk of not being met, recommendations for adjustments in the state’s Reentry Demonstration Initiative Implementation Plan or to pertinent factors that the state can influence that will support improvement.
	CMS will provide additional guidance for developing the state’s Reentry Initiative Mid-Point Assessment.

	10.7. Corrective Action Plan Related to Demonstration Monitoring.  If monitoring indicates that demonstration features are not likely to assist in promoting the objectives of Medicaid, CMS reserves the right to require the state to submit a corrective...
	10.8. Close-Out Report.  Within 120-calendar days after the expiration of the demonstration, the state must submit a draft Close-Out Report to CMS for comments.
	a. The draft Close-Out Report must comply with the most current guidance from CMS.
	b. In consultation with CMS, and per guidance from CMS, the state will include an evaluation of the demonstration (or demonstration components) that are to phase out or expire without extension along with the Close-Out Report.  Depending on the timeli...
	c. The state will present to and participate in a discussion with CMS on the Close-Out Report.
	d. The state must take into consideration CMS’s comments for incorporation in the final Close-Out Report.
	e. A revised Close-Out Report is due to CMS no later than 30-calendar days after receipt of CMS’s comments.
	f. A delay in submitting the draft or final version of the Close-Out Report may subject the state to penalties described in STC 10.1.

	10.9. Monitoring Call.  CMS will convene periodic conference calls with the state.
	a. The purpose of these calls is to discuss ongoing demonstration operating, including (but not limited to) any significant actual or anticipated developments affecting the demonstration.  Examples include implementation activities, trends in reported...
	b. CMS will provide updates on any pending actions, as well as federal policies and issues that may affect any aspect of the demonstration.
	c. The state and CMS will jointly develop the agenda for the calls.

	10.10. Post Award Forum.  Pursuant to 42 CFR 431.420(c), within 6-months of the demonstration’s implementation, and annually thereafter, the state must afford the public with an opportunity to provide meaningful comment on the progress of the demonstr...

	11. EVALUATION OF THE DEMONSTRATION
	11.1. Cooperation with Federal Evaluators and Learning Collaborative:  As required under 42 CFR 431.420(f), the state must cooperate fully and timely with CMS and its contractors in any federal evaluation of the demonstration or any component of the d...
	11.2. Independent Evaluator. The state must use an independent party to conduct an evaluation of the demonstration to ensure that the necessary data is collected at the level of detail needed to research the approved hypotheses. The independent party ...
	11.3. Evaluation Budget. A budget for the evaluation shall be provided with the Draft Evaluation Design. It will include the total estimated cost, as well as a breakdown of estimated staff, administrative and other costs for all aspects of the evaluat...
	11.4. Draft Evaluation Design. The state must submit, for CMS comment and approval, a draft Evaluation Design no later than 180 calendar days after the approval date of the demonstration.  Any modifications to an existing approved Evaluation Design wi...
	The state is strongly encouraged to use the expertise of the independent party in the development of the draft Evaluation Design.  The draft Evaluation Design also must include a timeline for key evaluation activities, including the deliverables outli...
	For any amendment to the demonstration, the state will be required to update the approved Evaluation Design to accommodate the amendment components.  The amended Evaluation Design must be submitted to CMS for review no later than 180 calendar days aft...
	11.5. Evaluation Design Approval and Updates.  The state must submit a revised draft evaluation design within 60-days after receipt of CMS’s comments.  Upon CMS approval of the draft evaluation design the document will be included as an attachment to ...
	11.6. Evaluation Questions and Hypotheses. Consistent with Attachments A and B (Developing the Evaluation Design and Preparing the Interim and Summative Evaluation Reports) of these STCs, the evaluation deliverables must include a discussion of the ev...
	The hypothesis testing must include, where possible, assessment of both process and outcome measures.  The evaluation must study outcomes, such as likelihood of enrollment and enrollment continuity, and various measures of access, utilization, and hea...
	CMS underscores the importance of the state undertaking a well-designed beneficiary survey and/or interviews to assess, for instance, beneficiary understanding of and experience with the various demonstration policy components, including but not limit...
	Hypotheses must cover all policies and goals of the demonstration and should be crafted not only to evaluate whether overall demonstration goals were achieved but also the extent to which each component contributed to outcomes.  Where demonstration co...
	Evaluation hypotheses for the HRSN demonstration components must focus on areas such as assessing the effectiveness of the HRSN services in mitigating identified needs of beneficiaries.  Such assessment is expected to use applicable demonstration moni...
	In addition, the state must coordinate with its managed care plans to secure necessary data—for a representative beneficiary population eligible for the HRSN services—to conduct a robust evaluation of the effectiveness of the HRSN services in mitigati...
	The evaluation must also assess the effectiveness of the implementation and capacity building infrastructure funding authorized through the demonstration to support the development and implementation of the HRSN initiatives. The evaluation must also a...
	Evaluation of the Reentry Demonstration Initiative must be designed to examine whether the initiative expands Medicaid coverage through increased enrollment of eligible individuals, and efficient high-quality pre-release services that promote continui...
	The state must also provide a comprehensive analysis of the distribution of services rendered by type of service over the duration of up to 90-days coverage period before the individual’s expected date of release—to the extent feasible—and discuss in ...
	The demonstration’s evaluation efforts will be expected to include the experiences of correctional and community providers, including challenges encountered, as they develop relationships and coordinate to facilitate transition of individuals into the...
	As part of its evaluation efforts, the state must conduct a demonstration cost assessment to include, but not be limited to, administrative costs of demonstration implementation and operation, Medicaid health services expenditures, and provider uncomp...
	Finally, the state must accommodate data collection and analyses stratified by key subpopulations of interest (e.g., by sex, age, race/ethnicity, primary language, disability status, and geography).  Such stratified data analyses will provide a fuller...

