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Revision: HCFA-PM-86-20  (BERC) ATTACHMENT 3.1-B
SEPTEMBER 1986 Page 1
OMB No. 0938-0193

State/Territory: Maryland

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S): All

The following ambulatory services are provided.

As indicated on pages 2 through 8 of this Attachment, Maryland covers the
services which are checked "Provided" fo all medically needy groups defined
in Attachment 2.2-A, pages 17,18 and 19.

All of the limitations that apply to the categorically needy, as listed in
Attachment 3.1-A, pages 10 through the end of the attachment, apply also to
all medically needy groups. Therefore, we have not listed the limitations
separately in this attachment.

*Description provided on attachment.

TN NO. Z 2— 0 '. LTy ey \ . -
Supersedes Approval Date AR 2l v/ Effective Date-_~ = "

L TN No. §5-5

HCFA ID: 0140P/0102A



{sion: HCFA-PM-91- 4 (BPD) ATTACHMENT 3.1-B

s AUGUST 1991 Page 2
OMB No. 0938-
State/Territory: Maryland
AMOQUNT, DURATION, AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S):
—
1 Inpatient hospital services other than those provided in an

jnstitution for mental diseases.

&Provided: /_/No limitations [%w:lth limitations*

7.a.0Outpatient hospital services.
rovided: _/;7No limitations With limitations+

b.Rural health clinic services and other ambdlatory services
furnished by a rural health clinic. (which are otherwise covered under the plan)

Provided: /_/No limitations /With limitations+*

2. c. Federally qualified health center (FQHC) services and other ambulatory services
that ave covered under the plan and furnished by an FQHC in accordance with
section 4231 of the State Medicaid Manual (HCFA-Pub. 45-4),

7/ Provided: /-7 No Limitations /% -With limitations*

3. Other laboratory and X-ray services.

Provided: L_/ No limitations R/‘w.lth limitations*

XX

4.a.Nursing facility services (other than services in an institution for
mental diseases) for individuals 21 years of age or older.

/Provided: /_/No limitations ith limitations*

2

b.Early d periodic screening, diagnostid and treatment services for
individuals under 21 years of age, and treatment of conditions found.

Provided: , 7  No limitations 7/ With limitations*

2

C.Family planning services and supplies foy individuals of
childbearing age.

Provided: No limitations / /With limitations*

¥

*Description provided on attachment.

.3 181 £} g 1 >
TN No. _FX /) oIy uUY 82— ——— ROV 19—
Supersede Approval Date Effective Date
TN No. éo’ go .

HCFA ID: 7986E



vision: HCFA~PM-91- 4 (BPD) ' * ATTACHMENT 3.1-B
AUGUST 1991 - : Page 2a
OMB No. 0938-

State/Territory: Maryland

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S):

pm—

5.a.Physic1an§’ services, whether furnished in the coffice, the
patient's home, a hospital, a nursing facility, or
elsewhere.

/Provided: / /No limitations With limitations+

b.Medical and surgical services furnished\by a dentist (in
accordance with section 1905(a)(5)(B) of the Act).

Provided: / /No limitations /With limitations*

—ttti A" 4AARDND
TN No. _ 2277 , JUN U I 193 . NOV 0 1 TV
Supersedes Approval Date Effective Date
TN No. -

HCFA ID: 7986E
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Revision: HCF-PM-86-20 ('BERC) ' Attachment 3.1-B
September 1986 Page 3 ‘
- OMB No. : 0938-0193

State/Territory: _Maryland

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S): ALL

6. ‘Medical care and any other type of remedial care recognized under State law, furriished
by licensed practitioners within the scope of their practice as defined by State law.
a. Podiatrists’ Services
X Provided: ___ No limitations x___With limitations* -

b. Optometrists’A Services
X ___ Provided: No limitations X With limitations*

¢. Chiropractors’ Services ,
Provided: No limitations With limitations*

d. Other Practitioner’s Services
x _ Provided: No limitations x___With limitations*

7. Home Health Services
a. Intermittent or part-time nursing service provided by a home health agency or by a
registered nurse when no home health agency exists in the area.
X Prov1ded _____No limitations X___With limitations*

b. Home health aide services provided by a home health agency.
Provided: No limitations X __With limitations*

c. Medical supplies, equipment, and appliances suitable for use in the home.
x _ Provided: ' No limitations X With limitations*

d. Physical therapy, occupation therapy, or speech pathology and audiology services
provided by a home health agency or medical rehabilitation facility.
x _ Provided: No limitations x _With limitations*

e. Newborn early discharge assessment visit
x Provided: . ___ No limitations X With limitations*

*Description provided on attachment.

TN No. 07-03

Supersedes Approval Datéug 31 2007 Effective Date Jﬁrﬂb_ﬁ,ﬁ}ﬁ l,2007

TN No. 90-5
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{ Attachment 3.1-B
funne Page &4

State/Territory: Maryland
AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S): All

8. Private duty nursing services.

[EZ]Provided: [::] No limitations [EC]With limitations*
9. Clinic services.

EProvided: Lj No limitations mwuh limitations*
10. - Dental services.

[EE] Provided: Yo limitations ~EE§:]With limitations*
11, Physical therapy and related services,

a. Physical therapy.

- — v
A | Provided: o limitations With limitations*

b. .Occupational therapy .

' -( Provided: l ' No limitations l With limitations*

¢. Services for individuals with speech, hearing, and language disorders
provided by or under supervision of a speech pathologist or audiologist.

|X "~ Provided: E No limitations With limitations*

12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed
by a physician skilled in diseases of the eye or by an optometrist.

a. Prescribed drugs.

‘)( .Provided: l I No limitations A l With limitations*

Participating manufacturers' new drugs are covered (except
excluded/restricted drugs specified in section 1927(d)(1)-(2) of the Social
Security Act) for 6 months after FDA approval and upon notification by the
manufacturer of.a new drug.

b. Dentures.

Provided: :I No limitations With limitations¥*

““escription provided on attachment.

JO . -

Supersedes
TN No. ZQ-E Approval Date Effective Date JAN 01 ]991




ATTACHMENT 3.1-B
Page 5

AMOUNT, DURATION AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED

TO THE MEDICALLY NEEDY
c. Prosthetic devices.
IX/ Provided: /1! No limitations X/ With limitations*

/1 Not provided.
d. Eyeglasses.

X/ Provided: /1 No limitations /X/ With limitations®
/1 Not provided.

13. Other diagnostic, screening, preventive, and rehabilitative services, i.e., other than
those provided elsewhere in the plan.

a. Diagnostic services-
/X! Provided: // No limitations /X/ With limitations*®
/1 Not provided.

b. Screening services.
11 Provided: // No limitations 11l With limitations*
/1 Not provided.

& Preventive services.
/1 Provided: /1 No limitations /1] With limitations*
/1 Not provided.

d. Rehabilitative services.
/X! Provided: // No limitations /X! With limitations*
/1 Not provided.

14.  Services for individuals age 65 or older in institutions for mental diseases.

a. Inpatient hospital services.
/X/ Provided: // No limitations /X! With limitations®
11 Not provided.

b. Skilled nursing facility services.
/1 Provided: // No limitations 11 With limitations*

/1 Not provided.
*Description provided on attachment.

TN No. 09-05 —_— \ .
Supersedes Approval Date Effective Date — W \} ¥ c;\(} 0 9]

™NNo. 910 JUN 29 7000
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Revision: HCPA-PH-86-20  (BERC) ATTACHMENT 3.1-B
SEPTEMBER 1986 Page 6

OMB No. 0938-0193

State/Territory: Marvland

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S): All

c.

15. a.

16.

17.

18.

Intermediate care facility services.

/X7 Provided: ¢/ N6 limitations /47 With limitations*
Intermediate care facility -services (other than such services in an
institution for mental diseases) for persons determined in accordance

with section 1902(a)(31)(a) of the Act, to be in need of such care.

[X/ Provided: / / No limitations /¥/ With limitations*

. Including such services in a public institution (or distinct part

thereof) for the mentally retarded or persons with related conditions.

527 Provided: LX7 No limitations 1:7 With limitations*

Inpatient psychiatric facility services for individuals under 21 years
of age. .

£Z7 Provided: / / No limitations 527 With limitationsx

Nurse-midwife services.

/X/ Provided: '1:7 No limitations 127 With limitationsx

Hospice care (in accordance with section 1905(o) of the Act).

[X/ Provided: [/ No limitations /X/ With limitations*

*Description provided on attachment.

TN No.

TN No.

90-8 ' g
Supersedes Approval Date ||tzJCiD Bffective Data ‘0‘1‘ Zﬂ

a4 HCFA ID: O0140P/0102A



—~vision: HCFA-PM-91-4  (BPD) ATTACHMENT 3.1-B -
aucust 1991 . Page 7
OMB No. 0938-

State/Territory: Maryland

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S):

19. Case management services as defined in, and to the group specified in,

Supplement 1 to ATTACHMENT 3.1-A (in accordance with section 1905(a)(19)
~or section 1915(g) of the Act).

% Provided: With limitations L—7 Not provided.

20. Extended services for pregnant women.

a. Pregnancy-related and postpartum services for a 60-day period after the
pregnancy ends and for any remaining days in the month in which the
60th day falls.

+ . ++
& Provided: /7 Additional coverage

b. Services for any other medical conditions that may
complicate pregnancy.
+

{EgzqProvided: /_/ Additional coverage / / Not provided.

21. Nurse practitioners' services.

LZ7 Provided: 1:7 No limitations [Z7 With limitations»
/_/ Not provided.

+ Attached is a list of major categories of services (e.qg., inpatient
hospital, physician, etc.) and limitations on them, if any, that are

available as pregnancy-related services or services for any other medical
condition that may complicate pregnancy.

- v

++ Attached is a description of increases in covered services beyond
limitations for all groups described in this attachment and/or any
additional services provided to pregnant women only.

LY

*Description provided on attachment.

o e l— JUN U5 1992 NGV 0 1 1emy

? Approval Date Effective Date
TN No. -

HCFA ID: 7986E



Revision: HCFA-PM-87-4 {BERC) ATTACHMENT 3.1-B
MARCH 1987 Page 8
. OMB No. 0338-0193

State/Territory: Marvliand

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED S
HBDICALLY IEED! GROUP(S): -

22. Respiratory care services (in accordance with section 1902(e)(9)(A)
: through (C) of the Act).

L:I- Provided: _I_—_7 No limitations Lj With limitations*

gf_; Not provided.

23. Any other medical care and any other type of remedial care recognized
under State law, specified by the Secretary.

a. Transportation.

/X7 Provided: _1_7 No limitations !_3-_{7 With limitations*®
b. Services of Christian Science nurses.

L_—/ Ptovidgd: [_7 Ho limitations J With limitations*
c. Care and services provided in Christian Science sanitoria.

_I_.:/- Provided: _1_7 No limitations /_/ With limitations*

d. Skilled nursing facility services provided for patients under 21 years
of age.

[/ Provided: / 7/ No limitations /¥ With limitations*

e. Emergency hospital services.
££/ Provided: /7 N¥o limitations /%  With limitations*

£. Personal care services in recipient's home, prescribed in accordance
with a plan of treatment and furnished by a qualified person under -

supervision of a registered nurse.

cf__/ Provided: /_—I' No limitations /¥ With limitations*

TN No. -
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Marvland

State/Territory:
AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S): A

Any other medical care and any other type of remedial care
recognized under State law, specified by the Secretary.

24.
g. Nurse Anesthetist services.
[¥] Provided: [ JNo limitations [XJWith limitations
[ 1 Not provided '
6/18/19 —%—Na%se—P—s&e‘Hrt—l-&ﬁe-r—Se-Eﬁee-s—
Number 23 changed to 24, :
and NP services were — . —i . :
partially superceded ) Lu;.} Brovided+ T MNo—limi-tations _ E With—timicactions:
(date/ TN unknown) ;
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supersedes APR 041391 JANO119
: Approval Date "Effective Date_ =
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State of _Maryland
PACE State Plan Amendment

Amount, Duration and Scope of Medical and Remedial Care Services Provided To the Medically
Needy

24.  Program of All-Inclusive Care for the Elderly (PACE) services, as described in
Supplement 3 to Attachment 3.1-A.

Election of PACE: By virtue of this submittal, the State elects PACE as an
optional State Plan service.

X_ No election of PACE: By virtue of this submittal, the State elects to not add
PACE as an optional State Plan service.

TN No.:__02-8
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State/Territory:
Maryland

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S)

30. Coverage of Routine Patient Cost in Qualifying Clinical Trials
*The state needs to check each assurance below.

Provided: X

L General Assurances:

Routine Patient Cost — Section 1905(gg)(1)

_ X Coverage of routine patient cost for items and services as defined in section 1905(gg)(1) that
are furnished in connection with participation in a qualified clinical trial.

Qualifying Clinical Trial — Section 1905(gg)(2)
_ X A qualified clinical trial is a clinical trial that meets the definition at section 1905(gg)(2).
Coverage Determination — Section 1905(gg)(3)

~ X _A determination with respect to coverage for an individual participating in a qualified clinical
trial will be made in accordance with section 1905(gg)(3).

PRA Disclosure Statement - This information is being collected to assist the Centers for Medicare & Medicaid
Services in implementing Section 210 of the Consolidated Appropriations Act of 2021 amending section 1905(a) of
the Social Security Act (the Act), by adding a new mandatory benefit at section 1905(a)(30). Section 210 mandates
coverage of routine patient services and costs furnished in connection with participation by Medicaid beneficiaries in
qualifying clinical trials effective January 1, 2022. Section 210 also amended sections 1902(a)(10)(A) and
1937(b)(5) of the Act to make coverage of this new benefit mandatory under the state plan and any benchmark or
benchmark equivalent coverage (also referred to as alternative benefit plans, or ABPs). Under the Privacy Act of
1974 any personally identifying information obtained will be kept private to the extent of the law. An agency may
not conduct or sponsor, and a person is not required to respond to, a collection of information unless it displays a
currently valid Office of Management and Budget (OMB) control number. The OMB control number for this project
is 0938-1148 (CMS-10398 #74). Public burden for all of the collection of information requirements under this
control number is estimated to take about 56 hours per response. Send comments regarding this burden estimate or
any other aspect of this collection of information, including suggestions for reducing this burden, to CMS, 7500
Security Boulevard, Attn: Paperwork Reduction Act Reports Clearance Officer, Mail Stop C4-26-05, Baltimore,
Maryland 21244-1850.

TN#: 22-0007 Approval Date: 04/15/2022 Effective Date: January 1, 2022
Supersedes TN#: NEW
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATE OF MARYLAND

Non-Emergency Medical Transportation

A. The Transportation Grants program is funded as an administrative expense under an approved
cost allocation plan (CAP). This program awards grants to local jurisdiction agencies, acting as
agents of the State, to administer non-emergency transportation services to recipients. Funding
awarded to the local agencies is monitored quarterly using a line-item expenditure reporting
format. Additionally, local agencies are required to submit invoices to the Department for a
review of reasonable, allowable costs. The standards for the award and administration of these
grants are set forth in State regulations.

Transportation services are provided to assure access to and from providers as required in CFR
§431.53 and are available to all eligible and qualified Medicaid recipients. The Department attests
that all the minimum requirements outlined in 1902(a)(87) of the Social Security Act are met. An
eligible recipient may access providers via wheelchair vans, taxis, ambulances, air medical
transportation, bus passes and tickets, and other forms of transportation methods approved by the
Department. Recipients may access services by contacting their local jurisdiction agency for
screening to determine service eligibility.

Grantees enter into contractual agreements to provide medically necessary non-emergency
transportation to covered services for recipients residing in the county. Rates are negotiated with
local transportation providers via the county’s individual procurement process, ensuring that
transportation includes transportation for full benefit dual eligible recipients, community-based
recipients and residents of long term facilities. Services are provided to both full fee-for-service
recipients and managed care recipients. Through a combination of on-site visits, meetings, and
documentation, each jurisdiction engages their contracted providers in a vendor oversight
program that includes ensuring the contractors and employees are not excluded from receiving
federal and State funds, and are maintaining the minimum requirements for vehicles, drivers,
licensing, traffic violations, state drug laws, does not appear on the list of excluded parties of the
Inspector General of the Department of Health and Human Services, and maintains our standards
of customer service.

Maryland does not provide Transportation Services using Transportation Network Companies
such as Lyft or Uber. Grantees are responsible for screening requests for transportation by
recipients, arranging transportation, expanding existing and developing new transportation
resources, and purchasing or providing transportation services where necessary. Subsequent to
determining service eligibility, Grantees will use screening information and physician
documentation to assess the mode of transport and communicate the least costly mode to its
vendor. Screening services and transportation services must be performed by separate entities.
When transportation is provided through the local jurisdiction, Grantees may perform both
functions.

TN#: 21-0012 Approval Date 02/25/2022 Effective Date: December 27
2021
Supersedes TN#: 14-09
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Ambulance providers are required to be licensed by the State Office of Commercial Ambulance
Licensing and Regulation. These agencies provide regulatory oversight for the drivers and set
vehicle safety standards. A family member may not be a provider as he/she is considered as a
primary resource for transportation.

Services for medical necessary ambulance transportation and for Individuals with disabilities Education
Act (IDEA) are found in Attachment 3.14 pg 30-30A4 and Attachment 4.19B.

TN#: 21-0012 Approval Date 02/25/2022 Effective Date: December 27
2021

Supersedes TN#: 14-09
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATE OF MARYLAND

Non-Emergency Medical Transportation

B. Monies from a grant provided under these regulations may not be used to pay for the following:

Ll S

W

13.
14.
15.
16.
17.
18.

Emergency transportation services;

Medicare ambulance services;

Transportation to and from non-Medicaid Veterans Administration services;
Transportation between a nursing facility and a hospital for routine diagnostic tests, nursing
services, or physical therapy which can be performed at the nursing facility;
Transportation services from a facility for treatment which the treatment is provided by the
facility in which the recipient is located;

Transportation to receive nonmedical services;

Gratuities of any kind;

Transportation between a medical day care facility and the recipient’s home;
Transportation to or from a State facility while the patient is a resident of that facility;

. Transportation of non-Medical assistance recipients;
. Trips for purposes related to education, recreational activities, or employment;
. Transportation of anyone other than the recipient, except for an attendant accompanying a minor

or when an attendant is medically necessary;

Wheelchair van service for ambulatory recipients;

Ambulance service for a recipient who does not need to be transported on a stretcher;
Transportation between a Community Rehabilitation Program (CRP) and the recipient’s home;
Transportation between a Day Rehabilitation Program and the recipient’s home;
Transportation to or from services that are not medically necessary; and

Transportation to a more distant provider primarily for the convenience of the participant or
provider.

TN#: 21-0012 Approval Date 02/25/2022 Effective Date: December 27

2021

Supersedes TN#: 14-09
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See Attachment 3.1A
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“provider is in part dependent upon the ability to report detailed performance metrics, measure improvement in
care coordination, and gauge clinical outcomes on a provider level. Providers who do not currently use a
robust EHR or clinical management system may determine that such a tool is necessary to meet the reporting

and care coordination requirements of the Health Home program, as well as to improve their overall care
capabilities.

Quality Measurement

&/ The State provides assurance that it will require that all Health Homes providers report to the
State on all applicable quality measures as a condition of receiving payment from the State.

and intervention and also identify quality measures related to each goal o measure its success in
achieving the goals.

States utilizing a health team provider arrangement must describe how they will align the quality measure
reporting requirements within section 3502 of the Affordable Care Act and section 1945(g) of the Social
Security Act. Describe how the State will do this:

Evaluations

i+t The State provides assurance that it will report to CMS information submitted by Health Homes

providers to inform the evaluation and Reports to Congress as described in Section 2703(b) of the
Affordable Care Act and as described by CMS.

Describe how the State will collect information from Health Homes providers for purposes of determining
the effect of the program on reducing the following:

Hospital Admissions

Measure:
Hospital admissions- asthma

Measure Specification, including a description of the numerator and denominator.

Hospital admissions with asthma complications as a primary or secondary diagnosis, per 1000
Health Home participants per month,

Data Sources:

Claims/Encounters

Frequency of Data Collection:

i Monthly
L.’ Quarterly

% Annually

Measure:
Hospital admissions- diabetes !

Measure Specification, including a description of the numerator and denominator.

Hospital admissions with diabetes-related complications as a primary or secondary diagnosis,
per 1000 Health Home participants per month.

Data Sources:

Claims/Encounters

Frequency of Data Collection:

https://wms-mmdl.cdsvde.com/MMDL/faces/protected/hhs/h01... 06/22/2016

TN# 16-0001 APPROVAL DATE: juyne 23, 2016 EFFECTIVE DATE: JANUARY 1, 2016
SUPERCEDES TN# 13-15
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Page

Measure:

Hospital admissions- heart disease

Measure Specification, including a description of the numerator and denominator.
Hospital admissions with congestive heart failure and/or heart disease as a primary or
secondary diagnosis, per 1000 Health Home participants per month.

Data Sources:

Claims/Encounters

Frequency of Data Collection:

...} ionthly
4 Quarterly
; Annually

i Continuously
../ Other

Measure:

Hospital admissions- hepatitis C

Measure Specification, including a description of the numerator and denominator.
Hospital admissions with hepatitis C-related complications as a primary or secondary
diagnosis, per 1000 Health Home participants per month.

Data Sources:

Claims/Encounters

Frequency of Data Collection:

i) Monthly

¢ Continuously

% Other

Measure:

Hospital admissions- HIV/AIDS

Measure Specification, including a description of the numerator and denominator.
Hospital admissions with HIV/AIDS-related complications as a primary or secondary
diagnosis, per 1000 Health Home participants per month,

Data Sources:

Claims/Encounters

Frequency of Data Collection:

L. Monthly
* Quarterly

 Annually
L. Continuously

_* Other

Measure:

https://wms-mmdl.cdsvde.com/MNDI [faces/protected/bhshQl.. 9
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% Hospital admissions- hypertension

Measure Specification, including a déscription of the numerator and denominator.
Hospital admissions with hypertension related complications as a secondary diagnosis, per
1000 Health Home participants per month.

Data Sources:

Claims/Encounters

Frequency of Data Collection:

* Monthly
Quarterly
- Annually

! Continuously
. Other

Page 44 of 51

Page 39

Measure:

Hospital admissions- kidney disease

Measure Specification, including a description of the numerator and denominator.
Hospital admissions with chronic kidney disease complications as a primary or secondary
diagnosis, per 1000 Health Home participants per month.

Data Sources:

Claims/Encounters

Frequency of Data Collection:

: Monthly
! Quarterly
* Annually

* Continuously

{3 Other

Measure:

Hospital admissions- mental health

Measure Specification, including a description of the numerator and denominator.
Hospital admissions with mental health conditions as a primary or secondary diagnosis, per
1000 Health Home participants per month.

Data Sources:

Claims/Encounters

Frequency of Data Collection:

* Monthly

- Quarterly

* Annually

- Continuously

..; Other

Measure:

Hospital admissions- obesity

Measure Specification, including a description of the numerator and denominator.
Hospital admissions with obesity related complications as a secondary diagnosis, per 1000
Health Home participants per month.

Data Sources:

Claims/Encounters
Frequency of Data Collection:
* Monthly
Quarterly
hﬁ?&# /{S%m S""mmdi CdSVdQ Com/M PP OVA LaD%eS/Rgé) 21:36%‘{1%d|5/§|]5}|§CST/I?IéOD1ATE JAg\l)Uél-\/Fg(%/226931 6
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@ Annually
... Continuously
{.; Other

Page 45 of 51

Page

Measure:

—

Hospital admissions- substance use disorder

Measure Specification, including a description of the numerator and denominator.
Hospital admissions with substance use disorder as a primary or secondary diagnosis, per
1000 Health Home participants per month.

Data Sources:

Claims/Encounters

Frequency of Data Collection:

- Monthly
Quarterly

* Annually
; Continuously

i} Other

Measure:

Hospital costs

Measure Specification, including a description of the numerator and denominator.
Hospitalization costs per member per month, aggregated and by Health Home provider.
Data Sources:

Claims/Encounters

Frequency of Data Collection:

“..; Monthly
; Quarterly
Annually

¢ Continuously

i/ Other

Measure:

Inpatient admissions

Measure Specification, including a description of the numerator and denominator.
Inpatient admissions per 1000 Health Home participants per month, stratified by mental
health diagnoses and all other diagnoses.

Data Sources:

Claims/Encounters

Frequency of Data Collection:

L..; Monthly
Quarterly
Annually

~.; Continuously

.} Other

e sosecc ccecooternes

Measure:

Mental health readmissions

Measure Specification, including a description of the numerator and denominator.
Mental health readmissions within 30 days.
Data Sources:

40

hitps;/yygs-mmdL.cdsvde.com/MSRL fages/protected/hhsihQl . . AN44/2016
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Claims/Encounters
Frequency of Data Collection:

* Monthly
Quarterly
Annually

i Continuously
.7 Other

Potentially preventable readmissions E

Measure Specification, including a description of the numerator and denominator.

Potentially preventable readmissions within 30 days as a percentage of potentially preventable
hospital admissions, stratified by mental health diagnoses and all other diagnoses.

Data Sources:

Claims/Encounters

Measure:

4 Continuously
~ QOther

B

Emergency Room Visits

Measure:

Emergency department costs E

Measure Specification, including a description of the numerator and denominator.
Emergency Department costs per member per month, aggregated and by HH provider.
Data Sources:

Claims/Encounters

Frequency of Data Collection:

i} Monthly
Quarterly

' Annually
¢ Continuously
# Other

Measure:

Emergency department visits- asthma

Measure Specification, including a description of the numerator and denominator.
Asthma ED visit rate per 1000 Health Home participants per month.

Data Sources:

Claims/Encounters

Frequency of Data Collection:

.. Monthly

.7 Quarterly

® Annually
... Continuously
! Other

hﬁpN% :{E{_\gggps—mmdi.cdsvdc@com/k@@@%fq,gg/g&%gg%d&@;&g{%@%E? ; AQ&QZ/%Q 16
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Measure:

Page 47 of 51

Page

Emergency department visits- diabetes

Measure Specification, including a description of the numerator and denominator.
Diabetes-related ED visit rate per 1000 Health Home participants per month.
Data Sources:

Claims/Encounters

Frequency of Data Coliection:

L. Monthly

Measure:

Emergency department visits- heart disease

Measure Specification, including a description of the numerator and denominator.
Congestive heart failure and/or heart disease ED visit rate per 1000 Health Home participants
per month.

Data Sources:

Claims/Encounters

Frequency of Data Collection:

! Monthly

¢} Other

Measure:

Emergency department visits- hepatitis C

Measure Specification, including a description of the numerator and denominator.
Hepatitis C-related ED visit rate per 1000 Health Home participants per month.
Data Sources:

Claims/Encounters

Frequency of Data Collection:

Monthly
Quarterly

- Annually

Emergency department visits- HIV/AIDS

Measure Specification, including a description of the numerator and denominator.
HIV/AIDS-related ED visit rate per 1000 Health Home participants per month.
Data Sources:
Claims/Encounters
Frequency of Data Collection:
" Mionthly
Quarterly
% Annuaily

//'wms-mmdl.cdsvdc. com/MMDL/faces/?rottected/hhs/h() 1...

16-0001 PPROVAL DATE

SUPERCEDES TN# 13-15

06/22/2016

une 23 2016 EFFECTIVE DATE: JANUARY 1, 2016



Application print HHS MD.0191.R00.01 - Jan 01, 2016

ht%

Attachment 3.1-F

¢ Continuously

..} Other

Page 48 of 513
4

Page

Measure:

Emergency department visits- hypertension

Measure Specification, including a description of the numerator and denominator.
Hypertension related ED visit rate per 1000 Health Home participants per month.
Data Sources:

Claims/Encounters

Measure:

Emergency department visits- kidney disease

Measure Specification, including a description of the numerator and denominator.
Chronic kidney disease ED visit rate per 1000 Health Home participants per month.
Data Sources:

Claims/Encounters

Frequency of Data Collection:

¥ Monthly

L} Quarterly

Annually

Continuously

{ .} Other

Measure:

Emergency department visits- obesity

Measure Specification, including a description of the numerator and denominator.
Obesity-related complications ED visit rate per 1000 Health Home participants per month.
Data Sources:

Claims/Encounters

Frequency of Data Collection:

7.} Monthly

Quarterly

¥ Annually

... Continuously

i.; Other

Measure:

Emergency department visits- substance use

Measure Specification, including a description of the numerator and denominator.
Substance use disorder ED visit rate per 1000 Health Home participants per month.
Data Sources:

Claims/Encounters

Frequency of Data Collection:

© Monthly

s://wms-mmdl.cdsvde.com/M
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. Quarterly

@ Annually

Measure:

Emergency department visits E
Measure Specification, including a description of the numerator and denominator.

Emergency Department (ED) visit rate per 1000 Health Home participants per month,
stratified by mental health diagnoses and all other diagnoses.

