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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

601 E. 12th St., Room 355

Kansas City, Missouri 64106
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CENTERS FOR MEDICARE & MEDICAID SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

Medicaid and CHIP. Operations Group

June 26, 2026

Sasha O’ Connell, Director

Department of Health and Welfare Towers Building — Tenth Floor
PO Box 83720

Boise, ID 83720-0036

RE: ID-26-0001 Idaho Children’s §1915(i) home and community-based services (HCBS) state
plan benefit renewal

Dear Sasha O’ Connell,

The Centers for Medicare & Medicaid Services (CMS) is approving the state’s 1915(i) state plan
home and community-based services (HCBS) state plan amendment (SPA), transmittal number
ID-26-0001. The purpose of this amendment is to renew Idaho’s 1915(i) Children’s State Plan
HCBS benefit. The effective date for this renewal is July 1, 2026. Enclosed is a copy of the
approved SPA.

Since the state has elected to target the population who can receive these §1915(i1) State Plan
HCBS, CMS approves this SPA for a five-year period expiring June 30, 2031 in accordance with
§1915(1)(7) of the Social Security Act. To renew the §1915(i) State Plan HCBS benefit for an
additional five-year period, the state must submit a renewal application to CMS at least 180 days
prior to the end of the approval period. CMS’ approval of a renewal request is contingent upon
state adherence to federal requirements and the state meeting its objectives with respect to
quality improvement and beneficiary outcomes.

Per 42 CFR §441.745(a)(1), the state will annually provide CMS with the projected number of
individuals to be enrolled in the benefit and the actual number of unduplicated individuals
enrolled in the §1915(i) State Plan HCBS in the previous year. Additionally, at least 21 months
prior to the end of the five-year approval period, the state must submit evidence of the state’s
quality monitoring in accordance with the Quality Improvement Strategy in their approved SPA.
The evidence must include data analysis, findings, remediation, and describe any system
improvement for each of the §1915(i) requirements.

It is important to note that CMS’ approval of this 1915(i) HCBS state plan benefit renewal solely
addresses the state’s compliance with the applicable Medicaid authorities. CMS’ approval does
not address the state’s independent and separate obligations under federal laws including, but not
limited to, the Americans with Disabilities Act, Section 504 of the Rehabilitation Act, or the
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Supreme Court’s Olmstead decision. Guidance from the Department of Justice concerning
compliance with the Americans with Disabilities Act and the Olmstead decision is available at
http://www.ada.gov/olmstead/q&a_olmstead.htm.

If you have any questions concerning this information, please contact me at (410) 786-7561. You
may also contact Elizabeth Heintzman at Elizabeth.Heintzman@cms.hhs.gov or (206) 615-2596.

Sincerely,

George P. Failla, Jr., Director
Division of HCBS Operations & Oversight

cc: Curtis Cunningham, DLTSS Director, CMS
Kevin Patterson , CMS
Hamilton Johns, CMS
Dominique Mathurin, CMS
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1915(i) State plan Home and Community-Based Services

Administration and Operation

The state implements the optional 1915(i) State plan Home and Community-Based Services (HCBS) benefit
for elderly and disabled individuals as set forth below.

1. Services. (Specify the state’s service title(s) for the HCBS defined under “Services” and listed in
Attachment 4.19-B):

Respite

Community-Based Supports

Family Education

Home Modification

Adaptive and Therapeutic Equipment
Family-Directed Personal Support
Family-Directed Goods and Services
Family-Directed Non-Medical Transportation
Financial Management Services

Support Broker Services

2. Concurrent Operation with Other Programs. (Indicate whether this benefit will operate concurrently
with another Medicaid authority):

Select one:
(® | Not applicable

O | Applicable

Check the applicable authority or authorities:

[1 | Services furnished under the provisions of §1915(a)(1)(a) of the Act. The State contracts with a
Managed Care Organization(s) (MCOs) and/or prepaid inpatient health plan(s) (PTHP) or prepaid
ambulatory health plan(s) (PAHP) under the provisions of §1915(a)(1) of the Act for the delivery
of 1915(1) State plan HCBS. Participants may voluntarily elect to receive waiver and other
services through such MCOs or prepaid health plans. Contracts with these health plans are on file
at the State Medicaid agency. Specify:

(a) the MCOs and/or health plans that furnish services under the provisions of $1915(a)(1);

(b) the geographic areas served by these plans;

(¢) the specific 1915(i) State plan HCBS furnished by these plans;

(d) how payments are made to the health plans; and

(e) whether the 1915(a) contract has been submitted or previously approved.

[ | Waiver(s) authorized under §1915(b) of the Act.

Specify the $§1915(b) waiver program and indicate whether a §1915(b) waiver application has
been submitted or previously approved:
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Specify the §1915(b) authorities under which this program operates (check each that applies):

| §1915(b)(1) (mandated enrollment to ] §1915(b)(3) (employ cost savings to furnish
managed care) additional services)
O §1915(b)2) (central broker) 1| §1915(b)(4) (selective contracting/limit
number of providers)

1| A program operated under §1932(a) of the Act.

Specify the nature of the State Plan benefit and indicate whether the State Plan Amendment has
been submitted or previously approved:

[ | Aprogram authorized under §1115 of the Act. Specify the program:

3. State Medicaid Agency (SMA) Line of Authority for Operating the State plan HCBS Benefit.

(Select one):

(® | The State plan HCBS benefit is operated by the SMA. Specify the SMA division/unit that has
line authority for the operation of the program (select one):

® The Medical Assistance Unit (name of unit): Eivision Of Medicaid. Bureau of
evelopmental Disability Services
O | Another division/unit within the SMA that is separate from the Medical Assistance Unit
(name of division/unit)
This includes
administrations/divisions
under the umbrella
agency that have been
identified as the Single
State Medicaid Agency.

@) The State plan HCBS benefit is operated by (name of agency)

a separate agency of the state that is not a division/unit of the Medicaid agency. In accordance
with 42 CFR §431.10. the Medicaid agency exercises administrative discretion in the
administration and supervision of the State plan HCBS benefit and issues policies, rules and
regulations related to the State plan HCBS benefit. The interagency agreement or memorandum
of understanding that sets forth the authority and arrangements for this delegation of authority is
available through the Medicaid agency to CMS upon request.

4. Distribution of State plan HCBS Operational and Administrative Functions.

M (By checking this box the state assures that): When the Medicaid agency does not directly conduct an
administrative function, it supervises the performance of the function and establishes and/or approves
policies that affect the function. All functions not performed directly by the Medicaid agency must be
delegated in writing and monitored by the Medicaid Agency. When a function is performed by an
agency/entity other than the Medicaid agency. the agency/entity performing that function does not substitute
its own judgment for that of the Medicaid agency with respect to the application of policies, rules and
regulations. Furthermore, the Medicaid Agency assures that it maintains accountability for the performance
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of any operational, contractual, or local regional entities. In the following table, specify the entity or entities
that have responsibility for conducting each of the operational and administrative functions listed (check
each that applies):

(Check all agencies and/or entities that perform each function):

Other State
Medlcald Operating | Contracted | Local Non-
Function Agency Agency Entity State Entlty
1 Individual State plan HCBS enrollment ™ O O
2 Eligibility evaluation %] O %]
3 Review of participant service plans %] O O O
4  Prior authorization of State plan HCBS | O O O
5 Utilization management ™ O O O
6 Qualified provider enrollment ™ O ™ O
7 Execution of Medicaid provider agreement | O O O
8 Establishment of a consistent rate
methodology for each State plan HCBS v U U U
9 Rules, policies, procedures, and
information development governing the State %] | | |
plan HCBS benefit
10 Quality assurance and quality improvement
activities 4 U 0 u
(Specify, as numbered above, the agencies/entities (other than the SMA) that perform each function):
I —
Eligibility Evaluation: The State Medicaid Agency contracts with an Independent Assessment Contractor
(TAC) to collect participant information required to complete needs-based criteria determinations and
assign individualized budgets according to specific parameters as established by the single Medicaid
agency as described in the contract. The IAC is not a provider of 1915(i) state plan home and community-
based services (HCBS). nor does the IAC serve under the authority of a provider of 1915 (i) state plan.
Qualified provider enrollment: The State Medicaid Agency utilizes a MMIS contractor. This contractor
assists with collecting required provider enrollment documentation as established by the State Medicaid
Agency.
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(By checking the following boxes the State assures that):

5. M Contflict of Interest Standards. The state assures the independence of persons performing
evaluations, assessments, and plans of care. Written conflict of interest standards ensure, at a minimum,
that persons performing these functions are not:

related by blood or marriage to the individual, or any paid caregiver of the individual

financially responsible for the individual

empowered to make financial or health-related decisions on behalf of the individual

providers of State plan HCBS for the individual, or those who have interest in or are employed by

a provider of State plan HCBS; except, at the option of the state, when providers are given

responsibility to perform assessments and plans of care because such individuals are the only

willing and qualified entity in a geographic area, and the state devises conflict of interest
protections. (If the state chooses this option, specify the conflict of interest protections the state
will implement):

N/A

6. o
Fair Hearings and Appeals. The state assures that individuals have opportunities for fair hearings and
appeals in accordance with 42 CFR 431 Subpart E.

7. ©M No FFP for Room and Board. The state has methodology to prevent claims for Federal financial
participation for room and board in State plan HCBS.

8. [ Non-duplication of services. State plan HCBS will not be provided to an individual at the same time
as another service that is the same in nature and scope regardless of source, including Federal, state, local,
and private entities. For habilitation services, the state includes within the record of each individual an
explanation that these services do not include special education and related services defined in the
Individuals with Disabilities Education Improvement Act of 2004 that otherwise are available to the
individual through a local education agency, or vocational rehabilitation services that otherwise are
available to the individual through a program funded under §110 of the Rehabilitation Act of 1973.



State: Idaho §1915(i) State plan HCBS State plan Attachment 3.1-A: Supplement 1
TN: ID-26-0001 Page 5
Effective: 07/01/2026 Approved: 6/26/2026 Supersedes: TN ID-20-0020

Number Served

1. Projected Number of Unduplicated Individuals To Be Served Annually.

(Specify for year one. Years 2-5 optional):

Annual Period | From To Projected Number of
Year 1 July 1. 2026 June 30, 2027 4847

Year 2
Year 3
Year 4
Year 5

2. M Annual Reporting. (By checking this box the state agrees to): annually report the actual number of
unduplicated individuals served and the estimated number of individuals for the following year.

Financial Eligibility

1. ™M Medicaid Eligible. (By checking this box the state assures that): Individuals receiving State plan
HCBS are included in an eligibility group that is covered under the State’s Medicaid Plan and have
mcome that does not exceed 150% of the Federal Poverty Line (FPL). (This election does not include the
optional categorically needy eligibility group specified at §1902(a)(10)(A)(11)(XXII) of the Social
Security Act. States that want to adopt the §1902(a)(10)(A)(11)(XXII) eligibility category make the
election in Attachment 2.2-A of the state Medicaid plan.)

2. Medically Needy (Select one):

M The State does not provide State plan HCBS to the medically needy.

O The State provides State plan HCBS to the medically needy. (Select one):

O The state elects to disregard the requirements section of 1902(a)(10)(C)(1)(III) of the Social
Security Act relating to community income and resource rules for the medically needy. When a state
makes this election, individuals who qualify as medically needy on the basis of this election receive
only 1915(i) services.

O The state does not elect to disregard the requirements at section 1902(a)(10)(C)(1)(III) of the
Social Security Act.
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Evaluation/Reevaluation of Eligibility

1. Responsibility for Performing Evaluations / Reevaluations. Eligibility for the State plan HCBS benefit
must be determined through an independent evaluation of each individual. Independent
evaluations/reevaluations to determine whether applicants are eligible for the State plan HCBS benefit are
performed (Select one):

® | Directly by the Medicaid agency — The State Medicaid Agency makes the final eligibility
determination after the Independent Assessment Contractor (IAC) completes the assessment
process.

O | By Other (specify State agency or entity under contract with the State Medicaid agency):

2.  Qualifications of Individuals Performing Evaluation/Reevaluation. The independent evaluation is
performed by an agent that is independent and qualified. There are qualifications (that are reasonably
related to performing evaluations) for the individual responsible for evaluation/reevaluation of needs-
based eligibility for State plan HCBS. (Specify qualifications):

Individuals performing 1915(1) evaluation/re-evaluation must be a Qualified Intellectual Disability
Professional (QIDP) who meets qualifications specified in the Code of Federal Regulations, Title 42
Section 483.430.

At a minimum, a QIDP must:

a. Have at least (1) year experience working directly with persons with intellectual disabilities or
other developmental disabilities;

b. Be one of the following:

» Licensed as a doctor of medicine or osteopathy, or as a nurse; or

» Have at least a bachelor’s degree in one of the following professional categories: psychology, social
work, occupational therapy. speech pathology. professional recreation therapy or other related human
services professions; and

c. Have training and experience in completing and interpreting assessments.

3. Process for Performing Evaluation/Reevaluation. Describe the process for evaluating whether
individuals meet the needs-based State plan HCBS eligibility criteria and any instrument(s) used to make
this determination. If the reevaluation process differs from the evaluation process, describe the
differences:

Individuals applying for Children’s 1915(i) State Plan HCBS Benefit services must submit an
Application for Medicaid Services for Children with Developmental Disabilities to the Division of
Medicaid within the State Medicaid Agency. Applications are completed in paper format and may be
submitted by hand delivery. U.S. mail, fax, or email. Upon receipt of the application, the State Medicaid
Agency verifies if the individual is financially eligible for Medicaid. After verifying an individual’s
financial eligibility. the application is forwarded to the Independent Assessment Contractor(IAC to
determine if the individual meets the Needs-based HCBS Eligibility Criteria for this HCBS benefit.
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The IAC is responsible for completing the assessment process within thirty (30) days of receiving a
complete application. This process includes the following:

a. The TAC requests medical records/assessments, diagnostic assessments, and/or psychometric testing,
which are necessary to make an eligibility determination. from the individual/decision-making authority.

b. The IAC contacts the individual/decision-making authority to identify who will serve as the
individual’s representative/respondent for the assessment. The decision-making authority must be
involved throughout the process. The individual/decision-making authority is responsible for identifying
a respondent who has knowledge about the individual’s current level of functioning. The individual is
required to be present with the respondent for a meeting with the IAC to complete the assessment and
will lead the process to the extent possible. An individual’s representative/respondent means the
following:

1. The individual’s legal guardian or other person who is authorized under state law to represent the
individual for the purpose of making decisions related to the person’s care or well-being.

1i. Any other person who is authorized under 42 CFR §435.923 or under the policy of the State
Medicaid Agency to represent the individual. including but not limited to, a parent. a family member. or
an advocate for the individual.

¢. During the meeting with the TAC, the respondent will assist the TAC in completing the individual’s
functional assessment using an assessment instrument approved by the State Medicaid Agency
(Vineland Adaptive Behavior Scales Third Edition — Vineland-3), and the individual’s medical, social,
and developmental assessment summary.

d. The TAC communicates eligibility determinations (including set budget amounts) to the
individual/decision-making authority through a written Notice of Decision. Individuals/decision-
making authorities who do not agree with a decision regarding eligibility or the set budget amount may
appeal and request a fair hearing.