	11.7. Interim Evaluation Reports. The state must submit an Interim Evaluation Report for the completed years of the demonstration, and for each subsequent extension of the demonstration, as outlined in 42 CFR 431.412(c)(2)(vi). When submitting an appl...
	a. The interim evaluation report will discuss evaluation progress and present findings to date as per the approved Evaluation Design.
	b. For demonstration authority or any components within the demonstration that expires prior to the overall demonstration’s expiration date, the Interim Evaluation Report must include an evaluation of the authority, to be collaboratively determined by...
	c. If the state is seeking to extend the demonstration, the draft Interim Evaluation Report is due when the application for extension is submitted.  If the state is not requesting an extension for the demonstration, the draft Interim Evaluation Report...
	d. The state must submit the final Interim Evaluation Report 60 calendar days after receiving CMS comments on the draft Interim Evaluation Report, if any.
	e. Once approved by CMS, the state must post the final Interim Evaluation Report to the state’s Medicaid website within 30 calendar days.
	f. The Interim Evaluation Report must comply with Attachment B (Preparing the Interim and Summative Evaluation Reports) of these STCs.

	11.8. Summative Evaluation Report. The state must submit a draft Summative Evaluation Report for the demonstration’s current approval period within 18 months of the end of the approval period represented by these STCs. The draft Summative Evaluation R...
	a. The state must submit a revised Summative Evaluation Report within 60 calendar days of receiving comments from CMS on the draft, if any.
	b. Once approved by CMS, the state must post the final Summative Evaluation Report to the state’s Medicaid website within 30 calendar days.

	11.9. Corrective Action Plan Related to Evaluation.  If evaluation findings indicate that demonstration features are not likely to assist in promoting the objectives of Medicaid, CMS reserves the right to require the state to submit a corrective actio...
	11.10. State Presentations for CMS. CMS reserves the right to request that the state present and participate in a discussion with CMS on the Evaluation Design, the Interim Evaluation reports, and/or the Summative Evaluation Report.  Presentations may ...
	11.11. Public Access. The state shall post the final documents (e.g., Implementation Plans, Monitoring Protocols, Monitoring Reports, Mid-Point Assessments, Close-Out Report, approved Evaluation Design, Interim Evaluation Report, and Summative Evaluat...
	11.12. Additional Publications and Presentations. For a period of 12 months following CMS approval of the final reports, CMS will be notified prior to presentation of other reports and related publications (including, for example, journal articles), b...