Data Sources:

Claims/Encounters

Frequency of Data Collection:

; Quarterly

¢ Annually

Skilled Nursing Facility Admissions
Measure:
Nursing facility admissions ]

Measure Specification, including a description of the numerator and denominator.
Nursing Facility admission rate per 1000 Health Home participants per month, all facility
admissions.

Data Sources:

Claims/Encounters

Frequency of Data Collection:

‘. Monthly
/ Quarterly
' Annually

¢ Continuously
i... Other

Measure:
Nursing facility costs E
Measure Specification, including a description of the numerator and denominator.
Skilled nursing facility costs per member per month, aggregated and by HH provider.
Data Sources:

Claims/Encounters

Frequency of Data Collection:

i..; Monthly

" Quarterly

¢ Annuaily
“.; Continuously
‘¥ Other

htt?s /[wms-mmdl.cdsvdc. com/MMDL/faces/ rotected/hhs/h01... 06/22/2016
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Describe how the State will collect information for purpose of informing the evaluations, which will ultimately
determine the nature, extent and use of the program, as it pertains to the following:

Hospital Admission Rates

The State plans to capture hospital admission rates and readmission rates per 1000 Health Home participants per
month.

With the aid of state and academic partners, the State will use ED classifications developed by researchers at the New
York University Center for Health and Public Service Research to classify the appropriateness of ED care for Health
Home participants and compare usage with groups of OMT, MT and PRP participants receiving care non-Health
Home PRP, MT and OMT providers. This methodology categorizes emergency visits as follows:

1. Non-emergent: Immediate care was not required within 12 hours based on patient’s presentmg symptoms, medical
history, and vital signs

2. Emergent but primary care treatable: Treatment was required within 12 hours, but it could have been provided
effectively in a primary setting (e.g., CAT scan or certain lab tests)

3. Emergent but preventable/avoidable: Emergency care was required, but the condition was potentially
preventable/avoidable if timely and effective ambulatory care had been received during the episode of illness (e.g.,
asthma flare-up)

4. Emergent, ED care needed, not preventable/avoidable: Ambulatory care could not have prevented the condition
(e.g., trauma or appendicitis)

5. Injury: Injury was the principal diagnosis

6. Alcohol-related: The principal diagnosis was related to alcohol

7. Drug-related: The principal diagnosis was related to drugs

8. Mental health-related: The principal diagnosis was related to mental health

9. Unclassified: The condition was not classified in one of the above categories by the expert panel

The State also may use hospital readmissions data for Health Home participants to determine if care managers are
establishing prompt contact with patients and their physicians to coordinate care after hospitalization discharge.

Chronic Disease Management

The State may modify standardized assessment tools using claims data, encounter data, pharmacy data, and
qualitative interviews with Health Home administrative staff and providers, to determine implementation of the
following components:

. inclusion of preventive and health promotion services;

. coordination of care between primary care, specialty providers and community supports;

. emphasis on collaborative patient decision making and teaching of disease self-management;

. structuring of care to ensure ongoing monitoring and follow-up care;

. facilitation of evidence-based practice; and

. use of clinical information systems to facilitate tracking of care as well as integration between providers.

SN AW —

In addition, the State may conduct comparative evaluations that focus on groups at-risk to incur high costs to
determine the success and cost-effectiveness of the Health Homes.

Coordination of Care for Individuals with Chronic Conditionis

Using the Chronic Health Homes tool on eMedicaid, the State will monitor Health Home providers to ensure they are
coordinating care effectively for participants. The State may assess provision of care coordination services by
measuring:

1. the level of contacts made by care managers during and after hospitalization;

2. the frequency of telephonic and/or face-to-face contact with participants after hospitalization discharge;

3. the level of active care management for high-risk participants; and

4. behavioral activity and engagement of high-risk participants in response to care management interventions.

Oversight activities may include, but not be limited to: medical chart and care management record review, site audits,
team composition analysis, and review of types and number of contacts.

Assessment of Program Implementation
The State will have the capacity to assess and monitor ongoing performance of the Health Homes program with the

aid of claims and encounter data, pharmacy data, the eMedlcald case management tracking tool, and regularly
TN# 16-0001 APPROVAL DATE: June’2 EFFECTIVE DATE: JANUARY 1, 2016

SUPERCEDES TN# 13-15
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scheduled educational activities and meetings. Through a combination of evaluation data, information from training
sessions, feedback from the regional meetings, and information gathered from practice representatives and
participants, the State and Health Home providers may identify ineffective practices and implementation challenges
and develop potential solutions. The State may assess if Health Homes have developed and implemented a tool to
track and monitor recipient encounters with providers and inpatient facilities. The State may also perform evaluations_
of patient volume levels, the percentage of participants who opt out of Health Home services, achievement of
participation goals set by each Health Home provider, and retention rates.

Processes and Lessons Learned

The State may provide training and education opportunities for health home providers, such as webinars, regional
meetings, and/or training sessions to foster shared learning, information sharing, and problem solving. These forums
may permit discussion of successful and unsuccessful implementation strategies, along with frequent communication,
feedback, learning activities, and technical assistance. The State also may monitor Health Home processes by
assessing evaluation data, conducting medical chart and care management record reviews, site audits, team
composition analysis, and review of types and number of contacts between Health Home case managers and
participants.

Assessment of Quality Improvements and Clinical Outcomes

The State requires each Health Home to use eMedicaid to input information related to partlclpants services and
overall health. In addition to assisting the Health Home with coordination of care and case management, the tool
tracks data linked to chronic conditions, such as Body Mass Index (BMI), blood pressure, and others. Data collected
may inform the individual’s plan of care, proper follow-up protocols upon the recipient’s hospitalization discharge,
health promotion services, and management of chronic conditions.

The State’s current HEDIS™ measures for Medicaid-eligible adults that correspond with measures recommended by
CMS for Health Home efforts are Ambulatory Care — Sensitive Condition Admission, Initiation and Engagement of
Alcohol and Other Drug Dependence Treatment, and Controlling High Blood Pressure. The State may opt to evaluate
additional HEDIS™ measures for adults that link to overall health promotion, such as Adult BMI Assessment,
Medical Assistance with Smoking and Tobacco Use Cessation, Comprehensive Diabetes Care: Hemoglobin Alc
Testing and LDL-C Screening, Annual Monitoring for Patients on Persistent Medications, Breast Cancer Screening,
Cervical Cancer Screening, Chlamydia Screening in Women Ages 21-24, Postpartum Care Rate, Controlling High
Blood Pressure, and the CAHPS survey to evaluate experience of care. These measures may be obtained using claims
data, encounter data, medical chart reviews, survey responses, and pharmacy data. The State also may incorporate
Medicare data to evaluate the Health Home’s impact on the dual eligible population.

The endpoint evaluation may also identify and assess the number and types of outcomes indicative of poorly managed
care of chronic conditions at the patient level. Examples include multiple ED visits, hospital re-admissions, and
preventable disease-specific complications.

Estimates of Cost Savings

If no, describe how cost-savings will be estimated.

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 0938-1148. The time required to complete this information collection is estimated
to average 80 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.
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Attachment 3.1G

Medicaid Eligibility

OMB Coiitrol Number 0938-1148
OMB Expiration date: 10/31/2014

42 CFR 435, Subpart J and Subpart M

Eligibility Process

7] The state meets all the requirements of 42 CFR 435, Subpart J for processing applications, determining and verifying eligibility, and
furnishing Medicaid.

Application Processing

Indicate which application the agency uses for individuals applying for coverage who may be eligible based on the applicable
modified adjusted gross income standard.

The single, streamlined application for all insurance affordability programs, developed by the Secretary in accordance with
2 section 1413(b)(1)(A) of the Affordable Care Act

An alternative single, streamlined application developed by the state in accordance with section 1413(b)(1)(B) of the

Y| Affordable Care Act and approved by the Secretary, which may be no more burdensome than the streamlined application
developed by the Secretary.

An alternative application used to apply for multiple human service programs approved by the Secretary, provided that the
"] agency makes readily available the single or alternative application used only for insurance affordability programs to
individuals seeking assistance only through such programs.

Indicate which application the agency uses for individuals applying for coverage who may be eligible on a basis other than the
applicable modified adjusted gross income standard:

The single, streamlined application developed by the Secretary or one of the alternate forms developed by the state and

[T approved by the Secretary, and supplemental forms to collect additional information needed to determine eligibility on such
other basis, submitted to the Secretary.

An application designed specifically to determine eligibility on a basis other than the applicable MAGI standard which
“N minimizes the burden on applicants, submitted to the Secretary.

The agency's procedures permit an individual, or authorized person acting on behalf of the individual, to submit an application via the
internet website described in 42 CFR 435.1200(f), by telephone, via mail, and in person.

The agency also accepts applications by other electronic means:

# Yes { No

TN No. MD-13-0021-MM2

Approval Date: 02/12/2014
Maryland

Effective Date: 10/01/2013 Page 1 of 3



Attachment 3.1G

CMS Medicaid Eligibility

Indicate the other electronic means below:

Name of Method Description

Service Access and Information Link SAIL is a web-based screening and application tool that will
allow Maryland applicants to complete the following:

Am I Eligible? - A series of questions to help you decide for
which social services benefits you and members of your
family may want to apply.

Start an application: Apply on-line any time of day or night
for the following programs: Food Supplement Program,
Temporary Cash Assistance, Temporary Disability
Assistance Program, Medical Assistance (Aged, Blind,
Disabled only), Medical Assistance Long Term Care,
Maryland Energy Assistance Program, Electric Universal
Service Program, Child Care Subsidy Program.

The agency has procedures to take applications, assist applicants and perform initial processing of applications for the eligibility
groups listed below at locations other than those used for the receipt and processing of applications for the title IV-A program,
including Federally-qualified health centers and disproportionate share hospitals.

Parents and Other Caretaker Relatives
Pregnant Women

Infants and Children under Age 19

Redetermination Processing

Redeterminations of eligibility for individuals whose financial eligibility is based on the applicable modified adjusted gross

14 income standard are performed as follows, consistent with 42 CFR 435.916:

{H] Once every 12 months

] Without requiring information from the individual if able to do so based on reliable information contained in the individual's
account or other more current information available to the agency

If the agency cannot determine eligibility solely on the basis of the information available to it, or otherwise needs additional
fill] information to complete the redetermination, it provides the individual with a pre-populated renewal form containing the
information already available. ’

] Redeterminations of eligibility for individuals whose financial eligibility is not based on the applicable modified adjusted gross
income standard are performed, consistent with 42 CFR 435.916 (check all that apply):

Once every 12 months

] Once every 6 months

[ ] Other, more often than once every 12 months
Coordination of Eligibility and Enroliment

The state meets all the requirements of 42 CFR 435, Subpart M relative to coordination of eligibility and enrollment between
Medicaid, CHIP, Exchanges and other insurance affordability programs. The single state agency has entered into agreements
with the Exchange and with other agencies administering insurance affordability programs.

TN No. MD-13-0021-MM2 Approval Date: 02/12/2014
Maryland Effective Date: 10/01/2013 Page 2 of 3



L

Medicaid Eligibility

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 0938-1148. The time required to complete
this information collection is estimated to average 40 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.

TN No. MD-13-0021-MM2
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Attachment 3.1H Page 1

To find out if you quality for regular Medicaid or other health coverage,
you must complete this application for Temporary Eligibility. While you
STATE OF MARYLAND wait to learn if you qualify for regular Medicaid or other health coverage,

you can get your health services through Temporary Eligibility for
D H M H Medicaid.

APPLICATION FOR HOSPITAL PRESUMPTIVE (TEMPORARY) ELIGIBILITY FOR

MEDICAL ASSISTANCE

PART | — INFORMATION FOR DETERMINATION (ITEMS LABELED WITH “*” ARE REQUIRED)

*First Name : *Middle Name: | *Last Name: | Suffix:

*Family Size: *Household Gross Monthly Income: *Maryland Resident?
o Yes o No

*Date of Birth: *U.S. Citizen, U.S. National or Qualified Non-Citizen? *Sex:

/ / o Yes o No o Male o
Female

If readily available, also tell us the following:

*Are you pregnant? o Yes o No Social Security Number:

Other insurance coverage? *In Foster Care at age 18? | *Already have Medicaid? | Already have Medicare?

O Yes o No o Yes o No o Yes o No o Yes o No

PART Il — IMPORTANT CONTACT INFORMATION

*Home Address:

*City: | *State: | *Zip Code: | *County:
Mailing Address (if different):
City: | State: | Zip Code: | County:
*Telephone:

Home Work Cell

E-mail address:

PART |11 — PRESUMPTIVE DETERMINATION: Hospitals representative must make the determination based on the
REQUIRED information in Part | only and aive the applicant an approval or denial notice.

Eligible? If yes, check the eligibility group:
o Yes o Child (Medicaid) o Pregnant Woman o Former Foster Youth <26
o No o Child (MCHP) o Parent/caretaker relative o Adult

PART IV — SIGNATURES

Applicant: By signing, you are attesting that the information you provided for this form is true as far as you know and that you have
received a copy of the Approval Notice that lists your Rights and Responsibilities, or a Denial Notice. We will keep your information
secure and private.

Signature of Applicant (or legal guardian) Date

Signature of Authorized Representative (if applicant unable to sign) Relationship to Applicant Date

Hospital Representative: By signing, you are attesting that you have accurately recorded the information provided by the applicant or
someone representing the applicant, made a determination based on that information, and provided the applicant with an Approval
Notice that lists their Rights and Responsibilities or a Denial Notice.

Signature of Hospital Representative Date

TN: MD-14-0006-MM7 Approval Date: June 23, 2014 Effective Date: January 1, 2014




State: Maryland 81915(i) State plan HCBS State plan Attachment 3.1-i:
TN: 25-0002 Page 1
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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):

» Intensive In-Home Services

= Community-Based Respite Care

» Out-of-Home Respite Care

= Family Peer Support

= Expressive and Experiential Behavioral Services
* Youth Peer Support

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:

O  Services furnished under the provisions of §1915(a)(1)(a) of the Act. The State contracts with
— 1 a Managed Care Organization(s) (MCQs) and/or prepaid inpatient health plan(s) (PIHP) or
prepaid ambulatory health plan(s) (PAHP) under the provisions of 81915(a)(1) of the Act for the
delivery of 1915(i) 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;

(c) 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 81915(b) waiver application has been
submitted or previously approved:

Specify the §1915(b) authorities under which this program operates (check each that applies):

81915(b)(1) (mandated enroliment to OO | 81915(b)(3) (employ cost savings to furnish

managed care) additional services)

81915(b)(2) (central broker) 81915(b)(4) (selective contracting/limit
number of providers)

A program operated under 81932(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:

A program authorized under 81115 of the Act. Specify the program:
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3. State Medicaid Agency (SMA) Line of Authority for Operating the State plan HCBS. Benefit-(Select one):

O | 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):

O | The Medical Assistance Unit (name of unit):

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 Maryland Department of Health-Behavioral Health
Administration

This HCBS benefit is operated by the Behavioral Health Administration, 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 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.
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4. Distribution of State plan HCBS Operational and Administrative Functions.

(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
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
Medicaid Operating | Contracted | Local Non-

Function Agency Agency Entity State Entity
1 Individual State plan HCBS enrollment v/
2 Eligibility evaluation v v q
3 Review of participant service plans v (4 v
4 Prior authorization of State plan HCBS (V4 | (V4
5 Utilization management v v (%4
6 Qualified provider enrollment v v v/ _I
7 Execution of Medicaid provider agreement v %4
8 Establishment of a consistent rate v v
methodology for each State plan HCBS
9 Rules, policies, procedures, and
information development governing the State (4 v
plan HCBS benefit
10Quality assurance and quality improvement v v
activities

(Specify, as numbered above, the agencies/entities (other than the SMA) that perform each function):
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1. The State Medicaid Agency performs individual state HCBS enrollment.

2. The State Medicaid Agency performs eligibility evaluation in partnership with the
contracted Administrative Services Organization (ASO) and the Behavioral Health
Administration (BHA).

3. The BHA, ASO, and the local Core Service Agency (CSA)/Local Behavioral Health
Authority (LBHA) perform reviews of participant services plans.

4. The ASO is responsible for prior authorization of State Plan HCBS

5. The State Medicaid Agency is responsible for utilization management in partnership with
the ASO and the BHA.

6. The State Medicaid Agency works in partnership with the ASO and the BHA to perform
qualified provider enrollment.

7. The State Medicaid Agency works in partnership with the BHA to execute the Medicaid
provider agreement.

8. The State Medicaid Agency and the BHA work in partnership to establish a consistent rate
methodology for each State plan HCBS.

9. Rules, policies, procedures, and information development governing the State plan HCBS
benefit are developed by the State Medicaid Agency in partnership with the BHA.

10. Quality assurance and quality improvement activities are performed by the State Medicaid
Agency, the BHA, and the ASO.

(By checking the following boxes the State assures that):
Conflict 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
o financially responsible for the individual
e empowered to make financial or health-related decisions on behalf of the individual
e 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):

5.

6.

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

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.

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 8110 of the Rehabilitation Act of 1973.
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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 Participants
Year 1 10/1/24 9/30/25 200

Year 2 10/1/25 9/30/26 600

Year 3 10/1/26 9/30/27 1,000

Year 4 10/1/727 9/30/28 1,400

Year 5 10/1/28 9/30/29 1,800

2. 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. 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
income 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)(ii)(XXII) of the Social
Security Act. States that want to adopt the §1902(a)(10)(A)(ii)(XXI1) eligibility category make the
election in Attachment 2.2-A of the state Medicaid plan.)

2. Medically Needy (Select one):
O The State does not provide State plan HCBS to the medically needy.
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)(i)(I11) 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.

The state does not elect to disregard the requirements at section 1902(a)(10)(C)(i)(111) 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

@ By Other (specify State agency or entity under contract with the State Medicaid agency):
The Behavioral Health Administrative Services Organization (ASO) is the entity contracted by
the State Medicaid Agency that is responsible for the independent evaluation and reevaluations.

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):

The independent evaluation and reevaluation will be completed by the Administrative Services
Organization (ASO) on behalf of the Department. Maryland-licensed mental health professionals
trained in the use of the applicable standardized tools will perform the evaluations. This may include
Psychiatrists, Nurse Psychotherapists (ARNP-PMH), Psychiatric Nurse Practitioners (CRNP-PMH),
Licensed Clinical Social Workers, Licensed Clinical Professional Counselors, or a Psychologist.

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:

The Administrative Services Organization (ASO), on behalf of the Department will verify
eligibility, perform the independent evaluation of needs-based criteria, and pre-authorize all of the
medically appropriate mental health services. Final eligibility determination rests with the SMA
and the ASO will presentits 1915(i) eligibility determination to the Department for final
approval and enrollment.

The evaluator will utilize a psychosocial assessment to generate a score on the ECSII or CASII
for the youth.

Specific 1915(i) eligibility criteria, including re-evaluation criteria, are outlined in #5 below.
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Re-Evaluation;

The ASO will review the most recent POC along with other documentation including financial
eligibility at least annually as part of the review for continued eligibility for 1915(i) services. The
medical re- evaluation, including a CASII or ECSII, will be completed by the ASO based on:

1. An updated psychosocial assessment from a treating mental health professional supporting the
need for continued HCBS benefit services;

2. A CASII or ECSII review by a licensed mental health professional at the Care Coordination

Organization (with a CASII score of 2 to 6 or ECSII score of 2 to 5) as outlined in Section 1a of

the response below to Question 5 “Needs-based HCBS Eligibility Criteria”;

3. Areview of HCBS benefits service utilization over the past 6 months.

The ASO will make the final re-evaluation determination and inform the SMA of its decision.

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

5. 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):

A child or youth must demonstrate the following minimum requirements to be considered for or
to remain in 1915(i) services:
1. Impaired Functioning & Service Intensity: A licensed mental health professional
(including Psychiatrists, Nurse Psychotherapists (ARNP-PMH), Psychiatric
Nurse Practitioners (CRNP- PMH), Licensed Clinical Social Workers, Licensed
Clinical Professional Counselors, or Psychologists) must complete or update a
comprehensive psychosocial assessment within 60 days of the submission of the
application to the ASO. The psychosocial assessment must outline how, due to the
behavioral health disorder(s), the child or adolescent exhibits an impairment in
functioning, representing potential harm to self or others, across settings, including
the home, school, and/or community. The potential harm does not necessarily have
to be of an imminent nature. The score of the Early Childhood Service Intensity
Instrument (ECSII) for youth ages 0-5 or the Child and Adolescent Service
Intensity Instrument (CASII) for youth ages 6-21 must be supported by the findings
of the psychosocial assessment.
a. Youth must receive:
I. A minimum score of 2 (low service intensity for an acute or
ongoing concern) on the ECSII; or
ii. A minimum score of 2 (outpatient services) on the CASI|I.

b. For initial evaluation, youth must be 6 to under 18 years old. If they
receive a score of 2-4 on the CASII, they must also meet one of the
following criteria to be eligible:
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. Have a combination of 2 or more inpatient psychiatric
hospitalizations, ER visits, crisis stabilization center visits,
or mobile crisis team responses in the past 12 months; or

ii. Beenin an RTC within the past 90 days.

c. For initial evaluation, if youth who are younger than 6 years old score a 2-
4 on the ECSII, they must also meet one of the following criteria to be
eligible:
I. Beat an increased risk of long-term behavioral health
challenges impacting emotional regulation, peer
relationships, and the ability to engage in age-appropriate
learning and social development as evidenced by areferral
directly from an inpatient or day hospital unit, PCP, outpatient
psychiatric facility, ECMH Consultation Program in daycare,
Head Start, Early Head Start, Judy Hoyer Centers, or home
visiting programs; or
il. Have one or more psychiatric inpatient or day hospitalization, ER

visit, crisis stabilization center visit, mobile crisis team response,
exhibit severe aggression (i.e., hurting or threatening actions or
words directed at infants, young siblings, killing a family pet,
etc.), display dangerous behavior (i.e., impulsivity related to
suicidal behavior), been suspended or expelled or at risk of
expulsion from school or child care setting, display emotional
and/or behavioral disturbance prohibiting their care by anyone
other than their primary caregiver, at risk of out-of-home
placement or placement disruption, have severe temper tantrums
that place the child or family members at risk of harm, have
trauma exposures and other adverse life events, or at risk of
family related risk factors including safety, parent-child
relational conflict, and poor health and developmental outcomes
in the past 12 months.
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6.

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):

must demonstrate
the following
minimum
requirements to be
considered for
1915(i) services:

1) Impaired
Functioning &
Service Intensity: A
recent psychosocial
assessment

must outline how,
due to the behavioral
health disorder(s),
the child or
adolescent exhibits
an impairment in
functioning,
representing
potential harm to
self or others, across
settings, including
the home, school,
and/or community.
The potential harm
does not necessarily
have to be of an
imminent nature.
The score of the
Early Childhood
Service Intensity
Instrument (ECSII)
for youth ages 0- 5 or

reimbursement to nursing
homes for eligible
persons who require
hospital care, but who,
because of their mental
or physical condition,
require skilled nursing
care and related services,
rehabilitation services, or,
on a regular basis, health-
related care and services
(above the level of room
and board) which can be
made available to them
only through institutional
facilities. Md. Code Reg.
10.09.10.

necessity criteria for
developmental
disability as set forth
in Md. Code Reg.
10.22.01.01:

(16) “Developmental
disability" as a chronic
disability of an
individua | that:
(a) Is attributable to a
physical or mental
impairment, other than
the sole diagnosis of
mental illness, or to a
combination of mental
and physical
impairments;
Is likely to continue
indefinitely;
(c) Is manifested in an
individual younger
than
22 years old;
d) Results in an
inability to live
independently without
external support or
continuing and regular
assistance; and
(e) Reflects the need for
a combination and
sequence of special,
interdisciplinary, or
generic care, treatment,
or other services that are
individually planned
and coordinated for the
individual.

State plan HCBS needs- | NF (& NF LOC** ICF/IID (& ICF/1ID Applicable Hospital* (&
based eligibility criteria | waivers) LOC waivers) Hospital LOC waivers)
A child or youth Maryland allows The medical For inpatient hospital

psychiatric emergency
detention or
involuntary admission,
Md. Health Gen. 88§ 10-
613 through 619
requires that: (1) the
individual has a mental
disorder; (2) the
individual needs
inpatient care or
treatment; (3) The
individual presents a
danger to the life or
safety of the individual
or of others;
(4) The individual is
unable or unwilling to
be admitted
voluntarily; and;
(5) Thereis no
available, less restrictive
form of intervention
that is consistent with
the welfare and safety of
the individual.

For voluntary
admission to a
psychiatric hospital, the
requirements of Md.
Health Gen. §§ 10-609
and 10-610

for minors must be
met, including a
formal, written
application. A

facility may not
admit an individual
under this section
unless: the
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the Child and
Adolescent Service
Intensity Instrument
(CASII) for youth
ages 6- 21 must be
supported by the
findings of the
psychosocial
assessment.

a. Youth must

receive a
minimum
score of 2

on

the ECSII, or a
minimum score
of 2 on the
CASII.

. For initial

evaluation,
youth must

be 6 to under
18 years old.

If they

receive a

score of 2-4

on the

CASII, they
must also

meet one of
the following
criteria to be
eligible:

Have
combination of
2 or more
inpatient
psychiatric
hospitalizations,
emergency
room Visits,
crisis
stabilization
center visits, or
mobile crisis
team responses
in the past 12
months; or
Beeninan RTC
within the past
90 days.

(2) individual has a
mental disorder;

(2) The mental disorder
is susceptible to care or
treatment;

(3) The individual
understands the nature
of the request for
admission;

(4) The individual is
able to give continuous
assent to retention by the
facility; and

(5) The individual is
able to ask for release
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C.

For initial
evaluation, if
youth who
are younger
than 6 years
old scorea 2,-
4 on the
ECSII, they
must also
meet one of
the following
criteria to be
eligible:
Be at risk of
long-term
behavioral
health
challenges
impacting
emotional
regulation,
peer
relationships,
and the ability
to engage in
age-
appropriate
learning and
development
as evidenced
by a referral
directly from
an inpatient

hospital or day

hospital, PCP,
outpatient
psychiatric

facility, ECMH

Consultation
Program in
daycare, Head
Start, Early
Head Start,
Judy Hoyer
Centers, or
home visiting
programs unit;
or
ii. Have one or
more
psychiatric
inpatient
hospitalizati
on, ER
Visit, crisis
stabilization
center visit,
or mobile
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crisis team

response in

the past 12

months.

*Long Term Care/Chronic Care Hospital

**|_OC= level of care

7.

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 target group(s)):

This HCBS benefit is targeted to youth and young adults with serious emotional
disturbances (SED) or co-occurring mental health and substance use disorders and

their families.

1. Age: Youth must be under 18 years of age at the time of
enrollment although they may continue in HCBS Benefit up to
age 22.
2. Behavioral Health Disorder:
Youth must have a behavioral health disorder amenable to active clinical

treatment.
There must be clinical evidence the child or adolescent has a serious emotional disturbance
(SED) or co-occurring diagnosis and continues to meet the service intensity needs and

medical necessity criteria for the duration of their enrollment.

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 5-year approval. (Specify the phase-in plan):

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

8.

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(i)(1)(D)(ii)
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9. 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(i) 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:

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(i) State plan HCBS benefit is:

A participant requires at least one 1915(i) State Plan service to be determined to need the
1915(i) State Plan HCBS benefit.

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

@ 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:

Home and Community-Based Settings

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

1. 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.)
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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. This may include residence in:

1) a home or apartment with parents, family, or legal guardian or living
independently, that is not owned, leased or controlled by a provider of any
health-related treatment or support services; or

2) a home or apartment that is a licensed family foster care home or a licensed
treatment foster care home. These are not group homes with staff providing
services. These settings are the private homes of foster parents who must meet a
number of standard environmental and physical space dimensions of the home
which are geared toward the individual needs of the children who live there. Foster
home licensing also requires ongoing training for the foster parents, with more
rigorous training, support, and consultation for treatment foster parents.

[The ASO confirms the individual resides in a home and community-based setting during the evaluation
of eligibility. Ongoing, settings are reviewed by Care Coordination Organizations (CCOs).

IThe State monitors compliance of the home and community-based settings requirement annually as
part of the Quality Improvement Strategy (QIS).
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Person-Centered Planning & Service Delivery

(By checking the following boxes the state assures that):
1. [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.

2. 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 8441.725(a), and the written
person-centered service plan meets federal requirements at 42 CFR §441.725(b).

3. DThe person-centered service plan is reviewed, and revised upon reassessment of functional need as
required under 42 CFR 8441.720, at least every 12 months, when the individual’s circumstances or needs
change significantly, and at the request of the individual.