PROCESS FOR ANNUAL REEVALUATION
The annual reevaluation process is the same as the initial evaluation process, except for the following
differences:

a. A new Application for Medicaid Services for Children with Developmental Disabilities does not
have to be submitted by the individual on an annual basis.

b. If a change in income results in the termination of Medicaid financial eligibility, the
individual/decision-making authority may appeal the State Medicaid Agency’s decision, in accordance
with 42 CFR §431, Subpart E. Medicaid providers are required to verify participant eligibility prior to
providing services as approved on the annual plan of service.

c. The IAC is required to complete an assessment of need, including a functional assessment, at least
every twelve months and as needed when the individual’s support needs or circumstances change
significantly. The functional assessment includes a review of the individual’s most recent assessment
tool to ensure it is accurate. The IAC is required to complete a new assessment tool every three years.
For intervening years, the IAC is only required to complete a new assessment tool when it is determined
that the existing tool does not accurately describe the current status of the individual. The IAC will make]
a clinical determination regarding the need for a new/updated assessment tool based on information
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6.

provided by the respondent (someone the participant/decision making authority have identified as the
person who is most qualified to provide current information regarding the participant’s medical,
functional, and behavioral needs) during the annual eligibility re-evaluation meeting.

d. Unless contra-indicated, the participant is required to attend the annual re-evaluation meeting. Any
comments or questions voiced by the individual/decision making authority during this meeting will be
addressed and considered by the IAC completing the annual eligibility assessment.

¢. Information from the assessments that are completed with the respondent is included with the Notice
of Decision sent to the participant regarding their annual eligibility determination.

M Reevaluation Schedule. (By checking this box the state assures that): Needs-based eligibility
reevaluations are conducted at least every twelve months.

M Needs-based HCBS Eligibility Criteria. (By checking this box the state assures that): Needs-based
criteria are used to evaluate and reevaluate whether an individual is eligible for State plan HCBS.

The criteria take into account the individual’s support needs, and may include other risk factors:

Specify the needs-based criteria):

The State Medicaid Agency’s current assessment includes documentation of a developmental disability,
a medical social developmental assessment, and a functional assessment.

The individual must require assistance due to substantial limitations in three (3) or more of the following]
major life activities — self-care, receptive and expressive language, learning, mobility, self- direction,
capacity for independent living or economic self-sufficiency. Substantial functional limitations are
demonstrated by having a score of two (2) standard deviations below the mean. Participants under three
(3) years of age can alternatively demonstrate limitation by: i. Scoring thirty percent (30%) below age
norm; ii. Exhibiting a six (6) month delay. and the following risk factor

he individual must have the need for a combination and sequence of special. interdisciplinary or generic
care. treatment or other services. which are of life-long or extended duration and individually planned
and coordinated, due to a delay in developing age appropriate skills occurring before the age of twenty-
two (22).

M Needs-based Institutional and Waiver Criteria. (By checking this box the state assures that): There
are needs-based criteria for receipt of institutional services and participation in certain waivers that are
more stringent than the criteria above for receipt of State plan HCBS. If the state has revised institutional
level of care to reflect more stringent needs-based criteria, individuals receiving institutional services and
participating in certain waivers on the date that more stringent criteria become effective are exempt from
the new criteria until such time as they no longer require that level of care. (Complete chart below to
summarize the needs-based criteria for State Plan HCBS and corresponding more-stringent criteria for
each of the following institutions):
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State plan HCBS needs- NF (& NF LOC=* ICFIID (& ICF/TIID LOC Applicable
based eligibility criteria waivers) waivers) Hospital* (&
Hospital LOC
waivers)
The individual must The participant requires 01. Diagnosis. Persons must be | The state uses
require assistance due to nursing facility level of care | financially eligible for criteria
substantial limitations in when a child meets one (1) | Medicaid: must have a primary | definedin 42 CFR
three or more of the or more of the following diagnosis ofbeing 440.10
following major life criteria: intellectually disabled or have a | for inpatient
activities — self-care, related condition defined in hospital
receptive and expressive 01. Supervision Required state code; and persons must services.
language. leamning, for Children. Where the qualify based on functional
mobility. self-direction, inherent complexity of a assessment. maladaptive (end)

capacity for independent
living or economic self-
sufficiency; and

The individual must have
the need for a combination
and sequence of special,
interdisciplinary or
generic care, treatment or
other services, which are
of life-long or extended
duration and individually
planned and

service prescribed by the
physician is such that it
can be safely and
effectively performed only
by or under the supervision
of a licensed nurse or
licensed physical or
occupational therapist.

02. Preventing
Deterioration for
Children. Skilled care is
needed to prevent. to the

behavior. a combination of
both. or medical condition; and

02. Must Require Certain
Level of Care. Persons living
in the community must require
the level of care provided in an
ICF/ID. including active
treatment, and in the absence of
available intensive altemative
services in the community,
would require
institutionalization, other

coordinated, due to a extent possible, than services in an institution
delay in developing age deterioration of the child's for mental disease, in the near
appropriate skills condition or to sustain future; and

occurring before the age
of twenty-two (22).

(end)

current capacities,
regardless of the restoration
potential of a child. even
where full recovery or
medical improvement is not
possible.

03. Specific Needs for
Children. When the plan of
care. risk factors, and
aggregate of health care
needs is such that the
assessments, interventions,
or supervision of the child
necessitates the skills of a
licensed nurse or a licensed
physical therapist or
licensed occupational
therapist. In such cases. the
specific needs or activities
must be documented by the
physician’s orders, progress
notes, plan of care. and
nursing and therapy notes.

04. Nursing Facility Level
of Care for Children.

03. Functional Limitations.

a. Persons Sixteen Years of
Age or Older. Persons (sixteen
(16) years of age or older) may
qualify based on their
functional skills. Persons with
an age equivalency composite
score of eight (8) years and
zero (0) months or less on a full
scale functional assessment
using a State Medicaid
Agency-approved assessment
tool would qualify:; or

h. Persons Under Sixteen Years
of Age. Persons (under sixteen
(16) years of age) qualify if
their composite full scale
functional age equivalency is
less than fifty percent (50%) of
their chronological age: or

04. Maladaptive Behavior.

. A Minus Twenty-Two (-22) or

Below Score. Individuals may
qualify for ICF/ID level of care
based on maladaptive
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Hospital LOC
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Using the above criteria,
plus consideration of the

developmental milestones.

based on the age of the
child, the State Medicaid
Agency will determine
nursing facility level of
care.

(end)

behavior. Persons will be
eligible if their General
Maladaptive Index on a State
Medicaid Agency-approved
assessment tool is minus
twenty-two (-22) or less: or

. Above a Minus Twenty-Two (-

22) Score. Individuals who
score above minus twenty-two
(-22) may qualify for ICF/ID
level of care if they engage in
aggressive or self-injurious
behaviors of such intensity that
the behavior seriously
endangers the safety of the
individual or others, the
behavior is directly related to
developmental disability. and
the person requires active
treatment to control or decrease
the behavior; or

05. Combination Functional
and Maladaptive Behaviors.
Persons may qualify for ICF/ID
level of care if they display a
combination of criteria as
described above at a level that
is significant and it can be
determined they are in need of
the level of care services
provided i an ICF/ID,
including active treatment
services.

Significance would be defined
as:

Persons Sixteen Years of Age
or Older. For persons sixteen
(16) years of age or older, an
overall age equivalency up to
eight and one-half (8 1/2) years
is significant in the area of
functionality when combined
with a General Maladaptive
Index on a State Medicaid
Agency- approved assessment
tool between minus seventeen
(-17), minus twenty-two (-22)
inclusive; or

L Persons Under Sixteen Years of

Age. For persons under sixteen
(16) years of age, an overall
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Hospital LOC
waivers)

age equivalency up to fifty-
three percent (53%) of their
chronological age is considered
significant when combined
with a General Maladaptive
Index on a State Medicaid
Agency-approved assessment
tool between minus seventeen
(-17). and minus twenty-one (-
21) inclusive; or

06. Medical Condition.
Individuals may meet ICF/ID
level of care based on their
medical condition if the
medical condition

significantly affects their
functional level/capabilities and
it can be determined that they
are in need of the level of
services provided in an ICF/ID,
including active treatment
services.

(end)

*Long Term Care/Chronic Care Hospital

**[ OC= level of care
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M Target Group(s). The state elects to target this 1915(i) State plan HCBS benefit to a specific
population based on age. disability. diagnosis. and/or eligibility group. With this election, the state will
operate this program for a period of 5 years. At least 90 days prior to the end of this 5 year period, the
state may request CMS renewal of this benefit for additional 5-year terms in accordance with
1915(1)(7)(C) and 42 CFR 441.710(e)(2).

(Specify tareet group(s)):

Children, birth through age seventeen (17). who are determined to have a developmental disability in
accordance with state code.

O Option for Phase-in of Services and Eligibility. If the state elects to target this 1915(i) State plan
HCBS benefit, it may limit the enrollment of individuals or the provision of services to enrolled individuals
in accordance with 1915(i)(7)(B)(ii) and 42 CFR 441.745(a)(2)(ii) based upon criteria described in a phase-
in plan, subject to CMS approval. At a minimum, the phase-in plan must describe:

(1) the criteria used to limit enrollment or service delivery; (2) the rationale for phasing-in services and/or
eligibility; and (3) timelines and benchmarks to ensure that the benefit is available statewide to all eligible
individuals within the initial S-year approval. (Specify the phase-in plan):

(By checking the following box the State assures that):

8.

M Adjustment Authority. The state will notify CMS and the public at least 60 days before exercising
the option to modify needs-based eligibility criteria in accord with 1915(1)(1)(D)(i1).

Reasonable Indication of Need for Services. In order for an individual to be determined to need the
1915(i) State plan HCBS benefit, an individual must require: (a) the provision of at least one 1915(i)
service, as documented in the person-centered service plan. and (b) the provision of 1915(1) services at
least monthly or, if the need for services is less than monthly, the participant requires regular monthly
monitoring which must be documented in the person-centered service plan. Specify the state’s policies
concerning the reasonable indication of the need for 1915(i) State plan HCBS:

i. | Minimum number of services.

The minimum number of 1915(i) State plan services (one or more) that an individual must
require in order to be determined to need the 1915(1) State plan HCBS benefit is:

1

Frequency of services. The state requires (select one):

1

©| The provision of 1915(i) services at least monthly

(| Monthly monitoring of the individual when services are furnished on a less than monthly
basis

If the state also requires a minimum frequency for the provision of 1915(i) services other than
monthly (e.g., quarterly), specify the frequency: Participants will receive at least one 1915(i)
service annually in accordance with their person-centered plan. Respite, Family Education, and
Family Direction are services only accessed as needed, according to participant/decision-making
authority choice.
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Home and Community-Based Settings

(By checking the following box the State assures that):

M Home and Community-Based Settings.  The State plan HCBS benefit will be furnished
to individuals who reside and receive HCBS in their home or in the community, not in an
institution. (Explain how residential and non-residential settings in this SPA comply with
Federal home and community-based settings requirements at 42 CFR 441.710(a)(1)-(2) and
associated CMS guidance. Include a description of the settings where individuals will reside
and where individuals will receive HCBS, and how these settings meet the Federal home and
community-based settings requirements, at the time of submission and in the future):

(Note: In the Quality Improvement Strategy (QIS) portion of this SPA, the state will be prompted to
include how the state Medicaid agency will monitor to ensure that all settings meet federal home and
community-based settings requirements, at the time of this submission and ongoing.)

The State Medicaid Agency (SMA) has implemented the Home and Community-Based Settings
(HCBS) Final Rule standards to establish compliance with HCBS settings requirements. The SMA has
also implemented robust ongoing monitoring activities ensuring ongoing compliance. Monitoring is in
place to ensure all HCBS settings are following state rules and all HCBS criteria allowing for integration|
and choice in the setting where individuals access HCBS.

The HCBS Settings Final Rule implementation methods and ongoing monitoring activities for all HCBS
seftings criteria are described below:

A Idaho Administrative Code (IDAPA) Rule Promulgation: The SMA codified HCBS setting
qualities and person-centered service plan and planning requirements into state administrative code
under 16.03.26 “Medicaid Plan Benefits.” State rules address a variety of HCBS setting requirements
the SMA monitors for ongoing compliance such as HCBS setting qualities. residential provider-owned
or controlled settings, and HCBS planning requirements.

B. Intemal Policies and Procedures: Internal SMA documents have been updated to include new
regulatory criteria. Process manuals for conducting provider audits and supplemental tools have

been modified to include a review of setting qualities and person-centered service planning
compliance (as applicable to the provider type/service type). Onboarding processes and training
materials for new SMA staff have been updated to include orientation to the HCBS regulatory
requirements and associated job-specific tasks. Person-Centered Planning processes have been
strengthened to ensure that participants and their decision-making authority have a choice of when and
where their services are received. Additional fields have been added to several documents produced by
the state, including service plan templates, to ensure that HCBS setting elements are not overlooked.

C. Provider/Settings Enrollment: State administrative code in 16.03.26 “Medicaid Plan Benefits” states
that new HCBS providers or service settings are expected to fully comply with the HCBS requirements
and qualities as a condition of becoming a Medicaid provider. Prior to approval of new enrollment
applications, the SMA evaluates HCBS compliance for all HCBS providers. Documents reviewed for
HCBS settings compliance prior to approval as a Medicaid HCBS provider or setting include the
provider application, template notices, template intake packets, and policies and procedures.

D. Provider Training Materials: Public-facing materials for provider reference. including new
provider onboarding materials, have been updated to include HCBS setting quality and person-
centered planning requirements.
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E. Licensing and Certification: The SMA Licensing and Certification (L&C) staff assess
compliance with all HCBS requirements when completing their routine surveys of HCBS
providers. L&C reviews the following HCBS regulations: integration and access, selection of
setting. participant rights, autonomy and independence, choice, written agreement, privacy,
schedules and activities, access to food, visitors, and physical accessibility. Surveys are completed
every six (6) months to three (3) years, depending on provider type and status.

F. Provider Quality Reviews: SMA Quality Assurance Specialists (QA) continue to complete
provider quality reviews. Existing Provider Quality Review processes have been modified to
include components specific to HCBS compliance. QA Specialists have been trained to offer
collaboration to non-compliant providers, in the form of technical assistance, onsite meetings, or
other methods as defined by the SMA. Provider reviews are completed every six (6) months to
three (3) years, depending on provider type and status.

G. Complaints and Critical Incidents: Complaint and critical incident management systems have
been modified to include a category specific to HCBS setting qualities and service plan-related
issues. Regular trend monitoring activities have been updated to include oversight of these
regulatory criteria.

H. Participant Feedback Mechanisms: Existing participant feedback mechanisms have been
modified to include targeted questions about HCBS compliance in the participant’s service setting.

1. Service Plan Review: SMA BDDS Case Managers review or draft all service plans prior to
authorization and annually thereafter to ensure that only HCBS-compliant settings are selected for
identified services. They ensure that all components of the person-centered plan are completed
accurately. SMA BDDS Case Managers confirm all services and settings are chosen by the
participant or their decision-making authority as evidenced by their signature on the person-
centered service plan. Service providers also sign the plan acknowledging they will deliver services
according to the authorized plan of service and consistent with HCBS requirements.

Services will be provided in settings that meet all HCBS settings requirements under 42 CFR §
441.710(a)(1) and (2). The setting:

= Is integrated in and supports full access to the greater community, including opportunities to

seek employment and work in competitive integrated settings, engage in community life, control
personal resources. and receive services in the community, to the same degree of access as individuals
not receiving Medicaid HCBS.