	12. GENERAL FINANCIAL REQUIREMENTS
	12.1. Allowable Expenditures. This demonstration project is approved for authorized demonstration expenditures applicable to services rendered and for costs incurred during the demonstration approval period designated by CMS. CMS will provide FFP for ...
	12.2. Standard Medicaid Funding Process. The standard Medicaid funding process will be used for this demonstration. The state will provide quarterly expenditure reports through the Medicaid and CHIP Budget and Expenditure System (MBES/CBES) to report ...
	12.3. Sources of Non-Federal Share. As a condition of demonstration approval, the state certifies that its funds that make up the non-federal share are obtained from permissible state and/or local funds that, unless permitted by law, are not other fed...
	a. If requested, the state must submit for CMS review and approval documentation of any sources of non-federal share that would be used to support payments under the demonstration.
	b. If CMS determines that any funding sources are not consistent with applicable federal statutes or regulations, the state must address CMS’s concerns within the time frames allotted by CMS.
	c. Without limitation, CMS may request information about the non-federal share sources for any amendments that CMS determines may financially impact the demonstration.

	12.4. State Certification of Funding Conditions. As a condition of demonstration approval, the state certifies that the following conditions for non-federal share financing of demonstration expenditures have been met:
	a. If units of state or local government, including health care providers that are units of state or local government, supply any funds used as non-federal share for expenditures under the demonstration, the state must certify that state or local moni...
	b. To the extent the state utilizes certified public expenditures (CPE) as the funding mechanism for the non-federal share of expenditures under the demonstration, the state must obtain CMS approval for a cost reimbursement methodology. This methodolo...
	c. The state may use intergovernmental transfers (IGT) to the extent that the transferred funds are public funds within the meaning of 42 CFR 433.51 and are transferred by units of government within the state. Any transfers from units of government to...
	d. Under all circumstances, health care providers must retain 100 percent of their payments for or in connection with furnishing covered services to beneficiaries. Moreover, no pre-arranged agreements (contractual, voluntary, or otherwise) may exist b...
	e. The State Medicaid Director or his/her designee certifies that all state and/or local funds used as the state’s share of the allowable expenditures reported on the CMS-64 for this demonstration were in accordance with all applicable federal require...

	12.5. Financial Integrity for Managed Care Delivery Systems.  As a condition of demonstration approval, the state attests to the following, as applicable:
	a. All risk-based managed care organization, prepaid inpatient health plan (PIHP), and prepaid ambulatory health plan (PAHP) payments, comply with the requirements on payments in 42 CFR 438.6(b)(2), 438.6(c), 438.6(d), 438.60, and 438.74.

	12.6. Requirements for Health Care-Related Taxes and Provider Donations. As a condition of demonstration approval, the state attests to the following, as applicable:
	a. Except as provided in paragraph (c) of this STC, all health care-related taxes as defined by Section 1903(w)(3)(A) of the Act and 42 CFR 433.55 are broad-based as defined by Section 1903(w)(3)(B) of the Act and 42 CFR 433.68(c).
	b. Except as provided in paragraph (c) of this STC, all health care-related taxes are uniform as defined by Section 1903(w)(3)(C) of the Act and 42 CFR 433.68(d).
	c. If the health care-related tax is either not broad-based or not uniform, the state has applied for and received a waiver of the broad-based and/or uniformity requirements as specified by 1903(w)(3)(E)(i) of the Act and 42 CFR 433.72.
	d. The tax does not contain a hold harmless arrangement as described by Section 1903(w)(4) of the Act and 42 CFR 433.68(f).
	e. All provider-related donations as defined by 42 CFR 433.52 are bona fide as defined by Section 1903(w)(2)(B) of the Social Security Act, 42 CFR 433.66, and 42 CFR 433.54.

	12.7. State Monitoring of Non-federal Share. If any payments under the demonstration are funded in whole or in part by a locality tax, then the state must provide a report to CMS regarding payments under the demonstration no later than 60 days after d...
	a. A detailed description of and a copy of (as applicable) any agreement, written or otherwise agreed upon, regarding any arrangement among the providers including those with counties, the state, or other entities relating to each locality tax or paym...
	b. Number of providers in each locality of the taxing entities for each locality tax;
	c. Whether or not all providers in the locality will be paying the assessment for each locality tax;
	d. The assessment rate that the providers will be paying for each locality tax;
	e. Whether any providers that pay the assessment will not be receiving payments funded by the assessment;
	f. Number of providers that receive at least the total assessment back in the form of Medicaid payments for each locality tax;
	g. The monitoring plan for the taxing arrangement to ensure that the tax complies with section 1903(w)(4) of the Act and 42 CFR 433.68(f); and
	h. Information on whether the state will be reporting the assessment on the CMS form 64.11A as required under section 1903(w) of the Act.