4. 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. (Specify qualifications):

Care Coordinators will be responsible for conducting a face-to-face assessment of
an individual’s and family’s support needs and capabilities Care Coordinators are
employed by the Care Coordination Organizations (CCOs) and have met all the
requirements of being a care coordinator. Qualifications for Care Coordination
Organizations (CCOs) are described in COMAR 10.09.90, and all 1915(i)
participants are required to receive care coordination services under the same
regulations. The State Plan Amendment pages for Care Coordination for Children
and Youth include detailed requirements for CCOs. Care Coordinators employed
by the CCO must demonstrate the following:
i.  Bachelor's degree and has met the Department’s training
requirements for care coordinators; or
i.  Ahigh school diploma or equivalency and
a. Is 21 years or older; and
b. Wasa participant in, or is a direct caregiver, or was a direct caregiver
of an individual who received services from the public and child- and
family-serving system; and
¢. Meets the training and certification requirements for care coordinators
as set forth by the Department.
d. Isemployed by the CCO to provide care coordination services to participants;
and
¢. Provides management of the POC and facilitation of the team meetings.

5. 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):
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Participants in this State Plan HCBS benefit will participate in the Care
Coordination model, facilitated by the CCO. Qualifications for Care
Coordination Organizations (CCOs) are described in COMAR 10.09.90, and
all 1915(i) participants are required to receive care coordination services
under the same regulations. The State Plan Amendment pages for Care
Coordination for Children and Youth include detailed requirements for
CCOs. Care Coordinators employed by the CCO must demonstrate the
following:

i.  Bachelor's degree and has met the
Department’s training requirements for
care coordinators; or
ii.  Ahigh school diploma or equivalency and
Is 21 years or older; and
b. Was a participant in, or is a direct caregiver, or was a
direct caregiver of an individual who received services
from the public and child- and family-serving system; and
c. Meets the training and certification requirements for
care coordinators as set forth by the Department.
d. Isemployed by the CCO to provide care coordination
services to participants; and
e. Provides management of the POC and facilitation of the team meetings.
ii. Care Coordinators may not be related by blood or
marriage to the individual, or any paid caregiver
of the individual, to whom they deliver care
coordination services.

o

The Clinical Director, a licensed mental health professional, will supervise
the development and ongoing implementation of the POC and review and
approve the POC.

A core element of the Care Coordination model is the team approach. This
team includes the CCO, child or youth (as appropriate), caregiver(s),
support persons identified by the family (paid and unpaid), and service
providers, including the youth’s treating clinician as available. The team
should meet regularly and revisit the POC during meetings.

There are a variety of assessments used to develop the POC, including information
collected during the application process, and all life domains are incorporated into
the POC. The Child and Adolescent Needs and Strengths (CANS) is administered at
a minimum every 6 months by the Care Coordinator to support identification of
strengths and needs for care planning. Information from the family and their
identified supports is incorporated as a part of the process.

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):
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The child's/youth's family is informed verbally and in writing about overall services available in
the State Plan HCBS benefit at the time they make the choice to enroll. One of the key
philosophies in the Care Coordination process is family-determined care. This means that
parent(s) or legal guardian, youth and family members are the primary decision makers in the
care of their family. The CCO is responsible for working with the participant, family, and team
to develop the Plan of Care through the process outlined below.

Within 72 hours of notification of enrollment, the Care Coordination

Organization (CCO) contacts the participant and family to schedule a face-

to-face meeting. At the first meeting between the CCO, participant, and

family after enrollment, the CCO will:

(@ Administer the appropriate assessments, as designated by
the Behavioral Health Administration (BHA);

(b) Work with the participant and family to develop an initial crisis plan
that includes response to immediate service needs;

(c) Provide anoverview of the Care Coordination process; and

(d) Facilitate the family sharing their story.

The CCO will, with the participant and family: conduct a strengths-based
initial assessment of the participant, their family members, and potential team
members to identify needs in the planning process; determine team meeting
attendees; contact potential team members, provide them with an overview of
the Care Coordination process, and discuss expectations for the first team
meeting. Within 30 days of notification of enroliment, the CCO will offer the
participant and family the opportunity to determine whether and how to use
peer support in the development and implementation of the POC.

The team, which includes the participant and his or her family and informal
and formal supports will determine the family vision which will guide the
planning process; identify strengths of the entire team; determine the needs
that the team will be working on; determine outcome statements for meeting
identified needs; determine the specific services and supports required in
order to achieve the goals identified in the POC; create a mission statement
that the team generates and commits to following; identify the responsible
person(s) for each of the strategies in the POC; review and update the crisis
plan; and, meet at least every 60 days to coordinate the implementation of the
POC and update the POC as necessary.

Before the provision of services in the POC, BHA or its designee shall review
and authorize the services designated in the POC. The CCO in collaboration
with the team shall reevaluate the POC at least every 60 days with re-
administration of BHA-approved assessments as appropriate. During the
development of the plan of care, family members and other supports identified
by the family also participate as a part of the team. These participants may
change as the child's or youth's needs change particularly as he/she is
transitioning out of the formal care coordination services. The
participant/family will sign and date a document that is part of the POC next to
the statement that reads, “My family had voice and choice in the selection of
services, providers and interventions, when possible, in the Care Coordination
process of building my family's Plan of Care.”
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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):

BHA or its designee will have and maintain a database and/or directory available to the CCO
and the family from which to choose providers to implement the plan of care. Providers are
selected by team with the support of the CCO. Participants are active members who will,
depending on age and/or cognitive development, assist in the selection of providers based on
the POC and the expertise of the team members. There will be an ongoing enrollment of
providers to ensure the capacity is available.

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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Care Coordination is a team-level decision making process with each party accountable for
ensuring high quality services for the individual and family. The team determines the supports
and services that need to be in place for the family, with the family and youth driving the
process. The Care Coordination Organization (CCO) will manage the Plan of Care (POC). The
Clinical Director, a licensed mental health professional employed by the CCO, will supervise
the development and ongoing implementation of the POC and review and approve the POC.
Prior to the provision of services in the POC, BHA or its designee will review and authorize
the services designated in the POC based on medical necessity criteria for all Medicaid
services. The POC will be provided to BHA or its designee to ensure that authorized services
are consistent with the POC.

All services made available in the 1915(i) and Public Behavioral Health System will address
individualized needs and are assessed for meeting medical necessity criteria. Choice of
providers is a primary responsibility for families. If a family is dissatisfied with a provider, the
CCO will handle the situation using an internal process to address the family’s needs, mediate
las applicable, or support a transition to another provider. This includes dissatisfaction with CCOs
and any other providers. Each CCO has its own internal grievance process as part of their
policies and procedures. Any unresolved grievances against the CCOs are resolved at the
CSA/LBHA level.

[The POC process is designed to identify and address the individualized needs of each family.
If a plan is not working for the family, the plan is revisited and redesigned to better meet their
needs. The team shares the philosophy that “the family doesn’t fail, the plan fails” and in turn
needs to be re- developed. Families’ needs and strengths will be identified in part through the
CANS.

The CCO is responsible for monitoring service providers’ implementation of plans of care. BHA or its
designee will review a sample of plans of care, review participant records, and track and trend the
results as part of quality management activities in line with the quality assurance plan outlined below.
Results of ongoing monitoring activities for reportable events reports, and annual reports, according to
the quality improvement strategies, will be provided to the Medicaid Agency. The Medicaid Agency
will review the quarterly and annual reports that are prepared by the ASO. To address any service
deficiencies, the Medicaid Agency will work in collaboration with BHA to implement any necessary
changes to a participant’s plan of care, prepare letters to providers that document deficiencies, and
impose provider sanctions as needed

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 8§74.53. Service plans are
maintained by the following (check each that applies):

Medicaid agency Operating agency [] []Case manager
/| Other (specify): Care Coordination Organization
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1. State plan HCBS. (Complete the following table for each service. Copy table as needed):

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

Service Title: | Intensive In-Home Services

Service Definition (Scope):

Intensive In-Home Services (1IHS) is a strengths-based intervention with the child and his or her
identified family (which may include biological family members, foster family members,
treatment foster family members, or other individuals with whom the youth resides. When
approved for this service, the I1HS provider sees the family and/or youth at least twice each week,
including at least one in-person contact. IIHS includes a series of components, including
functional assessments and treatment planning, individualized interventions, transition support,
and in some cases, crisis response and intervention.

IIHS may be provided to the child alone, to other family members, and to the child and family
members together. The services provided to other family members are essential to the positive
course of treatment of the youth enrolled in the program. Examples of this include strengthening a
caregiver’s ability to manage challenging child behaviors, developing skills in setting appropriate
boundaries with the child, and developing de-escalation skills that are necessary to stabilize the
young person and the home setting. The 1I1HS treatment plan must be integrated with the overall
POC, and the IIHS providers must work with the team and family to transition out of the intensive
service.

IIHS is intended to support a child to remain in his or her home and reduce hospitalizations and out-
of-home placements or changes of living arrangements through focused interventions in the home
and community. Examples of situations in which 1IHS may be used include at the start of a child’s
enrollment in the HCBS benefit, upon discharge from a hospital or residential treatment center, or to
prevent or stabilize after a crisis situation.

IIHS includes a crisis service component, with I1HS providers immediately available 24 hours per
day, 7 days each week to provide services as needed to prevent, respond to, or mitigate a crisis
situation. If the crisis cannot be defused, the I1HS provider is responsible for assisting the family
in accessing emergency services immediately for that child.

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):

v/| Categorically needy (specify limits):

The service is automatically authorized for 60 days for any individual meeting the eligibility
criteria of this 1915(i) State Plan Amendment. Thereafter, the services will be authorized in six
month increments. 1IHS may not be billed on the same day as Mobile Treatment Services (MTS),
partial hospitalization (day treatment), family therapy (not including individual therapy,
medication management, or group therapy), an admission to an inpatient hospital or residential

treatment center, or therapeutic behavioral services. The services provided under IIHS may not be
duplicative of other Public Behavioral Health System or HCBS benefit services.

Medically needy (specify limits):
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7| Service limits are the same as those for the categorically needy.

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

Occupations national or

Article, Annotated |intermediate

Code of Maryland |purveyor
and COMAR
10.63.03

Provider Type License Certification Other Standard
(Specify): (Specify): (Specify): (Specify):
Intensive In-Home [Health Certificate from All providers must have a certificate or

letter from the national or intermediate
purveyor or developer of the particular
evidence-based practice or promising
practice or from MDH to demonstrate
that the provider meets all requirements
for the specific type of Intensive In-
Home

Service, including but not limited to the
requirements for quality assurance,
auditing, monitoring, data collection and
reporting, fidelity monitoring,
participation in outcomes evaluation,
training, and staffing, as outlined in
regulation.

MDH will maintain a publicly available
list of practices that meet the criteria for
intensive in-home services, including but
not limited to Family Centered Therapy
(FCT) and In-Home Intervention
Program For Children (IHIP-C).

Providers of Intensive In-Home Services
must ensure that
1) There are Clinical Leads,
Supervisors, and Therapists on
staff who are responsible for
creating, implementing and
managing the treatment plan with
the child and family; and
2) For IIHS models including an on-
call and crisis intervention element,
these services, are:
1) Provided by a
licensed mental health
professional
(psychiatrist,
psychologist, nurse
psychotherapist (APRN-
PMH), psychiatric nurse
practitioner (CRNP- PMH)
LCSW-C, LCSW, or
LCPC) trained in the
intervention; and,
i) Available 24-hours
per day, 7 days per
week, during the hours
the provider is not
open to the individual
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5)

enrolled in the
treatment; and,

iii) The program complies
with staffing,
supervision, training,
data collection and
fidelity monitoring
requirements set forth by
the purveyor, developer,
or MDH and approved
by the Department.

3) Clinical Leadsand

Supervisors must:

a)

b)

a)

b)
c)

Have a current license as
either a licensed certified
social worker- clinical
(LCSW-C), licensed

clinical professional

counselor (LCPC),
psychologist

,psychiatrist, nurse
psychotherapists, or

advanced practice registered
nurse/psychiatric mental

health (APRN/PMH) under
the Health Occupations
Acrticle, Annotated Code of
Maryland; and,

Have at least three years of
experience in providing mental
health treatment to children and
families.

4) Therapists must:

Have either a current
license as a licensed
certified social worker
(LCSW), LCSW-C, LCPC,
psychologist, psychiatrist,
nurse psychotherapist, or
APRN/PMH under the
Health Occupations Article,
Annotated Code of
Maryland; and

Be supervised by a Clinical
Lead or Supervisor; and
See the child in-person at
least once in a seven (7) day
period

In-home stabilizers

3)
b)

c)

Support the implementation
of the treatment plan

Must be at least 21 years
old;

Must have at least a high
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d)

school diploma or
equivalency; and

Must have completed
relevant, comprehensive,
appropriate training prior to
providing services, as
outlined by the purveyor,
developer, or MDH and
approved by MDH.

Licensed mental health providers are
subject to all the rules and regulations in
the Maryland Health Occupations
Article and to the oversight of their
respective licensing boards. The IIHS
provider may be a provider of Mobile
Treatment Services, an Outpatient
Mental Health Clinic, or a Psychiatric
Rehabilitation Program for Minors

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):

Intensive In- Home |BHA verifies provider approvals such as PRP,
Services OMHC if applicable. BHA certifies programs not
approved by BHA through its Administrative
Service Organization

through a representative
sample on an annual basis

Service Delivery Method. (Check each that applies):

I Participant-directed

v/ Provider managed

At the time of application, and
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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: | Community-Based Respite Care

Service Definition (Scope):

Community-Based Respite Services are temporary care services arranged on a planned or unplanned
basis. Respite provides stabilization and relieves a caregiver from the stress of care giving.
Unplanned respite may be provided on an emergency basis due to an unforeseen event, or to help
mitigate a potential crisis situation. These services may be provided in the home or the community.
Community-based respite services are consistent with existing State of Maryland regulations for in-
home respite care which is paid for using State-only dollars (COMAR 10.63.03.15).

Respite care services are those that are:
(1) Provided on a short-term basis in a community-based setting; and

(2) Designedto support anindividual to remain in the individual’s home by:

(a) Providing the individual with enhanced support or a temporary alternative living situation,
or

(b) Assisting the individual’s home caregiver by temporarily freeing the caregiver from the
responsibility of caring for the individual. Additionally, the respite services are designed to
fit the needs of the individuals served and their caregivers. A program may provide respite
care services as needed for an individual based on the Child/Youth and Family Team’s Plan
of Care (POC). The specific treatment plan for the community-based respite care should
outline the duration,

frequency, and location and be designed with a planned conclusion.

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):

v Categorically needy (specify limits):

Community-based respite services are available to children receiving the HCBS
benefit who are residing in his or her family home (biological or kin), legal
guardian’s home, pre-adoptive/adoptive, or foster home. Community-based
respite services do not include on-going day care or before or after school
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programs. Community-based respite services are not available to children

residing in residential child care facilities (COMAR 14.31.05-.07) or treatment
foster homes.

The service is automatically authorized for 60 days for any individual meeting
the eligibility criteria of this 1915(i) State Plan Amendment. Thereafter, the
services will be authorized in six month increments. A minimum of one hour
of the service must be provided to bill, up to a maximum of six hours per day.
The services provided under Community-Based Respite Care may not be
duplicative of other Public Behavioral Health System or HCBS benefit
services, and will not be paid on the same day as therapeutic behavioral
services (COMAR 10.09.34) or any other Public Behavioral Health System
respite services.

The limit may be exceeded only by determination of need in accordance with
the person-centered service plan and the participant directed budget.
Individuals who may require services beyond the stated limit may work with
their care coordinator and service provider to request additional service
authorization by the ASO. The ASO will review the request for medical
necessity and demonstrated need to extend the service beyond the limit, based
on criteria developed by the Department.
The limit on community-based respite is six hourly units allowed in a given day. Thus service
provision that might exceed this daily limit may be a situation better suited to use of the out-of-
home respite service which can cover up to a 24 hour period. The two respite care services are
treated as a continuum of options for providing caregivers with a break

v’ | Medically needy (specify limits):

Service limits are the same as those for the categorically needy.

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

Provider Type License Certification Other Standard
(Specify): (Specify): (Specify): (Specify):
Community- Based |Health Community Based Respite Care
Respite Care Occupations Providers Must:
Article, Annotated A. Meet the in-home respite care
Code of Maryland requirements of COMAR
and COMAR 10.63.03.15, as determined by
10.63.03.15 the Maryland Department of
Health;
B. Ensure that respite care staff
are:

a. 21yearsoldor olderand
have a high school
diploma or other high
school equivalency; or

b. When providing
services to participants
under age 13, at least
18 years old and
enrolled in or in
possession of at least
an associate or
bachelor’s degree from
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an accredited school in
a human service field.
C. Ensure that community-based
respite services are provided in
the participant’s home or other
community-based setting; and,
D. Follow the program model
requirements outlined in
COMAR 10.63.03.15 for
screening, assessment, staff
training and expertise,
provision of care, and
conclusion of respite episode.
Providers are approved by the
Maryland Department of Health
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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):
Community- Based [Administrative Service Organization on behalf of the | BHA: At the time of
Respite Care Department enrollment and at least

every three years ASO: At
the time of enrollment and
through a representative
sample annually

Service Delivery Method. (Check each that applies):

I Participant-directed v Provider managed

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

Service Title: | Out-of-Home Respite

Service Definition (Scope):

Out-of-Home Respite Services are temporary care which is arranged on a planned or unplanned basis.
Respite provides stabilization and relieves a caregiver from the stress of care-giving. Unplanned
respite may be provided on an emergency basis due to an unforeseen event, or to help mitigate a
potential crisis situation. Out-of-home respite is provided in community-based alternative living
arrangements that are appropriately licensed, registered, or approved, based on the age of individuals
receiving services, and whether the respite has capacity to do overnight services. Out-of-home respite
services may not be provided in an institutional setting or on a hospital or residential facility campus.
The services provided under Out-of-Home Respite Care may not be duplicative of other Public
Behavioral Health System or HCBS benefit 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):

V| Categorically needy (specify limits):

Out-of-Home respite services only are available to children receiving the HCBS benefit who
are residing in his or her family home (biological or kin), legal guardian’s home, pre-
adoptive/adoptive, or foster home. Out-of-home respite services are not available to
children residing in residential child care facilities (COMAR 14.31.05-.07) or treatment
foster homes. Out-of-home respite services do not include ongoing day care or before or
after school programs.

The service is automatically authorized for a 60 day period after enrollment for any
individual meeting the eligibility criteria of this 1915(i) State Plan Amendment. This is not to
say that the Out-of-home respite episode would be 60 days in duration, as it is generally
offered as a single overnight or in some cases, as a weekend of respite care for a family.
After this initial 60-day period, the services will be authorized in six month increments. Out-
of-home respite must be provided in a community-based alternative living arrangement
outside of the child’s home and must be provided for aminimum of twelve hours overnight
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in order to bill. Participants may receive a maximum of 24 overnight units of out-of-home

respite services annually. This limit is based on the framework of up to one weekend of

respite care in a given month, or similar reasonable configuration.
The limit may be exceeded only by determination of need in accordance with the person- centered
service plan and the participant directed budget. Individuals who may require services beyond the
stated limit may work with their care coordinator and service provider to request additional service
authorization by the ASO. The ASO will review the request for medical necessity and demonstrated
need to extend the service beyond the limit, based on criteria developed by the Department.

/| Medically needy (specify limits):

Service limits are the same as those for the categorically needy.

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

Provider Type License Certification Other Standard
(Specify): (Specify): (Specify): (Specify):
Out-of-Home Health Out-of-Home Respite Care Providers
Respite Occupations must:
Article, A. Meet the out-of-home respite
’g‘fnl\r}lc;tf;:fngggg care requirements of COMAR
COMAR 10.63.03.15, as determined by
10.63.03.15 the Maryland Department of
Health.
B. Ensure that respite care staff
are:

a. 21 yearsold or older
and have a high school
diploma or other high
school equivalency; or

b. When providing
services to participants
under age 13, at least
18 years old and
enrolled in an
accredited post-
secondary educational
institution or in
possession of at least
an associate or
bachelor's degree from
an accredited school in
a human services field.

C. Ensure that out-of-home
respite services are provided
in a community-based
alternative living
arrangement outside the
participant’s home, in
accordance with COMAR
14.31.05-.07, where
applicable

D. Follow the program model
requirements outlined in
COMAR 10.63.03.15 for
screening, assessment, staff
training and expertise,
provision of care, and
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conclusion of respite episode.

Providers are approved by the Maryland
Department of Health.

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):
Out-of-Home BHA initial verification of license or approval BHA: At the time of
Respite Care Administrative Service Organization on behalf of the | enrollment and at least

Department every three years ASO: At
the time of enrollment and
through a representative
sample annually

Service Delivery Method. (Check each that applies):

Participant-directed v/ Provider managed

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

Service Title: | Family Peer Support

Service Definition (Scope):

Family Peer Support is delivered on an individualized basis by a Peer Support Partner with lived
experience who will do some or all of the following, depending on the Plan of Care developed by the
CCO, Care Coordinator, and family. These services are specifically supportive of parents and
caregivers rather than the child in need and contribute to the overall POC implementation. These
services designed to assist families who would otherwise have difficulty engaging the care
coordination/treatment process due to a history of accumulated negative experiences with the system
which act as a barrier to engagement. The family peer support specialist employed by the Family
Support Organization (FSO):

o Participate as a member of the Child/YYouth Family Team meetings

Explain role and function of the FSO to newly enrolled families and at the direction of the
CCO linkages to other peers and supports in the community

Work with the family to identify and articulate their concerns, needs, and vision for the future
of their child; and ensure family opinions and perspectives are incorporated into Child/Youth
Family Team process and Plan of Care through communication with CCO and Team Members
Attend Child/Youth Family Team meetings with the family to support family decision

making and choice of options

Listen to the family express needs and concerns from peer perspective and offer suggestions
for engagement in the care coordination process

Provide ongoing emotional support, modeling and mentoring during all phases of
the Child/Youth Family Team process

Help family identify and engage its own natural support system

Facilitate the family attending peer support groups and other FSO activities throughout
POC process

Work with the family to organize, and prepare for meetings in order to maximize the
family’s participation in meetings

Inform the family about options and possible outcomes in selecting services and supports so
they are able to make informed decisions for their child and family

Support the family in meetings at school and other locations in the community and during
court hearings

Empower the family to make choices to achieve desired outcomes for their child or youth, as
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well as the family

Through one-to-one training, help the family acquire the skills and knowledge needed to

attain greater self- sufficiency and maximum autonomy.

Assist the family in developing the skills and confidence to independently identify, seek out and
access resources that will assist in managing and mitigating the child/youth’s behavioral health
condition(s), preventing the development of secondary or other chronic conditions,

promoting optimal physical and behavioral health, and addressing and encouraging activities
related to health and wellness

Assist in identifying and securing formal and informal resources for the family
Assist the family in organizing and completing paperwork to secure needed resources
Educate the family on how to navigate systems of care for their children

Conduct an assessment related to the need for peer support (including projected frequency and
duration) communicate with CCO and other team members

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

N/A

than

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

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):

v

Categorically needy (specify limits):

The service is automatically authorized for one year for any individual meeting the eligibility
criteria of this 1915(i) State Plan Amendment. Thereafter, the services will be authorized in six
month increments. The services provided under Family Peer Support may not be duplicative of
other Public Behavioral Health System or HCBS benefit services. Family peer support may be
provided, and billed, for meeting with the family in-person and via audio-visual and audio-only
telehealth. Family peer support may not be billed for telephonic communications with other
providers or resources. Service limits for family peer support is limited to 27 hours per month, unless
specially approved by BHA for higher levels.

/| 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):
Family Peer N/A The National Family peer support must be provided by
Support Certification for | a Family Support Organization (FSO). To
Family Peer be eligible to provide services as an FSO,
Sé)ﬁ(;gllsts the organization must:
z(in oth ez %rH A (1) Bea private, non-profit entity
approved designated under 501(c)(3) of the
entity. The Internal Revenue Service Code, and
provider may submit copies of the certificate of
have the incorporation and Internal Revenue
fﬁrtificate, bfic in | Service designation;
e process o
Obg’"n'ﬂg Itor by Establish hiring practices that
lSJLTp::VE s?o nofan give preference to current or
individual who previous caregivers of youth with
has the behavioral health challenges
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certification.
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and/or individuals who have
experience with State or local
services and systems as a
consumer who has or had
behavioral health challenges, and
submit a copy of the
organization’s personnel policy
that sets forth this preferred
employment criteria;

3) Employ a staff that is comprised of at
least 50% individuals who are
current or previous caregivers of youth
with behavioral health challenges, or
are individuals who have experience
with State or local services and
systems as a consumer who has or had
emotional, behavioral health
challenges, and submit a list of staff
and positions held with identification
of those who fit the experienced
caregiver and consumer criteria; and
) Maintain general liability

insurance to provide family peer
support.

The peer

support provider shall:

(1) Be employed by a Family

Support Organization;

(2) Be at least 18 years old;

(3) Receive supervision from an
individual who is at least 21 years old
and has at least three years of experience
providing family peer

support or working with children with
serious behavioral health challenges
and their families; and

(4) Have current or prior experience
as a caregiver of a child with
behavioral health challenges or be an
individual with experience with State
or local services and systems as a
consumer who has or had behavioral
health challenges.

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):
Family Peer Administrative Service Organization on behalf of the |BHA: At the time of
Support Department enrollment and at least every
five years ASO

Service Delivery Method. (Check each that applies):
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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: | Expressive and Experiential Behavioral Services

Service Definition (Scope):

Expressive and Experiential Behavioral Services are adjunct therapeutic modalities to support
individualized goals as part of the plan of care. These services involve action on the part of the
provider and the participant. The aim of creative therapeutic modalities is to help participants find
a form of expression beyond words or traditional therapy. They include techniques that can be used
for self-expression and personal growth and aid in the healing and therapeutic process.
Experiential and Expressive Therapeutic Services include the following, and may include other
specific service types if they meet MDH’s standards for training, certification, and accountability:

* ArtBehavioral Services

* Dance/Movement Behavioral Services

* Equine-Assisted Behavioral Services

* Horticultural Behavioral Services

* Music Behavioral Services

= Drama Behavioral 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):

Expressive and Experiential Behavioral Service Providers must receive prior authorization from
the Administrative Service Organization for these services before providing them to
participants. Participants may receive a maximum of two different expressive and experiential
behavioral services on the same day.

v’ | Medically needy (specify limits):

Service limits are the same as those for the categorically needy.

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

Provider Type License Certification Other Standard
(Specify): (Specify): (Specify): (Specify):
Expressive and N/A Board Certified Programs are approved by the
Experiential Therapeutic Maryland Department of Health.
Behavioral Service Provider per Licensed mental health providers are
Providers specific therapeutic] subject to all the rules and regulations
discipline in the Maryland Health Occupations

Article and to the oversight of their
respective licensing boards.

To provide a particular expressive and
experiential behavioral service, an
individual shall have:

(a) A bachelor’s or master’s degree
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from an accredited college or

university; and

(b) Current registration in the applicable
certification body:

» Art Therapist certified by the Art
Therapy Credentials Board in the
American Art Therapy Association
or licensed as a Licensed Clinical
Professional Art Therapist
(LCPAT)

» Registered Dance Therapist or
Dance Therapists Registered by the
American Dance Therapy
Association

+ Equine Therapist certified by the
Equine Assisted Growth and
Learning Association (EAGALA)
or the Professional Association of
Therapeutic Horsemanship
International (PATH Int.) (formally
the North American Riding for the
Handicapped Association
(MARHA))

 Horticultural Therapist registered by
the American Horticultural Therapy
Association

» Music Therapist certified by the
Board for Music Therapists, Inc in
the American Association for
Music Therapy, Inc.

+ Registered Drama Therapist or
Board Certified Trainer in the
National Association for Drama
Therapy

» A comparable association with
equivalent requirements

The Maryland Department of Health will
maintain a publicly available list of
Certification Bodies.

The provider organization must maintain
general liability insurance

needed):

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

Provider Type
(Specify):

Entity Responsible for Verification

(Specify):

Frequency of Verification
(Specify):

Expressive
and
Experiential
Behavioral
Service

Administrative Service Organization on behalf of the | At the time of application and
Department

annually

Service Delivery Method. (Check each that applies):
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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: | Youth Peer Support

Service Definition (Scope):

Youth Peer Support services promote recovery and wellness through structured one-to-one strength-
based support services between a peer and a youth for the purpose of addressing daily living, social,
and communication needs. Youth peer support staff are individuals with lived experience. Services
are individualized and may include the following, depending on the Plan of Care developed by the
CCO Care Coordinator, and family:
Promoting wellness through modeling
e Assisting the youth with understanding the person-centered planning process
e (Coaching, supporting, and training in order to ensure the youth’s success in navigating
various social contexts, learning new skills, and making functional progress
e Coaching the youth to understand the care planning process and articulate goals during the
person-centered planning process
e Providing mutual support, hope, reassurance, and advocacy that include sharing one’s own
personal story
e Serving as an advocate, mentor, or facilitator for resolution of issues
¢ Helping the youth develop self-advocacy skills and gain the ability to play a proactive role in
their own treatment
o Skills development for coping with and managing behavioral health symptoms and trauma,
wellness, resiliency, and recovery support

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):

V| Categorically needy (specify limits):

The service is automatically authorized for one year for any individual meeting the eligibility
criteria of this 1915(i) State Plan Amendment. Thereafter, the services will be authorized in six
month increments. The services provided under Youth Peer Support may not be duplicative of
other Public Behavioral Health System or HCBS benefit services. Youth peer support may be
provided, and billed for meeting with the youth in-person and via audio-visual and audio-only
telehealth. Youth peer support may not be billed for telephonic communications with other
providers or resources. Service limits for youth peer support is limited to 27 hours per month,
unless specially approved by BHA for higher levels.