= Is selected by the individual from among setting options, including non-disability-specific settings
and an option for a private unit in a residential setting. The setting options are identified and
documented in the person-centered service plan and are based on the individual’s needs. preferences.
and, for residential settings. resources available for room and board.

= Ensures an individual’s rights of privacy, dignity, respect, and freedom from coercion and restraint.
» Optimizes but does not regiment individual initiative, autonomy, and independence in making

life choices, including, but not limited to, daily activities, physical environment, and with whom to
interact.

= Facilitates individual choice regarding services and supports and who provides them.

Services may be provided in the participant’s home, another private residence, the credentialed agency.
or in community locations that are not institutional in nature, such as parks, malls, stores, and other
activity centers. All settings mentioned above are presumed to meet HCBS compliance, since none have
the qualities of an institutional setting as set forth in 42 C.F.R. § 441.530 Home and Community-Based
Setting.,
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New HCBS providers or service settings are expected to fully comply with the HCBS requirements
and qualities as a condition of becoming a Medicaid provider.

Caregiver relief/respite may be provided in the participant’s home, the private home of an
independent respite provider, in a DDA, or in community settings. This includes provider offices,
therapy clinics, classrooms. or community service centers.

(By checking the following boxes the state assures that):

1.

M There is an independent assessment of individuals determined to be eligible for the State plan HCBS
benefit. The assessment meets federal requirements at 42 CFR §441.720.

M Based on the independent assessment, there is a person-centered service plan for each individual
determined to be eligible for the State plan HCBS benefit. The person-centered service plan is developed
using a person-centered service planning process in accordance with 42 CFR §441.725(a), and the written
person-centered service plan meets federal requirements at 42 CFR §441.725(b).

M The person-centered service plan is reviewed. and revised upon reassessment of functional need as
required under 42 CFR §441.720, at least every 12 months, when the individual’s circumstances or needs
change significantly, and at the request of the individual.

Responsibility for Face-to-Face Assessment of an Individual’s Support Needs and Capabilities.

There are educational/professional qualifications (that are reasonably related to performing assessments) of
the individuals who will be responsible for conducting the independent assessment, including specific
training in assessment of individuals with need for HCBS. (Specifv qualifications):

Individuals conducting the independent assessment must meet the requirements for a Qualified
Intellectual Disability Professional (QIDP) in accordance with 42 CFR 483.430.

At a minimum, a QIDP must:
a. Have at least one (1) year experience working directly with persons with intellectual disabilities or
other developmental disabilities;

b. Be one of the following:

« licensed as a doctor of medicine or osteopathy. or as a nurse or;

= Having at least a bachelor’s degree in one of the following professional categories: psychology, social
work, occupational therapy. speech pathology, professional recreational therapy, or other related human
services professions; and

c. Have training and experience in completing and interpreting assessments.

Responsibility for Development of Person-Centered Service Plan. There are qualifications (that are
reasonably related to developing service plans) for persons responsible for the development of the
individualized, person-centered service plan.

(Specify qualifications).

In accordance with state administrative code IDAPA 16.03.26, Medicaid Plan Benefits.” a paid or non-
paid person who. under the direction of the participant or their decision-making authority, is responsible
for developing an annual plan of service and subsequent addenda. The service plan must cover all
services and supports identified during the person-centered planning process and must meet the HCBS
person-centered plan requirements as described in the IDAPA rules previously identified and 42
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CFR§441.725.

The responsibilities for service plan development and qualifications differ slightly based on the
participant's selection of either traditional services or family-directed services.

Traditional Services:

Plan development under the traditional services option must be provided by the State Medicaid Agency
or its conftractor. Neither a provider of direct services to the participant nor the assessor may be chosen
to develop the plan of service.

Plan developers are called case managers. Case management qualifications:

Case manager — a Minimum of a Bachelor's Degree in a human services field from a nationally
accredited university or college and have twelve (12) months supervised experience working with
children with disabilities, and pass a State Medicaid Agency background check.

Family-Directed Services:

Plan developers under the Family-Directed Service option are called support brokers. The family must
hire a State Medicaid Agency approved support broker to assist with plan development and additional
duties depending on needs and preferences. —Neither a provider of direct services to the individual. nor
the assessor, may be chosen to develop the plan of service.

The minimum qualifications for support brokers is 18 years of age or older. are able to complete a
background check, and have education and experience with the target population. Support brokers must
demonstrate successful completion of the State Medicaid Agency’s support broker training, examination
and the required ongoing education. Support brokers must comply with conflict of interest standards at
42 CFR 441.730(b).

6. Supporting the Participant in Development of Person-Centered Service Plan. Supports and
information are made available to the participant (and/or the additional parties specified, as appropriate) to
direct and be actively engaged in the person-centered service plan development process.

(Specify: (a) the supports and information made available, and (b) the participant’s authority to determine
who is included in the process):

Participants who are eligible for and select State plan HCBS are given an orientation to the available
developmental disability services by the Independent Assessment Contractor (IAC) and their case
manager or support broker. The person-centered planning team must include people chosen by the
participant, the family, and the participant’s decision-making authority

Participants and their decision-making authority that choose the Traditional Service option work with a
case manager to help develop and write their Person-Centered Service plan. The participant and the
participants decision-making authority will lead the family centered planning meeting. The case
manager will facilitate discussion to develop the plan. The participant and the participants decision-
making authority are informed prior to planning meeting that they choose who the person-centered
planning team should consist of The person-centered planning team identifies services and supports to
ensure that the needs of the participant and their family are met as independently as possible. The case
manager provides the planning team with information, resources, and trainings to direct the Person-
Centered Service Plan. Case Managers are responsible for the documentation of the plan of service and
any subsequent plan changes as determined by the person-centered planning team. Individuals
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responsible for facilitating the person-centered planning meeting and developing the plan of service
cannot be providers of direct services to the participant.

Participants and their decision-making authority that choose the Family-Directed Services option
receive an orientation on family-direction and program training from the State Medicaid Agency. A
support broker is selected by the family to assist the family in directing the person-centered planning
meeting. The participant and the participant’s decision—making authority decide who will participate in
the planning meetings to ensure the participant's wants and preferences are honored and promoted. The
individuals selected for this role are called a circle of support. The circle of support is built and operated
with the primary goal of working in the interest of the participant to improve their life. During the
person-centered planning meeting the circle of support identifies Medicaid-funded services and supports
and any supports available outside of Medicaid-funded services that can help the participant meet
desired goals. The person-centered planning team agrees to meet on a regular basis.Support brokers are
responsible for the documentation of the support and spending plan and any subsequent plan changes as
determined by the person-centered planning team. Individuals responsible for facilitating the person-
centered planning meeting and developing the support and spending plan cannot be providers of direct
services to the participant.

7. Informed Choice of Providers. (Describe how participants are assisted in obtaining information about
and selecting from among qualified providers of the 1915(i) services in the person-centered service plan):

Participants who are eligible for and select State plan HCBS are given an orientation training about the
developmental disability services available in Idaho. During the orientation, participants and their
families are provided with a list of all approved providers in the state of Idaho. The printed materials
provided to families include the website link for the Idaho State Children’s DD website at
https://healthandwelfare.idaho.gov/services-programs/medicaid-health/about-childrens-developmental-
disabilities Both the orientation materials and the provider list include statements that the family may
choose any willing and available provider in the state. Families are also informed of how to navigate the
website to access the list of providers as well as how to access other helpful resources available to them.

Families are also provided with resources on interviewing potential providers and are encouraged to
contact multiple providers to identify the provider that can best meet their needs. In addition, families
are informed that who they select is their choice and they may change their choice of providers if they
want. Families are encouraged to access the State Medicaid Agency case manager if needed to assist
families in selecting or changing service providers.

8. Process for Making Person-Centered Service Plan Subject to the Approval of the Medicaid Agency.
(Describe the process by which the person-centered service plan is made subject to the approval of the
Medicaid agency):
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Children's State plan HCBS participants may receive a variety of services and supports to address their
needs and wants. The person-centered planning team works to ensure the plan of service (plan)
adequately reflects the necessary services and supports. This is a plan developed from a participant’s
assessment results that includes the goals and objectives for all of a participant’s services and supports
in their system of care. The plan will demonstrate collaboration is taking place among providers and that
objectives are directly related to the goals of the participant. The plan is referred to as the plan of service
for participant’s that choose traditional services and is referred to as the support and spending plan for
participant’s that choose Family-Directed Services.

The State Medicaid Agency has operational processes that optimize participant independence,
community integration and choices in daily living. These processes include the requirement for HCBS
benefits to be requested through the plan. Once the plan is developed through the person-centered
planning process, it is submitted to the Bureau of Developmental Disability Services within the State
Medicaid Agency

Upon approval by the State Medicaid Agency. a prior authorization for services is issued. The prior
authorization process is used to prevent the provision of unnecessary or inappropriate services and
supplies. ensure enhanced health and safety. and to promote participant rights, self-determination and
independence.

‘When approving the plan, the State Medicaid Agency ensures:

= The plan is developed by the participant, the participant’s decision-making authority and the person-
centered planning team as selected by the participant and family using a qualified plan developer and a
person-centered service planning process in accordance with 42 CFR §441.725(a), and the written plan
meets federal requirements at 42 CFR §441.725(b); and

= The plan summarizes the participant’

s health status, needs, goals. strengths, preferences and desired outcomes to be addressed within the plan
year as determined from review of all assessments and input of the participant and parent/decision-
making authority; and

= The plan identifies all services and supports determined through the person-centered planning
process, including the participant’s safety and the safety of those around the participant, target dates, andj
methods of collaboration for service delivery: and

= The plan is developed in accordance with the Home and Community-Based Services (HCBS)
requirements outlined in 42 CFR Part 441 Subpart Mand* The plan is finalized and agreed to by the
participant or the participant’s decision-making authority, and signed to indicate the plan is correct,
complete, and represents the participant and parent/decision-making authority’s needs and wants, and
informed consent; and

= The plan is signed by all individuals and providers responsible for its implementation indicating they
will deliver services according to the authorized plan and consistent with the HCBS requirements
described in state administrative code IDAPA 16.03.26, Medicaid Plan Benefits” and 42 CFR §441.710;
and

= The results of a physical examination by the participant’s primary care provider are submitted to the
State Medicaid Agency on an annual basis, and reviewed to ensure health and safety needs are assessed
and addressed in the plan; and
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s The plan is distributed to the individual and other people involved in the plan; and

= The services included on the plan are not duplicative, and are complementary and appropriate.

9. Maintenance of Person-Centered Service Plan Forms. Written copies or electronic facsimiles of service
plans are maintained for a minimum period of 3 years as required by 45 CFR §74.53. Service plans are
maintained by the following (check each that applies):

M | Medicaid agency O | Operating agency O | Case manager
O | Other (specify):
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Services

1. State plan HCBS. (Complete the following table for each service. Copy table as needed):

Service Specifications (Specifv a service title for the HCBS listed in Attachment 4.19-B that the state
plans to cover):

Service Title: | Respite

Service Definition (Scope):
Respite provides supervision to a participant on an intermittent or short-term basis because of the
need for relief of the primary unpaid caregiver or in response to a family emergency or crisis.

Respite may be delivered as an individual or group service for participants choosing the Traditional
Services option. For participants using Traditional Services. respite may be provided by a qualified
agency provider (Developmental Disability Agency — DDA) or by an independent respite provider. An
independent provider may be a relative of the participant. When respite is provided in a group. the
following applies:

1. When group respite is center-based. there must be a minimum of one (1) qualified staff providing
direct services for two (2) to six (6) participants. As the number and severity of the participants with
functional impairments or behavioral issues increases, the participant ratio must be adjusted
accordingly.

2. When group respite is community-based. there must be a minimum of one (1) qualified staff
providing direct services for two (2) to six (6) participants. As the number and severity of
participants with functional impairments or behavioral issues increases, the participant ratio must be
adjusted accordingly.

3. When group respite is provided by an independent provider, the independent respite provider must
be a relative. They may provide direct services siblings and must be delivered in the home of the
participants, the independent respite provider, or in the community. Independent providers cannot
provide center-based respite.

For participants using Family-Directed Services, respite is called Caregiver Relief. Caregiver relief
may be provided by a qualified Community Support Agency or Community Support Provider. The
participant ratio for the Family Services option would be one (1) qualified staff providing direct
services for one (1) participant.

Caregiver relief/respite may be provided in the participant’s home, the private home of an
independent respite provider, in a DDA, or in community settings.

Assurances:
* Not to be provided during the same time other Medicaid services are being provided to a
participant with the exception of when an unpaid caregiver is receiving the 1915(i) Family

Education service and no other natural supports are available to provide respite;

* Not to be used fo pay for room and board;
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* Not to be provided on a continuous, long-term basis as a daily service to enable an unpaid
caregiver to work:

* Not to be provided by an independent respite provider as center-based respite; or
* The respite provider must not use restraints on participants, other than physical restraints in the

case of an emergency to prevent injury to the participant or others and must be documented in the
participant’s record.

Additional needs-based criteria for receiving the service, if applicable (specify).
N/A

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

Categorically needy (specify limits):
* Subject to individual budget maximums.

» A parent or legal guardian cannot receive respite for childcare to enable the parent or legal
guardian to work.

* Not to exceed fourteen (14) consecutive days
0O | Medically needy (specify limits):

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard
(Specify): (Specify): (Specify): (Specify):
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Developmental Developmental | [ndividuals must meet the minimum
Disability Disabilities general training requirements in
Agency EDD A) Agency (DDA) | accordance with state administrative code
certificate in IDAPA 16.03.21. “Developmental
accordance Disabilities Agencies (DDA)”, and in
with state addition must meet the following
administrative qualifications to provide respite through a
code IDAPA DDA:
16.03.21,
“Development | * Must have received instructions in the
al Disabilities needs of the participant who will be
Agencies provided the service:
(DDA).”. A
DDA provides * Must demonstrate the ability to provide
services that services according to a plan of service;
mclude
evaluation. * Must pass a background check:;
diagnostics,
skill » Must be certified in CPR and first aid
development, and must maintain current certification
intervention. thereafter.
and support
services that = Must be at least sixteen (16) years of age
are provided in | and employed by a DDA if serving ages
the three (3) to eighteen (18).
community,
home, or
center to
individuals
eligible to
receive
services. This
includes
provider
offices, therapy
clinics,
classrooms, or
community
SEIViCe Centers.
Independent Individuals must meet the following
Respite Care qualifications to provide independent
Provider respite:
* Be at least eighteen (18) years of age: .
* Be enrolled as an Idaho Medicaid
Provider;
*» Have received instructions in the needs
of the individual who will be provided the
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service;

* Demonstrate the ability to provide
services according to a plan of service;

* Pass a background check; and

* Be certified in CPR and first aid and must]
maintain current certification thereafter.

Community
Support
Provider

Communi

ty
Support
Worker
(CSW)
delivering
caregiver
relief.

Must have completed
employment/vendor agreement
specifying goods or supports to be
provided, qualifications to provide
identified supports, and statement of
qualification to provide identified
SUppOIts.

Must be at least sixteen (16) years of age
and provide caregiver relief in participants
home with parent present, or eighteen (18)
years of age or older in home and the
community.

Must not supplant the role of the parent or
legal guardian or fulfill any obligations
legally responsible to fulfill for their child.

Must not transport participant when
Community Support Provider is under the
age of sixteen (16).