	12.8. Extent of Federal Financial Participation for the Demonstration.  Subject to CMS approval of the source(s) of the non-federal share of funding, CMS will provide FFP at the applicable federal matching rate for the following demonstration expendit...
	a. Administrative costs, including those associated with the administration of the demonstration;
	b. Net expenditures and prior period adjustments of the Medicaid program that are paid in accordance with the approved Medicaid state plan; and
	c. Medical assistance expenditures and prior period adjustments made under section 1115 demonstration authority with dates of service during the demonstration extension period; including those made in conjunction with the demonstration, net of enrollm...

	12.9. Program Integrity. The state must have processes in place to ensure there is no duplication of federal funding for any aspect of the demonstration.  The state must also ensure that the state and any of its contractors follow standard program int...
	12.10. Medicaid Expenditure Groups. Medicaid Expenditure Groups (MEG) are defined for the purpose of identifying categories of Medicaid or demonstration expenditures subject to budget neutrality, components of budget neutrality expenditure limit calcu...
	12.11. Reporting Expenditures and Member Months. The state must report all demonstration expenditures claimed under the authority of title XIX of the Act and subject to budget neutrality each quarter on separate forms CMS-64.9 WAIVER and/or 64.9P WAIV...
	12.12. Cost Settlements. The state will report any cost settlements attributable to the demonstration on the appropriate prior period adjustment schedules (form CMS-64.9P WAIVER) for the summary sheet line 10b (in lieu of lines 9 or 10c), or line 7. F...
	12.13. Premiums and Cost Sharing Collected by the State. The state will report any premium contributions collected by the state from demonstration enrollees quarterly on the form CMS-64 Summary Sheet line 9D, columns A and B. In order to assure that t...
	12.14. Pharmacy Rebates. Because pharmacy rebates are included in the base expenditures used to determine the budget neutrality expenditure limit, the state must report the portion of pharmacy rebates applicable to the demonstration on the appropriate...
	12.15. Administrative Costs. The state will separately track and report additional administrative costs that are directly attributable to the demonstration. All administrative costs must be identified on the forms CMS-64.10 WAIVER and/or 64.10P WAIVER...
	12.16. Member Months. As part of the Quarterly and Annual Monitoring Reports described in Section 10.5, the state must report the actual number of “eligible member months” for all demonstration enrollees for all MEGs identified as WOW Per Capita in th...
	12.17. Budget Neutrality Specifications Manual. The state will create and maintain a Budget Neutrality Specifications Manual that describes in detail how the state will compile data on actual expenditures related to budget neutrality, including method...
	12.18. Demonstration Years. Demonstration Years (DY) for this demonstration are defined in the table below.
	12.19. Budget Neutrality Monitoring Tool. The state must provide CMS with quarterly budget neutrality status updates, including established baseline and member months data, using the Budget Neutrality Monitoring Tool provided through the performance m...
	12.20. Claiming Period. The state will report all claims for expenditures subject to the budget neutrality agreement (including any cost settlements) within two years after the calendar quarter in which the state made the expenditures. All claims for ...
	12.21. Future Adjustments to Budget Neutrality. CMS reserves the right to adjust the budget neutrality expenditure limit:
	a. To be consistent with enforcement of laws and policy statements, including regulations and guidance, regarding impermissible provider payments, health care related taxes, or other payments.  CMS reserves the right to make adjustments to the budget ...
	b. To the extent that a change in federal law, regulation, or policy requires either a reduction or an increase in FFP for expenditures made under this demonstration.  In this circumstance, the state must adopt, subject to CMS approval, a modified bud...
	c. The state certifies that the data it provided to establish the budget neutrality expenditure limit are accurate based on the state's accounting of recorded historical expenditures or the next best available data, that the data are allowable in acco...