/| Medically needy (specify limits):

Service limits are the same as those for the categorically needy.

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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Certified peer recovery|N/A Maryland Youth peer supports must be provided by
specialist certification for | a certified peer recovery specialist
Peer Recovery | employed by a Family Support
Specialist Organization (FSO) as defined per
gﬁoptﬁgg gh A Attachment 3.1-i pages 30-31.
approved .
entity. The Youth peer recovery specialists must:
provider may
have the (1) Be at least 18 years of age but may not
certificate, be provide youth peer supports to
in the process 1915(i) enrollees older than them.
of obtaining it | (2) Self-identify as a person in long-term
or under the recovery from the effects of a
supervision of behavioral health disorder for a
an individual period of two years or more.
AT B U (3) Be supervised by an individual who i
certification. P y an individual who 1S

at least 21 years old and has at least
three years of experience providing
family or youth peer support or
working with children with serious
behavioral health challenges and their
families; and

(4) Be an individual with experience with
State or local services and systems as
a consumer who has or had
behavioral health challenges.

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):
Certified peer Administrative Service Organization on behalf of the |[BHA: At the time of
recovery Department enrollment and at least every
specialist five years ASO

Service Delivery Method. (Check each that applies):

I Participant-directed v/ Provider managed

2. O 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):
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Participant-Direction of Services

Definition: Participant-direction means self-direction of services per 81915(i)(1)(G)(iit).

Election of Participant-Direction. (Select one):

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

O 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.

O 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):

a. 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):

b. Limited Implementation of Participant-Direction. (Participant direction is a mode

of service delivery, not a Medicaid service, and so is not subject to state wideness
requirements. Select one):

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

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):

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

- I . Employer Budget
Participant-Directed Service Authority Authority
O O
O O

d. Financial Management. (Select one) :

O | 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.
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e. O Participant-Directed Person-Centered Service Plan. (By checking this box the state assures

that): Based on the independent assessment required under 42 CFR 8441.720, the individualized
person-centered service plan is developed jointly with the individual, meets federal requirements
at 42 CFR 8441.725, 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
continuity of services during the transition from self-direction to other service delivery methods;
and Specifies the financial management supports to be provided.
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7. Voluntary and Involuntary Termination of Participant-Direction. (Describe how the state
facilitates an individual’s transition from participant-direction, and specify any circumstances
when transition is involuntary):

8. Opportunities for Participant-Direction

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

@ The state does not offer opportunity for participant-employer authority.

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

0| 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.

0| 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):

®) 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.):

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.




State: Maryland 81915(i) State plan HCBS State plan Attachment 3.1-i:
TN: 25-0002 Page 40
Effective: April 1, 2025 Approved:  April 25,2025 Supersedes: 24-0008

Quality Improvement Strategy

Quiality 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(i) 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
to 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(i) eligibility are applied appropriately; and (c) the 1915(i) 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(i) 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.)
1a) Service plans address the assessed needs of 1915(i) participants

Requirement
Discovery

Discovery The number and percent of service plans that adequately address the assessed needs
Evidence of 1915(i) participants

(Performance
Measure)

Discovery Defensible sample of case files (electronic or paper) of participants who were
Activity enrolled during the time period under review

(Source of Data &
sample size)

Monitoring MDH/BHA with CSAs/ LBHAs
Responsibilities

(Agency or entity
that conducts
discovery activities)
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Requirement

1a) Service plans address the assessed needs of 1915(i) participants

Responsibilities

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

Frequency Every 12 months
|] Remediation
Remediation MDH/BHA with CSAs/ LBHAs

Frequency

(of Analysis and
Aggregation)

If a performance improvement plan is needed, a CCO program director must submit a
proposal within 10 working days. The final performance improvement plan must be
submitted to BHA, ASO, and CSA/LBHA, as applicable, within 30 working days of
notice of program deficiencies. The CSA/LBHA will follow up with the program 3
months after the final implementation of the performance improvement plan.

Requirement

1b) Service plans are updated annually

Discovery

Discovery
Evidence

(Performance
Measure)

Number and percent of service plans that are updated at least once in the last 12
months

Discovery
Activity

(Source of Data &
sample size)

Review of all POC during identified time period for a defensible sample of participants
who were enrolled during the time period under review

Monitoring
Responsibilities
(Agency or entity
that conducts
discovery activities)

IMDH/BHA with CSAs/ LBHAS




State: Maryland
TN: 25-0002

Effective: April 1, 2025

State plan Attachment 3.1-i:
Page 42

§1915(i) State plan HCBS

Approved: APril25,2025 g narqedes: 24-0008

Requirement

1b) Service plans are updated annually

(Who corrects,
analyzes, and
aggregates
remediation

timeframes for
remediation)

Responsibilities

activities; required

Frequency Every 12 months
Remediation
Remediation MDH/BHA with CSAs/ LBHAs

Frequency

(of Analysis and
Aggregation)

If a performance improvement plan is needed, a CCO program director must submit a
proposal within 10 working days. The final performance improvement plan must be
submitted to BHA, ASO, and CSA/LBHA, as applicable, within 30 working days of
notice of program deficiencies. The CSA/LBHA will follow up with the program 3
months after the

final implementation of the performance improvement plan.

Requirement

1c) Service plans document choice of services and providers

Discovery

Discovery
Evidence

(Performance
Measure)

Number and percent of participants whose POC indicates they were afforded choice in
the selection of services and providers

Discovery
Activity

sample size)

(Source of Data &

Review of all POC during identified time period for a defensible sample of participants
who were enrolled during the time period under review

that conducts

Monitoring
Responsibilities

(Agency or entity

discovery activities)

MDH/BHA with CSAs/ LBHAS




State: Maryland 81915(i) State plan HCBS State plan Attachment 3.1-i:
TN: 25-0002 . Page 43
Effective: April 1, 2025 Approved:  APril25.2025 g horcedes: 24-0008

Requirement

1c) Service plans document choice of services and providers

Frequency

Every 12 months

Remediation

Remediation
Responsibilities

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

MDH/BHA with CSAs/ LBHAs

Frequency

(of Analysis and
Aggregation)

If a performance improvement plan is needed, a CCO program director must submit a
proposal within 10 working days. The final performance improvement plan must be
submitted to BHA, ASO, and CSA/LBHA, as applicable, within 30 working days of
notice of program deficiencies. The CSA/LBHA will follow up with the program 3
months after the

final implementation of the performance improvement plan.

Requirement

2a) Eligibility Requirements: 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

Responsibilities

(Agency or entity
that conducts
discovery activities)

Discovery

Discovery Number and percent of applicants who receive an evaluation for 1915(i) State Plan
Evidence HCBS eligibility for whom there is a reasonable indication that the 1915(i) services
(Performance may be needed in the future

Measure)

Discovery Review of all POC during identified time period for defensible sample of participants
Activity who were enrolled during the time period under review

(Source of Data &

sample size)

Monitoring ASO
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Requirement

2a) Eligibility Requirements: 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

analyzes, and
aggregates
remediation

remediation)

Responsibilities

(Who corrects,

activities; required
timeframes for

Frequency Semi-Annually
Remediation
Remediation MDH/BHA with ASO & CSAs/LBHAS

Frequency

Aggregation)

(of Analysis and

Based on findings, MDH and BHA will create a performance improvement plan within
30 working days of identification of deficiencies.

Requi 2b) Eligibility Requirements: the processes and instruments described in the

equirement . AT . .
approved state plan for determining 1915(i) eligibility are applied appropriately

Discovery

Discovery Number and percent of reviewed 1915(i) evaluations that were completed using the

Evidence processes and instruments approved in the 1915(i) HCBS State Plan

(Performance

Measure)

Discovery Review of all POC and referral forms uploaded into the ASO’s system during the

Activity identified time period for a defensible sample of participants who were enrolled

(Source of Data &

sample size)

Monitoring ASO

Responsibilities

(Agency or entity

that conducts

discovery activities)
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Requirement

2b) Eligibility Requirements: the processes and instruments described in the
approved state plan for determining 1915(i) eligibility are applied appropriately

Frequency Semi-Annually
Remediation
Remediation MDH/BHA with ASO & CSAs/LBHAS

Responsibilities

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

Frequency

(of Analysis and
Aggregation)

Based on findings, MDH and BHA will create a performance improvement plan within
30 working days of identification of deficiencies

Requirement

2¢) the 1915(i) benefit eligibility of enrolled individuals is reevaluated at least
annually, as specified in the state plan for 1915(i) HCBS

Discovery

Discovery
Evidence

(Performance
Measure)

Number and percent of participants who were re-evaluated for eligibility after one year.

Discovery
Activity

(Source of Data &
sample size)

Review of authorization data for participants who were continually enrolled for one year
from the sample

Monitoring
Responsibilities
(Agency or entity

that conducts
discovery activities)

ASO
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2c) the 1915(i) benefit eligibility of enrolled individuals is reevaluated at least

Requirement e .
q annually, as specified in the state plan for 1915(i) HCBS

Frequency Semi-Annually

Remediation

Remediation MDH
Responsibilities

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

Frequency Based on findings, the MDH and BHA will create a performance improvement plan

(of Analysis and within 30 working days of identification of deficiencies.

Aggregation)

Requirement 3a) Providers meet required qualifications

Discovery

Discovery Number and percent of providers who have submitted 1915(i) HCBS claims who are
Evidence approved as providers by Maryland Medicaid

(Performance

Measure)

Discovery Defensible sampling strategy of provider files and related documentation. The
Activity sample will be drawn from providers who filed claims for services provided

(Source of Data & under the HCBS benefit during the time period under review.

sample size)

Monitoring ASO
Responsibilities
(Agency or entity

that conducts
discovery activities)
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Requirement

3a) Providers meet required qualifications

Frequency Annually
Remediation
Remediation MDH/BHA

Responsibilities

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

Frequency

(of Analysis and
Aggregation)

If a performance improvement plan is needed, the CCO program director must submit a
proposal within 10 working days. The final performance improvement plan must be
submitted to BHA within 30 working days of notice of program deficiencies. The
CSA/LBHA

will follow up with the program 3 months after the final implementation of the
performance improvement plan.

Requirement

3b) Providers meet required qualifications

Discovery

Discovery Number and percent of providers who meet the initial and ongoing requirements
Evidence established by MDH/BHA

(Performance

Measure)

Discovery Defensible sampling strategy of provider files and related documentation. The sample will
Activity be drawn from providers who filed claims for services provided under the HCBS benefit
(Source of Data & during the time period under review.

sample size)

Monitoring ASO

Responsibilities

(Agency or entity
that conducts
discovery activities)
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Requirement

3b) Providers meet required qualifications

Frequency Annually
Remediation
Remediation MDH/BHA

Responsibilities

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

Frequency

(of Analysis and
Aggregation)

If a performance improvement plan is needed, a CCO program director must submit a
proposal within 10 working days. The final performance improvement plan must be
submitted to BHA within 30 working days of notice of program deficiencies. The
CSA/LBHA

will follow up with the program 3 months after the final implementation of the
performance improvement plan.

Requirement

4) Settings meet the home and community- based setting requirements as specified

in this SPA
Discovery
Discovery Number and percent of youth who are dis-enrolled as a result of moving to a setting that
Evidence IS not authorized in this SPA
(Performance
Measure)
Discovery Semi-annual sampling of entire enrolled roster
Activity
(Source of Data &
sample size)
Monitoring MDH/BHA with the CSAs/ LBHAs

Responsibilities

(Agency or entity
that conducts
discovery activities)
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Requirement 4)_ Settings meet the home and community- based setting requirements as specified in
this SPA
Frequency Semi-Annually

Remediation

Remediation MDH/BHA
Responsibilities

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

Frequency Based on the findings, the State Medicaid Agency and BHA will create a performance

(of Analysis and improvement plan within 30 working days of identification of deficiencies

Aggregation)

5a) The SMA retains authority and responsibility for program operations and

Requirement oversight.

Discovery

Discovery Number and percent of quarterly progress reports submitted to MDH/the State
Evidence Medicaid Agency

(Performance
Measure)

Discovery Quarterly reports are provided to The State Medicaid Agency by the ASO
Activity

(Source of Data &
sample size)

Monitoring MDH/BHA
Responsibilities
(Agency or entity
that conducts
discovery activities)
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Requirement

5a) The SMA retains authority and responsibility for program operations and

oversight.
Frequency Annually
Remediation
Remediation MDH/BHA & MDH/State Medicaid Agency

Responsibilities

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

Frequency

(of Analysis and
Aggregation)

Based on the findings, MDH and BHA will create a performance improvement plan
within 30 working days of identification of deficiencies.

Requirement

5b) The SMA retains authority and responsibility for program operations and

oversight.
Discovery
Discovery .
Evidence Number and percent of enrollment census updates distributed to the State
(Performance Medicaid Agency
Measure)
Discovery Review of distribution list for census updates issued by the ASO
Activity
(Source of Data &
sample size)
Monitoring MDH/BHA

Responsibilities

(Agency or entity
that conducts
discovery activities)
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Requirement

5b) The SMA retains authority and responsibility for program operations and

oversight.
Frequency Annually
Remediation
Remediation MDH/BHA & MDH/State Medicaid Agency

Responsibilities

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

Frequency

(of Analysis and

Based on the findings, MDH and BHA will create a performance improvement plan
within 30 working days of identification of deficiencies.

Aggregation)

Requirement

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

Discovery

Discovery
Evidence

(Performance
Measure)

Percent of HCBS benefit service claims processed appropriately against fund source,
authorization history, service limitations, and coding.

Discovery
Activity

(Source of Data &
sample size)

Defensible sampling strategy; point in time review of services received.

Monitoring
Responsibilities
(Agency or entity

that conducts
discovery activities)

MDH/ASO
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Requirement

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

providers
Frequency Annually
Remediation
Remediation MDH/BHA

Responsibilities

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

Frequency

(of Analysis and
Aggregation)

If a performance improvement plan is needed, a program director must submit a
proposal within 10 working days. The final performance improvement plan must be
submitted to BHA within 30 working days of notice of program deficiencies.

The CSA/LBHA will follow up with the program 3 months after the final implementation
of the performance improvement plan. The Office of Compliance is a unit within the
BHA responsible for identifying fraud and abuse, educating providers about
compliance issues, and ensuring consistency with State and federal regulations.
BHA may direct the ASO to retract paid claims, and may refer noncompliant providers tq
the Office of the Inspector General or Medicaid Fraud Unit with the Attorney General’s
Office. BHA participates with the Office of Inspector General to identify provider

outliers for investigation of potential fraud and abuse.

Requirement

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

Discovery

Discovery
Evidence

(Performance
Measure)

Percent of reportable events involving abuse, neglect, exploitation, and/or unexplained
deaths reported that are resolved according to policy

Discovery
Activity

(Source of Data &
sample size)

Allreportable event forms are reviewed for compliance.

Monitoring
Responsibilities
(Agency or entity
that conducts
discovery activities)

MDH/BHA
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7) The state identifies, addresses and seeks to prevent incidents of abuse, neglect,

Requirement o ) . .
q exploitation, including the use of restraints, and unexplained deaths.

Frequency Annually, and continuously, as needed when a complaint/incident is received.

Remediation

Remediation MDH/BHA
Responsibilities

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

Frequency MDH will investigate if a performance improvement plan is needed. If necessary, the

(of Analysis and program director must submit a proposal within 10 working days.

Aggregation)
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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

When data analysis reveals the need for system change, recommendations may be made along with a
prioritization of design changes. Plans developed as a result of this process will be shared with
stakeholders. All issues related to health, welfare, and safety will be prioritized above all else. Some issues
may be monitored for a period of time if they do not threaten the health, welfare, or safety of participants
and do not impede the State’s ability to receive federal financial participation.

2. Roles and Responsibilities

MDH, BHA, in conjunction with the ASO and the CSAs/LBHAs, will gather and analyze the data and
identify areas for quality improvement.

Frequency

Annually

Method for Evaluating Effectiveness of System Changes

IThe Department or its designee will examine prior year data and examine data, to the extent it is available,
on the functional outcomes of youth served through the HCBS Benefit, particularly with regard to
remaining in or returning to a family-living environment, attending school or work, and not having future
involvement with the juvenile justice or adult corrections systems. There will also be a focus on the
comprehensive cost of care for youth enrolled in the HCBS benefit and served by the CCOs, as well as the

psychotropic medication prescribing for these youth and their access to physical and oral health care
services.
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Notwithstanding anything else in this State plan provision, the coverage will be subject to such other
requirements that are promulgated by CMS through interpretive issuance or final regulation.

i. Eligibility

A. The State determines eligibility for Community First Choice (CFC) services in the manner
prescribed under 42 CFR §441.510. To receive CFC services and supports under this section, an
individual must meet the following requirements:

1. Be full benefit eligible for medical assistance under the State plan;

2. Asdetermined annually —

a. Bein an eligibility group under the State plan that includes nursing facility
services; or

b. Ifinan eligibility group under the State plan that does not include such nursing
facility services, and which the state has elected to make CFC services available
(if not otherwise required), have an income that is at or below 150 percent of
the Federal Poverty Level (FPL); and

3. Receive a determination, at least annually, that in the absence of the home and
community-based personal assistance services and supports, the individual would
otherwise require the level of care furnished in a long term care hospital, a nursing
facility, an intermediate care facility for individuals with intellectual disabilities, an
institution providing psychiatric services for individuals under age 21, or an institution
for mental diseases for individuals aged 65 or over, if the cost could be reimbursed
under the State plan.

4. Individuals who qualify for medical assistance under the special home and community-
based waiver eligibility group defined at section | 902(a)(l 0)(A)(ii)(VI) of the Act must
meet all section 1915 (c) requirements and receive at least one home and community-
based waiver service per month.

5. Individuals receiving services through CFC will not be precluded from receiving other
home and community-based long-term services and supports through other Medicaid
State plan, waiver, grant, or demonstration authorities.

6. Effective October 1, 2023, CFC individuals will be able to choose from the agency or self-
directed model. All CFC individuals are considered eligible to participate in the self-
directed model.

B. During the five-year period that begins January 1, 2014, spousal impoverishment rules are used
to determine the eligibility of individuals with a community spouse who seek eligibility for home
and community-based services provided under 1915(k). Maryland Access Point (MAP) is a
gateway to long term services and supports in Maryland (also known as no wrong door entry

TN#: 23-0012 Approval Date __ October 26, 2023 Effective Date: July 1, 2023
Supersedes TN #: 22-0012
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point). MAP Specialists connect individuals with public and private resources for long term

services and supports. Individuals are primarily referred to the CFC program by MAP Specialists
through the State’s data management system or by emailing or calling the Department.
Individuals may also be referred to the CFC program by local Areas on Aging, Local Health
Departments, Supports Planning Agencies, friends and family, Department of Human Services,
Department of Social Services, or any other entity that interacts with an individual expressing
interest in the program. Like MAP, these entities would refer individuals by emailing or calling
the Department. Lastly, an individual may also contact the Department directly by emailing or
calling to be referred to the CFC program.

ii. Service Delivery Models

X __Agency Model - The agency model is based on the person-centered assessment of need. The
agency model is a delivery method in which the services and supports are provided by entities
under a contract.

X __Self Directed Model with Service Budget - This model is one in which the individual has both a
service plan and service budget based on the person-centered assessment of need.

Direct Cash
Vouchers

X__Financial Management Services in Accordance with 441.545(b)(l)

Other Service Delivery Model as Described Below:
Financial Management Services

The State will make financial management services available to all individuals in the self-directed model
through its contracts with one or more Financial Management and Counseling Services (FMCS)
contractor(s). The State assures that financial management service activities will be provided in
accordance with 42 CFR 441.545(B)(1).

In addition to the activities the FMCS contractor(s) is/are required to provide in accordance with 42 CFR
441.545(B)(1), the FMCS contractor(s) will be responsible for reviewing and confirming the person-
centered service plans for individuals in the self-directed model. An individual’s chosen supports planner
(e.g., independent case manager) is responsible for creating the person-centered service plan in
collaboration with the individual and/or the individual’s authorized representative. The Department is
responsible for rendering a decision on the person-centered service plan (e.g.; approve, deny, or seek
clarification before rendering a decision).

TN#: 23-0012 Approval Date _ October 26, 2023 Effective Date: July 1, 2023
Supersedes TN #: 15-0011
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The FMCS activities will include:

e Providing education on the philosophy of self-direction to assist an individual with making an

informed decision on a service delivery model;

Assisting an individual with recruiting, hiring, and dismissing staff;

Assisting an individual with establishing a pay rate for staff;

Counseling an individual on budget development and utilization;

Assisting an individual with employment taxes and insurance and payroll processing; and
Training the individual, the individual’s authorized representative, and/or direct service staff.

The FMCS will be claimed as an administrative service.

iii. Service Package

A. The following are included Community First Choice services (in addition to service descriptions,

please include any service limitations):

1.1 Assistance with activities of daily living (ADLs), instrumental activities of daily living

(IADLs), health related tasks through hands-on assistance, supervision, and/or cueing,

which will be provided under personal assistance (formerly named personal care)

services.

a. Personal assistance services mean hands-on assistance, supervision, and/or

cueing specific to the functional needs of an individual with a chronicillness,

medical condition, or disability and includes assistance with ADLs, IADLs, and

health related tasks as prescribed by§441.520(a)(1). Personal assistance services

may include the performance of some delegated nursing functions.

TN#: 23-0012
Supersedes TN #: 22-0006

Personal assistance services will be based on Resource Utilization
Groups (RUGSs) or other case mix, identified through the interRAI
assessment or other assessment process for determining recommended
budgets. The interRAl is a globally recognized standardized assessment
that allows for person-centered comprehensive planning of services and
supports for elderly and disabled individuals living in community-based
settings. Upon completion of the interRAIl assessment, the state’s data
management system will automatically populate certain results
including level of care, clinical recommendations, and a RUG score
based on the individual’s medical and activities of daily living (ADL)
needs. The Department partnered with the Hilltop Institute to develop
RUG budgets informed by service utilization and spending. This
methodology is applied consistently among all individuals applying for
or enrolled in the CFC program. The highest RUG correlates to a

Approval Date October 26, 2023 Effective Date: July 1, 2023
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recommended initial flexible budget of $43,680 annually, but it is not

the maximum amount of services or hours an individual can receive.

ii. There will be an initial recommended budget for personal assistance
services based on RUGs, or other case mix strategy, that will help inform
supports planners and individuals in developing the plan of service. This
is a soft limit, which can be exceeded based on medical necessity.

iii. Prior authorization with a medical necessity review is needed if an
individual requests services with associated costs above and beyond the
recommended budget.

The State will claim an enhanced match on this service.

b. Nurse Monitoring - Nurse monitors will evaluate the outcome of the provision
of personal assistance services. This service will be provided by the Local Health
Departments.

The State will claim an enhanced match on this service.

1.2 Acquisition, maintenance, and enhancement of skills necessary for the individual to
accomplish activities of daily living, instrumental activities of daily living, and health
related tasks.

a. Consumer Training

i. The topics covered by consumer training may include, but are not
limited to money management and budgeting, independent living, and
meal planning. These activities are to be targeted to the individualized
needs of the individual receiving the training and sensitive to the
educational background, culture, and general environment of the
individual receiving the training.

ii. To participate in the Community First Choice program as a provider of
consumer training, a provider must: be a self-employed trainer or an
agency that employs qualified trainers, have demonstrated experience
with the skill being taught, and be willing to meet at the individual's
home to provide services.

The State will claim an enhanced match on this service.

b. Personal assistance as described in A.1. Through personal assistance, the
individual may work on activities that aid in the acquisition, maintenance, and
enhancement of skills.
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The State will claim an enhanced match on this service.

2.

Items that increase independence and substitute for human assistance as
described in B.1. Individuals will have access to items that allow for the
individual to acquire, maintain, or enhance skills to the extent that expenditures
would otherwise be made for human assistance.

Back-up systems or mechanisms to ensure continuity of services and supports.

a.

A personal emergency response system (PERS) is an electronic device, piece of
equipment, or system which, upon activation, enables an individual to secure
help in an emergency, 24 hours per day, seven days per week. There are a
variety of devices and systems available to meet individual needs and
preferences of Community First Choice individuals choosing this service.

i. This service may include any or all of the following components:
purchase/installation and monthly maintenance/monitoring of a PERS
device. There are different rates established for each of the two
components of the PERS service.

ii. There is a one unit maximum per installation and there is a one unit
maximum per month for PERS maintenance/monitoring. Units for each
type of service are identified separately in the individual's plan of
service (POS) and the units submitted for payment may not exceed
what is approved in the individual's POS. There is no lifetime limit on the
number of installation fees, but each additional installation will need to
be approved in the individual’s POS.

The State will claim an enhanced match on this service.

3. Voluntary training on how to select, manage, and dismiss personal assistance providers.

TN#: 23-0012

a.

The State will develop training materials and provide technical assistance to
supports planners who are responsible for providing training to individuals in
the agency model. For individuals in the self-directed model, supports planners
will provide information about self-direction and make a referral to the Financial
Management and Counseling Services (FMCS) contractor of the individual’s
choice. The FMCS contractors are responsible for training self-directing
individuals.
i. Supports planners must meet minimum qualifications established
through a solicitation process. Current standards are:
® At least two (2) years of experience providing community-based
case management and/or supports planning for individuals with
complex medical and/or behavioral health needs, older adults,
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children and youth with disabilities beyond those ancillary to

the provision of other services;

e Knowledge of resources available for individuals with complex
medical and/or behavioral health needs, older adults and/or
adults, children and youth with disabilities. These resources may
include private, public, non-profit, local, regional, and national
entities;

® At least two (2) year of experience working with Medical
Assistance programs, including Managed Care Organizations
(MCOs);

® At least two (2) years of experience working with Medicare
and/or private insurance programs in conjunction with Medical
Assistance programs;

e Freedom from any conflicts of interest;

Linguistic competency, including, at a minimum, standard
operating procedures that demonstrate compliance with the
Department’s Limited English Proficiency (LEP) Policy and a
scope of work from an interpretation and translation services
vendor.
ii. FMCS contractors must meet minimum qualifications established
through a procurement process. Current standards are:

® The FMCS agency must not be on the Health and Human Service
(HHS) Office of the Inspector General’s List of Excluded
Participants and Entities (LEIE) or the federal General Services
Administration System for Award Management (SAM).

b. Supports planners will provide training to individuals upon enrollment and at
the individual’s or Department’s request thereafter. The FMCS contractors will
provide training to individuals upon enrollment in the self-directed model and at
the individual’s or Department’s request thereafter. Even when an individual
chooses to waive supports planning, the individual will still be assigned a
supports planner in the Department’s data management system in the event
the individual needs assistance or would like to request training.

The State will claim an enhanced match on this service.

4. Support System Activities
a. Under Community First Choice, the Area Agencies on Aging and supports
planning providers identified through a competitive solicitation will engage
individuals in a person-centered planning process that identifies the goals,
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TN#: 23-0012

strengths, risks, and preferences of the individual. Supports planners will
coordinate community services and supports from various programs and
payment sources to aid individuals in developing a comprehensive plan for
community living. Supports planners will support individuals in accessing
housing services, identifying housing barriers such as past credit issues,
evictions, or convictions, and in resolving the identified barriers. Supports
planners will assist the individual in developing a comprehensive plan of service
that includes both state and local community resources, coordinating the
transition from an institution to the community, and maintaining community
supports throughout the individual’s participation in services.

In accordance with §441.555 of the CFR, the supports planner will:

i. Appropriately assess and counsel an individual before enrollment; and

ii. Provide appropriate information, training, and assistance to ensure that
individuals are able to manage their services.

Individuals in the self-directed model will also be supported by the Financial
Management and Counseling Services (FMCS) contractors through counseling
and training on managing their services and budgets. Information regarding
these supports will be communicated to an individual in a manner and language
understandable by the individual, including communications in plain language
and the provision of needed auxiliary aids and services, when applicable.