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):
Provider Type Entity Responsible for Frequency of Verification (Specify):
(Specify): Verification
(Specify):

Developmental The State Medicaid Agency - At inifial provider agreement approval or

Disability renewal

AEENCE(ODA) - At least every three (3) years. and as
needed based on service monitoring
CONCErns

Independent The State Medicaid Agency - At initial provider agreement approval or

Respite Care renewal

Provider - At least every two (2) years, and as needed
based on service monitoring concerns
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Community Participant and parent/ Initially and annually, with review of
Support decision-making authority employment/vendor agreement
Crovides The State Medicaid Agency
(during retrospective quality
assurance reviews)
Service Delivery Method. (Check each that applies):
Participant-directed Provider managed
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Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans fo cover):

Service Title: | Community-Based Supports

Service Definition (Scope):

Community-Based Supportts provide assistance to participants with disabilities by facilitating the
participant’s independence and integration into the community. This service provides an opportunity
for participants to explore their interests, practice skills learned in other therapeutic environments, and
learn through interactions in typical community activities. Integration info the community enables
participants to expand their skills related to activities of daily living and reinforces skills to achieve or
maintain mobility, sensory-motor, communication, socialization, personal care, relationship building,
and participation in leisure and community activities. Services include individual or group supports.
Group services must be provided by one (1) qualified staff providing direct services for two (2) or
three (3) participants. As the number and needs of the participants increase, the participant ratio in the
eroup must be adjusted from three (3) to two (2).

For participants using Traditional Services. Community-Based Supports may be provided by a
qualified agency provider (Developmental Disability Agency — DDA) or by an independent
Community-Based Supports provider.

For participant’s using family-directed services. Community-Based Supports may be provided by a
Community Support Agency or a Community Support Provider. Community-Based Supports may be
provided in the participant’s home. in a DDA, or in community settings.

Assurances:

* Community-Based Supports are not intended to supplant services provided in school or therapy. or
to supplant the role of the primary caregiver.

* Participant must be involved in age-appropriate activities in environments typical peers access
according to the ability of the participant.

Additional needs-based criteria for receiving the service, if applicable (specify):
N/A

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

Categorically needy (specify limits):

Subject to individual budget maximums.
O | Medically needy (specify limits):

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard
(Specify): (Specify)- (Specify): (Specify):
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Developmental Developmental Individuals must meet the minimum
Disability Disabilities general training requirements in
Agency (DDA) Agency (DDA) | accordance with state administrative
certificate in code IDAPA 16.03.21, “Developmental
accordance Disabilities Agencies (DDA)”, and in
with state addition must meet the following
administrative | qualifications to provide Community-
code IDAPA Based Supports when provided by a
16.03.21, DDA:
“Development
aAlgI;lscail;;htles » Must be at least eighteen (18) years of age;
ggﬁ% r;)?i des - D_emonstrate_ the ability to plrovide
eV services according to a plan of service;
gﬁ;ﬁfion. » Have I;C_eived instnlm_ions inthe peeds of
diagnosti cs the participant who will be provided the
skill ' service:
iiii‘g:;;ﬁ_t’ * Pass a background check:
and support
cErvices thit » Complete a competency course
oty approved by the State Med:_tcald Agency
the Ielat§d to the support staff job
commumity, requirements: and
]clgjjtl:l: g . Hav_e 1.040 1101_1rs supervis_ed _
idividials experience workl'ng w1th cthdren_ with
eligible to developme_ntal dlsablht%es. Expe_nence
e can b; acluevc_ed by having previous work
services. This experience game_d thr_ough pa;d
el emplqyment, university practicum
Drovides experience, or .mtemshlpl_; or havc; on-
i ey the-job supervised experience gamed
Hiic s,' ‘_[hrough employn_l;nt at a DDA with
1ASSTOOLLS. OF increased supervision.
community
SEIViCe Centers.
Independent Individuals must meet the following
Community- qualifications to provide independent
Based Supports Community-Based Supports:
Provider
* Be enrolled as an Idaho Medicaid
Provider:
» Have received instructions in the needs
of the participant who will be provided
the service;
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* Demonstrate the ability to provide
services according to a plan of service;

» Have six (6) months supervised
experience working with children with
developmental disabilities. This can be
achieved in the following ways:

o Have previous work experience
gained through paid employment,
university practicum experience, or
internship; or

o Have on-the-job supervised
experience gained through
employment with increased
supervision. Experience is gained
by completing at least six (6) hours
of job shadowing prior to the
delivery of direct support services,
and a minimum of weekly face-to-
face supervision with the supervisor
for a period of six (6) months while
delivering services;

* Complete competency coursework
approved by the State Medicaid
Agency to demonstrate competencies
related to the requirements to provide
community-based supports;

= Pass a background check; and
* Be certified in CPR and first aid and

must maintain current certification
thereafter.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

Community-

needed):
Provider Type Entity Responsible for Frequency of Verification (Specify):
(Specify): Verification
(Specify):

DDA The State Medicaid Agency - At initial provider agreement approval or
frenewal
- At least every three (3) years, and as
[needed based on service monitoring
concerns

Independent The State Medicaid Agency - At initial provider agreement approval or

Fenewal
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Based Supports
Provider

At least every two (2) years. and as
eeded based on service monitoring
ONCErns

Service Delivery Method. (Check each that applies):
Participant-directed M | Provider managed
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Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):

Service Title: | Family Education
Service Definition (Scope):

Family education is professional assistance to family members, or others who participate in caring for
the eligible participant, to help them better meet the needs of the participant by providing an
orientation to developmental disabilities and to educate families on generalized strategies for
behavioral modification and intervention techniques specific to the participant’s diagnosis. It offers
education that is specific to the family and participant as identified on the plan of service.

This service is not intended to instruct paid staff on the competencies relative to their field they are
required to have or to provide training required to meet provider qualifications, but rather to support
family members, or others who participate in caring for the eligible participant in meeting the
individualized and specific needs of the 1915(i) participant.

Family education providers must maintain documentation of the training in the participant’s record
including the provision of activities outlined in the plan of service. Family Education may be
provided in a group setting not to exceed five (5) participants’ families.

Documentation is maintained in the file of each individual receiving this service that the service is
not available under a program funded under section 110 of the Rehabilitation Act of 1973 or the
IDEA.

Additional needs-based criteria for receiving the service, if applicable (specify):
N/A

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

Categorically needy (specify limits):

Subject to individual budget maximums.

O | Medically needy (specify limits):

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard

(Specify): (Specify): (Specify): (Specify):

Developmental Developmental | Individuals must meet the minimum

Disability Disabilities general training requirements in

Agency Agency (DDA) | accordance with state administrative code
certificate in IDAPA 16.03.21, “Developmental
accordance Disabilities Agencies (DDA)”, and in
with state addition must meet the following
administrative qualifications to provide family education
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code IDAPA
16.03.21.
“Development
al Disabilities
Agencies
(DDA)”. A
DDA provides
services that
include
evaluation,
diagnostics,
skill
development,
mtervention,
and support
services that
are provided in
the
community,
home, or
center to
individuals
eligible to
receive
services. This
includes
provider
offices, therapy
clinics,
classrooms, or
community
Service centers.

when provided by a DDA:

= Must hold at least a bachelor’s degree in
a human services field from a nationally
accredited university or college;

» Must meet competency as approved by
the State Medicaid Agency to demonstrate
competencies related to the requirements
to provide family education;

= Must pass a background check;

» Must complete at least twelve (12) hours
of yearly training; and

* Must have 1,040 experience providing
care to children with developmental
disabilities if serving ages three (3) to
eighteen (18); or

Independent
Family
Education
Provider

Individuals must meet the following
qualifications to provide independent
Family Education:

* Holds an independent habilitation
intervention provider agreement with
the State Medicaid Agency: and

» Meet the intervention specialist or
professional qualifications in
accordance with state administrative
code IDAPA 16.03.26, “Medicaid Plan
Benefits.”

needed):

Verification of Provider Qualifications (For each provider type listed above. Copy rows as
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Provider Type Entity Responsible for Verification Frequency of Verification (Specify):
(Specify): (Specify):
Developmental The State Medicaid Agency - At initial provider agreement approval or
Disability renewal
Agency - At least every three (3) years, and as
needed based on service monitoring
concerns
Independent The State Medicaid Agency - At initial provider agreement approval or
Family renewal
Educati
.uc.a {Tn - At least every two (2) years, and as
Providel ; e
needed based on service monitoring
CONCEINS
Service Delivery Method. (Check each that applies):
O | Participant-directed M | Provider managed
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Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the state
plans to cover):

Service Title: | Home Modification

Service Definition (Scope):

Those physical adaptations to the private residence of the participant or the participant’s family,
required by the participant's service plan, that are necessary to ensure the health, welfare and safety
of the participant or that enable the participant to function with greater independence in the home.
Such adaptations include the installation of ramps and grab-bars, widening of doorways,
modification of bathroom facilities, or the installation of specialized electric and plumbing systems
that are necessary to accommodate the medical equipment and supplies that are necessary for the
welfare of the participant.

Excluded are those adaptations or improvements to the home that are of general utility and are not of
direct medical or remedial benefit to the participant. Adaptations that add to the total square footage
of the home are excluded from this benefit except when necessary to complete an adaptation (e.g., in
order to improve entrance/egress to a residence or to configure a bathroom to accommodate a
wheelchair).

Additional needs-based criteria for receiving the service, if applicable (specify).

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

Categorically needy (specify limits):
* Subject to individual budget maximums.

» Minor home modifications may include installation, maintenance and repair not covered by
warranty.

* Minor home modification must not: create a new structure; add square footage to the home;
be for the purpose of remodeling; or be for general utility or renovation (e.g., carpeting, roof
repair, a carbon monoxide detector, central air conditioning, etc.).

» Permanent environmental modifications are limited to modification to a home that is owned by
the participant’s family when the home is the participant’s principal residence.

» Portable or non-stationary modifications may be made to rental units when such
modifications can follow the participant to the next place of residency.

O | Medically needy (specify limits):

Provider Qualifications (For each type of provider. Copy rows as needed):




State: Idaho
TN: ID-26-0001
Effective: 07/01/2026

§1915(i) State plan HCBS State plan Attachment 3.1-A: Supplement 1
Page 33

Approved: 6/26/2026 Supersedes: TN 1D-20-0020

Provider Type License Certification Other Standard

(Specify): (Specify): (Specifi): (Specify):

Individual Licenses are Certificates are | Environmental Accessibility Adaptions

Provider required when required when are delivered through an executed
mandated by mandated by provider agreement with the provider and
state or local state or local Medicaid.
building codes building codes
for particular for particular
types of types of
environmental environmental
accessibility accessibility
adaptations. For | adaptations.
instance, a
provider must
have a plumbing
license to be
permitted to
complete
plumbing work.

Agency Provider | Licenses are Certificates are | Environmental Accessibility Adaptions
required when required when are delivered through an executed
mandated by mandated by provider agreement with the provider and
state or local state or local Medicaid.
building codes building codes
for particular for particular
types of types of
environmental environmental
accessibility accessibility
adaptations. For | adaptations.
instance, a
provider must
have a plumbing
license to be
permitted to
complete
plumbing work.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):

Provider Type Entity Responsible for Frequency of Verification (Specify):
(Specify): Verification
(Specify):

Individual The State Medicaid Agency Providers are reviewed during the initial

Provider provider agreement approval process and when
services are authorized.

Agency Provider | The State Medicaid Agency Providers are reviewed during the initial
provider agreement approval process and when
services are authorized.

Service Delivery Method. (Check each that applies):
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Participant-directed B | Provider managed
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Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the state
plans to cover):

Service Title: | Adaptive and Therapeutic Equipment

Service Definition (Scope):

Adaptive and Therapeutic Equipment provides goods and supports that are minimize the
participant’s need for institutionalization and meets a medical or accessibility need and promotes
increased independence when the participant does not have the funds to purchase the item or service
or the item or service is not available through another source.

Adaptive Equipment for Activities of Daily Living may include:

* Lifts: hydraulic, manual or other electronic lifts; wheelchair lifts: porch or stair lifts; stairway lifts;
bathtub seat lifts; ceiling lifts and tracks; transfer bench; prescribed therapy aids.

= Assistive devices: reachers; stabilizing devices; holders; visual alert systems; specialized or
modified items for children with muscular weakness in upper body or who lack manual dexterity.

Mobility Aids: scooters fo aid in mobility; mobility bases for customized chairs; portable ramps;
support rails.

* Environmental Control Units: electronic devices; voice activated/oral motion activated
devices; alarms/alarm systems.

Communication Aids (as recommended by a Speech Language Pathologist) may include:

* Angmentative Communication Devices: direct selection communicators; alphanumeric
communicators; scanning communicators; encoding communicators.

* Control Switches/Pneumatic Switches and Devices: Sip and puff controls; adaptive
switches/devices.

Preference will be given to equipment and supplies that are the most cost-effective option to meet the
participant’s needs.

Additional needs-based criteria for receiving the service, if applicable (specify):
N/A

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

Categorically needy (specify limits):
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Equipment (DME).

services.

= Subject to individual budget maximums.

* Experimental or prohibited treatments are excluded.

* Adaptive and therapeutic equipment are not otherwise covered under Durable Medical

= Services and equipment that are available through this 1915(i) benefit or the Medicaid State
plan as 1905(a) services for children per Early Periodic Screening, Diagnosis, and Treatment
(EPSDT) requirements are not allowed as payable under family-directed community support

O | Medically needy (specify limits):

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard
(Specify): (Specify): (Specify): (Specify):
Agency Provider Providers of adaptive and therapeutic

equipment must be an enrolled Medicaid
provider, or a participating medical
vendor specifying the goods or supports
to be provided. Providers must
demonstrate qualifications to provided
identified supports and ensure all items
must meet applicable standards of
manufacture, design and installation.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):
Provider Type Entity Responsible for Frequency of Verification (Specify):
(Specify): Verification
(Specify):

Agency Provider | The State Medicaid Agency

Providers are reviewed during the initial

process and when services are authorized.

Service Delivery Method. (Check each that applies):

Participant-directed

B | Provider managed

provider agreement/vendor agreement approval
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Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the state
plans to cover):

Service Title: | Family-Directed Personal Support

Service Definition (Scope):

Family-Directed Personal Support services provide supports that are minimize the participant’s need
for institutionalization and help the participant maintain health, safety. and basic quality of life.
Family-Directed Personal Support services may include support needed, due to the participant’s
developmental disability, to practice and/or complete daily living activities such as bathing, dressing,
and other activities of daily living beyond what is typically provided by a parent. These services may
provide support needed by a participant to practice and/or complete an ADL for themselves but
cannot duplicate other Medicaid Personal Care Services.

Participants who do not select the family-directed option may access like services through
Community-Based Supports.

Additional needs-based criteria for receiving the service, if applicable (specify).
N/A

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

Categorically needy (specify limits):
* Only participants who select the family-directed option may access this service.

* Subject to individual budget maximums.

» This service excludes emotional support animals.
- Limited to services not otherwise covered under the State Plan.