	12.22. Budget Neutrality Mid-Course Correction Adjustment Request.  No more than once per demonstration year, the state may request that CMS make an adjustment to its budget neutrality agreement based on changes to the state’s Medicaid expenditures th...
	12.23. Contents of Request and Process.  In its request, the state must provide a description of the expenditure changes that led to the request, together with applicable expenditure data demonstrating that due to these expenditures, the state’s actua...
	12.24. Types of Allowable Changes. Adjustments will be made only for actual costs as reported in expenditure data. CMS will not approve mid-demonstration adjustments for anticipated factors not yet reflected in such expenditure data. Examples of the t...
	a. Provider rate increases that are anticipated to further strengthen access to care;
	b. CMS or state technical errors in the original budget neutrality formulation applied retrospectively, including, but not limited to the following: mathematical errors, such as not aging data correctly; or unintended omission of certain applicable co...
	c. Changes in federal statute or regulations, not directly associated with Medicaid, which impact expenditures;
	d. State legislated or regulatory change to Medicaid that significantly affects the costs of medical assistance;
	e. When not already accounted for under Emergency Medicaid 1115 demonstrations, cost impacts from public health emergencies;
	f. High cost innovative medical treatments that states are required to cover; or,
	g. Corrections to coverage/service estimates where there is no prior state experience (e.g., SUD) or small populations where expenditures may vary widely.

	12.25. Budget Neutrality Update. The state must submit an updated budget neutrality analysis with its adjustment request, which includes the following elements:
	a. Projected without waiver and with waiver expenditures, estimated member months, and annual limits for each DY through the end of the approval period; and,
	b. Description of the rationale for the mid-course correction, including an explanation of why the request is based on changes to the state’s Medicaid expenditures that are unrelated to the demonstration and/or outside the state’s control, and/or is d...


	13. MONITORING BUDGET NEUTRALITY FOR THE DEMONSTRATION
	13.1. Limit on Title XIX Funding. The state will be subject to limits on the amount of federal Medicaid funding the state may receive over the course of the demonstration approval. The budget neutrality expenditure limits are based on projections of t...
	13.2. Risk. The budget neutrality expenditure limits are determined on either a per capita or aggregate basis as described in Table 4, Master MEG Chart and Table 5, MEG Detail for Expenditure and Member Month Reporting.  If a per capita method is used...
	13.3. Calculation of the Budget Neutrality Limits and How They Are Applied.  To calculate the budget neutrality limits for the demonstration, separate annual budget limits are determined for each DY on a total computable basis.  Each annual budget lim...
	13.4. Main Budget Neutrality Test. This demonstration does not include a Main Budget Neutrality Test. Budget neutrality will consist entirely of Hypothetical Budget Neutrality Tests, including supplemental HRSN aggregate ceiling (SHAC) hypothetical ex...
	13.5. Hypothetical Budget Neutrality.  When expenditure authority is provided for coverage of populations or services that the state could have otherwise provided through its Medicaid state plan or other title XIX authority (such as a waiver under sec...
	13.6. Hypothetical Budget Neutrality Test 1: Reentry The table below identifies the MEGs that are used for Hypothetical Budget Neutrality Test 1. MEGs that are designated “WOW Only” or “Both” are the components used to calculate the budget neutrality ...
	13.7. Supplemental HRSN Aggregate Ceiling (SHAC) Budget Neutrality for Evidence-Based HRSN Initiatives.  When expenditure authority is provided for specified HRSN initiatives in the demonstration (in this approval, as specified in section 6), CMS cons...
	13.8. SHAC Budget Neutrality Test: HRSN. The table below identifies the MEGs that are used for the SHAC Budget Neutrality Test.  MEGs that are designated “WOW Only” or “Both” are the components used to calculate the budget neutrality expenditure limit...
	13.9. Composite Federal Share. The Composite Federal Share is the ratio that will be used to convert the total computable budget neutrality limit to federal share. The Composite Federal Share is the ratio calculated by dividing the sum total of FFP re...
	13.10. Exceeding Budget Neutrality. CMS will enforce the budget neutrality agreement over the demonstration period, which extends from December 26, 2024, to December 31, 2029. If at the end of the demonstration approval period the SHAC Budget Neutrali...
	13.11. Corrective Action Plan. If at any time during the demonstration approval period CMS determines that the demonstration is on course to exceed its budget neutrality expenditure limit, CMS will require the state to submit a corrective action plan ...
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