Also in accordance with §441.555 of the CFR, the individual’s chosen Supports
Planning Agency and FMCS contractor (if individual is interested in self-
direction) will discuss:

i. Person-centered planning and how it is applied,

ii. Range and scope of individual choices and options,

iii. Process for changing the person-centered service plan,

iv. Grievance process,

v. Information on risks and responsibilities in self-direction,

vi. The ability to freely choose from available home and community-based
providers, available service models, and for self-directing individuals,
available FMCS contractors,

vii. Individual rights, including appeal rights,

viii. Reassessment and review schedules,

ix. Goals, needs, and preferences of Community First Choice (CFC) services
and supports,

x. ldentifying and accessing services, supports, and resources,

xi. Risk management agreements, including,

A.) Tools and instruments used to mitigate identified risks,
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B.) Criminal or background checks as part of the risk management

agreement.

xii. A personalized back-up plan,

xiii. Information on how to recognize and report critical events; and

xiv. Information about how an individual can access a Maryland-based
advocate or advocacy system.

d. Inaccordance with §441.550 of the CFR, the POS for individuals in the self-
directed model will authorize the individual to perform, at minimum, the
following tasks:

i. Recruit and hire or select providers to provide self-directed CFC services
and supports, including specifying personal assistance provider
qualifications,

ii. Dismiss providers of self-directed CFC services and supports,

iii. Supervise providers in the provision of self-directed Community First
Choice (CFC) services and supports,

iv. Manage providers in the provision of self-directed CFC services and
supports, which includes determining provider duties, scheduling
providers, training providers in assigned tasks, and evaluating providers'
performance,

v. Determining the amount paid for a self-directed CFC service, support, or
item, in accordance with state and federal compensation requirements;
and

vi. Reviewing and approving provider payment requests for self-directed
CFC services and supports.

The State will claim an enhanced match on this service.

B. The State elects to include the following CFC permissible service(s):

1. Expenditures relating to a need identified in an individual's person-centered plan of
service that substitute for human assistance, to the extent that expenditures would
otherwise be made for human assistance.

a. The following will be services permissible under CFC in the category of items
that substitute for human assistance:
i. Home-Delivered Meals
1. The service can only be provided by a facility or food
preparation site that has a food license issued by the Local
Health Department or an appropriate license from the state in
which the site is located.

TN#: 23-0012 Approval Date October 26, 2023 Effective Date: July 1, 2023
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This service will be provided as it substitutes for human
assistance and, along with personal assistance, is limited by the
Resource Utilization Group allocated budget. As noted
previously, there is an exceptions process for individuals
requesting services in an amount greater than the
recommended budget.

Home-delivered meals may not be approved for individuals who
require assistance warming up a meal, feeding oneself and/or
cleaning up after the meal.

The number of approved meals may not exceed 14 per week
and a maximum of two meals per day.

ii. Environmental Assessments

1.

The service must be provided by a licensed occupational
therapist, or agency or professional group employing a licensed
occupational therapist.

The evaluation can be used to determine: the presence and
likely progression of a disability, chronic illness, or condition in a
individual, environmental factors in the facility or home, the
individual's ability to perform activities of daily living (ADLs), the
individual's strength, range of motion, and endurance, and the
individual's need for assistive devices and equipment.

iii. Technology that Substitutes for Human Assistance

1.

To participate as a provider of assistive devices, equipment, or
technology services, the provider must be either a provider of
disposable medical supplies and durable medical equipment or
the store, vendor, organization, or company, which sells or rents
the equipment or system, subject to approval by the
Department or its designee during the plan of service review.

A unit is equal to one piece of equipment or item.

Assistive technology is a device or appliance that empowers an-
individual to live in the community and/or participate in
community activities.

Technology may include a variety of environmental controls for
the home or automobile, personal computers, software or
accessories, maintenance or repair of technology devices,
augmentative communication devices, and self-help aids that
assist with ADLs and/or instrumental activities of daily living.
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Additionally, assessments and training may be included as costs
under the technology service.

In order to qualify for payment, each piece of technology shall
meet applicable standards of manufacture, design, usage, and
installation. Experimental technology or equipment is excluded.
Supports planners are required to obtain multiple quotes from
enrolled providers for individual units of service that exceed
$1,000, except in the case of a request for a repair to a stair
glide with associated costs at or below $1,500. Technology
services may not be approved for durable medical equipment or
items that are otherwise covered by private insurance,
Medicare, or the Medicaid State plan.

This expense will be combined with adaptations and together
be capped at $15,780, per individual, for every three-year
period.

The Department may approve services that exceed this cost cap
in circumstances where there is documentation that the
additional services will reduce the on-going cost of care or avert
institutionalization. The units of service may not exceed what is
approved in the individual's plan of service (POS).

iv. Accessibility Adaptations

1. Accessibility adaptations empower an individual to live in the
community and/or participate in community activities.

2. Adaptations may include wheelchair ramps or lifts, stair glides,
widening doorways, roll-in showers, roll-under sinks, pull-down
cabinetry, and other barrier removal.

3. Each adaptation must:

a. Be pre-authorized by the Department or its designee
through the POS as necessary to prevent the
individual’s institutionalization,

b. Ensure the individual’s health, safety, and
independence,

c. Specifically relate to activities of daily living or
instrumental activities of daily living,

d. Meet necessary standards of manufacture, design,
usage, and installation, if applicable,

e. Be provided in accordance with state and local building
codes and pass required inspections, if applicable; and
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f.  Not be provided primarily for comfort or convenience.
4. Excluded from coverage are adaptations or improvements to
the home which:
a. Are of general maintenance, such as carpeting, roof
repair, and central air conditioning,
b. Are not of direct medical or remedial benefit to the
individual,
c. Add to the home’s total square footage; or
Modify the exterior of the home, other than the
provision of ramps or lifts.
5. This expense will be combined with technology and together be
capped at $15,780, per individual, for every three-year period.
6. The Community First Choice (CFC) program only covers items
not covered under the State plan home health benefit.

The State will claim an enhanced match on these services.

2. Expenditures for transition costs such as rent and utility deposits, first month’s rent and
utilities, bedding, basic kitchen supplies, and other necessities linked to an assessed
need for an individual to transition from a nursing facility, institution for mental
diseases, or intermediate care facility for individuals with intellectual disabilities to a
community-based home setting where the individual resides.

a. This service will be covered as part of the CFC program. The State will
administer transition funds until such time as a contractor can be secured via a
procurement. Transition services will be covered when based on assessment of
need and listed as a service in the individual’s recommended plan of care.

i. Televisions, television access, or gaming units are not covered by
transition services.

ii. CFC transition funds may be administered via the supports planning
agency up to 60 calendar days post transition.

iii. Transition services are limited to $3,000, per individual, per transition.

The State will claim an enhanced match on these services.
iv. Use of Direct Cash Payments

____The State elects to disburse cash prospectively to CFC individuals. The State assures that all
Internal Revenue Service requirements regarding payroll/tax filing functions will be followed,
including when individuals perform the payroll/tax filing functions themselves.
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X __The State elects not to disburse cash prospectively to CFC individuals.

v. Assurances

A. The State assures that any individual meeting the eligibility criteria for CFC will receive CFC
services.

B. The State assures there are necessary safeguards in place to protect the health and welfare of
individuals provided services under this State Plan Option, and to assure financial accountability
for funds expended for CFC services.

C. The State assures the provision of consumer controlled home and community-based personal
assistance services and supports to individuals on a statewide basis, in a manner that provides
such services and supports in the most integrated setting appropriate to the individual’s needs,
and without regard to the individual’s age, type, or nature of disability, severity of disability, or
the form of home and community-based personal assistance services and supports that the
individual requires in order to lead an independent life.

D. With respect to expenditures during the first 12-month period in which the State Plan
Amendment is implemented, the State will maintain or exceed the level of State expenditures
for home and community-based personal assistance services and supports provided under
section 1905(a), section 1915, section 1115, or otherwise to individuals with disabilities or
elderly individuals attributable to the preceding fiscal year.

E. The State assures the establishment and maintenance of a comprehensive, continuous quality
assurance system with respect to community-based personal assistance services and supports.

F. The State shall provide the Secretary with the following information regarding the provision of
home and community-based personal assistance services and supports under this subsection for
each fiscal year for which such services and supports are provided:

1. The number of individuals who are estimated to receive home and community-based
personal assistance services and supports under this option during the fiscal year.

2. The number of individuals that received such services and supports during the preceding
fiscal year.

3. The specific number of individuals served by type of disability, age, gender, education
level, and employment status.

4. Data regarding how the State provides Community First Choice (CFC) and other home
and community-based services.

5. The cost of providing CFC and other home and community-based services and supports.

6. The specific number of individuals previously served under any other home and
community-based services program under the State plan or under a waiver.

7. Data regarding the impact of CFC services and supports on the physical and emotional
health of individuals.
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8. Data regarding how the State provides individuals with disabilities who otherwise
qualify for institutional care under the State plan or under a waiver the choice to receive
home and community-based services in lieu of institutional care.

G. The State assures that home and community-based personal assistance services and supports
are provided in accordance with the requirements of the Fair Labor Standards Act of 1938 and
applicable federal and state laws and all applicable provisions of federal and state laws as
described in 42 CFR 441.570(d) regarding the following:

1. Withholding and payment of federal and state income and payroll taxes.

2. The provision of unemployment and workers compensation insurance.

3. Maintenance of general liability insurance.

4. Occupational health and safety.

5. Any other employment or tax related requirements.

H. The State assures it established a Development and Implementation Council prior to submitting
a State Plan Amendment in accordance with section 1915(k)(3)(A). The council is primarily
comprised of consumers who are individuals with disabilities, older adults, and their
representatives. The Department discussed the self-direction service delivery model with the
council and included their feedback in the implementation plan.

I. The State assures that service budgets follow the requirements of 42 CFR 441.560.

vi. Assessment and Service Plan

Describe the assessment process or processes the State will use to obtain information concerning the
individual’s needs, strengths, preferences, goals, and other factors relevant to the need for services:

A. Prior to enrollment in the Community First Choice (CFC) program, the Local Health Departments
or a State contractor conduct a comprehensive evaluation, which includes a standardized
assessment of need. After enrollment, CFC individuals are assessed annually and upon a
significant change in health or functional status.

1. The assessment is performed in-person by a licensed registered nurse or licensed social
worker and entered in the Department’s data management system.

2. Theindividual’s plan of service is completed by a supports planner chosen by the
individual.

3. The State establishes conflict of interest standards for the assessments of functional
need and the person-centered service plan development process in accordance with 42
CFR 441.555(c).

The State will claim an enhanced match on these services.
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Indicate who is responsible for completing the assessment prior to developing the CFC person-

centered service plan. Please provide the frequency the assessment of need will be conducted:

B. The Local Health Departments or a State contractor conduct the initial, annual, and significant
change evaluations, which include a standardized assessment of need. Assessments are
completed upon application to the CFC program to determine initial eligibility and annually to
maintain eligibility.

Describe the reassessment process the State will use when there is a change in the individual's needs
or the individual requests a reassessment. Indicate if this process is conducted in the same manner
and by the same entity as the initial assessment process or if different procedures are followed:

C. Areassessment based on a change in the individual’s health or functional status will be
conducted in the same manner and by the same entity as the initial and annual assessments. Per
42 CFR 441.535(c) and 441.540(c), a Community First Choice (CFC) individual may also request a
reassessment at any time.

Describe the process that is used to develop the person-centered service plan, including how the
service plan development process ensures that the person-centered service plan addresses the
individual's goals, needs (including health care needs), and preferences, by offering choices regarding
the services and supports the individual receives and from whom:

D. Several entities are involved in the development of the plan of service (POS) with the individual,
including the supports planner. After receiving a referral, the Local Health Departments or a
State contractor schedule a visit with the individual to conduct a comprehensive evaluation,
including the completion of a standardized assessment of need. The Local Health Departments
or State contractor make recommendations for services and supports in the recommended plan
of care based on the standardized assessment of need.

E. All CFC applicants are mailed a package with brochures of available supports planning agencies
for their jurisdiction. Per 42 CFR 441.540(a)(l), an individual may select from any available
supports planning agency in the jurisdiction. The applicant may call the Department or the
supports planning agency to indicate agency selection, which is entered in the Department’s
data management system. The assigned supports planner schedules and completes an in-
person meeting with the applicant and the applicant’s identified representative, if applicable, to
explore the applicant’s needs, preferences, strengths, risks, and goals through a person-
-centered planning process. Supports planning agencies have demonstrated the ability to be
culturally sensitive and effectively relate to the cultural/ethnic diversity of program individuals.
Individuals can choose a new supports planning agency if they are unsatisfied with their current
selection.
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Supports planners use the Department’s data management system and have access to the
recommended plans of care completed by the assessors. Using that information and input from
the individual, a supports planner creates a proposed POS. Supports planners assist individuals
in identifying enrolled providers and make referrals for counseling and training on self-direction,
when requested.

Supports planners coordinate community services and supports from various programs and
payment sources to aid individuals in developing a comprehensive plan for community living.
Person-centered planning is essential to assure that the individual's personal strengths, goals,
risks, and preferences are incorporated into service planning and reflected on the plan of service
(POS). Supports planners engage individuals in a person-centered planning process designed to
offer individuals choice and control over the process and resulting plan. Per 42 CFR
441.540(a)(1), the person-centered planning process may include representatives chosen by the
individual.

Risk mitigation strategies, including back-up plans that are based on the unique needs of the
individual, aim to ensure health and safety while affording an individual the dignity of risk.
Individualized risk mitigation strategies are incorporated directly into the POS and are done in a
manner sensitive to the individual's preferences. The POS contains a reasonably designed back-
up system for emergencies, including situations in which a scheduled provider does not show up
to provide services. Strategies may include individual, family, and staff training, assistive
technology, and back-up staffing. The proposed POS is effective upon approval by the
Department or its designee.

Per 42 CFR 441.530(a)(l)(ii), 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.

All actions of the aforementioned person-centered planning process will comport with 42 CFR
441.540 (b).

Describe the timing of the person-centered service plan to assure the individual has access to services

as quickly as possible, the frequency of review, how and when the plan is updated, and mechanisms

to address an individual’s changing circumstances and needs:

J.

The process begins when an applicant expresses interest in the Community First Choice
program. The Department or the Maryland Access Point sites initiate a referral to the Local
Health Department for the comprehensive evaluation. The assessment and recommended plan
of care are completed within 15 calendar days of referral.

Supports planner selection begins when the medical and financial eligibility processes have been
completed. The Department or the Maryland Access Point sites mail a supports planning
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selection packet to the applicant at the same time that they make the referral for an

assessment. An applicant has 21 calendar days to select a supports planner or one will be
automatically assigned via the Department’s data management system. Individuals may choose
to switch to a different supports planning agency, that has availability, at any time. Individuals
can do this by calling the Department, the existing supports planning agency, or the new
supports planning agency of their choice. The supports planner has 20 days to submit the plan
of service (POS) after the completion of the comprehensive evaluation and recommended plan
of care.

L. Supports planners assist applicants in the creation of an initial plan, which must be approved by
the Department or its designee prior to enrollment. Supports planners must submit a POS
annually and upon a change in the individual’s needs or at the individual’s request. As with the
initial plan, the Department or its designee must review and approve an annual or revised POS
before changes are effective.

Describe the strategies used for resolving conflict or disagreement within the process, including the
conflict of interest standards for assessment of need and the person-centered service plan
development process that apply to all individuals and entities, public or private:

M. The comprehensive evaluation, which includes a standardized assessment of need, is completed
by a licensed registered nurse or licensed social worker. The POS is developed by another entity,
the Area Agency on Aging or other provider identified through a competitive solicitation. There
is a separation of duties such that the same entity will not be performing the standardized
assessment of need and completing the POS with the individual. Supports planning entities that
have responsibility for service plan development may not provide other direct services to
individuals unless there are administrative separations in place to prevent and monitor potential
conflicts of interest.

N. The Department or its designee reviews and approves all POS prior to implementation to assure
that there are no conflicts of interest.

vii. Home and Community-Based Settings
Specify the settings Community First Choice (CFC) services will be provided:

A. CFCservices will be provided in a home or community setting, which does not include a nursing
facility, institution for mental diseases, an intermediate care facility for individuals with
intellectual disabilities, a hospital providing long-term care services, or any other locations that
have qualities of an institutional setting.

B. CFC services are provided to individuals residing in settings that meet the federal regulatory
requirements for a home and community-based setting and include, but are not limited to,
single family homes, duplexes, apartments, and congregate settings serving three or fewer
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unrelated individuals. CFC individuals may receive services in the workplace or other community

settings, but services may not be provided in provider-owned or provider-controlled settings.

Settings criteria will meet the requirements of 42 CFR 441.530.
viii. Qualifications of Providers of Community First Choice (CFC) Services

A. In accordance with CFR 441.565 (a)(l)-(3):

1. Anindividual retains the right to train personal assistance providers in the specific areas
of assistance needed by the individual, and to have the personal assistance provider
perform the needed assistance in a manner that comports with the individual's
personal, cultural, and/or religious preferences.

2. Anindividual retains the right to establish additional staff qualifications based on the
individual's needs and preferences.

3. Individuals also have the right to access other training provided by or through the State
so that their personal assistance provider(s) can meet any additional qualifications
required or desired by individuals.

B. Inaccordance with 42 CFR 441.565(c):

1. For the self-directed model with a service budget, an individual has the option to permit
family members, or any other individuals, to provide CFC services and supports
identified in the person-centered service plan, provided they meet the qualifications to
provide the services and supports established by the individual, including additional
training.

C. Provider qualifications are designed to ensure necessary safeguards to protect the health and
welfare of individuals. Personal assistance providers are Residential Service Agencies licensed
by the Office of Health Care Quality or, for individuals in the self-directed model, one or more
individuals employed by the individual.

1. Agency providers of personal assistance and individuals employed by self-directing
individuals to provide personal assistance are required to be certified in the
performance of first aid and Cardiopulmonary Resuscitation.

2. Agency providers of personal assistance must receive instruction, training, and
assessment from the agency’s delegating nurse regarding all services identified in the
individual’s care plan.

3. An agency provider of personal assistance must be a Certified Nursing Assistant if
engaging in delegated tasks, which would normally be performed by a nurse or either a
Certified Medicine Aide or a Medication Technician if administering medications.

4. Agency providers of personal assistance are required to verify that all workers providing
personal assistance have complied with background check requirements. Individuals in
the self-directed model are also required to complete a background check on any
individual they intend to employ, prior to hire, but have the right to waive any further
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action based on the results of the background check unless the results indicate a history

of behavior that could be harmful to individuals.

5. All providers of CFC services must meet the Department’s general Medicaid provider
requirements and general requirements for CFC participation. Agency providers of
personal assistance are required to ensure that their workers meet the applicable
standards prior to working with CFC individuals.

6. To participate as a provider of accessibility adaptations, a provider must have a current
license with the Maryland Home Improvement Commission.

ix. Quality Assurance and Improvement Plan
Describe the State’s Community First Choice (CFC) quality improvement strategy, including:

How the State will conduct activities of discovery, remediation, and quality improvement in order to
ascertain whether the program meets assurances, corrects shortcomings, and pursues opportunities
for improvement;

A. The CFC program will adopt the waiver Quality Improvement Strategy, where appropriate. CFC
will have a Quality Improvement Strategy designed to continuously review operations and when
issues are discovered, remediate those issues and implement quality improvement activities to
prevent the repeat of operational problems. The State Medicaid Agency oversees a cross-agency
quality committee called the Home and Community-Based Services (HCBS) Council. The HCBS
Council meets regularly to address operational issues through data analyses, share program
experiences and information, and further refine the Quality Improvement Strategy.

B. The Office of Long Term Services and Supports (OLTSS) is the lead entity responsible for
trending, prioritizing, and implementing system improvements; as such, the OLTSS collects,
aggregates, and analyzes data in support of this. While most of these data are maintained in the
Department’s data management system and the Medicaid Management Information System,
the OLTSS also collects and aggregates data outside of these systems; for example, through
ongoing provider audits. The OLTSS utilizes a combination of reports built into the Department’s
data management system and custom reports to extract and aggregate data. Most data analysis
conducted by the OLTSS is quantitative, rather than qualitative, and most often seeks to
evaluate the delivery and quality of CFC services and supports.

C. Partners in the Quality Improvement Strategy include, but are not limited to the Office of Health
Care Quality, providers, individuals, individuals’ families, the Community Options Advisory
Council, and the HCBS Council. The State may convene a specific task group to address
significant problem areas, which will include stakeholders from the partners identified above.

D. Inaccordance with the Department’s Reportable Events Policy, all entities associated with the
CFC program are required to report alleged or actual adverse incidents that occurred with
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individuals. All reportable events for CFC individuals are analyzed by the OLTSS to identify trends

related to areas in need of improvement. Any person who believes that an individual has

experienced abuse, neglect, or exploitation is required to immediately report the alleged abuse,
neglect, or exploitation to law enforcement and Adult or Child Protective Services, as
appropriate. The event report must be submitted to the Office of Long Term Services and
Supports (OLTSS) within one (1) business day of knowledge or discovery of the incident.

E. The OLTSS, or its designee, monitors provider settings and service delivery through a variety of
activities, including reviews of provider data, plans of service (POS), reportable events noting
alleged or actual adverse incidents that occurred with individuals, and conducting on-site visits
to sites. The Department continues to utilize the Community Settings Questionnaire (CSQ),
which was implemented at the inception of the Community First Choice (CFC) program, to
determine whether an individual’s setting is compliant. An individual’s supports planner
completes a CSQ with the individual and/or the individual’s identified representative, if
applicable, during the initial and annual plan processes, and upon any change in the individual’s
residence. The OLTSS reviews all CSQ to determine if the individual resides in a compliant
setting, and will review aggregated CSQ data, as needed, to ensure continual compliance.

The system performance measures, outcome measures, and satisfaction measures that the State will
monitor and evaluate;

F. Performance Measures

1. As noted, the Department has adopted the waiver Quality Improvement Strategy,
where appropriate, including collecting and analyzing data on CFC individuals, services,
and supports for all performance measures that are included in the approved waiver
application. Current performance measures seek to evaluate the timeliness of level of
care determinations and the person-centered planning process, the effectiveness of the
person-centered planning process in meeting individuals’ needs, maintenance of
provider qualifications, effectiveness of the incident management system in assuring
individuals’ health and welfare, and fiscal integrity. The Department reviews these data
quarterly to identify opportunities for continuous quality improvement.

2. In addition to the performance measures outlined in the waiver application, the
Department evaluates performance through reports built into the Department’s data
management system and custom reports on interRAl assessments, supports planning,
POS, nurse monitoring, and reportable events.

G. Outcome Measures

1. The Department is able to track individuals’ health and functional status over time using
the standardized assessment of need (currently the Department uses the interRAl
assessment) and analyze data by service type and key demographics. The Department
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intends to use these data to evaluate the degree to which the receipt of CFC services
and supports is positively correlated with improvements in health outcomes over time.

H. Satisfaction Measures
1. The Department currently utilizes the Money Follows the Person Quality of Life Survey,

amended with several questions from the Participant Experience Survey to evaluate
individuals’ satisfaction with the Community First Choice (CFC) program. The
Department or its designee analyze the results of the surveys and use the results to
inform programmatic changes. The Department will perform these surveys internally
with a random sample of individuals until such time as the Department is able to secure
a contractor through a procurement process.

How the State's quality assurance system will measure individual outcomes associated with the
receipt of community-based personal assistance services and supports;

I. Asnoted in relation to outcome measures, the Department is able to track individuals’ health
and functional status over time using the interRAl assessment and analyze data by service type
and key demographics. The Department intends to use these data to evaluate the degree to
which the receipt of CFC services and supports is positively correlated with improvements in
health outcomes over time.

J.  The Department also utilizes reports available in its data management system to monitor
progress on an individual’s individual goals, which are included in the individual’s plan of service
and monitored by the individual’s supports planner during quarterly and annual visits.

The system(s) for mandatory reporting, investigation, and resolution of allegations of neglect, abuse,
and exploitation in connection with the provision of CFC services and supports;

K. The Office of Long Term Services and Supports is responsible for the operation and oversight of
the incident reporting and management system for CFC individuals. The Reportable Events (RE)
Policy helps to ensure individuals’ health and welfare in the community, and uphold the rights
and choices of individuals, by formalizing a process to identify, report, and resolve RE in a timely
manner. RE are defined as the allegation or actual occurrence of an incident that adversely
affects, or has the potential to adversely affect, the health and/or welfare of an individual. RE
must be entered into the Department’s data management system. Currently, only supports
planners and Local Health Department assessors and nurse monitors are authorized to enter RE
into the Department’s data management system; however, per the RE Policy, all CFC providers
are required to report RE upon knowledge or discovery. All CFC providers must comply with the
legal responsibility to report suspected abuse, neglect, and/or exploitation to Adult Protective
Services or Child Protective Services, as applicable, and/or law enforcement.
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L. The supports planner must also develop and submit an intervention and action plan, which
seeks to address, to the extent possible, the root cause of the incident detailed in the RE. During
its detailed review and follow-up, the Office of Long Term Services and Supports will ensure that
the intervention and action plan and any subsequent actions taken, assure the individual's
immediate safety and reasonably address the root cause of the incident. This includes ensuring
that appropriate referrals have been made to external parties responsible for the investigation
of alleged abuse, neglect, and exploitation, and tracking progress until resolution.

The State's standards for all service delivery models for training, appeals for denials, and
reconsideration procedures for an individual's person-centered service plan;

M. Supports planners provide training to individuals in the agency model, using materials and
guidance developed by the Department, on managing their services in a way that maximizes
independence and control. Supports planners also provide information on the self-directed
model to all individuals and refer individuals to the Financial Management and Counseling
Services (FMCS) contractors if individuals are interested in self-direction. FMCS contractors are
responsible for training self-directing individuals.

N. Supports planners meet with individuals at least once every 90 days to monitor implementation
of individuals’ plans of service and identify any unmet needs. Individuals who choose to waive
these minimum contact standards may identify unmet needs via a consumer portal in the
Department’s data management system. An individual may submit a revised plan to the
Department or its designee at any time.

O. Individuals whose service requests are denied by the Department or its designee receive a
denial letter, which includes the Notice of Fair Hearing and Appeal Rights from the State. The
letter lists the reason(s) for the denial and provides detailed information about steps for the
individual and/or the individual’s identified representative, if applicable, to follow to request an
appeal, as well as the time frames to do so. The letter also includes information regarding
required procedures to ensure continuation of benefits, if applicable, while the appeal process is
underway. The Department or its designee mails the letter to the individual and the individual’s
identified representative, if applicable. The independent Office of Administrative Hearings (OAH)
sends the appellant/representative information regarding the date and time of the hearing. The
OAH includes information, which explains the nature of administrative hearings and what to
expect, what documents an individual may want to bring, how to access the OAH law library,
and the right to be represented by a friend, relative, or attorney. The information from the OAH
also includes contact information for Legal Aid and Disability Rights Maryland, the State's
Protection and Advocacy Agency,
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instructions on how to obtain special accommodations, such as an interpreter, and conditions
under which an appellant may request a postponement. Individuals and/or their identified
representatives, if applicable, may request assistance applying for a Fair Hearing from a
provider, supports planner, or other individual of their choosing.

The quality assurance system's methods that maximize consumer independence and control and
provide information about the provisions of quality improvement and assurance to each individual
receiving such services and supports;

P. Supports planners educate individuals about consumer independence and control and provide
information about the provisions of quality improvement and assurance as described above in
iii. Service Package, A.4 Support System. Supports planners refer individuals who are interested
in self-direction to Financial Management and Counseling Services (FMCS) contractors and assist
individuals in selecting providers of consumer training services and learning how to navigate the
consumer portal of the Department’s data management system. Individuals may monitor
provider time keeping, view reports, and request updates to their plans of service through the
Department’s data management system.

Q. Individuals employed by individuals in the self-directed model to provide personal assistance
will not use the Department’s Electronic Visit Verification (EVV) system and the individual is
responsible, with support from the FMCS, for utilizing the contractor’s system to track the
employees’ hours worked.

R. Effective July 1, 2023, personal assistance providers residing with individuals to whom they are
providing services may be exempted from the EVV requirement.

How the State will elicit feedback from key stakeholders to improve the quality of the community-
based personal assistance services and supports benefit;

S. The Community First Choice (CFC) Development and Implementation Council, currently referred
to as the Community Options Advisory Council, remains a consumer majority committee that
advises the Department on specific program policies, overall program direction, and
opportunities for continuous quality improvement. The Council meets at least quarterly, either
in-person or virtually, with attendance from stakeholders and advocates.

The methods used to continuously monitor the health and welfare of CFC individuals; and

T. The Department monitors the health and welfare of Community First Choice individuals through
all of the previously noted performance, outcome, and satisfaction measures, as well as through
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its continuous evaluation of performance through reports built into the Department’s data
management system and custom reports on interRAl assessments, supports planning, plans of
service, nurse monitoring, and reportable events.

The methods for assuring that individuals are given a choice between institutional and community-
based services.

U. The person-centered planning process begins before the individual’s choice of a supports
planner. The Department mails materials to individuals on all available supports planning
agencies, by jurisdiction, and includes information on all resources and services available.
Supports planners are required to counsel individuals on their choice between receiving
institutional and community-based services during the initial and annual person-centered
planning processes.
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State Name:[Maryland | Attachment 3.1-L- OMB Control Number: 0938-1148
Transmittal Number: MD - 18 -0012

Alternative Benefit Plan Populations : ABP1

Identify and define the population that will participate in the Alternative Benefit Plan.

Alternative Benefit Plan Population Name: |SSA 1902 (a)(10)(A)(i)(VIII) - Adult Group

Identify eligibility groups that are included in the Alternative Benefit Plan's population, and which may contain individuals that meet any
targeting criteria used to further define the population.