O | Medically needy (specify limits):

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard
(Specify): (Specify): (Specify): (Specify):
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Developmental Developmental Individuals must meet the minimum
Disability Disabilities general training requirements in
Agency Agency (DDA) accordance with state administrative
certificate in code IDAPA 16.03.21, “Developmental
accordance with | Disabilities Agencies (DDA).” In order
state to provide family education, the
administrative individual must:
code IDAPA
‘l‘ggjélzoll;memal : Must hold at 1§ast a bachelor’s degree
Disabilitics in a human services ﬁelf_l fror_n a
. nationally accredited university or
Agencies college:
(DDA)”. A 4
DDA provides
services that * Must meet competency as approved by
include the State Medicaid Agency to
evaluation. demonstrate competencies related to the
diagnostics, skill requirements to provide family
development, education;
intervention, and
SUPPOLT SEIVICES | « Must pass a background check:
that are provided
in the
community, * Must complete at_ lf_cast twelve (12)
home, or center hours of yearly training: and
to individuals
eligible to * Must have 1,040 experience providing
receive services. | care to children with developmental
This includes disabilities if serving ages three (3) to
provider offices. | eighteen (18);
therapy clinics,
classrooms, or
community
Service centers.
Community If required for Ifrequired for | Must have completed
Support identified goods or identified employment/vendor agreement
Provider Shyphis goods and specifying goods or suppotts to be
Supports. provided, qualifications to provide

identified supports, and statement of
qualification to provide identified

Supports.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):
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Provider Type Entity Responsible for Frequency of Verification (Specify):
(Specify): Verification
(Specify):
Developmental The State Medicaid - At initial provider agreement approval or
Disability Agency renewal
Agency At least every three (3) years, and as needed
based on service monitoring concerns
Community Participant and parent/ Initially and annually, with review of
Support decision-making authority employment/vendor agreement
Provider
The State Medicaid Agency
(during
retrospective quality
assUrance reviews)
Service Delivery Method. (Check each that applies):
Participant-directed O | Provider managed
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Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the state
plans to cover):

Service Title: | Family-Directed Goods and Services
Service Definition (Scope):

Family-Directed Goods and Services are services, equipment or supplies not otherwise provided
through this 1915(i) State Plan Option benefit or through the Medicaid state plan that address an
identified need in the service plan (including improving and maintaining the participant’s
opportunities for full membership in the community) and meet the following requirements: the item
or service would decrease the need for other Medicaid services; AND/OR promote inclusion in the
community; AND/OR increase the participant’s safety in the home environment; AND, the
participant does not have the funds to purchase the item or service or the item or service is not
available through another source. Family-Directed Goods and Services are purchased from the
participant-directed budget. Experimental or prohibited treatments are excluded. Family-Directed
Goods and Services must be documented in the service plan.

Additional needs-based criteria for receiving the service, if applicable (specify):
N/A

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

Categorically needy (specify limits):

* Only participants who select the Family-Directed Services option may access this service.
* Subject to individual budget maximums.

0O | Medically needy (specify limits).

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard

(Specify): (Specify): (Specify): (Specify):

Agency If required to If required to Providers of adaptive and therapeutic

Provider identify goods identify goods equipment must be an enrolled Medicaid
and supports. and supports. provider, or a participating medical

vendor specifying the goods or supports
to be provided. Providers must ensure all
items must meet applicable standards of

manufacture, design and installation.
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Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):
Provider Type Entity Responsible for Frequency of Verification (Specify):
(Specify): Verification
(Specify):
Community Participant and parent/ Initially and annually, with review of
Support decision-making authority employment/vendor agreement
Provider

The State Medicaid Agency
(during

retrospective quality
assurance reviews)

Service Delivery Method. (Check each that applies):

M | Participant-directed O | Provider managed
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Service Specifications (Specifv a service title for the HCBS listed in Attachment 4.19-B that the state
plans to cover):

Service Title: | Family-Directed Non-Medical Transportation

Service Definition (Scope):

Family-Directed Non-Medical Transportation is used to help accomplish goals identified on the
support and spending plan. and may include:

* Assistance for the participant aimed at accessing and using public transportation, independent travel
or movement within the community.

» Payment for transportation expenses to a Community Support Worker (CSW), when the CSW
is providing a direct service at the destination and the services are identified on the support and
spending plan.

Participants who do not select the family-directed option may access like services through
Community-Based Supports.

Additional needs-based criteria for receiving the service, if applicable (specify):
N/A

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

Categorically needy (specify limits):
* Only participants who select the Family-Directed Services option may access this service.

= Subject to individual budget maximums.

Add: Limited to 1800 miles per plan year. unless otherwise authorized.

» Transportation services must be provided through the most cost-efficient mode available and
cannot supplant the role of the parent.

* This service cannot be used in place of Non-Emergency Medical Transportation
available through the State plan.

O | Medically needy (specify limits):

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License (Specify): Certification Other Standard
(Specify): (Specify): (Specify):
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Community
Support Provider

Ifrequired for identified
goods or suppoits. .

Ifrequired
for
identified
goods and
supports.

Must have completed
employment/vendor agreement
specifying goods or supports to be
provided, qualifications to provide
identified supports, and statement of
qualification to provide identified
Supports.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

Paid Support Broker (if
applicable)

The State Medicaid Agency
(during

retrospective quality
assurance reviews)

needed):
Provider Type Entity Responsible for Frequency of Verification (Specify):
(Specify): Verification
(Specify):
Community Participant and parent/ Initially and annually, with review of
Support decision-making authority employment/vendor agreement
Provider

Service Delivery Method. (Check each that applies):

Participant-directed

O | Provider managed
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Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans fo cover):

Service Title: | Financial Management Services

Service Definition (Scope):

Participants who select the Family Directed Services option access the Financial Management
Services. The State Medicaid Agency will offer financial management services through any qualified
fiscal employer agent (FEA) provider through a provider agreement. FEA providers will complete
financial consultation and services for a participant who has chosen to family-direct their services in
order to assure that the financial information and budgeting information is accurate and available to
them as is necessary in order for successful family-direction to occur. Once the participant or the
participant’s decision making-authority have entered into a written agreement, the FEA performs the
following:

» Payroll and Accounting. Provides payroll and accounting supports to the participant that has
chosen the family-directed community supports option;

* Financial Reporting. Perform financial reporting for employees of the participant;

Recoupment. Recoup payments made in error when identified by the FEA or the State Medicaid
Agency by either deducting from future payments or requiring repayment.

» Financial Information Packet. Prepare and distribute a packet of information, including State
Medicaid Agency approved forms for agreements, in order for the participant and family fo hire
their own staff;

* Time Sheets and Invoices. Process and pay timesheets for community support workers and support
brokers. as authorized by the participant and parent/decision-making authority according to the
participant’s State Medicaid Agency authorized support and spending plan;

Labor Laws. Ensure each participant’s compliance with all applicable labor laws.

» Taxes. Manages and processes payment of required state and federal employment taxes for the
participant’s community support worker and support broker.

» Payments for goods and services. Processes and pay invoices for goods and services, as authorized
by the participant and parent/decision-making authority according to the participant’s support and
spending plan;

* Spending information. Provides participant and parent/decision-making authority with reporting
information and data that will assist the participant and parent/decision-making authority with
managing the individual budget;

* Quality assurance and improvement. Participates in State Medicaid Agency quality assurance
activities.

FEA qualifications, requirements. responsibilities and allowable activities are described in state
administrative code.

The FEA must not either provider any other direct services (including support brokerage) to the
participant to ensure there is no conflict of interest; or employ the parent/decision-making authority of
the participant or have direct control over the participant’s choice.
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The FEA providers may only provide financial consultation, financial information and financial data
to the participant and their parent/decision-making authority, and may not provide counseling or
information to the participant and parent/decision-making authority about other goods and services.

Additional needs-based criteria for receiving the service, if applicable (specify):
N/A

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

Categorically needy (specify limits):

0O | Medically needy (specify limits):

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard

(Specify): (Specify): (Specify): (Specify):

Fiscal Agencies that provide financial
Employer/Agent management services as a FEA must be

qualified to provide such services as
indicated in section 3504 of the Internal
Revenue Code and in accordance with the
requirements outlined in the signed
provider agreement with the State
Medicaid Agency.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify):

Fiscal The State Medicaid Agency At the time of application,

Employer/Agent as indicated by a readiness
review to be conducted by
the State Medicaid Agency
for all FEA providers and
thereafter at least every
three (3) years by
State Medicaid Agency

Teview.
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Service Delivery Method. (Check each that applies):

M | Participant-directed O | Provider managed
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Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans fo cover):

Service Title: | Support Broker Services

Service Definition (Scope):

Participants to select the Family Directed Services option must access the service of a Support
Broker. Support Brokers provide guidance and assistance for participants and their parent/decision-
making authority with arranging, directing. and managing services. They serve as the agent or
representative of the participant in the circle of support to assist in identifying immediate and long-
term needs, developing options to meet those needs, and accessing identified supports and services.
This includes providing participants and their parent/decision-making authority with any assistance
they need for gathering and reviewing their budget and financial data and reports prepared and
issued to them by the FEA. Practical skills training is offered to Support Brokers to enable families to
remain independent.. The extent of Support Broker services furnished to the participant and parent or
decision-making authority must be specified on the support and spending plan. Support Broker
qualifications, requirements, responsibilities, and allowable activities are described in state
administrative code. Support Broker services may include only a few required tasks or may be
provided as a comprehensive service package depending on the participant and parent or decision-
making authority’s needs and preferences.

At a minimum, the support broker must:

= Assist in facilitating the person-centered planning process as directed by the participant and parent or
decision-making authority and consistent with the HCBS requirements.

* Develop and sign a written support and spending plan with the participant and circle of support that
includes the paid and unpaid supports that the participant needs and wants, related risks identified
with the participant’s wants and preferences. and a comprehensive risk plan for each potential risk
that includes at least three backup plans should a support fall out.

= Assist the participant and family to monitor and review their budget through data and financial
information provided by the FEA.

» Submit documentation regarding the participant and parent/decision-making authority’s
satisfaction with identified supports as requested by the State Medicaid Agency.

» Participate with State Medicaid Agency quality assurance measures, as requested.

* Assist the participant and parent/decision-making authority with scheduling required assessments
to complete the State Medicaid Agency’s annual re-evaluation process as needed, including
updating the support and spending plan and submitting it to the State Medicaid Agency for
authorization.

e Asgsist the participant and parent/decision-making authority in the transition to adult DD
Services.

¢ Report concems or discrepancies in documentation and services provided to the State
Medicaid Agency immediately.

In addition to the required minimum support broker duties, the support broker must be able to
provide the following services when requested by the participant and parent/decision-making
authority:
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o Assist the participant and parent/decision-making authority to develop and maintain a circle
of support.

o Help the participant and family learn and implement the skills needed to recruit, hire, and
monitor community supports.

o Assist the participant and parent/decision-making authority to negotiate rates for paid
Community Support Workers.

o Maintain documentation of supports provided by each Community Support Worker and
participant and parent/decision-making authority’s satisfaction with these supports.

o Assist the participant and parent/decision-making authority to monitor community supports.

o Assist the participant and parent/decision-making authority to resolve employment-related
problems.

o Assist the participant and parent/decision-making authority to identify and develop
community resources to meet specific needs.

= Support brokers may not act as a Fiscal Employer Agent, instead support brokers work together with
the participant and parent/decision-making authority to review participant financial information that is
produced and maintained by the Fiscal Employer Agent.

Additional needs-based criteria for receiving the service, if applicable (specify):
N/A

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

Categorically needy (specify limits):

O | Medically needy (specify limits).

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard
(Specify): (Specify): (Specify): (Specify):
Support Broker Specific requirements outlined in state

administrative code include review of
education, experience, successful
completion of support broker training and
ongoing

education.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as
needed):

Provider Type Entity Responsible for Verification Frequency of Verification (Specify):
(Specify): (Specify):
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Support Broker | The State Medicaid Agency At the time of application, annual review

of ongoing education requirement, and by
participant and parent/decision-making
authority when entering into employment
agreement.

Service Delivery Method. (Check each that applies):
Participant-directed O Provider managed
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2. ™ Policies Concerning Payment for State plan HCBS Furnished by Relatives, Legally Responsible
Individuals, and Legal Guardians. (By checking this box the state assures that): There are policies
pertaining to payment the state makes to qualified persons furnishing State plan HCBS, who are relatives
of the individual. There are additional policies and controls if the state makes payment to qualified legally
responsible individuals or legal guardians who provide State Plan HCBS. (Specify (a) who may be paid to
provide State plan HCBS; (b) the specific State plan HCBS that can be provided; (c) how the state ensures
that the provision of services by such persons is in the best interest of the individual; (d) the state’s
strategies for ongoing monitoring of services provided by such persons; (e) the controls to ensure that
payments are made only for services rendered; and (f) if legally responsible individuals may provide
personal care or similar services, the policies to determine and ensure that the services are extraordinary
(over and above that which would ordinarily be provided by a legally responsible individual):

Respite is the only State plan HCBS that may be reimbursed when provided by relatives of a participant.
A parent/decision-making authority cannot furnish State plan HCBS, but other relatives may be paid to
provide respite services whenever the relative is qualified to provide respite as defined in this
application. There are numerous safeguards in place to ensure that payments are only made for services
rendered including oversight by provider agencies, person-centered planning teams, circles of supports.
fiscal/employer agent, and by the State Medicaid Agency through review and approval of the plan of
service and retrospective qualify assurance reviews.

All providers are precluded from being in a position to both influence a participant and parent/decision-
making authority’s decision making and benefit financially from these decisions. Payments for family-
directed services rendered are made only after review and approval by the participant and
parent/decision-making authority and review by the Fiscal Employer Agent.

Additionally, the participant’s support broker and circle of supports are available to address any
conflicts of interest.
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Participant-Direction of Services

Definition: Participant-direction means self-direction of services per $1915(i)(1)(G)(iii).

Election of Participant-Direction. (Select one):

Q| The state does not offer opportunity for participant-direction of State plan HCBS.

@® | Every participant in State plan HCBS (or the participant’s representative) is afforded the
opportunity to elect to direct services. Alternate service delivery methods are available for
participants who decide not to direct their services.

Q| Participants in State plan HCBS (or the participant’s representative) are afforded the

opportunity to direct some or all of their services, subject to criteria specified by the state.
(Specify criteria):

1. Description of Participant-Direction. (Provide an overview of the opportunities for participant-direction
under the State plan HCBS, including: (a) the nature of the opportunities afforded; (b) how participants
may take advantage of these opportunities; (c) the entities that support individuals who direct their services
and the supports that they provide,; and, (d) other relevant information about the approach to participant-
direction):

Idaho’s family-direction option provides a more flexible system, enabling participants and their
parent/decision-making authority to exercise more choice and control over the services they receive
which helps them live more productive and participatory lives within their home communities. This
option is provided within the existing system so that it is sustainable and reflects the value of this option
for all participants and their parents/decision-making authorities who choose to direct their own services
and supports. The process supports participant and parent/decision-making authority preferences and
honors their desire to family-direct their own services; how and when supports and services are
provided: and who will assist them in developing and monitoring a realistic support and spending plan
that accurately reflects their individual wants and needs.

Once participants are determined eligible for State plan HCBS, an individualized budget is developed
for each participant. The budget model provides participants with an individual budget and a maximum
level of funding that varies according to individual needs, and allows for spending flexibility within the
set budgeted dollars. The support need is determined from an evaluation completed using a uniform
assessment tool. Upon completion of the assessment, the individualized budget is reviewed with the
participant and parent/decision-making authority by the State Medicaid Agency or its contractor.

Participants then have the option to choose Family-Directed Services (FDS). The FDS option allows
eligible participants and their parent/decision-making authority to choose the type and frequency of
supports they want. to negotiate the rate of payment, and to hire the person or agency they prefer to
provide those supports. Participants and the parent/decision-making authority must use a support broker
to assist them with the family-directed process.