Eligibility Groups Included in the Alternative Benefit Plan Population:

Enrollment is
Eligibility Group: mandatory or
voluntary?
+ ||Adult Group Mandatory >4
Enrollment is available for all individuals in these eligibility group(s).
Geographic Area
The Alternative Benefit Plan population will include individuals from the entire state/territory. Yes

Any other information the state/territory wishes to provide about the population (optional)

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 0938-1148. The time required to complete
this information collection is estimated to average 5 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.

V20160722
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State Name:|i\-lary]and | Attachment 3,1—L-|:| OMB Control Number: 0938-1148
Transmittal Number: MD -18-0012

Voluntary Benefit Package Selection Assurances - Eligibility Group under ABP2a
Section 1902(a)(10)(A)(i)(VIII) of the Act

The state/territory has fully aligned its benefits in the Alternative Benefit Plan using Essential Health Benefits and subject to 1937
requirements with its Alternative Benefit Plan that is the state’s approved Medicaid state plan that is not subject to 1937 Ve
requirements. Therefore the state/territory is deemed to have met the requirements for voluntary choice of benefit package for

individuals exempt from mandatory participation in a section 1937 Alternative Benefit Plan.

Explain how the state has fully aligned its benefits in the Alternative Benefit Plan using Essential Health Benefits and subject to 1937
requirements with its Alternative Benefit Plan that is the state’s approved Medicaid state plan that is not subject to 1937 requirements.

The State chose the largest plan in any of the three largest small group insurance products in Maryland's small group market as its base-
benchmark plan (CarcFirst Small Group Plan). The existing State Plan package fully aligns with the essential health benefits covered
under the CareFirst Small Group Plan. The Adult Group covered under this ABP will receive one additional service - audiology

prostheses (hearing aids, cochlear implants). Audiology prostheses are not a covered benefit under the CareFirst Small Group Plan for
adults (see form ABP5 for details).

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 0938-1148. The time required to complete
this information collection is estimated to average 5 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.
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State Name:IMaryland | Attachment 3.1-L- OMB Control Number: 0938-1148
Transmittal Number: MD - 18 -0012

Selecﬁoﬁ of Beh_éh_mark’ Benefit Package or Benchmark-Equivalent Benefit Package ABP3

Select one of the following:

(¢ The state/territory is amending one existing benefit package for the population defined in Section 1.

( The state/territory is creating a single new benefit package for the population defined in Section 1.

Name of benefit package: |State Plan Adult Benefit

Selection of the Section 1937 Coverage Option

The state/territory selects as its Section 1937 Coverage option the following type of Benchmark Benefit Package or Benchmark-
Equivalent Benefit Package under this Alternative Benefit Plan (check one):

(¢ Benchmark Benefit Package.
C Benchmark-Equivalent Benefit Package.

The state/territory will provide the following Benchmark Benefit Package (check one that applies):

The Standard Blue Cross/Blue Shield Preferred Provider Option offered through the Federal Employee Health Benefit
Program (FEHBP).

C State employee coverage that is offered and generally available to state employees (State Employee Coverage):

C A commercial HMO with the largest insured commercial, non-Medicaid enrollment in the state/territory (Commercial
HMO):

(& Secretary-Approved Coverage.

(& The state/territory offers benefits based on the approved state plan.

The state/territory offers an array of benefits from the section 1937 coverage option and/or base benchmark plan
benefit packages, or the approved state plan, or from a combination of these benefit packages.

(& The state/territory offers the benefits provided in the approved state plan.

(" Benefits include all those provided in the approved state plan plus additional benefits.

C Benefits are the same as provided in the approved state plan but in a different amount, duration and/or scope.
(' The state/territory offers only a partial list of benefits provided in the approved state plan.

C The state/territory offers a partial list of benefits provided in the approved state plan plus additional benefits.

Please briefly identify the benefits, the source of benefits and any limitations:

The State chose the largest plan in any of the three largest small group insurance products in Maryland's small
group market as its base-benchmark plan (CareFirst Small Group Plan). The existing State Plan package fully
aligns with the essential health benefits covered under the CareFirst Small Group Plan. The Adult Group covered
under this ABP will receive one additional service - audiology prostheses (hearing aids, cochlear implants).
Hearing aids and cochlear implants are/are not a covered benefit under the CareFirst Small Group Plan for adults
(see form ABP3 for details).

Selection of Base Benchmark Plan
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The state/territory must select a Base Benchmark Plan as the basis for providing Essential Health Benefits in its Benchmark or
Benchmark-Equivalent Package.

The Base Benchmark Plan is the same as the Section 1937 Coverage option.|No

Indicate which Benchmark Plan described at 45 CFR 156.100(a) the state/territory will use as its Base Benchmark Plan:
(& Largest plan by enrollment of the three largest small group insurance products in the state's small group market.
(" Any of the largest three state employee health benefit plans by enrollment.
(" Any of the largest three national FEHBP plan options open to Federal employees in all geographies by enroliment,

(" Largest insured commercial non-Medicaid HMO.

Plan name: |CareFirst Small Group Plan

Other Information Related to Selection of the Section 1937 Coverage Option and the Base Benchmark Plan (optional):

1. The state assures that all services in the base benchmark have been accounted for throughout the benefit chart found in ABPS.
2. The state assures the accuracy of all information in ABP5 depicting amount, duration, and scope parameters of services authorized in
the currently approved Medicaid state plan,

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 0938-1148. The time required to complete
this information collection is estimated to average 5 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.

V20160722
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State Namc:li\-lary]and | Attachment 3.1-L- OMB Control Number: 0938-1148
Transmittal Number: MD - 18-0012

Alternative Benefit Plan Cost-Sharing / ABP4

Any cost sharing described in Attachment 4.18-A applies to the Alternative Benefit Plan.

Attachment 4.18-A may be revised to include cost sharing for ABP services that are not otherwise described in the state plan. Any such
cost sharing must comply with Section 1916 of the Social Security Act.

The Alternative Benefit Plan for individuals with income over 100% FPL includes cost-sharing other than that described in No
Attachment 4.18-A.

Other Information Related to Cost Sharing Requirements (optional):

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 0938-1148. The time required to complete
this information collection is estimated to average 5 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.
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[m] 1. Essential Health Benefit: Ambulatory patient services Collapse All []
Benefit Provided: Source: Remove
Physician Services State Plan 1905(a)

Authorization: Provider Qualifications: _

lPrior Authorization ‘ |Mcdicaid State Plan |
Amount Limit: Duration Limit:

!None ‘ |None !
Scope Limit:

}None |

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Physician services are not prior-authorized under the Medicaid FFS program, except for transplant serices
or plastic surgery services. Two Medicaid MCOs prior-authorize specialty physician services (non-primary
care). One Medicaid MCO prior-authorizes specialty physician services in hospital space. Most Medicaid
MCOs prior-authorize out-of-network physician services.

Benefit Provided: Source: Remove
Medical Care by Other Licensed Practitioners State Plan 1905(a)

Authorization: Provider Qualifications:

INone | [Medicaid State Plan |

Amount Limit: Duration Limit:

iNone 1 |NOne |

Scope Limit:

|N0ne |

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Other Licensed Practitioners included nurse practitioners and nurse anesthetists

Benefit Provided: Source: Remove
Outpatient Hospital Services State Plan 1905(a)

Authorization: Provider Qualifications:

|Prior Authorization ‘ |Medicaid State Plan ‘

Amount Limit: Duration Limit:

INone ‘ |N°ne ‘

Scope Limit:
|None ‘
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Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan;

Outpatient hospital services are not prior-authorized in the FFS program. All Medicaid MCOs use prior
authorization requirements outpatient hospital services. Some focus on all outpatient services and others
focus on certain diagnoses or procedures, such as endoscopic procedures or all outpatient diagnostics

procedures,
Benefit Provided: Source: Remove
Clinic Services State Plan 1905(a)

Authorization: Provider Qualifications:

INonc ‘ |Medic:1id State Plan ‘

Amount Limit: Duration Limit:

|N0ne | }wa J

Scope Limit:
|Nonc |

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided: Source: Remove

Home Health Care Services: Nursing & Aide Services State Plan 1905(a)

Authorization: Provider Qualifications:

|Pri0r Authorization l |Medicaid State Plan ‘
Amount Limit: Duration Limit:

|N0ne ‘ |N0ne ‘

Scope Limit:
[Nonc ‘

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Preauthorization is required for more than one visit per type of service per day: any service or combination
of services rendered during any 30-day period for which the provider anticipates payments from the
program in excess of the Medicaid average nursing facility rate; four or more hours of care per day whether
the 4-hour limit is reached in one visit or in several visits in one day: or any instances in which home health
aide services without skilled nursing services are provided.

Benefit Provided: Source: Remove
Personal Care Services State Plan 1905(a)
Authorization: Provider Qualifications:
Prior Authorization ‘ |Medicaid State Plan
TN No: MD 18-0012 Approval Date: November 15, 2018
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Amount Limit: Duration Limit:
|N0ne | ]Nonc |

Scope Limit:
|Nonc |

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided: Source: Remove
Community First Choice State Plan 1915(k)

Authorization: Provider Qualifications:

[Prior Authorization | [Medicaid State Plan |

Amount Limit; Duration Limit:

lNonc ‘ |None ‘

Scope Limit:

|N0nc ‘

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided: Source: Remove
Federally-Qualified Health Services State Plan 1905(a)

Authorization: Provider Qualifications:

|None | lMedicaid State Plan ’

Amount Limit: Duration Limit:

|N0ne I |None ‘

Scope Limit:
|None ]

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided: Source: Remove
Hospice Care- in home/ambulatory setting State Plan 1905(a)
TN No: MD 18-0012 Approval Date: November 15, 2018
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Authorization:

Provider Qualifications:

IOlher

| [Medicaid State Plan

Amount Limit:

Duration Limit;

|N0ne

| [one

Scope Limit:

lNune

benchmark plan:

Other information regarding this benefit, including the specific name of the source plan if it is not the base

services. This is consistent with federal rules.

Doctor certifies individual has six months or less to live. Maryland continues to provide medically-
necessary curative services, even after election of the hospice benefit by or on behalf of children receiving

Benefit Provided: Source: Remove
Abortions-Hyde Compliant State Plan 1905(a)

Authorization: Provider Qualifications:

[Prior Authorization | |Medicaid State Plan j

Amount Limit: Duration Limit:

|None ‘ |N0ne |

Scope Limit:

|Nonc - These are abortions that comply with the Hyde Amendment T

Other information regarding this benefit, including the specific name of the source plan if it is not the base

benchmark plan:

Add

TN No: MD 18-0012
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[m] 2. Essential Health Benefit: Emergency services Collapse All []
Benefit Provided: Source: Remove
Qutpatient Hospital: Emergency Hospital Services State Plan 1905(a)

Authorization: Provider Qualifications:

|None | iMcdicaid State Plan J
Amount Limit: Duration Limit:

me | INone |
Scope Limit:

|None l

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided: Source: Remove
Any Other Medical Care: Em. Transportation State Plan 1905(a)

Authorization: Provider Qualifications:

|Nonc ‘ chicaid State Plan |

Amount Limit: Duration Limit:

|Nonc ‘ |Nonc J

Scope Limit:

s |

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Add
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[®] 3. Essential Health Benefit: Hospitalization Collapse All []
Benefit Provided: Source: Remove
Inpatient Hospital Services- Including Transplant State Plan 1905(a)

Authorization: Provider Qualifications:
|Concurrcnt Authorization I |Medicaid State Plan |
Amount Limit: Duration Limit:
|N0nc | |N0ne |
Scope Limit:
|Nonc ‘
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
All inpatient services are authorized both in the Medicaid FFS and MCO programs.
Benefit Provided: Source: Remove
Physician Services- Inpatient State Plan 1905(a)
Authorization: Provider Qualifications:
|Prior Authorization | |Medicaid State Plan [
Amount Limit: Duration Limit:
[None | |N0ne ‘
Scope Limit;
INone ‘
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Note- FFS Program requires authorization for physician services for certain inpatient services, such as
Transplant Services and Plastic Surgery Services. Two MCOs prior-authorize specialty physician services.
One MCO prior-authorizes specialty physician services in hospital space. Most MCOs prior-authorize out-
of-network physician services.
Benefit Provided: Source: Remove
Hospice Care- Inpatient Setting State Plan 1905(a)
Authorization: Provider Qualifications:
|other | [Medicaid State Plan |
Amount Limit: Duration Limit:
|I\'one l |Nonc I
Scope Limit:
Doctor certifies individual has six months or less to live. Maryland continues to provide medically-
necessary curative services, even after election of the hospice benefit by or on behalf of children receiving
services.

Effective Date: July 1, 2018
Page 7 of 42
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Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Add
TN No: MD 18-0012 Approval Date: November 15, 2018
Supercedes: MD 15-0007 Effective Date: July 1, 2018
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[®] 4. Essential Health Benefit: Maternity and newborn care Collapse All []
Benefit Provided: Source: Remove
Inpatient Hospital Care- Maternity and Newborn State Plan 1905(a)

Authorization: Provider Qualifications:

|Concurrent Authorization —] |Medicaid State Plan ‘
Amount Limit; Duration Limit;

|N0ne I lNOﬂC |
Scope Limit:

|None ]

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

All inpatient services are authorized

Benefit Provided: Source: Remove
Physician Services-Maternity and Newborn State Plan 1905(a)

Authorization: Provider Qualifications:

|other | [Medicaid State Plan |

Amount Limit: Duration Limit:

|Ncme | |I\‘one I

Scope Limit:

Note- Program requires authorization for physician services for certain inpatient services, such as
Transplant Services. There is not authorization for normal maternity care.

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided: Source: Remove
Clinic Services- Maternity and Newborn State Plan 1905(a)

Authorization: Provider Qualifications:

[None | [Medicaid State Plan |

Amount Limit: Duration Limit:

one  on |

Scope Limit:

|Nonc ‘
TN No: MD 18-0012 Approval Date: November 15, 2018
Supercedes: MD 15-0007 Effective Date: July 1, 2018
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Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided: Source: Remove
Services furnished by Nurse Midwife State Plan 1905(a)

Authorization: Provider Qualifications:

|Nonc l IMedicaid State Plan l

Amount Limit: Duration Limit:

|None ‘ |None l

Scope Limit:

[None |

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Add

TN No: MD 18-0012 Approval Date: November 15, 2018
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Outpatient Hospital Services-Mental Health/Subs

State Plan 1905(a)

5. Essential Health Benefit: Mental health and substance use disorder services including Collapse All []
(=] behavioral health treatment
Benefit Provided: Source; Remove

Authorization:

Provider Qualifications:

|Pri0r Authorization

| [Medicaid State Plan

Amount Limit:

Duration Limit:

|Nonc

| ’Nonc

Scope Limit:
INonc ‘

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

The state assures that it will comply with the mental health and substance use disorder parity requirements
of section 1937(b)(6) of the Act by ensuring that the financial requirements and treatment limitations
applicable to mental health or substance use disorder benefits comply with the requirements of section
2705(a) of the Public Health Service Act in the same manner as such requirements apply to a group health

plan.
Benefit Provided: Source: Remove
Physician Services-Mental Health/Sub State Plan 1905(a)

Authorization: Provider Qualifications:

[Prior Authorization | [Medicaid State Plan |

Amount Limit: Duration Limit:

|None l |None |

Scope Limit:

|Nonc |

Other information regarding this benefit, including the specific name of the source plan if it is not the base

benchmark plan:

The state assures that it will comply with the mental health and substance use disorder parity requirements

of section 1937(b)(6) of the Act by ensuring that the financial requirements and treatment limitations

applicable to mental health or substance use disorder benefits comply with the requirements of section

2705(a) of the Public Health Service Act in the same manner as such requirements apply to a group health

plan.
Benefit Provided: Source: Remove
Clinic Services-Mental Health State Plan 1905(a)

Authorization: Provider Qualifications:

Prior Authorization | [Medicaid State Plan

Approval Date: November 15, 2018
Effective Date: July 1, 2018

Page 11 of 42
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Amount Limit: Duration Limit;

INonc J INonc I
Scope Limit:

|N0ne |

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

The state assures that it will comply with the mental health and substance use disorder parity requirements
of section 1937(b)(6) of the Act by ensuring that the financial requirements and treatment limitations
applicable to mental health or substance use disorder benefits comply with the requirements of section
2705(a) of the Public Health Service Act in the same manner as such requirements apply to a group health

plan.
Benefit Provided: Source: ' Remove
Medical Care Furnished by Licensed Practitioners State Plan 1905(a)

Authorization: Provider Qualifications:

|Prior Authorization I |Medicaid State Plan _I

Amount Limit: Duration Limit:

|N0nc ‘ |None |

Scope Limit:
INonc |

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Other Licensed Practitioners include certified registered nurse practitioners with a specialty in psychiatry,
certified advanced practice registered nurse/psychiatric mental health, clinical professional counselors,
psychologists, and clinical social workers.

The state assures that it will comply with the mental health and substance use disorder parity requirements
of section 1937(b)(6) of the Act by ensuring that the financial requirements and treatment limitations
applicable to mental health or substance use disorder benefits comply with the requirements of section
2705(a) of the Public Health Service Act in the same manner as such requirements apply to a group health

plan.
Benefit Provided: Source: Remove
Inpatient Hospital Services - MH/SUD State Plan 1905(a)

Authorization: Provider Qualifications:

;Concurrent Authorization ] IMedicaid State Plan |

Amount Limit; Duration Limit:

'None | |Nnne |

Scope Limit:

iNone i
TN No: MD 18-0012 Approval Date: November 15, 2018
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Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

These services are not provided in IMDs.

The state assures that it will comply with the mental health and substance use disorder parity requirements
of section 1937(b)(6) of the Act by ensuring that the financial requirements and treatment limitations
applicable to mental health or substance use disorder benefits comply with the requirements of section
2705(a) of the Public Health Service Act in the same manner as such requirements apply to a group health

plan.
Add
TN No: MD 18-0012 Approval Date: November 15, 2018
Effective Date: July 1, 2018

Supercedes: MD 15-0007
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[m] 6. Essential Health Benefit: Prescription drugs
Benefit Provided:

Coverage is at least the greater of one drug in each U.S. Pharmacopeia (USP) category and class or the
same number of prescription drugs in each category and class as the base benchmark.,

Prescription Drug Limits (Check all that apply.): Authorization: Provider Qualifications:

(<] Limit on days supply Yes State licensed

<] Limit on number of prescriptions
X] Limit on brand drugs

[X] Other coverage limits

X Preferred drug list

Coverage that exceeds the minimum requirements or other:

The State of Maryland's ABP prescription drug benefit plan is the same as under the approved Medicaid
state plan for prescribed drugs.

TN No: MD 18-0012 Approval Date: November 15, 2018
Supercedes: MD 15-0007 Effective Date: July 1, 2018 Pagc 14 of 42
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[m] 7. Essential Health Benefit: Rehabilitative and habilitative services and devices Collapse All []
Benefit Provided: Source: Remove
Physical Therapy and Related Services-Rehab. State Plan 1905(a)

Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
Amount Limit; Duration Limit:
None None
Scope Limit:
None
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
The services provided include Physical Therapy, Occupational Therapy, Speech Therapy and Audiology
services. All services available in hospital and outpatient departments and home health setting. Physical
Therapy and Audiology is covered in an outpatient setting in the community. State Plan 3.1 1-A page 11
authorizes these services in a hospital outpatient setting.
All Medicaid MCOs prior-authorize therapy services. Some MCQOs limit the prior-authorization to certain
services and some require prior authorize after a certain number of visits (e.g., after 10 visits the service
must be prior authorized)
Benefit Provided: Source: Remove
Home Health Services - DME/DMS State Plan 1905(a)
Authorization: Provider Qualifications:
Authorization required in excess of limitation Medicaid State Plan
Amount Limit: Duration Limit:
None None
Scope Limit:
None
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Durable Medical Equipment that costs $1,000 or more must be prior-authorized. Durable Medical Supples
that cost $500 or more must be prior-authorized.
The following services require prior-authorization: 1) all hearing aids; 2) certain hearing aid accessories; 3)
repairs for hearing aid exceeding $500.
Benefit Provided: Source: Remove
Nursing Facility Services: Rehabilitation Services State Plan 1905(a)
Authorization: Provider Qualifications:
Other Medicaid State Plan

TN No: MD 18-0012
Supercedes: MD 15-0007

Approval Date: November 15, 2018
Effective Date: July 1, 2018
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Amount Limit: Duration Limit:

None 100 days or less per 12 month eligibility period
Scope Limit:

None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Need to meet nursing level of care criteria. Services are limited to those required for short-term
rehabilitation, not custodial care. Rehabilitation services is defined as services provided in the nursing
home for 100 days or less.

Benefit Provided: Source: Remove
Habilitation Services- Physical Therapy and Other State Plan Other

Authorization: Provider Qualifications:

None Medicaid State Plan

Amount Limit: Duration Limit:

None None

Scope Limit:

None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

This includes both acquisition and maintenance services. Services will only be provided to the adults
covered under Section 1902 (2)(10)(A)(i)(VIII). Services provided will include Physical Therapy,
Occupational Therapy, and Speech Therapy. All services will be provided in hospital inpatient and
outpatient departments. Services will not be provided in a home setting. Physical therapy is covered in an
outpatient setting in the community.

Benefit Provided: Source: Remove
Prosthetic devices State Plan 1905(a)

Authorization: Provider Qualifications:

Other Medicaid State Plan

Amount Limit: Duration Limit:

None None

Scope Limit:

Devices include: artificial eyes; breast prostheses, including surgical brassiere; upper and lower extremity,

full and partial, to include stump or harnesses where necessary; replacement of prostheses; cochlear

implants and auditory osseoint. devices

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Prior-authorization is required for certain cochlear implant devices and replacement components; all
auditory osseointegrated devices; and repairs of cochlear implant devices and osseointegrated devices

TN No: MD 18-0012 Approval Date: November 15, 2018

Supercedes: MD 15-0007 Effective Date: July 1, 2018
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[exceeding $500. |
Add
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[®] 8. Essential Health Benefit: Laboratory services Collapse All []
Benefit Provided: Source: Remove
Other Laboratory and X-Ray Services State Plan 1905(a)

Authorization: Provider Qualifications:

INone | [Medicaid State Plan |

Amount Limit: Duration Limit:

lNone I INone ‘

Scope Limit:

|N0ne |

Other information regarding this benefit, including the specific name of the source plan if it is not the base

benchmark plan:

Add

TN No: MD 18-0012 Approval Date: November 15, 2018
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[m] 9. Essential Health Benefit: Preventive and wellness services and chronic disease management Collapse All []

The state/territory must provide, at a minimum, a broad range of preventive services including: “A” and *B” services recommended
by the United States Preventive Services Task Force; Advisory Committee for Inmunization Practices (ACIP) recommended
vaccines; preventive care and screening for infants, children and adults recommended by HRSAs Bright Futures program/project;
and additional preventive services for women recommended by the Institute of Medicine (IOM).

Benefit Provided: Source: Remove
Physician Services State Plan 1905(a)

Authorization: Provider Qualifications:

|N0ne |Medicaid State Plan |

Amount Limit: Duration Limit:

|N0nc l INonc —‘

Scope Limit:
INone ‘

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided: Source: Remove
Medical Care by Other Licensed Practitioners State Plan 1905(a)

Authorization: Provider Qualifications:

|None l |Medicaid State Plan |

Amount Limit: Duration Limit:

|None I INcnne |

Scope Limit:
|N0ne |

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

These providers include nurse practitioners and nutritionists/dietitians.

Benefit Provided: Source: Remove
Home Health Care Services - DME/DMS - Diabetes State Plan 1905(a)
Authorization: Provider Qualifications:
|Auth0rization required in excess of limitation ‘ IMedicaid State Plan |
Amount Limit; Duration Limit:
|Nonc J |'N0m3 |
TN No: MD 18-0012 Approval Date: November 15, 2018
Supercedes: MD 15-0007 Effective Date: July 1, 2018
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Scope Limit:

None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Durable Medical Equipment that costs $1,000 or more must be prior-authorized. Durable Medical Supplies
that cost $500 or more must be prior-authorized.

Add

TN No: MD 18-0012 Approval Date: November 15, 2018
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[w] 10. Essential Health Benefit: Pediatric services including oral and vision care Collapse All []
Benefit Provided: Source: Remove
Medicaid State Plan EPSDT Benefits State Plan 1905(a)

Authorization: Provider Qualifications:
None Medicaid State Plan
Amount Limit: Duration Limit:
None None
Scope Limit;
None
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan;
Add

TN No: MD 18-0012
Supercedes: MD 15-0007
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||___] 11. Other Covered Benefits from Base Benchmark Collapse All [] |

TN No: MD 18-0012 Approval Date: November 15, 2018
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12. Base Benchmark Benefits Not Covered due to Substitution or Duplication Collapse All []
Base Benchmark Benefit that was Substituted: Source: Remove
Primary Care Visit-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Primary Care Visits to treat injury or an illness were mapped with the 'ambulatory patient services' EHB
category. The bundled services are a duplication of Physician Services and Other Licensed Providers from
the existing state Medicaid plan.

Base Benchmark Benefit that was Substituted: Source: Remove

Specialist Visit-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Specialists Visits were mapped with the 'ambulatory patient services' EHB category. The services are a
duplication of Physician Services, Other Licensed Providers, and Clinic Services from the existing state

Medicaid plan.
Base Benchmark Benefit that was Substituted: Source: Remove
Mastectomy Related Services-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Mastectomy Related Services were mapped with the 'ambulatory patient services' EHB category. The
services are a duplication of Physician, Home Health, and Outpatient Hospital Services in the existing State

Plan.
Base Benchmark Benefit that was Substituted: Source: Remove
Outpatient Facility Fee-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Outpatient Facility Fee was mapped with the 'ambulatory patient' EHB category. The services are a
duplication of the Outpatient Hospital Services in the existing State Plan.

Base Benchmark Benefit that was Substituted: Source: Remove

Urgent Care Facilities Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Urgent Care Facilities were mapped to the 'ambulatory patient' EHB category. The services are a
duplication of outpatient hospital services in the existing State Plan.

Base Benchmark Benefit that was Substituted: Source: Remove
Admin. of Injectable Prescrip. Drugs-Duplication Base Benchmark
I HAEAYa) ml 158-001 1 ADDTY

Effective Date: July 1, 2018
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Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Administration of Injectable Prescription Drugs by a Health Care provider was mapped to the 'ambulatory
patient' EHB category. The services are a duplication of Physician Services in the existing State Plan.

Base Benchmark Benefit that was Substituted: Source: Remove

Routine Gynecological Care-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Routine Gynecological Care was mapped to the 'ambulatory patient’ EHB category. The services are a
duplication of Physician Services and Medical Care by Other Licensed Providers in the existing State Plan.

Base Benchmark Benefit that was Substituted: Source: Remove

Renal Dialysis-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Renal Dialysis was mapped to the 'ambulatory patient' EHB category. The services are a duplications of
Qutpatient Hospital Services in the existing State Plan.

Base Benchmark Benefit that was Substituted: Source: Remove

Chemotherapy, Radiation, and Infus. -Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Chemotherapy, Radiation Therapy, and Infusion Therapy are mapped to the 'ambulatory patient' EHB
category. The services are a duplication of Physician and Outpatient Hospital Services in the existing State

Plan,
Base Benchmark Benefit that was Substituted: Source: Remove
Clinical Trial Patient Cost Services-Duplication Base Berichmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Clinical Trial Patient Cost Services were mapped to the 'Prescription Drugs' EHB category. The services
are a duplication of the Prescribed Drugs in the existing State Plan.

Base Benchmark Benefit that was Substituted: Source: Remove

Other Practitioner Office Visits-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Other Practitioner Office Visits were mapped to 'Ambulatory Patient Services' EHB category. The services
are a duplication of Medical Care Furnished by Licensed Practitioners within the scope of their practice in
the existing State Plan.

TN No: MD 18-0012 Approval Date: November 15, 2018
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Base Benchmark Benefit that was Substituted: Source: Remove

Home Health Services-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Home Health Services were mapped to 'Ambulatory Patient Services' EHB category. The services are a
duplication of the Home Health Services in the existing State Plan,

Base Benchmark Benefit that was Substituted: Source: Remove

Emergency Room Services-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Emergency Room Services were mapped to 'Emergency Room Services' EHB category. The services are a
duplication of the Outpatient Hospital Services in the existing State Plan.

Base Benchmark Benefit that was Substituted: Source: Remove

Emergency Room Transportation-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Emergency Room Services were mapped to 'Emergency Room Services' EHB category. The services are a
duplication of the Any Other Medical Care in the existing State Plan.

Base Benchmark Benefit that was Substituted: Source: Remove

Inpatient Hospital Services-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Inpatient Hospital Services were mapped with the 'Hospitalization' EHB category. The services are a
duplication of the Inpatient Hospital Services in the existing State Plan.

Base Benchmark Benefit that was Substituted: Source: Remove

Inpatient Physician/Surgical Services-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Inpatient Physician and Surgical Services were mapped with the 'Hospitalization' EHB category. The
services are a duplication of the Physician Services in the existing State Plan.

Base Benchmark Benefit that was Substituted: Source: Remove

Bariatric Surgery-Duplication Base Benchmark

Approval Date: November 15, 2018
Effective Date: July 1, 2018
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Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Bariatric Services were mapped with the 'Hospitalization' EHB category. The services are a duplication of
the Inpatient Hospital and Physician Services in the existing State Plan.

Base Benchmark Benefit that was Substituted: Source: Remove

Hospice Services-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Hospice Services were mapped with the 'Hospitalization and Ambulatory' EHB category. The services are a
duplication of the Hospice Services in the existing State Plan. Services are provided in inpatient and home

settings.
Base Benchmark Benefit that was Substituted: Source: Remove
Organ and Tissue Transplant-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Organ and Tissue Transplant were mapped with the 'Hospitalization' EHB category. The services are a
duplication of Inpatient Hospital--Organ Transplants in Essential Health Benefit category #3 and Physician
Services in the existing State Plan.

Base Benchmark Benefit that was Substituted: Source: Remove

Prenatal and Postnatal Care-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Prenatal and Postnatal Care were mapped with the 'Maternity and Newborn Care' EHB category. The
services are a duplication of the Physician Services and Services Provided by a Nurse Midwife in the
existing State Plan.

Base Benchmark Benefit that was Substituted: Source: Remove

Elective Abortions-Hyde Compliant Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Elective abortions were mapped with the 'Ambulatory Patient Services (Hyde Compliant Abortions)' EHB

category.
Base Benchmark Benefit that was Substituted: Source: Remove
Mental Health Outpatient Services-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Mental Health Qutpatient Services were mapped with the "Mental Health and Substance Abuse Disorder

TN No: MD 18-0012 Approval Date: November 15, 2018
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Services" EHB category. The services are a duplication of the Outpatient Hospital Services in the existing

State Plan.
Base Benchmark Benefit that was Substituted: Source: Remove
Mental Health Inpatient Services-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate

section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Mental Health Inpatient Services were mapped with the 'Mental Health and Substance Abuse Disorder

Services' EHB category. The services are a duplication of the Hospital Inpatient Services in the existing

State Plan.
Base Benchmark Benefit that was Substituted: Source: Remove
Substance Use Disorder Inpatient Services-Dupli Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate

section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Substance Use Disorder Inpatient Services were mapped with the '"Mental Health and Substance Abuse

Disorder Services' EHB category. The services are a duplication of the Hospital Inpatient Services in the

existing State Plan.
Base Benchmark Benefit that was Substituted: Source: Remove
Substance Use Disorder Outpatient Services-Dupli Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate

section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Substance Use Disorder Outpatient Services were mapped with the 'Mental Health and Substance Abuse

Disorder Services' EHB category. The services are a duplication of the Hospital Outpatient Services in the

existing State Plan.
Base Benchmark Benefit that was Substituted: Source: Remove
Profess. Services by Licensed Men. Sub Pract-Dup Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate

section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Professional Services by Licensed Mental Health and Substance Abuse Practitioners were mapped with the

'‘Mental Health and Substance Abuse Disorder Services' EHB category. The services are a duplication of the

Physician, Medical Care Provided by Licens. Practitioners, Clinics and Rehabilitation in the existing State

Plan.
Base Benchmark Benefit that was Substituted: Source: Remove
Diagnostic for Mental/Substance Disorders-Duplic Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate

section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Diagnostic for Mental/Substance Disorders were mapped with the 'Other Laboratory and X-Ray Services'

EHB category. The services are a duplication of Other Laboratory in the existing State Plan.

TN No: MD 18-0012
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Base Benchmark Benefit that was Substituted:

Source:

Generic Drugs- Duplication

Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Prescribed Drugs in the existing State Plan.

Generic Drugs were mapped with the 'Prescription Drugs' EHB category. The services are a duplication of

Base Benchmark Benefit that was Substituted:

Source:

Preferred Drugs-Duplication

Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

of Prescribed Drugs in the existing State Plan.

Preferred Drugs were mapped with the 'Prescription Drugs' EHB category. The services are a duplication

Base Benchmark Benefit that was Substituted:

Source:

Non-Preferred Drugs Brand-Duplication

Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Non-Preferred Drugs were mapped with the 'Prescription Drugs' EHB category. The services are a
duplication of Prescribed Drugs in the existing State Plan.

Base Benchmark Benefit that was Substituted:

Source:

Specialty Drugs-Duplication

Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

of Prescribed Drugs in the existing State Plan.

Specialty Drugs were mapped with the 'Prescription Drugs' EHB category. The services are a duplication

Base Benchmark Benefit that was Substituted:

Source:

Diagnostic Test (X-Ray and Lab Work) -Duplication

Base Benchmark

Remove

Explain the substitution or duplicatien, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Diagnostic Test (X-Ray and Lab Work) were mapped with the 'Laboratory Services' EHB category. The
services are a duplication of Other Laboratory and X-Ray Services in the existing State Plan.

Base Benchmark Benefit that was Substituted:

Source:

Imaging (CT/PET Scans, MRlIs)- Duplication

Base Benchmark

Remove
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Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

are a duplication of Other Laboratory and X-Ray Services in the existing State Plan.

Imaging (CT/PET Scans, MRIs) were mapped with the 'Laboratory Services' EHB category. The services

Base Benchmark Benefit that was Substituted: Source:

Osteoporosis Prevention-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Osteoporosis Prevention was mapped with the 'Preventative and Wellness Services and Chronic Disease
Management' EHB category. The services are a duplication of Physician Services in the existing State
Plan.

Remove

Base Benchmark Benefit that was Substituted: Source:

Diabetes Equipment, Sup. and Self Mana. -Duplica Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Diabetes Equipment, Supplies, and Self-Management was mapped with the 'Preventative and Wellness
Services and Chronic Disease Management' EHB category. The services are a duplication of the Home
Health Services DME/DMS in the existing State Plan.

Remove

Base Benchmark Benefit that was Substituted: Source:

Medical FOOdS-DLlPHCBliOH Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Medicals Foods were mapped with the 'Preventative and Wellness Services and Chronic Disease
Management' EHB category. The services are a duplication of the Home Health Services DME/DMS in
the existing State Plan.

Remove

Base Benchmark Benefit that was Substituted: Source:

Allergy Related Services-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

with the 'Preventative and Wellness Services and Chronic Disease Management' EHB category. The
services are a duplication of Physician Services in the existing State Plan.

Allergy Related Services (care delivered in medical offices for treatment of illness or injury) were mapped

Remove

Base Benchmark Benefit that was Substituted: Source:

Child Preventive and Routine Care-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Child Preventive and Routine Care were mapped with the 'Pediatric Services, Including Oral and Vision'

Remove
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EHB category. The services are a duplication of Early and Periodic Screen, Diagnostic, and Treatment
Services in the existing State Plan.

Base Benchmark Benefit that was Substituted: Source: Remove

Eye Glasses for Children-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Eye Glasses for Children were mapped with the 'Pediatric Services, Including Oral and Vision' EHB
category. The services are a duplication of Early and Periodic Screening, Diagnostic, and Treatment

Services.
Base Benchmark Benefit that was Substituted: Source: Remove
Dental Check-Up for Children-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Dental Check-Up for Children were mapped with the 'Pediatric Services, Including Oral and Vision' EHB
category. The services are a duplication of Early and Periodic Screening, Diagnostic, and Treatment

Services.
Base Benchmark Benefit that was Substituted: Source: Remove
Outpatient Rehabilitation Services-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Outpatient Rehabilitation Services were mapped with the 'Rehabilitative and Habilitative Services and
Devices' EHB category. The services are a duplication of Physical Therapy and Related Services in the
existing State Plan,

Base Benchmark Benefit that was Substituted: Source:

Remove

Durable Medical Equipment- Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Durable Medical Equipment was mapped with the 'Rehabilitative and Habilitative Services and Devices'
EHB category. The services are a duplication of Home Health Care Services -DME/DMS in the existing
State Plan.

Base Benchmark Benefit that was Substituted: Source: Remove

Skilled Nursing-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Skilled Nursing Services were mapped with the 'Rehabilitative and Habilitative Services and Devices' in
the EHB category. The Essential Health Benefit limits nursing home services to 100 days. The services
are a duplication of nursing facility services provided for rehabilitation purposes (100 days or less) in the
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[existing State Plan. |

Base Benchmark Benefit that was Substituted: Source: Remove

Outpatient Cardiac Rehabilitation-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Outpatient Cardiac Rehabilitation Services were mapped with the 'Rehabilitative and Habilitative Services
and Devices' in the EHB category. The services are a duplication of Outpatient Hospital Services in the
existing State Plan.

Base Benchmark Benefit that was Substituted: Source: Remove

Infertility Treatment Services-Substitution Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

IVF services were mapped to the ‘ambulatory patient services' category. Services not covered under this
category include: in vitro fertilization, ovum transplants, and gamete intra-fallopian tube transfer, zygote
intrafallopian transfer, or cryogenic or other preservation techniques used in these or similar procedures.
Personal care and Community First Choice services from the existing State Plan were used for substitution

purposes,
Base Benchmark Benefit that was Substituted: Source: Remove
Acupuncture and Chiropractic Care- Substitution Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Acupuncture and Chiropractic Care were mapped to the 'ambulatory patient services' category. Chiropractic
services are limited to 20 visits per condition per contract year, Federally-Qualified Health Center Services
from the existing State Plan were used for substitution purposes.

Base Benchmark Benefit that was Substituted: Source: Remove

Preventive Care/Screening-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

The benefit is duplicative of the preventive services offered in EHB9.

Base Benchmark Benefit that was Substituted: Source: Remove

Immunizations-Duplication Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

The benefit is duplicative of the preventive services offered in EHB9.

Approval Date: November 15, 2018
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Base Benchmark Benefit that was Substituted:

Source:

Remove

General Anesthesia and Ass. Dental Care-Duplicat

Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

General Anesthesia was mapped with the "Ambulatory Patient Services' EHB category. The services are a
duplication of Physician and Outpatient Hospital Services in the existing State Plan.

Base Benchmark Benefit that was Substituted:

Source:

Remove

Outpatient Surgery Physician/Surgical Services

Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Outpatient Surgery Physician/Surgical Services were mapped to the 'ambulatory patient' EHB category.
The services are a duplication of the Physician Services in the existing State Plan.

Add
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13. Other Base Benchmark Benefits Not Covered Collapse All []
Base Benchmark Benefit not Included in the Alternative Benefit Plan: Source: Remove
Newborn hearing screen Base Benchmark

Explain why the state/territory chose not to include this benefit:

The ABP is a benefit package for the new adults under 1902 (a)(10)(A)(i)(VIII). Children and newborns
will not be enrolled in this benefit plan.

Base Benchmark Benefit not Included in the Alternative Benefit Plan: Source: Remove

Abortions -outside of the Hyde Amendment. Base Benchmark

Explain why the state/territory chose not to include this benefit:

Maryland provides these services, but does not collect federal dollars for them.

Base Benchmark Benefit not Included in the Alternative Benefit Plan: Source: Remove

Routine Eye Exam-Adults Base Benchmark

Explain why the state/territory chose not to include this benefit:

Vision is not considered and an essential health benefit for purposes of Alternative Benefit Plans.

Base Benchmark Benefit not Included in the Alternative Benefit Plan: Source: Remove

Newborn Care Base Benchmark

Explain why the state/territory chose not to include this benefit:

The ABP is a benefit package for the new adults under 1902 (a)(10)(A)(i)}(VIII). Newborns will not be
enrolled in this benefit plan.

Base Benchmark Benefit not Included in the Alternative Benefit Plan: Source: Remove

Circumcision Base Benchmark

Explain why the state/territory chose not to include this benefit:

The ABP is a benefit package for the new adults under 1902 (a)(10)(A)(i)(VIII). Newborns will not be
enrolled in this benefit plan.

Add
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[X] 14. Other 1937 Covered Benefits that are not Essential Health Benefits Collapse All []
Other 1937 Benefit Provided: Source: Remove
Medical Care by Other Licensed Pract. -Podiatrist Section 1937 Coverage Option Benchmark Benefit

Package

Authorization: Provider Qualifications:

Prior Authorization Medicaid State Plan

Amount Limit: Duration Limit:

Chronic care is limited to 1 visit every 6 weeks None

Scope Limit:

None

Other:

Preauthorization is required for more than five visits or care beyond 90 days.
Other 1937 Benefit Provided: Source; Remove
Family Planning Services and Supplies Section 1937 Coverage Option Benchmark Benefit

Package

Authorization: Provider Qualifications:

Other Medicaid State Plan

Amount Limit: Duration Limit:

None None

Scope Limit:

None

Other:
Other 1937 Benefit Provided: Source: Remove

Counseling and Pharm. for Cessation of Tobacco

Authorization:

Section 1937 Coverage Option Benchmark Benefit
Package

Provider Qualifications:

Other

Medicaid State Plan

Amount Limit:

Duration Limit:

None

None

Scope Limit:

None

Other:
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Other 1937 Benefit Provided: Source: Remove
Health Homes Section 1937 Coverage Option Benchmark Benefit
Package
Authorization: Provider Qualifications:
Other Medicaid State Plan
Amount Limit: Duration Limit:
None None
Scope Limit;
As long as individuals meet the participation requirements and receives services from a qualified provider.
Other;
Other 1937 Benefit Provided: Source: Remove
Non-Emergency Transportation Section 1937 Coverage Option Benchmark Benefit
Package
Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
Amount Limit; Duration Limit:
None None
Scope Limit:
Other:
Other 1937 Benefit Provided: Source: Remove
Optometrist Services Section 1937 Coverage Option Benchmark Benefit
Package
Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
Amount Limit: Duration Limit:
Eyve Examination Every Two Years None
Scope Limit:
None

TN No: MD 18-0012
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Other:

Does not cover eyeglasses, ophthalmic lenses, optical aids, and optician services rendered to recipients 21
years old and older.

Other 1937 Benefit Provided: Source; Remove
Mobile Treatment Section 1937 Coverage Option Benchmark Benefit
Package
Authorization: Provider Qualifications:
Other Medicaid State Plan
Amount Limit: Duration Limit:
None None
Scope Limit:
None
Other:
Usually prior-authorization but in an emergency can provide services for a short period of time. It is an
intensive integrated blend of outpatient and psychiatric rehabilitation services. Mobile Treatment provides
assertive outreach, treatment and support to adults with Serious and Persistent Mental Illness (SPMI) who
resist more traditional forms of outpatient treatment. Service provision is mobile and provided in the
individual's natural environment.

Other 1937 Benefit Provided: Source: Remove
Psychiatric Rehabilitation Program-Not in IMD Section 1937 Coverage Option Benchmark Benefit
Package
Authorization: Provider Qualifications:

Prior Authorization

Amount Limit: Duration Limit:

None None

Scope Limit:

None

Other:

PRP services include: services to develop of restore self care skills, social skills and independent living
skills. Additionally, medication management and monitoring, health promotion and training, and
psychiatric crisis services are covered.

Other 1937 Benefit Provided: Source: Remove
Outpatient Mental Health Clinic Serv. -Not in IMD Section 1937 Coverage Option Benchmark Benefit
Package
Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
TN No: MD 18-0012 Approval Date: November 15, 2018
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Amount Limit: Duration Limit:

None None

Scope Limit:

None

Other:
Other 1937 Benefit Provided: Source: Remove
Nursing Home Custodial Care Section 1937 Coverage Option Benchmark Benefit

Package

Authorization: Provider Qualifications:

Prior Authorization Medicaid State Plan

Amount Limit: Duration Limit:

None None

Scope Limit:

None

Other:

Need to meet nursing level of care criteria. Note: Hospice care in nursing homes is also covered.

Other 1937 Benefit Provided: Source: ReImnove
Other Services Extended to Pregnant Women Section 1937 Coverage Option Benchmark Benefit
Package

Authorization: Provider Qualifications:

Other Medicaid State Plan

Amount Limit: Duration Limit:

None None

Scope Limit:

None

Other:

Risk assessment, enrich maternity services, high-risk nutritional counseling, and dental

Other 1937 Benefit Provided: Source: Remove
Community-Based Substance Abuse Services Section 1937 Coverage Option Benchmark Benefit
Package
TN No: MD 18-0012 Approval Date: November 15, 2018
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Authorization: Provider Qualifications:
Other Medicaid State Plan
Amount Limit: Duration Limit:
See below in the Other Section None
Scope Limit:
None
Other:
Services authorized include comprehensive substance use disorder assessments, group and individual
substance use disorder counseling services, intensive outpatient services, partial hospitalization, opioid
maintenance therapy and ambulatory withdrawal management. Services authorized are community-based
and align with those detailed in the State Plan.
Other 1937 Benefit Provided: Source: Remove
Program of All-Inclusive Care for the Elederly Section 1937 Coverage Option Benchmark Benefit
Package
Authorization: Provider Qualifications:
Other Medicaid State Plan
Amount Limit: Duration Limit:
None None
Scope Limit:
None
Other:
Other 1937 Benefit Provided: Source: Remove
Rural Health Center Services Section 1937 Coverage Option Benchmark Benefit
Package
Authorization: Provider Qualifications:
Other Medicaid State Plan
Amount Limit: Duration Limit:
None None
Scope Limit:
None
Other:
TN No: MD 18-0012 Approval Date: November 15, 2018
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Other 1937 Benefit Provided:

Source:

Intermediate Care Facilities-Intellectually Dis,

Authorization:

Section 1937 Coverage Option Benchmark Benefit
Package

Provider Qualifications;

Other

Medicaid State Plan

Amount Limit:

Duration Limit:

None

None

Scope Limit:

None

Other:

disabled or persons with related conditions.

Recipient has been certified that he/she requires intermediate care facility services for the intellectually-

I Remove

Other 1937 Benefit Provided: Source: Remove
Case Management-Mental Illness Section 1937 Coverage Option Benchmark Benefit
Package

Authorization: Provider Qualifications:

Other Medicaid State Plan

Amount Limit: Duration Limit:

Yes-See below None

Scope Limit:

None

Other:

Limited to individuals with serious emotional disturbance at risk of or needs continued treatment to prevent

inpatient psychiatric treatment, treatment in an RTC or an out-of-home placement; prevent inpatient psych

treat, homelessness or incarceration. #'s of units are based on severity of the condition in the plan of care.

Individuals receiving Level I (general) Case Management Services are limited to 2 units of service per

month. Individuals receiving Level II (intensive) Case Management Services are limited to 5 units of

service per month, Level 1 and Level 11 individuals can receive an additional unit in the first month.
Other 1937 Benefit Provided: Source: Remove

Case Management-HIV

Authorization;

Section 1937 Coverage Option Benchmark Benefit
Package

Provider Qualifications:

Other

Medicaid State Plan

Amount Limit:

Duration Limit:

Yes-See below

None

Scope Limit:

None
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Other:

Limited to individuals who are certified for and enrolled in the Maryland's Medical Assistance Program and
diagnosed as HIV-infected. Case management services are covered are covered when documented as
appropriate and necessary. Individuals are limited to 96 units of service per year.

Other 1937 Benefit Provided: Source: Remove
Case Management-Developmental Disabilities Section 1937 Coverage Option Benchmark Benefit
Package
Authorization: Provider Qualifications:
Authorization required in excess of limitation Medicaid State Plan
Amount Limit: Duration Limit:
See below-No hard cap on the number of services None

Scope Limit:

None

Other:

(1) Individuals who are found eligible for funding from the Developmental Disabilities Administration
(DDA) and are on the DDA waiting list. Case management services will be made available for up to 180
consecutive days of a covered stay in a medical institution. #'s of units are based on severity of the
condition in the plan of care. There is no hard cap on the number of services. The target group does not
include individuals between 22 and 64 who are in IMD or individuals who are inmates of public
institutions.

(2) Individuals who are found eligible for funding from the Developmental Disabilities Administration
(DDA) and are transitioning to the community. Case management services will be made available for up to
180 consecutive days of a covered stay in a medical institution. #'s of units are based on severity of the
condition in the plan of care. There is no hard cap on the number of services. The target group does not
include individuals between 22 and 64 who are in IMD or individuals who are inmates of public
institutions.

(3) Individuals who are found eligible for funding from the Developmental Disabilities Administration
(DDA) and are in comprehensive community services funded by the DDA. Case management services will
be made available for up to 180 consecutive days of a covered stay in a medical institution. #'s of units are
based on severity of the condition in the plan of care. There is no hard cap on the number of services. The
target group does not include individuals between 22 and 64 who are in IMD or individuals who are
inmates of public institutions.

Other 1937 Benefit Provided: Source: Remove
Free Standing Birth Center Services Section 1937 Coverage Option Benchmark Benefit
Package

Authorization: Provider Qualifications:

Other Medicaid State Plan

Amount Limit: Duration Limit:

None None
TN No: MD 18-0012 Approval Date: November 15, 2018
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Scope Limit:
None
Other:
Add
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[ 15. Additional Covered Benefits (This category of benefits is not applicable to the adult group Collapse All []
under section 1902(a)(10)(A)(i)(VIII) of the Act.)

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 0938-1148. The time required to complete
this information collection is estimated to average 5 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.

V.20160722
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State Name: [Maryland | Atschmenesi-L- OMB Control Number: 0938-1148
Transmittal Number: MD - 18 - 0012

Service Delivery Systems ABPS8

Provide detail on the type of delivery system(s) the state/territory will use for the Alternative Benefit Plan's benchmark benefit package or
benchmark-equivalent benefit package, including any variation by the participants’ geographic area.

Type of service delivery system(s) the state/territory will use for this Alternative Benefit Plan(s).
Select one or more service delivery systems:
[X] Managed care.
Managed Care Organizations (MCO),
[] Prepaid Inpatient Health Plans (PIHP).
[] Prepaid Ambulatory Health Plans (PAHP).
[] Primary Care Case Management (PCCM).
Fee-for-service.
[] Other service delivery system.
Managed Care Options
Managed Care Assurance

The state/territory certifies that it will comply with all applicable Medicaid laws and regulations, including but not limited to sections
1903(m), 1905(t), and 1932 of the Act and 42 CFR Part 438, in providing managed care services through this Alternative Benefit
Plan. This includes the requirement for CMS approval of contracts and rates pursuant to 42 CFR 438.6.

Managed Care Implementation

Please describe the implementation plan for the Alternative Benefit Plan under managed care including member, stakeholder, and
provider outreach efforts.

The existing adult benefit package for our HealthChoice managed care organizations (MCOs) fully aligns with the ABP. The MCOs
will be responsible for educating enrollees that this is a covered benefit.

MCO: Managed Care Organization

The managed care delivery system is the same as an already approved managed care program. Yes

The managed care program is operating under (select one):

(" Section 1915(a) voluntary managed care program,

( Section 1915(b) managed care waiver.

(" Section 1932(a) mandatory managed care state plan amendment.
(@ Section 1115 demonstration.

(" Section 1937 Alternative (Benchmark) Benefit Plan state plan amendment.

Identify the date the managed care program was approved by CMS: HEGIEG 16

TN No: MD 18-0012 Approval Date: November 15, 2018
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Describe program below:

There are currently nine MCOs participating in HealthChoice: Aetna Better Health, Amerigroup Community Care, Jai Medical
Systems, Kaiser Permanente, Maryland Physicians Care, MedStar Family Choice, Priority Partners, University of Maryland
Health Partners and United Healthcare. Maryland enrolls families, children, pregnant women, foster care children, non-
institutionalized SSI enrollees who are younger than 65 and not on Medicare and the new adults under the Section 1902(a)(10)
(A)G)(VIID.

Additional Information: MCO (Optional)

Provide any additional details regarding this service delivery system (optional):

Fee-For-Service Options

Indicate whether the state/territory offers traditional fee-for-service and/or services managed under an administrative services
organization:

(¢ Traditional state-managed fee-for-service
(" Services managed under an administrative services organization (ASQ) arrangement

Please describe this fee-for-service delivery system, including any bundled payment arrangements, pay for performance, fee-for-
service care management models/non-risk, contractual incentives as well as the population served via this delivery system.

Until an enrollee selects an MCO, individuals will receive services on a fee-for-service basis. This period could be up to 30 days.

There are services carved-out of the MCO benefit package for adults, These include:

-Speciality mental health and substance use disorder benefits are provided by an ASO.

-Speciality mental health and HIV/AIDS prescription drugs are carved out of the MCO benefit package and provided on a fee-for-
service basis.

-Personal care services are carved out of the MCO benefit package.

-Viral load testing services, genotypic, phenotypics or other HIV/AIDS drug resistance testing for the treatment of HIV/AIDS is
carved out of the MCO benefit package and provided on a fee-for-service basis.

There are a few additional services carved-out of the MCO benefit package for children. These include:

-Health-related and targeted case management services provided to children when specific in a child's Individualized Education
Plan or Individualized Family Service Plan

-Therapy services

-Dental

Dental services is a covered benefit for pregnant women.

Additional Information: Fee-For-Service (Optional)

Provide any additional details regarding this service delivery system (optional):

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 0938-1148. The time required to complete
this information collection is estimated to average 5 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.
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Revisio : HCFA-PM-87-4 (BERC) ATTACHMENT 3.2-A

' MARCH 1987 OMB No.: 0938-0193
( - STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: Marvland

COORDINATION OF TITLE XIX WITH PART B OF TITLE XVIII

The following method is used to provide the entire range of Maryland Medical
Assistance Program benefits under Part B of title XVIII to the Group

og_Medlcare eligible individuals indicated:
/X7 A. Buy-in agreements with the Secretary of HHS. This agreement covers:

- 1. L:7 Individuals receiving SSI under title XVI or State
supplementation, who are categorically needy under the State's
approved title XIX plan.

Persons receiving benefits under title II of the Act or undcr
the Railroad Retirement System are included: é
1:7 Yes - / / No
—_ o
2. / / Individuals receiving SSI under title XVI, State
supplementation, or a money payment under the State's approved
title IV-A plan, who are categorically needy under the State's

(: approved title XIX plan.

Persons receiving benefits under title II of the Act or under
the Railroad Retirement System are included:

1/ Yes /7 No

3. /X/ All individuals eligible under the State's approved title XIX
plan.

~
N
w

. Group premium payment arrangement entered into with the Social Security
Administration. This arrangement covers the following groups:

137 C. Payment of deductible and coinsurance costs. Such payments are made in
behalf of the following groups:

This relates only to comparability of devices - benefits under XVIII to what
groups - not how XIX pays. ...if State has buy-in (which covers premium), it
does not check #3 for same group-only if it does #3 for another group, e.g.
does #1 for money payment receipts and #3 for non-$-receipts. How it handles
deductibles and coinsurance for money payment receipts is a matter for
reimbursement attachment. -
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1 Section [ ~ My Account

1.t Create Account

1.31.1 Fiow Charts
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MARYLAND HEALTH CONNECTION {MHC) LANDING PAGE

CRECK THE COST OF HEALTH PLANS

PURCHASE PLANS WITHOUT ASSISTANCE

| PURCHASE PLANS WITH ASSISTANCE

CHECK THE COST OF HEALTH PLANS

\-Continue without ogging in.

PURCHASE PLANS WITHOUT ASSISTANCE

reate an Acoount:
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PURCHASE PLANS WITH ASSISTANCE

raate an Account

LOE npmrmsssssnsnse
No
Y
GETTING STARTED
AUTHORIZED ASSISTOR FOR MYSELF AND/OR

REPRESENTATIVE

FAMILY

1.3.2  MHC Landing Page

Apply For Assistance
starwwll  and Purchase Plans

financinl assistance
guestions

Y

\ SET RTARTED PHEED HELP

T ot 8 panT

o Bt your Bcoeunt

Opens a short
application that does
notinciude financiat

assistance questions SHETEV LTI

Opens a very short
apphcation that dees
notinciude financial
assistance guestions
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1.1.2  Check the Cost of Health Plans: Getting Started

= Bating Stasted

To get started, please choose one of the options below:

" Create an account.

Creating your own account wil lel you save what vou are doing and corne back to it later
<% Login

Log inif you already have an account.
W Continue without logging in.

Continue withuut creating an account or logging in

N
1.4.4  Purchase Plans With and Without Assistance: Getting Started
efling Startad
Before starting this process, you must create a new account ar log in to an accounl that you afready have
To get started, please choose one of the options below. e
{7+ Create an account. Greating your own account wiltlet yau save your work and refurmn to it later,
% Log inif you alveady have an account
Back. Hext

1.1.5 Create o UHser dccount

& Create g User Account

{n ordar fo set up a user account, please enter your datalls below. Your user account will tet vou save your application and come back o i later. You wil
also be able to check the status of your application after you submit it
1 you have gquestions about creating your user account, please call ihe Customer Service Center &t 363-1-4323000.

Personal Details
First Mame * [Care Last Name * Dones

Emait [ras rejones.com ]

User Name and Password
Your U wonust be st leas

© Bt Ciiiein ot

T BCArS. Y

User Hame ¥ [

Password © [

Re-type Fassword |

Password Hint
¥ vou forget vouwr pa

y 2ngd e Jour anvwer pelavr,

estian to set 8 rew pasewont. Flease seled vou

RBE W G

Quiestion * Mother's maiden name ’ e

Answer * [ ]

Please chieck the box to let us knov that you have mad and sgreed t0 the usage conditions.
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i.1.6  Client Lopin

Chignt Login

£69in to your actount.