Paid support broker services are included as part of the community support services that participants and|
their parent/decision-making authority may purchase out of their allotted budget dollars.

Support Broker duties include planning, accessing. negotiating, and monitoring the family’s chosen
services to their satisfaction. They can assist families to make informed choices, participate in a person-
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centered planning process. and become skilled at managing their own supports. The support broker
assists participants and parents/decision-making authorities to convene a circle of supports team and
engages in a person-centered planning process. The circle of supports team assists participants and
parents/decision-making authorities in planning for and accessing needed services and supports based onf
their wants and needs within their established budget.

The FDS option gives participants and their parent/decision-making authority the freedom fo make
choices and plan their own lives, authority to control the resources allocated to them to acquire needed
supports, the opportunity to choose their own supports and the responsibility to make choices and take
responsibility for those choices. Families and support brokers are responsible for the following:

= Accepting and honoring the guiding principles of family-direction to the best of their ability.

= Directing the person-centered planning process in order to identify and document support and service
needs. wants. and preferences.

= Negotiating payment rates for all paid community supports they want to purchase.
» Developing and implementing employment/service agreements.

Families. with the help of their support broker, must develop a comprehensive support and spending
plan based on the information gathered during the person-centered planning. The support and spending
plan is reviewed and authorized by the State Medicaid Agency and includes participant’s preferences
and interests by identifying all the supports and services, both paid and non-paid, and the participant’s
wants and needs to live successfully in their community.

Participants and their parent/decision-making authority choose support services, categorized as “family-
directed community supports,” that will provide greater flexibility to meet the participant’s needs in the
following areas:

My Personal Needs — focuses on identifying supports and services needed to assure the person’s health,
safety, and basic quality of life.

My Relationship Needs — identifies strategies in assisting an individual to maintain relationships with
immediate family members. friends. spouse, or other persons and build their natural support network.

My Emotional Needs — addresses strategies in assisting an individual to practice behaviors consistent
with the person’s identified goals and wishes while minimizing interfering behaviors.

Transportation Needs — allows child to participate in community activities related to above goals.

Participants and their parent/decision-making authority choosing the Family-Directed Services option in
Idaho are required to choose a qualified financial management services provider to provide Financial
Management Services (FMS). The FMS provider is utilized to process and make payments to
community support workers for the community support services contained in their support and spending
plan. FMS providers have primary responsibility for the monitoring the dollars spending in accordance
with the itemized spending plan and for ensuring payment itemization and accuracy.

Financial management services providers also manage payroll expenses including required tax
withholding, unemployment/workers compensation insurance; ensuring completion of background
checks and providing monthly reports to the participant, parent/decision-making authority and support
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broker if applicable. Financial Management services providers offer services on behalf of the participant
in accordance with Section 3504 of the IRS code and the IRS Revenue Procedure 70-6. which outlines
requirements of financial management service providers who are Fiscal Employer Agents.

2. Limited Implementation of Participant-Direction. (Participant direction is a mode of service delivery,
not a Medicaid service, and so is not subject to statewideness requirements. Select one):

® | Participant direction is available in all geographic areas in which State plan HCBS are
available.

O | Participant-direction is available only to individuals who reside in the following geographic areas
or political subdivisions of the state. Individuals who reside in these areas may elect self- directed
service delivery options offered by the state, or may choose instead to receive comparable
services through the benefit’s standard service delivery methods that are in effect in all
geographic areas in which State plan HCBS are available. (Specify the areas of the state
affected by this option):

3. Participant-Directed Services. (Indicate the State plan HCBS that may be participant-directed and the
authority offered for each. Add lines as required):

Participant-Directed Service iﬁltl;ll';):;; Aﬁ?;ﬁi&
Family-Directed Personal Support M M
Family-Directed Goods and Services 1| ™
Family-Directed Non-Medical Transportation | ™
Financial Management Services
Support Broker Services

4. Financial Management. (Select one) :

@l Financial Management is not furnished. Standard Medicaid payment mechanisms are used.

O

Financial Management is furnished as a Medicaid administrative activity necessary for
administration of the Medicaid State plan.

5. M Participant-Directed Person-Centered Service Plan. (By checking this box the state assures that):
Based on the independent assessment required under 42 CFR §441.720, the individualized person-centered
service plan is developed jointly with the individual, meets federal requirements at 42 CFR §441.725, and:
Specifies the State plan HCBS that the individual will be responsible for directing; Identifies the methods
by which the individual will plan, direct or control services, including whether the individual will exercise
authority over the employment of service providers and/or authority over expenditures from the
individualized budget: Includes appropriate risk management techniques that explicitly recognize the roles
and sharing of responsibilities in obtaining services in a self-directed manner and assures the
appropriateness of this plan based upon the resources and support needs of the individual; Describes the
process for facilitating voluntary and involuntary transition from self-direction including any circumstances
under which transition out of self-direction is involuntary. There must be state procedures to ensure the
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continuity of services during the transition from self-direction to other service delivery methods; and
Specifies the financial management supports to be provided.

6. Voluntary and Inveluntary Termination of Participant-Direction. (Describe how the state facilitates an
individual’s transition from participant-direction, and specify any circumstances when transition is
involuntary):

The State Medicaid Agency assists participants and the parent/decision-making authority with this
transition and assures that authorization for services under family-direction do not expire until new
services are in place. The State Medicaid Agency provides technical assistance and guidance as
requested by participants and their parent/decision-making authority. Support Brokers, and circles of
support. Transition from Family-Directed Services option to Traditional Services will not take more
than one hundred twenty (120) days and in most cases will be accomplished in sixty (60) to ninety (90)
days. This transition time is spent re-evaluating the assessment of needs, development of a new plan,
and review and authorization of the new plan. The participant remains in Family-Directed Services
option until this process is completed so that there is no interruption in services. If at any time there are
health and safety issues, the State Medicaid Agency works closely with the participant and
parent/decision-making authority to ensure that the participant’s health and safety is protected. This may
include utilizing the Crisis Network Team to address any immediate crises and/or authorizing an
emergency one hundred twenty (120) day transition plan to assure a smooth transition from Family-
Directed Services option to Traditional Services.

Only demonstrated danger to the participant’s health and safety would result in the involuntary
termination of the participant’s use of Family-Directed Services option. In these cases. the State
Medicaid Agency will work closely with the parent/decision-making authority and support broker to
identify necessary changes to the plan of service, authorize emergency services if necessary, and
facilitate any other activities necessary to assure continuity of services during this transition.

7. Opportunities for Participant-Direction
a. Participant-Employer Authority (individual can select, manage, and dismiss State plan HCBS
providers). (Select one):

(O | The state does not offer opportunity for participant-employer authority.

® | Participants may elect participant-employer Authority (Check each that applies):

| Participant/Co-Employer. The participant (or the participant’s representative) functions as
the co-employer (managing employer) of workers who provide waiver services. An agency is
the common law employer of participant-selected/recruited staff and performs necessary
payroll and human resources functions. Supports are available to assist the participant in
conducting employer-related functions.

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

b. Participant-Budget Authority (individual directs a budget that does not result in payment for
medical assistance to the individual). (Select one):
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O

The state does not offer opportunity for participants to direct a budget.

O]

Participants may elect Participant—Budget Authority.

Participant-Directed Budget. (Describe in detail the method(s) that are used to establish the
amount of the budget over which the participant has authority, including the method for
calculating the dollar values in the budget based on reliable costs and service utilization, is
applied consistently to each participant, and is adjusted to reflect changes in individual
assessments and service plans. Information about these method(s) must be made publicly
available and included in the person-centered service plan.):

The same budget methodology used for the traditional option is applied for the Family-Directed
Services option.

Expenditure Safeguards. (Describe the safeguards that have been established for the timely
prevention of the premature depletion of the participant-directed budget or to address potential
service delivery problems that may be associated with budget underutilization and the entity (or
entities) responsible for implementing these safeguards.

The participant and parent/decision-making authority’s selected Fiscal Employer Agent (FEA)
will have the individual budget and the approved supports and services from the Support and
Spending Plan. Monthly statements are available to participants and their parent/decision-making
authority though the Fiscal Employer Agent portal to inform them on the status of expenditures.
The support broker will assist the family to review these statements to assure spending is on track.
Employment agreements are developed for each Community Support Worker that describe what is
expected and how the support worker will be paid.

As a part of the QA process, Medicaid staff monitors FEASs to assure that processes are in place to
monitor these expenditures. Each fiscal agent is required to: 1) Have a system in place to perform a
quarterly quality management (QM) analysis activity on a statistically significant sample of overall
participant records; 2) Have documented, approved policies and procedures with stated timeframes
for preforming a quarterly quality management analysis activity on a statistically significant
sample of overall participant records; 3) Have intemal controls documented and in place for
preforming a quarterly QM analysis activity on a statistically significant sample of overall
participant records; 4) Forward QM reports to the State Medicaid Agency within thirty (30)
working days from the end of each quarter. In addition to reviewing these quarterly reports, the
State Medicaid Agency also conducts a full-service performance check on each fiscal agent
provider at least every three (3) years (all policies and procedures. and all the task and services as
agreed upon in the provider agreement).




State: Idaho §1915(i) State plan HCBS State plan Attachment 3.1-A: Supplement 1
TN: ID-26-0001 Page 56

Effective: 07/01/2026 Approved: 6/26/2026 Supersedes: TN 1D-20-0020

Quality Improvement Strategy

Quality Measures

(Describe the state’s quality improvement strategy. For each requirement, and lettered sub-requirement,

complete the table below):

1. Service plans (a) address assessed needs of 1915(1) participants; (b) are updated annually; and (c)
document choice of services and providers.

2. Eligibility Requirements: (a) an evaluation for 1915(i) State plan HCBS eligibility is provided fo all
applicants for whom there is reasonable indication that 1915(i) services may be needed in the future: (b)
the processes and instruments described in the approved state plan for determining 1915(1) eligibility are
applied appropriately: and (c) the 1915(1) benefit eligibility of enrolled individuals is reevaluated at least
annually or if more frequent, as specified in the approved state plan for 1915(i) HCBS.

3. Providers meet required qualifications.

4. Settings meet the home and community-based setting requirements as specified in this SPA and in
accordance with 42 CFR 441.710(a)(1) and (2).

5. The SMA retains authority and responsibility for program operations and oversight.

6. The SMA maintains financial accountability through payment of claims for services that are authorized
and furnished to 1915(1) participants by qualified providers.

7. The state identifies, addresses, and seeks to prevent incidents of abuse, neglect, and exploitation,
including the use of restraints.

(Table repeats for each measure for each requirement and lettered sub-requirement above.)
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Requirement 1 Sub-Requirement 1-a
(Service Plans) Service plans address assessed needs of 1915(i) participanfs.
Discovery
Discovery Performance Measure 1 (PM1)
Evidence

Number and percent of service plans reviewed that address 1915(1) participants’

(P “"ﬁ’m;"me needs as identified in their assessment(s).
Measure
a. Numerator: Number of service plans reviewed that address 1915(1)
participants’ needs as identified in their assessment(s).
b. Denominator: Number of service plans reviewed in the representative
sample.
Discovery Data Source: Reports to State Medicaid Agency on delegated administrative
Activity functions.

(Source of Data & Sampling Approach: Representative sample of child participants receiving 1915(i)

sample sez) HCBS services. Confidence interval = 95% with -/+ 5% margin of error.
Monitoring Responsibilities The State Medicaid Agency is responsible for data
(Agency or entity that conduets discovery activities) collection/generation.
Frequency Quarterly and Annually

Remediation
Remediation Responsibilities The State Medicaid Agency is responsible for data
(Who corrects, analyzes, and aggregates remediation aggregation and analysis.
activities; required timeframes for remediation) '
Frequency Quarterly and Annually
(of Analysis and Aggregation)
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Requirement 1 Sub-Requirement 1-b
(Service Plans) Service plans are updated annually.
Discovery
Discovery Performance Measure 2 (PM2)
Evidence
(Performance Number and percent of service plans reviewed that were updated/revised at least
Measure) annua]]y.

a. Numerator: Number of service plans reviewed that were updated/revised at
least annually.

b. Denominator: Number of service plans in the representative sample
requiring annual updates.

Discovery Data Source: Reports to State Medicaid Agency on delegated administrative
Activity functions.

(Source of Data &

sample size) Sampling Approach: Representative sample of child participants receiving 1915(1)

HCBS services. Confidence interval = 95% with -/+ 5% margin of error.

Moniinring Responsihiiticy The State Medicaid Agency is responsible for data

(Agency or entity that conducts discovery activities) collection/generation.
Frequency Quarterly and Annually
Remediation

Remediation Responsiollitles The State Medicaid Agency is responsible for data

(Who corrects, analyzes, and aggregates remediation aggregation and analysis.
activities; required timeframes for remediation)

Frequency Quarterly and Annually

(of Analysis and Aggregation)
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Requirement 1

Sub-Requirement 1-b

(Service Plans) Service plans are updated annually.
Discovery
Discovery Performance Measure 3 (PM3)
Evidence
. Number and percent of service plans .reviewed thz_it were 1.1pdatedf1‘eviscd when
Measure) requested and warranted by changes in the 1915(1) participant’s needs.
a. Numerator: Number of service plans reviewed that were updated/revised
when requested and warranted by changes in the 1915(i) participant’s needs.
b. Denominator: Number of service plans in the representative sample
requiring revision(s) requested and warranted by changes in the 1915(1)
participant’s needs.
Discovery Data Source: Reports to State Medicaid Agency on delegated administrative
Activity functions.
(Source of Data &
sample size) Sampling Approach: Representative sample of 1915(i) participants. Confidence

interval = 95% with -/+ 5% margin of error.

Monitoring Responsibilities

The State Medicaid Agency is responsible for data

(Agency or entity that conducts discovery activities) CO]leCti()]lngHCI'ati()ﬂ.
Frequency Quarterly and Annually
Remediation
Remediation Responsibilities The State Medicaid Agency is responsible for data

(Who corrects, analyzes, and aggregates remediation aggregation and analysis.
activities; required timeframes for remediation)

Frequency

(of Analysis and Aggregation)

Quarterly and Annually
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Requirement 1 Sub-Requirement I1-c
(Service Plans) Service plans document the 1915(i) participant’s choice of services and
providers.
Discovery
Discovery Performance Measure 4 (PM4)
Evidence
(PTG Number and percent of 1915(i) participant records reviewed that indicated 1915(1)
Measure) participants were given a choice when selecting providers.
a. Numerator: Number of 1915(1) participant records reviewed that indicated
1915(1) participants were given a choice when selecting providers.
b. Denominator: Number of 1915(i) participant records reviewed in the
representative sample.
Discovery Data Source: Analyzed collected data
Activity
. Sampling Approach: Representative sample of 1915(1) participants. Confidence
ﬁ‘,’gfj’gj}“" € | interval = 95% with -+ 5% margin of error.
Monitoring Responsibilities The State Medicaid Agency is responsible for data
(Agency or entity that conducts discovery activities) collection.
Frequency Quarterly and Annually
Remediation
Remediation Responsibilities The State Medicaid Agency is responsible for data
(Who corrects, analyzes, and aggregates remediation aggregation and analysis.
activities; required timeframes for remediation)
Eaeyuciicy Quarterly and Annually
(of Analysis and Aggregation)
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Requirement 1

Sub-Requirement 1-c

(Service Plans) Service plans document the 1915(i) participant’s choice of services and
providers.
Discovery
Discovery Performance Measure 5 (PM5)
Evidence
R Number and percent of 1915(i) participant records reviewed that indicated 1915(i)
Siiadon) participants were given a choice when selecting services.
a. Numerator: Number of 1915(1) participant records reviewed that indicated
1915(i) participants were given a choice when selecting services.
b. Denominator: Number of 1915(i) participant records in the representative
sample.
Dis‘:ﬁ'_"*‘l?’ Data Source: Reports to State Medicaid Agency on delegated administrative
Activity functions.
(Source of Data & . ) . .
sample size) Sampling Approach: Representative sample of 1915(i) participants. Confidence

interval = 95% with -/+ 5% margin of error.

Monitoring Responsibilities

The State Medicaid Agency is responsible for data

(Agency or entity that conducts discovery activities) collection/generation.
Frequency Quarterly and Annually
Remediation
Remediation Responsibilities The State Medicaid Agency is responsible for data

(Who corrects, analyzes, and aggregates remediation aggregation and analysis.
activities; required timeframes for remediation)

Frequency

(of Analysis and Aggregation)

Quarterly and Annually




State: Idaho §1915(i) State plan HCBS State plan Attachment 3.1-A: Supplement 1
TN: ID-26-0001 Page 62
Effective: 07/01/2026 Approved: 6/26/2026 Supersedes: TN ID-20-0020

Requirement 2 Sub-Requirement 2-a
(Eligibility) An evaluation for 1915(i) State plan HCBS eligibility is provided to all applicants
for whom there is reasonable indication that 1915(i) services may be needed in
the future.
Discovery
Discovery Performance Measure 6 (PM6)
Evidence
o s Number and pf.:I'C.CFlt. of nutlal 1915(1) app]icantslfor whorq an evaluati.on of Fhe
"7 - needs-based eligibility criteria was completed prior to receiving 1915(1) services.
a. Numerator: Number of initial 1915(i) applicants for whom an evaluation of
the needs-based eligibility criteria was completed prior to receiving 1915(i)
SEIvices.
b. Denominator: Number of initial 1915(i) applicants receiving 1915(i)
SEIvices.
Discovery Data Source: Reports to State Medicaid Agency on delegated administrative
Activity functions.
(Source of Data &
sample size) Sampling Approach: 100% Review.

Monitoring Responsibilities

The State Medicaid Agency is responsible for data

(Agency or entity that conducts discovery activities) co]lectioufgeneration,
Frequency Quarterly and Annually
Remediation
Remediation Responsibilities The State Medicaid Agency is responsible for data

{Who corrects, analyzes, and aggregates remediation aggregation and analysis.
activities; required timeframes for remediation)

Frequency

(of Analysis and Aggregation)

Quarterly and Annually
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Requirement 2 Sub-Requirement 2-b

(Eligibility The processes and instruments described in the approved State plan for
iy determining 1915(i) eligibility are applied appropriately.

Discovery
DiS.(‘OV{‘l'}' Performance Measure 7 (PM7)
Evalcue Number and percent of reviewed 1915(i) eligibility determinations that were made
(Performance according to the processes and instruments for determining eligibility described in
Measure) this 1915(i) HCBS Benefit.

a. Numerator: Number of reviewed 1915(i) eligibility determinations that
were made according fo the processes and instruments for determining
eligibility described in this 1915(1) HCBS Benefit.

b. Denominator: Number of 1915(i) eligibility determinations in the
representative sample.

Discovery Data Source: Reports to State Medicaid Agency on delegated administrative
Activity functions.
(Source of Data &
sample size) Sampling Approach: Representative sample of 1915(1) participants. Confidence
interval = 95% with -/+ 5% margin of error.
Monitoring Responsibilities The State Medicaid Agency is responsible for data
(Agency or entity that conducts discovery activities) collection/generation.
Erequency Quarterly and Annually
Remediation
Remediation Responsibilities The State Medicaid Agency is responsible for data
(Who corrects, analyzes, and aggregates remediation aggregation and analysis.
activities; required timeframes for remediation)
S Quarterly and Annually
(of Analysis and Aggregation)
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Requirement 2 Sub-Requirement 2-c
(Eligibility) The 1915(i) Benefit eligibility of enrolled individuals is reevaluated af least
annually or, if more frequent, as specified in the approved state plan for 1915(i)
HCBS.
Discovery
Dis.mvﬂy The SMA is required to conduct annual re-evaluations. however, per the CMS
Evidence March 2014 guidance the state is not required to report on the number and percent
(Performance of participants who received an annual redetermination of eligibility within 364
Measure) days of their previous eligibility assessment.
Discovery N/A
Activity
(Source of Data &
sample size)
Monitoring Responsibilities N/A

(Agency or entity that conducts discovery activities)

Frequency N/A
Remediation
Remediation Responsibilities N/A

(Who corrects, analyzes, and aggregates remediation
activities; required timeframes for remediation)

Frequency N/A

(of Analysis and Aggregation)
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Requirement 3

Providers meet required qualifications.

(Qualified
Providers)
Discovery
Discovery Performance Measure 8 (PM8)
Evidence
T Number and percent of new 1915(1) providers, which are not required by the State
Measure) to be licensed/certified, that received an initial provider quality review within 6
months of providing 1915(i) services to 1915(i) participants.

a. Numerator: Number of new 1915(i) providers, which are not required by
the State to be licensed/certified, that received an initial provider quality
review within 6 months of providing 1915(i) services to 1915(1) participants.

b. Denominator: Number of new 1915(i) providers. which are not required by
the State to be licensed/certified.

Discovery Data Source: Reports to State Medicaid Agency on delegated administrative
Activity functions.

(Source of Data & ) :

sample size) Sampling Approach: 100% Review

Monitoring Responsibilities

The State Medicaid Agency is responsible for data

(Agency or entity that conducts discovery activities) collection/generation.
ERepien Quarterly and Annually
Remediation

Remediation Responsibilities

The State Medicaid Agency is responsible for data

(Who corrects, analyzes, and aggregates remediation aggregation and analysis.
activities; required timeframes for remediation) -

Frequency

(of Analysis and Aggregation)

Quarterly and Annually
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Requirement 3 Providers meet required qualifications.
(Qualified
Providers)
Discovery
Discovery Performance Measure 9 (PM9)
Evidence
Ty T Number anq percent of pngoiug 191 5(_1) providcrs., which are not.rcquircd by the
Macisiton) State to be licensed/certified, that received a provider quality review every two
years.

a. Numerator: Number of reviewed ongoing 1915(i) providers, which were
not required by the State to be licensed /certified, that received at least one
quality review during the preceding two years.

b. Denominator: Number of ongoing 1915(i) providers. which were not
required by the State to be licensed /certified that were surveyed during the
relevant annual period.

Discovery Data Source: Reports to State Medicaid Agency
Activity
(Source of Data &
sample size) Sampling Approach: 100% Review of 1915(i) providers that were required to be
reviewed during the relevant annual period.
Monitoring Responsibilities The State Medicaid Agency is responsible for data
(Agency or entity that conducts discovery activities) COHﬂCtiOIlfgellﬂ'aﬁO]].
Exequensy Quarterly and Annually
Remediation
e i The State Medicaid Agency is responsible for data
(Who corrects, analyzes, and aggregates remediation aggregation and analysis.
activities; required timeframes for remediation) =
Baguenty Quarterly and Annually
(of Analysis and Aggregation)
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Requirement 4 Seftings meet the home and communily-based setting requirements as specified
in this 1915(i) Benefit and in accordance with 42 CFR 441.705(a)(1) and (2).
(HCBS Settings)
Discovery
Discovery Performance Measure 10 (PM10)
Evidence
(Birmnee Number and percent of HCBS settings reviewed that meet the HCBS setting
Alisisiiii) requirements as specified in this 1915(i) Benefit and in accordance with42 CFR
441.705(a)(1) and (2).
a. Numerator: Number of 1915(i) HCBS settings reviewed that meet the
HCBS setting requirements as specified in this 1915(i) Benefit and in
accordance with 42 CFR 441.705(a)(1) and (2).
b. Denominator: Number of 1915(i) HCBS settings in the representative
sample.
Dis‘:“_"ﬂ?’ Data Source: Reports to the State Medicaid Agency on delegated administrative
Activity functions.
(Source of Data &
sample size) Sampling Approach: Representative sample of 1915(i) HCBS settingsof children
only DDA Confidence interval = 95% with -/+ 5% margin of error.
Monitoring Responsibilities The State Medicaid Agency is responsible for data
(Agency or entity that conducts discovery activities) COHﬁCtiOIlfgellﬂ'aﬁO]].
Frequency Annually
Remediation
Remediation Responsibilities The State Medicaid Agency is responsible for data
(Who corrects, analyzes, and aggregates remediation aggregation and analysis.
activities; required timeframes for remediation)
Frequency Annually
(of Analysis and Aggregation)
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Requirement 5 The State Medicaid Agency (SMA) retains authority and responsibility for the
program operations and oversight.
(Administrative
Aunthority)
Discovery
Discovery Performance Measure 11 (PM11)
Evidence
Ty T The pun_lber and percent of issues requiring remediation identified in TAC contract
Macisiton) monitoring reports that were addressed by the State.
a. Numerator: Number of issues requiring remediation identified in IAC
confract monitoring reports that were addressed by the State.
b. Denominator: Number of issues requiring remediation identified in IAC
contract monitoring reports.
Discovery Data Source: Reports to State Medicaid Agency on delegated administrative
Activity functions.
(Source of Data &
sample size) Sampling Approach: 100% Review
Monitoring Responsibilities The State Medicaid Agency is responsible for data
(Agency or entity that conducts discovery activities) COHCCtiOngC[I.ﬁ‘I'aﬁO]].
Frequency Quarterly and Annually
Remediation
Remivdintion Respionsibilitics The State Medicaid Agency is responsible for data
(Who corrects, analyzes, and aggregates remediation aggregation and analysis.
activities; required timeframes for remediation) =
Froquency Quarterly and Annually
(of Analysis and Aggregation)
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Requirement 6 The State Medicaid Agency (SMA) maintains financial accountability through
: . payment of claims for services that are authorized and furnished to 1915(i)
(Financial participants by qualified providers.
Accountability)
Discovery
Discovery Performance Measure 12 (PM12)
Evidence
R Number and percent of cl_aims paid for 1915(i) services according to the posted fee
Mo schedule for 1915(i) services.
easure)
a. Numerator: Number of reviewed claims paid for 1915(1) services (by
procedure code) according to the posted fee schedule for 1915(i) services.
b. Denominator: Number of claims paid for 1915(1) services (by procedure
code) in the sample specified below.
Discovery Data Source: Other — MMIS Claims Paid Report.
Activity
(Source of Data & Sampling Approach:; 100% Review of claims paid for 1915(i) services (by
sample size) procedure code) for a one-week period each calendar quarter.
Monitoring Responsibilities The State Medicaid Agency is responsible for data
(Agency or entity that conducts discovery activities) collection/generation.
Eieguency) Quarterly and Annually
Remediation
Remediation Responsibilities The State Medicaid Agency is responsible for data
(Who corrects, analyzes, and aggregates remediation aggregation and analysis.
activities; required timeframes for remediation)
Erequency Quarterly and Annually
(of Analysis and Aggregation)
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Requirement 7 The state identifies, addresses, and seeks to prevent incidents of abuse, neglect,
and exploitation, including the use of restraints.
(Health and
Welfare)
Discovery
Discovery Performance Measure 13 (PM13)
Evidence
Number and percent of 1915(i) participants and/or legal guardians who received
(Performance : ; ; N
Meisis) information/education about how to report abuse, neglect. exploifation,
unexplained death. and other critical incidents.

a. Numerator: Number of 1915(i) participants and/or legal guardians who
received information/education about how to report abuse, neglect,
exploitation, unexplained death, and other critical incidents.

b. Denominator: Number of 1915(i) participants receiving 1915(i) services.

Discovery Data Source: Reports to State Medicaid Agency
Activity
(Source of Data & ; i ) .
sample size) Sampling Approach: Representative sample of 1915(i) participants. Confidence
interval = 95% with -/+ 5% margin of error.
Monitoring Responsibilities The State Medicaid Agency is responsible for data
(Agency or entity that conducts discovery activities) collection/generation.
Frequency Quarterly, Annually
Remediation
Remediation Responsiiniticy The State Medicaid Agency is responsible for data
(Who corrects, analyzes, and aggregates remediation aggregation and analysis.
activities; required timeframes for remediation) ' '
Fxeymency Quarterly, Annually
(of Analysis and Aggregation)
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Requirement 7 The state identifies, addresses, and seeks to prevent incidents of abuse, neglect,
and exploitation, including the use of restraints.
(Health and
Welfare)
Discovery
DiS.(‘l)VEl'}' Performance Measure 14 (PM14)
Exsdence Number and percent of 1915(1) service plans with restrictive interventions
(Performance (including restraints and seclusion) that were approved according to criteria in the
Measure) approved 1915(1) Benefit.

a. Numerator: Number of reviewed 1915(1) service plans with restrictive
interventions (including restraints and seclusion) that were approved
according to criteria in the approved 195(i) Benefit.

b. Denominator: Number of 1915(i) service plans with restrictive
interventions (including restraints and seclusion).

Discovery Data Source: Reports to State Medicaid Agency on delegated administrative
Activity functions.
(Source of Data & : : : o :
st Sampling Approach: 100% Review.
Monitoring Responsibilities The State Medicaid Agency is responsible for data
(Agency or entity that conducts discovery activities) collection/generation.
Frequency Quarterly, Annually
Remediation
Remediation Responsibilities The State Medicaid Agency is responsible for data
(Who corrects, analyzes, and aggregates remediation aggregation and analysis.
activities; required timeframes for remediation)
Frequency Quarterly, Annually
(of Analysis and Aggregation)

System Improvement
(Describe the process for systems improvement as a result of aggregated discovery and remediation activities.)

1. Methods for Analyzing Data and Prioritizing Need for System Improvement

The State Medicaid Authority (SMA) has developed the following process/method for prioritizing, and
implementing system improvements prompted as a result of an analysis of discovery and remediation
information:

The Quality Management (QM) staff State Medicaid Agency perform discovery and remediation
quality improvement activities, including gathering children’s service outcome reviews.
investigatingcomplaints and incident reports and reviewing plans of service and remediating identified
issues. The results of these quality improvement activities are analyzed by BDDS Data Analyst , and
reviewed with Program Manager for tabulation, and reporting.

The Quality Management Committee reviews analyzed data in each quarterly quality management
report to develops and prioritizes recommendations for system improvements. Recommendations are
prioritizes based on need, available resources, and SMA overall operational strategies. System
Improvement recommendations for the coming year are compiled into an annual quality management




State: Idaho §1915(i) State plan HCBS State plan Attachment 3.1-A: Supplement 1

TN: ID-26-0001 Page 72
Effective: 07/01/2026 Approved: 6/26/2026 Supersedes: TN 1D-20-0020

2.

3.

4.

report that is submitted to SMA administration for review and final approval.

Roles and Responsibilities

Quality Management Team: Team of BDDS Quality Assurance (QA) staff with knowledge of quality
improvement interventions. and who are responsible for collecting and reporting data to the SMA.

Data Analyst: BDDS staff person who is responsible for leading statewide data collection activities,
analysis, and reporting activities related to quality management. This staff person is also responsible for
creating and implementing data collection tools.

Quality Management Team: The QMT is responsible for steering the quality assessment and
improvement process, and issues related to data collection. It is responsible for formally recommending
specific program improvements to SMA administration.

BDDS Policy Program Manager: BDDS DD policy program manager takes overall responsibility for
leading team members, finalizing quarterly and yearly QM reports, leading the process of prioritizing
needs for system improvements, and implementing approved system improvements.

Frequency

Ongoing monitoring, remediafion and analysis activities with quarterly oversight and quarterly and
annual reporting.

Method for Evaluating Effectiveness of System Changes

The Quality Management Team is responsible for evaluating the effectiveness of system change. During
each quarterly meeting, the Quality Management Team review actions taken by the Quality
Management Team and reviews progress made toward implementing previous approved system
improvements. When necessary, the Quality Management Committee seeks evaluation and feedback
from impacted stakeholders and recommends changes to the implementation process to ensure approved
system improvements are fully implemented.
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Methods and Standards for Establishing Payment Rates

1. Services Provided Under Section 1915(i) of the Social Security Act. For each optional service, describe
the methods and standards used to set the associated payment rate. (Check each that applies, and describe
methods and standards to set rates):

O | HCBS Case Management

O | HCBS Homemaker

O | HCBS Home Health Aide

[0 | HCBS Personal Care

O | HCBS Adult Day Health

=

HCBS Habilitation (Community-Based Supports)

Individual and Group - The reimbursement methodology adds many cost components together to
arrive at a fifteen (15) min unit rate for the Community-Based Supports Individual and Group. we
use the (BLS) mean wage (Idaho) for all others (BLS code 31-1011) which uses reasonable payroll
rate studies. Then, this hourly wage is inflated by using (GI) index. In SFY 2010 (2 months) it was
.5% and SFY 2011 it is .8%. Using the Survey results we use direct care staff multipliers for
employer related, program related, and general & administrative percentages. These multipliers
are decreased to accommodate the average payroll rate currently paid for these services along with
the BLS cost for employer related payroll expenses. Lastly. we add costs for paid leave time for
direct care staff based on BLS (MWD) report.

The dollar figure arriving from the calculations is divided by the ratio provided. The hourly rate
then is brought into a quarterly unit rate, or the target rate. The final unit rate is 85.5% of the target
rate. We are using the most current DD/MH rates dictated by state code and used to calculate the
85.5% adjusted target rate.

Except as otherwise nofed in the plan, state-developed fee schedule rates are the same for both
governmental and private providers of FMS. The agency’s fee schedule was set as of 07/01/2026
and 1s effective for services provided on or after that date. All rates are published on the agency’s
website at:

https:/publicdocuments.dhw.idaho.gov/WebLink/Browse.aspx?id=3488 &dbid=0&repo=PUBLI
C-DOCUMENTS &cr=1




State: Idaho §1915(i) State plan HCBS State plan Attachment 4.19-B

TN: ID-26-0001 Page 45a

Effective: 07/01/2026 Approved: 6/26/2026 Supersedes: TN 1D-20-0020
HCBS Respite Care

Individual and Group - The reimbursement methodology adds many cost components together to
arrive at a fifteen (15) min unit rate for the Respite Individual and Group, we use the Bureau of
Labor statistics (BLS) mean wage (Idaho) for all others (BLS code 39-9099) which uses reasonable
payroll rate studies. Then. this hourly wage is inflated by using Global Insights Mountain States
Market Basket (GI) inflation index. In SFY 2010 (2 months) it was .5% and SFY 2011 it is .8%.
Using the Survey results we use direct care staff multipliers for employer related, program related,
and general & administrative percentages. These multipliers are decreased to accommodate the
average payroll rate currently paid for these services along with the BLS cost for employer related
payroll expenses. Lastly, we add costs for paid leave time for direct care staff based on BLS
Mountain West Division's (MWD) report.

The dollar figure arriving from the calculations is divided by the ratio provided. The hourly rate
then is brought into a quarterly unit rate, or the target rate. The final unit rate for Respite
Individual is 77% of the target rate. The final unit rate for Respite group is 100% of the target rate.
We are using the most current DD/MH rates dictated by state code and used to calculate the 77%
and the 100% respectively for the adjusted target rate.

Except as otherwise noted in the plan, state-developed fee schedule rates are the same for both
governmental and private providers of FMS. The agency’s fee schedule was set as of 07/01/2026
and is effective for services provided on or after that date. All rates are published on the agency’s
website at:
https://publicdocuments.dhw.idaho.gov/WebLmk/Browse.aspx?1d=3488&dbid=0&repo=PUBLI
C-DOCUMENTS&cr=1




State: Idaho

TN: ID-26-0001

§1915(i) State plan HCBS State plan Attachment 4.19-B
Page 46

Effective: 07/01/2026 Approved: 6/26/2026 Supersedes: TN 1D-20-0020

For Individuals with Chronic Mental Illness, the following services:

O | HCBS Day Treatment or Other Partial Hospitalization Services

O | HCBS Psychosocial Rehabilitation

O | HCBS Clinic Services (whether or not furnished in a facility for CMI)

=

Other Services (specify below)

M | Family Education:

The reimbursement methodology adds many cost components together to arrive at a fifteen (15)
min unit rate for Family Education Individual and Group. we use the (BLS) mean wage (Idaho)
for all others (BLS code 29-1129) which uses reasonable payroll rate studies. Then, this hourly
wage is inflated by using (01) index. In SFY 2010 (2 months) it was .5% and SFY 2011 it is .8%.,
Using the Survey results we use direct care staff multipliers for employer related. program

related. and general & administrative percentages. These multipliers are decreased to
accommodate the average payroll rate currently paid for these services along with the BLS cost
for employer related payroll expenses. Lastly, we add costs for paid leave time for direct care staff
based on BLS (MWO) report.

The dollar figure arriving from the calculations is divided by the ratio provided. The hourly rate
then is brought into a quarterly unit rate, or the target rate. The final unit rate is 76.6% of the target
rate. We are using the most cuurent OO/MH rates dictated by state code and used to calculate the
76.6% adjusted target rate.

Except as otherwise noted in the plan, state-developed fee schedule rates are the same for both
governmental and private providers of EMS. The agency’s fee schedule was set as of 07/01/2026
and 1is effective for services provided on or after that date. All rates are published on the agency’s
website at:
https://publicdocuments.dhw.idaho.gov/WebLink/Browse.aspx?1d=3488 & dbid=0&repo=PUBLI
C-DOCUMENTS &cr=1

M | Home Modification:

For adaptations over $500, three bids are required if it is possible to obtain three bids. The lowest
bid which meets the participant's needs is selected.
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M | Adaptive and Therapeutic Equipment:

For equipment and supplies that are manually priced, including miscellaneous codes, a copy of the
manufacturer's suggested retail pricing (MSRP) or an invoice or quote from the manufacturer is
required. Reimbursement will be seventy-five percent (75%) of MSRP. If pricing documentation
is the invoice, reimbursement will be at cost plus ten percent (10%). plus shipping (if that
documentation is provided). For equipment and supplies that are not manually priced, the rate is
the Medicaid fee schedule price.

Except as otherwise nofed in the plan, state-developed fee schedule rates are the same for both
governmental and private providers of FMS. The agency’s fee schedule was set as of 07/01/2026
and 1s effective for services provided on or after that date. All rates are published on the agency’s
website at:

https:/publicdocuments.dhw.idaho.gov/WebLink/Browse.aspx?id=3488 &dbid=0&repo=PUBLI
C-DOCUMENTS&cr=1
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Supports for Participant Direction (specify below)

& | Family-Directed Personal Support:

The participant and parent/legal guardian negotiates the rate with community support staff,
ensuring the rates negotiated do not exceed the prevailing market rate.

® | Family-Directed Goods and Services:

The participant and parent/legal guardian negotiates the rate with community support staff,
ensuring the rates negotiated do not exceed the prevailing market rate.

M | Family-Directed Non-Medical Transportation:

The participant and parent/legal guardian negotiates the rate with community support staff,
ensuring the rates negotiated do not exceed the prevailing market rate.

M | Financial Management Services:

Financial Management Services -Reimbursement methodology for FMS is based on a market
study of other state Medicaid program rates for FMS to gather a range which allows the State
Medicaid Agency to accept a Per Member Per Month (PMPM) rate within the range determined
from the market study. The established PMPM payment rates for each State Medicaid Agency
approved qualified FMS provider will be published on a fee schedule.

Except as otherwise noted in the plan, state-developed fee schedule rates are the same for both
governmental and private providers of FMS. The agency’s fee schedule was set as of 07/01/2026
and is effective for services provided on or after that date. All rates are published on the agency’s
website at:

https:/publicdocuments.dhw.idaho.gov/WebLink/Browse.aspx?id=3488 &dbid=0&repo=PUBLI
C-DOCUMENTS &cr=1

@ | Support Broker Services:

The participant and parent/legal guardian negotiates the rate with the support broker, ensuring the
negotiated rate does nof exceed the maximum hourly rate for support broker services established
by the State Medicaid Agency.




PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of
information unless it displays a valid OMB control number. The valid OMB control number for this
information collection is 0938-1188. The time required to complete this information collection is
estimated to average 114 hours per response, including the time to review instructions, search existing
data resources, gather the data needed, and complete and review the information collection. If you have
comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please
write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05,
Baltimore, Maryland 21244-1850.



SPA ID-26-0001
Standard Funding Questions

1. Section 1903(a)(1) provides that Federal matching funds are only available for
expenditures made by States for services under the approved State plan. Do providers
receive and retain the total Medicaid expenditures claimed by the State (includes normal
per diem, supplemental, enhanced payments, other) or is any portion of the payments
returned to the State, local governmental entity, or any other intermediary organization? If
providers are required to return any portion of payments, please provide a full description of
the repayment process. Include in your response a full description of the methodology for
the return of any of the payments, a complete listing of providers that return a portion of
their payments, the amount or percentage of payments that are returned and the
disposition and use of the funds once they are returned to the State (i.e., general fund,
medical services account, etc.)

STATE’S RESPONSE: The providers retain all of the Medicaid payments, unless at
cost settlement there has been an over payment according to our reimbursement
methodology. If an overpayment has been made, then the provider returns to the
State Medicaid Agency the overpayment. In the unlikely event that there is an
overpayment to a clinic or to physician or other practitioner’s service provider, the
State Medicaid Agency would recover both the federal and state portions. The
State Medicaid Agency returns the federal portion to the Centers for Medicare and
Medicaid services using the quarterly expenditure report.

2. Section 1902(a)(2) provides that the lack of adequate funds from local sources will not
result in lowering the amount, duration, scope, or quality of care and services available
under the plan. Please describe how the state share of each type of Medicaid payment
(normal per diem, supplemental, enhanced, other) is funded. Please describe whether the
state share is from appropriations from the legislature to the Medicaid agency, through
intergovernmental transfer agreements (IGTs), certified public expenditures (CPEs), provider
taxes, or any other mechanism used by the state to provide state share. Note that, if the
appropriation is not to the Medicaid agency, the source of the state share would necessarily
be derived through either through an IGT or CPE. In this case, please identify the agency to
which the funds are appropriated. Please provide an estimate of total expenditure and State
share amounts for each type of Medicaid payment. If any of the nonfederal share is being
provided using IGTs or CPEs, please fully describe the matching arrangement including
when the state agency receives the transferred amounts from the local governmental entity
transferring the funds. If CPEs are used, please describe the methodology used by the state
to verify that the total expenditures being certified are eligible for Federal matching funds in
accordance with 42 CFR 433.51(b). For any payment funded by CPEs or IGTs, please
provide the following: (i) a complete list of the names of entities transferring or certifying
funds; (ii) the operational nature of the entity (state, county, city, other); (iii) the total
amounts transferred or certified by each entity; (iv) clarify whether the certifying or
transferring entity has general taxing authority: and, (v) whether the certifying or
transferring entity received appropriations (identify level of appropriations).



STATE’S RESPONSE: Matching funds for all Medicaid payments are with state
general funds appropriated by the legislature. For payments made to school
districts, each school district submits to the State Medicaid Agency their local match
before the State Medicaid Agency makes the payment to the schools with federal
funds.

The State Medicaid Agency also makes an annual UPL payment for private nursing
homes, hospitals, and ICF/IIDs and non-state government owned nursing homes and
hospitals. Disproportionate Share Hospital (DSH) payment match comes from the
hospital provider tax fund as well.

All nursing facility, hospital, or I[CF/IID UPL match comes from the nursing facility,
hospital, or ICF/IID provider tax fund.

The State Medicaid Agency is standing up the Ground Emergency Medical
Transportation (GEMT) supplemental payment approved earlier this calendar year
(2025). This program utilizes CPEs. This is an optional program in its first year and
does not yet have CPE match amounts to report.

3. Section 1902(a)(30) requires that payments for services be consistent with efficiency,
economy, and quality of care. Section 1903(a)(1) provides for Federal financial participation
to States for expenditures for services under an approved State plan. If supplemental or
enhanced payments are made, please provide the total amount for each type of
supplemental or enhanced payment made to each provider type.

STATE’'S RESPONSE: Under the current approved Medicaid State Plan for
supplemental payments related to the Upper Payment Limit (UPL), the State
Medicaid Agency paid private nursing facilities $27,094,04 (federal funds and
nursing facility provider tax amounts for the match) in November 2022. The State
Medicaid Agency paid government owned nursing facilities $3,131,572 (federal
funds and nursing facility provider tax amounts for the match) in November 2022.

Under the current approved State Plan for supplemental payments related to the
Upper Payment Limit (UPL), the State Medicaid Agency paid non-state government
owned hospitals, including critical access hospitals and district hospitals
$5,425,438.00 (federal funds and hospital provider tax amounts for the match) in
June 2025. The State Medicaid Agency paid private hospitals $319,481,040.00
(federal funds and hospital provider tax amounts for the match) in June 2025.

Under the current approved State Plan for supplemental payments related to the
Upper Payment Limit (UPL), the State Medicaid Agency paid private ICF/IID
providers $9,083,772 (federal funds and hospital provider tax amounts for the
match) in September 2025.

4. For clinic or outpatient hospital services please provide a detailed description of the
methodology used by the state to estimate the upper payment limit (UPL) for each class of
providers (State owned or operated, non-state government owned or operated, and privately



owned or operated). Please provide a current (i.e., applicable to the current rate year) UPL
demonstration.

STATE’S RESPONSE: To begin with, the providers are separated into ownership
classes (as shown above). In calculating the UPL gap, first the State Medicaid Agency
figures out how much Medicaid paid. Then the State Medicaid Agency calculates
what Medicare would have paid, the assumption is that MCR pays 100% of cost. The
State Medicaid Agency inflates this from the mid-point of the cost report year to the
mid-point of the UPL period. The difference between these two numbers is the UPL
gap. Distribution of OP UPL gap is based on actual payments made during the period
and are allocated based on the weight of payments for each provider.

5. Does any governmental provider receive payments that in the aggregate (normal per
diem, supplemental, enhanced, other) exceed their reasonable costs of providing services?
If payments exceed the cost of services, do you recoup the excess and return the Federal
share of the excess to CMS on the quarterly expenditure report?

STATE’'S RESPONSE: [t does not matter whether it is public or private; if at the time of
settlement, a nursing facility was over paid, the dollars are recouped, and the federal
portion is returned on the quarterly expenditure report.