Your L ogin Details

Fleras enter your tiser ame and Password and chok the Next button ©

ser Mama:

Fassword: *

117 Login from MHC Landing Page

£

Apply For Assistance
and Purchase Plans

0008

HET STARTED EMELX WELF

« hepiv or assistsnca wilh rout Health Care « Whal 2o b ened e Suy 3 panT
« Appiy 16 gurchiass haaith elans withaut s3sistance «vihatisan
« Chieckine costof hzatih pians

eoption”

ST #1597
SPON32ISE Nealtts plan

2pply rer an .
applyfar an 2 han y
- Sl i) arvsligie i cther Sreprsms ~Cant ge 5 naigater?
* RRPIF 10 918 RITOISMS - Glics hera 1 ca an sssisant Forgol jour passy

Ry e Dotuse

Hiveeationd SldsAtie

SR MAUAEET; IR o

TRABRINES NG 6 TR Tt Sy 485

ABgLanerine s ninsmakin,
Doy RTTRE. o T

Vet gn Basony
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2 Section Il ~ Privacy

2.1 Flow Chart

| APPLYING AS AN AUTHORIZED APPLYING ON BEHALF OF SOMEONE ELSE APPLYING FOR MYSELF AND/OR MY FAMILY
| REPRESENTATIVE

X
HOUSEHOLD INFORMATION

2.2 For Myself and/or My Family

Please read the irormation below and (heck the box o show vour agreement

Household tnformation

we'll keep your Information private as required by law. Your answers on this form will only be used to detemmine eligibility Tor heaith insurance or help paying for heaith
instrance. YVe'll check your answers using information in our electronic databases and the databases of our partner agencles. if the Information doesn't match, we may
ask you to send us proof

This application doesn't ask questions about the household medical history Household members who dont want insurantce won't be asked questions about cltizenship and
immigration.

important: As part of the application process. we may need to retrieve information about the household from other government agencies like IRS. Social Security
Administration and the Department of Homeland Securify. We need this inioimatton to check the household eligibliity for health insurance or help paying jof health
insurance.

RO @it your data

View Privacy At

By chedlang this box you are ing that the appl has i you
ission to enter inf on their behalf and that you will not discdose that
information to anyone else without the 's 3
$94 Maryland - HBE CMS Alternate Application For Health Coverage Page 9 of 66
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2.3  Authorized Bepreseniative or 4ssistor

= Befors We Slan

Rlease read the Information below and theck the boyi in show your agreement

Household Information
Wwe'll keep your information private as requived by law. Your answers on this form will anly be used to detennine efigibility for health insurance or help paying for health

Instranice. We'll check your answers using infarmation in our electronic databases and the databases of our pariner agentles. If the information doesn't match, we may
ask you to send us proof.

This application doesn't ask questions abeut the household medical history. Household members who dont want Insutance won't be asked questions about citizenship and
immigeation.

kmportant: As part of the application process. we may need to retrieve information about the household from other government agencies like IRS, Sociat Security
Administeation and the Depariment of Homeland Security. 'Wwe need this information fo check the household eligibility for health insurance or help paying for health
insurance.

Lsammoere anoul your 4stx

Sie Prieacy Art S

Evchedungﬂlshoxyoua:e firming that the dicant has
enter jon on their beha!f and that you will not dsdose that
mfcnnation to anyone else without the s p

2.4  Privacy Act Statement

MARYLAND HEALTH BENEFIT EXCHANGE PRIVACY STATEMENT

Thank you for visiting a website published and managed by the Marytand Heaith Beneﬂt Exchange (MHBE), a public corporation and unit of State
govemnment. This statement applies spedfically to v, witiraithe

Information Collected and Stored Automatically

When you browse this website, read pages, or downltoad information, certain information about your visit is automatically gathered and stored.
This information does not identify you personally, and Indudes the following:

The internet domain {example: acl.com} and the IP address (the number automatically assigned to your computer when surfing the Web) from
which you access our portal,

The type of browser and operating system used to access our site,
The date and time you access our site,
The pages you visit,

The address from which you linked to our website.

This information Is used to make this website more useful to visitors, to learn about the number of visitors to our site, and the types of technology
our visitors use. We do net track o record identifying information about individuals and thelr visits.

Cockies

This website uses "temporary cookies” to track user navigation in order to make the portal experience more useful. A temporary cookie is erased
when the user doses the web browser. The “temporary cookie”, also called a session cookie, Is stored in temporary memory in the form of a text
fite on your computer, and is erased after the browser session is ended. No identifying user information is collected and stored on other
computers anywhere. We store no personal information based on your visit to our website.

General Privacy Policy

It Is our poliey to preserve the privacy of personal records and to protect confidential or privileged information. Such information will be disclosed
publicly only as required by the Public Information Act or as necessary of permissible to carry out official duties. Under State law, these policies
do not apply to information gathered for certain specified purpeses, such as the investigation of a possible violation of the law. If you have any
questions about these privacy policies, please e-mait them to

Privacy Policy Changes

Changes to our websites may necessitate changes to our privacy statement. Notification will be posted on this website in the Privacy Notice link.
The information contalned in this privacy statement applies only to yeeremarviandhealifwonnection goy

o Aese
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3 Section III ~ Getting Started

3.3 Contact Information

211 Flow Chart

| APPLYING AS AN AUTHORIZED APPLYING ON BEHALF OF SOMEONE ELSE APPLYING FOR MYSELF AND/OR MY FAMILY
| REPRESENTATIVE

¥
| HOUSEHOLD INFORMATION !

3312 Authorized Bepresentative Contact information

Banner

Let's get started with your application

In order to evaluate the eligibility for insurance
assistance an application is required to be completed
and submitted. Information on who is applying for
coverage determines how the application information is
captured on subsequent pages. Please select an option
from below which will be used to drive the information
capture.

I am applying For myself and/or my family

As an individual acting
responsibly on behalf of someone
else

As an authorized representative

Cluster Name: Application Filer Details

You have indicated that you are applying as an
authorized representative and not yourself. Before we
ask for their information we need to know about some
basic details about you.

Title Dr.

$94 Maryland - HBE CMS Alternate Application For Health Coverage Page 11 of 66
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Esquire
Junior
Senior
First
Second
Third
Fourth
Fifth

First Name

Middle Name

Last Name

Cluster Name: Your Address

Apt/Suite

Address

City

State Alabama ~ Wyoming

Zip Code .

County List of all the counties by state
wise

Cluster Name: Other Contact Information

Preferred Contact Method Email
Post/Mail

Home Phone Number

Work Phone Number

Cell Phone Number

E-mail Address

Cluster: Authorization Information

Enter the date the applicant authorized you to apply for

coverage on their behalf.

Enter the name of the applicant that authorized you

What has the applicant authorized you to do?

Complete and submit renewals

Sign the application on the applicant's behalf

Receive copies of all notices and communications

Act on behalf of the applicant on all other matters

Do you belong to an organization? No
Yes

Please enter the organizational details

Name

Identification Number

594 Maryland - HBE CMS Alternate Application For Health Coverage ‘ Page 12 of 66
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Phone Number

E-mail Address

By checking this box you are agreeing that you wil
adhere to all relevant State and Federal laws concerning
conflicts of interest and confidentiality of information,
including the following provisions in the Code of Federal
Regulations: Chapter 42, part 431, subpart F; 42 C.F.R.
447.10; and 45 C.F.R. 155.260(f).

By checking this box you are confirming that the
applicant has granted your permission to enter
information on their behalf, that you acknowledge you
are responsible for providing information and
communicating to the same extent as the applicant
would be for the tasks you checked above, and that you
will not disclose that information to anyone else without
the applicant’s permission.
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TN No: MD-13-0021-MM2
Maryland

Page 13 of 66

Approval Date; 02/12/2014
Effective Date: 10/01/2013



Supplement 1 to Attachment 3.1G

Tt teppeadt geding my 142

REERLE S % Sty on b b e
23 s KO prevenens

Application Fiter Detalls

v

First N gt Nt
Liest Nigep ©
Your Address

Addvens ™ i . R . A L Apuats
e g § . —_—

iy ¥
Qther Contact fitormation
Porbinreed oty i
Feeone Brone SRy Basan i

Wesen P Norabus

it

Authorization infarmation

date e R0 G 162 PR S0t fied i Gy tfemt Eradued ™

Eites oy aume of Ty axplo; 4 Macd, dabanit e yow

RIS SUISANS o

Apdie atton o 1%

e aggdicnny

st (G QEganiEipn s & s

B ¥

0Tt

Faans Numlae

343 Assistor Contact Information

Banner
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Let's get started with your application

In order to evaluate the eligibility for insurance
assistance an application is required to be completed
and submitted. Information on who is applying for
coverage determines how the application
information is captured on subsequent pages. Please
select an option from below which will be used to
drive the information capture.

I am applying

For myself and/or my family

As an individual acting responsibly on

behalf of someone else
As an authorized representative

Cluster Name: Application Filer Details

You have indicated that you are applying on behalf of
someone else and not yourself but before we ask for
their information we need to know some basic details

about you. '

Title Dr.
Miss
Mr.
Mrs.
Ms.
Prof.

Suffix Esquire
Junior
Senior
First
Second
Third
Fourth
Fifth

First Name

Middle Name

Last Name

Cluster Name: Your Address

Apt/Suite

Address

City

State Alabama ~ Wyoming

Zip Code

County List of all the counties by state wise

Cluster Name: Preferred Method of Communication

Communication Preference

Email
Post/Mail

Home Phone Number

Work Phone Number

$94 Maryland - HBE CMS Alternate Application For Health Coverage
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Celi Phone Number

E-mail Address

By checking this box your are confirming that the
applicant has granted your permission to enter
information on their behalf and that you will not
disclose that information to anyone else without the
applicant's permission

o1t et G SN B

Application Eitwr Défatts

i

ke St

St e W Nisee:

Lk Ngaw

Your Adiiress

Adnesa ¥

iy

2 Sade ¥ ity

Onhsr Contact informating

Sroforssat Conias Mo * < Rgp Sedesd ivi

Fa P Weedae B A

Wik Fhens Mo L Py Numdes

3.1.4 For Myself and/or My Family Contact Information - Primary Applicant

Banner
Please provide some information about yourself.

$94 Maryland - HBE CMS Alternate Application For Health Coverage Page 16 of 66

TN No: MD-13-0021-MM2 Approval Date: 02/12/2014
Maryland Effective Date: 10/01/2013



Supplement 1 to Attachment 3.1G

Please enter your personal details below. You will be designated

as the primary contact for the application. If you choose to

include yourself in the application for coverage, the information

you provide will be used to verify your identity, income and

citizenship status. You will also be designated as the primary

applicant.

Cluster Name: Your Details

Title Dr.
Miss
Mr.
Mrs.

. Ms.

Prof.

Suffix Esquire
Junior
Senior
First
Second
Third
Fourth
Fifth

First Name

Middie Name

Last Name

Date of Birth

Sex Female
Male

Cluster: Your Home Address

Your address is required in order to determine your eligibility to

use Maryland Health Connection and also so that we can contact

you with regard to any decisions we make about your eligibility.

Do you have a fixed address? No
Yes

Are you a Maryland resident?

Yes
If you do not have a fixed address, please choose a local health
department based on the county you spend the most time in.
County List of all the counties
Local Health Department/Organization List of all the county

Health Depts.

Cluster: Your Mailing Address

$94 Maryland - HBE CMS Alternate Application For Health Coverage Page 17 of 66
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Do you have a mailing address?

Address Line 1

No

Yes

Address Line 2

City

State

Alabama ~ Wyoming

Zip Code

County

Address Line 1

List of all the counties by
state wise

Address Line 2

City

State

Alabama ~ Wyoming

Zip Code

County

Cluster: Temporarily Absent from State?

List of all the counties by
state wise

Address Line 1

Are you living outside the state temporariliy and have intentions No

to return to the state? Yes

Cluster: Your Mailing Address

Is the mailing address the same as your home address? No
Yes

Address Line 2

City

State

Alabama ~ Wyoming

Zip Code

County

List of all the counties by
state wise

Cluster: Other Contact Information

We need to know the best way to contact ou about this
application. You may receive notifications by mail, email or phone

Preferred Contact Method

Phone
Email
Text
Mail

594 Maryland - HBE CMS Alternate Application For Health Coverage
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Preferred Language

American Sign
Apache

Brazilian Portugese
Cambodian
Cantonese

English

French

German

Irish

Italian

Japanese

Korean

Lao

Navajo

Russian

Simplified Chinese
Spanish

Traditional Chinese
Vietnamese

Phone Number

Type

Business
Fax
Mobile
Other
Pager
Personal

Alternate Phone Number

Type

Business
Fax
Mobile
Other
Pager
Personal

E-mail Address

Cluster: Help paying for your health benefits

Do you want to find out if you can get help paying for your own
health insurance and health benefits?

No
Yes

$94 Maryland - HBE CMS Alternate Application For Health Coverage
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ADDRESS LOGIC
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4 Section IV ~ Assistance with completing the application

5 Section V - Help Paying for Coverage

531 Flow Chart

HOUSEHOLD INFORMATION

Yes

INCOME INFORMATION

541 Pre-Screening Calculator

Eativats hosw the Health Refoms &al may sffsct you of your howashold

Adiilts in household 4 L Based on your annual household income and hausehold size, you may

He eligibtie for Medicaid.

Based on your annual household inconte and h hold size, your
child{ren} younger than 19 years old may be eligitie for Medicaid.
*¥our available heaith oplioris are subject to change based onthe
accuracy of the information you entered.

Children under 19 in housenold | 2

Total annual household income 40.000

Is anyone in the household
pregnant?
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5.1.2 Tay Filer Information

Banner

Please choose the tax filers in your household

We need to know who in your household is a 'tax
filer' so we can figure out whether you qualify for
help in paying for coverage. We've listed the
members of your household below. Please indicate
which of them will be filing taxes.

INCLUDE yourself if you plan to file taxes, your
spouse if he/she will be filing jointly with you OR will
be filing his/her own form, your children IF they will
have to file their own taxes, and any other
dependents IF they will have to file their own taxes.

DO NOT INCLUDE your children if they will not need
to file their own taxes or any other dependents if
they will not need to file their own taxes.

If anyone in your household expects to file taxes this
year, please select them below

Supplement 1 to Attachment 3.1G

Please choose the tax filers in the househaold

Mg TG & YD

Wae need to knovs veho In your household is a ‘tax filer' so we can figure out whether you qualify for help in paying for coverage. We've listed the members of your household

ES belovs, Please indicate which of them will be filing taxes,

INCLUDE yourself if you plan to file taxes, your spause if heyshe will be filing jointly with you OR will be filing his/her ovn form, your children IF they will have to fite their own

taxes, and any other depandents IF they will have to file their awn taxes.

' DO'NOT INCLUDE yaur chitdren If they wilt not need to-file thalr own taxes or any other dependents if they will not need to fite thelr oven taxes:

If anyone In the househald expects to file taxes this year. please sefect them below. <%

Jerry

Save 4 Bt
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6 Section VI ~ Tell us how many people are applying for health coverage

6.1 Flow Chart

HOUSEHOLD INFORMATION

| INCOME INFORMATION
Nc-—)‘g

6.2  Other Household Menmbers

Other Household Mambaers

in eeder o properiy determine your eligibility, we need o know abiout any other people in the househokd

... Include’ your spouse, your children under 2% who live with you, your unmarried partner who needs health coverage, anyone you indude on your tax return, even ff they dan't live
&3 with you andfor anyone else under 21 who you take care of and lives with you. Don't include your unmarried partner who doesn't need health covarage, your unmarried pariner's
children, your parents wha live vith you, but file thelr owe tax return (if you're over 21) andjor other adult relatives who file their own tax returp,

Is there anyone eise In the household? ™ --Please Sefect—

e e e
594 Maryland - HBE CMS Alternate Application For Health Coverage Page 24 of 66
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6.3  Housechold Member Delalls

anner

Supplement 1 to Attachment 3.1G

Please provide details of the next household member

Please tell us about the next person in your household by filling in the
information below. You may be asked more questions about this person on
the next screen depending on whether you wish to find out whether you can
get help paying for this person's health insurance and health benefits.

Cluster: Details

Title Dr.
Miss
Mr.
Mrs.
Ms.
Prof.

Suffix Esquire
Junior
Senior
First
Second
Third
Fourth
Fifth

First Name

Middle Name

Last Name

Date of Birth

Sex Female
Male

Does this person live with you? No

Yes

Yes

is person a

Yes

$94 Maryland - HBE CMS Alternate Application For Health Coverage
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if this person does not have a fixed address, please choose a
department based on the county this person spends the most time in.

th

County

List of all the counties by state wise

Local Health Department/Organization

List of all the county Health Depts.

Apt/Suite

Address

City

State

Alabama ~ Wyoming

Zip Code

County

List of all the counties

Cluster: Temporarily Absent from State?

No
Yes

o you want to find out if you can get help paying for health insurance and
health benefits for this person?

No
Yes

S94 Maryland - HBE CMS Alternate Application For Health Coverage
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Household Member Detsils

Please provide details of the next hausehold member.

z‘gx

Maghin

housohp!

Supplement 1 to Attachment 3.1G

Details :
Title I Please setert— Suffix ! _Please Select-- ix
Flrst Name * £ Jugy widdle Mame ive
Last Hame ¥ Sheen Date of Birth *

Sex  x 2 Female

Does fhis person lve with you? |oPlemseseect-

Does this person have a fixed address? * Yes

Address © 100 - - AptSuite ™ 101

City ‘ ‘ o State * Iaryland

Zip Code ® County H

De you want to find aut If you can get help paying for heallivinsurance and heath 1" or e

benefits for this person? *

6.4  Relationships

Banner

Please provide information about household member's relationships

In order to determine eligibility for medical insurance assistance, we
need to know the relationships of all individuals in the household.
Please select the most appropriate description of the relationship
between each individual.
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' Relationships

Is Unrelated to

Is the Appointee of

Is the Appointer of

Is the Aunt of

Is the Child of

Is the Cousin of

Is the Foster Child of

Is the Foster Parent of

Is the Grand Child of

Is the Grandparent of

Is the Great Aunt of

Is the Great Grand Child of
Is the Great Grandparent of
Is the Great Nephew of

Is the Great Niece of

Is the Great Uncle of

Is the Guardian of

Is the Live in Attend of

Is the Nephew of

Is the Niece of

Is the Orphan of

Is the Parent of

Is the Person Cared for by
Is the Sibling of

Is the Spouse of

Is the Uncle of

Are they also a non-parent caretaker of this person?

Getting Started

Appticant Detalls

Additional Household
infonuation

Househoid Income

Additional income
information

Susmary

Verification Summary

$94 Maryland - HBE CMS Alternate Application For Health Coverage
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Ave you also a primary caretaker of this person?

TN No: MD-13-0021-MM2

Maryland

266, W REN

o anind e SR Fedts FUER NG MO8 Anwpisle neIsanion afte

Page 28 of 66

Approval Date: 02/12/2014
Effective Date: 10/01/2013




Supplement 1 to Attachment 3.1G

7 Section VII ~ Tell us about each person

731  Flow ﬁﬁfmrt

HOUSEHOLD INFORMATION

| INCOME INFORMATION
w—-Nu—)%

7.2 Primary Applicant - Applying for Coverage
The information gathered in this screen is the same information that is gathered for all household
members who are applying for coverage.

Banner

Please provide some more information about yourself to help
with your application

Cluster: Race and Ethnicity (Optional)

Please select options from below that best describe you.
Providing this information won’t impact your eligibility for health
coverage, your health plan options, or your costs in any way

If Hispanic/Latino ethnicity check all that apply

Mexican
594 Maryland - HBE CMS Alternate Application For Health Coverage Page 29 of 66
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Mexican American

Supplement 1 to Attachment 3.1G

Chicano/a

Puerto Rican

Cuban

White

Black or African American

American Indian or Alaska Native

Asian Indian

Chinese

Filipino

Japanese

Korean

Vietnamese

Other Asian

Native Hawaiian

Guamanian or Chamorro

Samoan

Other Pacific Islander

Are you an American Indian or an Alaskan Native?

Tribal Identification Number

No
Yes

Cluster: Additional Information

We need Social Security Numbers (SSNs) for anyone who wants
coverage. We use SSNs to verify citizenship. If someone doesn’t
have an SSN, visit socialsecurity.gov or call 1-800-772-1213. TTY
users should call 1 800 325 0778.

Do you have an SSN?

Reason why you don't have an SSN

No
Yes

Can be

Apply for Social Security Number

Links to ssa.gov

$94 Maryland - HBE CMS Alternate Application For Health Coverage
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Are you’a

Are you a US National? No

Yes

.No

Are you lawfully present in the United States?
Yes
Date of Entry

Supporting Document See screenshot below

Supporting Document Certificate of Citizenship
I-551 (Permanent Resident
Card)

Naturalization Certificate
Passport

Is <name> currently pregnant or gave birth in the last 3 months? No
Yes

Cluster: Pregnancy Information
How many children is <name> expecting? Numeric
If <name> is currently pregnant, please enter the due date.

If <name> was currently pregnant, please enter the date the

ded

Was <name> ever in foster care? No
Yes

Cluster: Foster Care

Select the State in which <name> was in the foster care system. Alabama ~ Wyoming
Was <name> in foster care on their 18th birthday? No

Yes
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Is <name> a full time student?
Yes

Cluster: Student Information
What type of student is <name>?

What type of school is <name> going to?
What is the expected end date?

La More About You

Please provide some more information about yourself to help with your application

Race and Ethnicity (Optional)

Please select options from below that bast descrhe you. Providing this nformation won't impact your eighilty for health coverage, your
health plan options, or your costs in any way.

I Hispanic/Lating ethnicky check & that apply

Mexican Puerto Ricen

Mexican American Cuban

Chicanofa

White Vietnamese

Bladk or African American Other Asian
American Indian or Alaska Native Haveaian
Native Guamanian or Chamorro
Asian Indian Samoan
Chinese Other Padific Islander
Fiipine .

Japanese

Korean

Are you an American Ind:an or an Alaskan MNatize? Ed T AT PN
i —~Please Select-

Additional information

We need Soclal Security Numbers (SSNs) for anyane who wants coverage. We use SSKs to verify citizenship. If someone doesn't have an SSN, visit saciatsecurity.gov or call 1-
800-772-1213. TTY users should call 1 800 325 0778.

B0 you have an SSK? ¢ --Please Select— e

Are you a US Cifizen? *

-Please Select-
594 Maryland - HBE CMS Alternate Application For Health Coverage Page 32 of 66
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7.2.1  Dovument Types

--Please Select—

Certificate of Citizenship

DS2019 (Certificate of Elgibility for Exchange Visitor (J-1) Status}
1-20 {Certtificate of Eligibility for Non immigrant (F-1) Student Status
-84 (Arrival/Departure Record)

1-327 (Reentry Permit}

-551 (Permanent Resident Card)

-571 (Refugee Travel Document)

1-688 (Temporary Resident Card}

1-688A (Employment Authorization Card}

1-6888 (Employment Authorization Document)

768 (Empibyment Authorization Card)

Immigrant Visa (Temporary Resident Card)

Waturalization Cerlificate

Temporary 1-551 Stamp

Unexpired Foreign Passport

WTMB Admission Stamp in Unexpired Foreign Passport

Other

7.3  Primary Applicant ~ Not Applying for Coverage

Please provide some more information about yourself to help
with your application

Cluster: Additional Information

Because you aren't applying for health insurance, you may
provide a Social Security number (SSN) if you have one. It's
optional. We'll use this SSN to check your income. This can speed
up the decision about whether household members get help
paying for assistance.

SSN

AR
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7.4  Existing Coverage

Cluster: Existing Coverage Found

Member Name

Source of Coverage

Start Date

End Date

If you feel this information is incorrect
you may continue this application and
then you will need to contact your
Local Health Department.

If you are an existing Medicaid or
MCHP client and would like to submit
your renewal please exit the
application and click the link that allows
you to link to your existing case on your
account home page.

Faluting Noaltl Coveragy Pond

Existing Covatage Found

End Dute

Start Daete

KAPmbsr famy i Sowves af Coveraga

By Hre

Supplement 1 to Attachment 3.1G

el et 10 Seasact it Leddt Heelin Qepvatavent,
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7.5  Supporting Documents

Banner

Naturalization Certificate has been selected to be the
supporting document for the status of being a U.S
National. Please provide the below information as
available in the document. Please enter the Name and
Date of Birth if different from what is already entered
in the Applicant Information.

{This supporting document gbout ‘Naturalization
Certificate’ appeors, when the user selects any option
for the field Supporting Document’, which is under the
primaory field 'Are you a US Nationai?’)

Alien Number

Mandatory

First Name

Middle Name

Last Name

Date of Birth

Calendar option

Cluster Name: Additional Information

Text box

$94 Maryland - HBE CMS Alternate Application For Health Coverage
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ils
+84 {Arrival/Departure Record) has been selected 1o
be the supporting document for the status of being a
tawful Alien. Please provide the below information a5
availzble in the document. Please anter the Name and
Date of Birth if different from what is already enterad
in the Applicant information.

Supplement 1 o Attachment 3.1G

{This banner text ond the related fields appear, when
the user selects the option +-94 for the field
Supporting documents’, which is under the primary
filed ‘Are you lawfully present in the United States?'}

1-94 Number

Mandatory

SEVIS ID

Document Expiration Date

Calendar option

First Name

Middie Name

Last Name

Date of Birth

Calendar option

Text box

Banner

Certificate of Citizenship bas been selected to be the
supporting document for the status of being 3 Lawful
Allen. Please provide the below information as
avallable in the document. Please enter the Name and
Date of Birth if different from what is already entered
in the Applicant Information,

{This bunner text and the refated fields appear, when
the user selects the option ‘Certificate of Citizenship'
for the field Supporting documents', which is under
the primory filed ‘Are you lowfully present in the
United States?’)

Alien Number

Mandatory

Citizenship certification Number

Mandatory

Document Expiration Date

Calendar option

First Name

Middie Name

Last Name

Date of Birth

Calendar option

' Text box

Banner

DS201% {Certificate of Eligibility for Exchange Visitor {§-
1} Status) has been selected to be the supporting
docurnent for the status of being & Lawful Alien. Please
provide the below information as available in the
document, Please enber the Name and Date of Birth if
different from what is already emtered in the Applicant
information.

{This banner text and the related fields appear, when
the user selects the option "DBS2018 Certificate’ for the
field ‘Supporting docuraents’, which is under the
primary filed ‘Are you lowfully present in the United
States?')

1-94 Number Mandatory
SEVIS ID Mandatory
Document Expiration Date Calendar option
First Name

Middle Name

Last Name

Date of Birth Calendar option
Text box

$94 Maryland - HBE CMS Alternate Application For Health Coverage
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Banner
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120 {Certificate of Eligibility for Non immigrant (F-3)
Studernt Status has bean selected 1o be the supporting
document for the status of being a Lawful Alien. Please
provide the below information as available in the
document, Pleass enter the Name and Date of Birth i
different from what is already entered in the Applicant
Information,

{This banner text and the related fields oppear, when
the user selects the option '1-20 Certificate of
Efigihitity for £1° for the field Supporting documents’,
which is under the primory filed "Are you lowfully
present int the United States?’)

1-94 Number Mandatory
SEVIS ID Mandatory
Document Expiration Date Calendar option
First Name

Middle Name

Last Name

Date of Birth Calendar option

Banner

1327 {Reentry Permit} has been selected 1o be the
supporting document for the status of being a Lawful
Alien, Please provide the below information as
available in the document, Please enter the Name and
Date of Birth i different from what is already entered
in the Applicant Information.

{This banner text and the relgted fields nppear, when
the user selects the option =327 {Reentry Permit} for
the field ‘Supporting documents’, which is under the
primary filed ‘Are you lowfully present in the United
Stotes?)

Alien Number

Mandatory

Document Expiration Date

Calendar option

First Name

Middle Name

Last Name

Date of Birth

Calendar option

Text box

Banner

8551 {Permanent Resident Card) has beern selected to
he the supporting document for the stetus of being a
Lawful Alien. Please provide the below information as
available in the document. Please enter the Name and
Date of Birth if different from what is already enterad
in the Applivant Information.

{This banner text and the related fields appear, when
the user sefects the option | 551{Permanent Resident
Card) for the field ‘Supporting documents’, whichis
under the primary filed "Are you lowfully present in the
United Stotes?’)

Alien Number Mandatory
Card Number Mandatory
Document Expiration Date Calendar option
First Name

Middle Name

Last Name

Date of Birth Calendar option
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Banner

571 {Refugee Travel Docuraent} has been selected to

Py

be the supporting document for the status of being a
Lawful Allery, Piease provide the below information a3
avallable in the document. Plesse srter the Name and
Date of Birth i different from what is aiready entered
in the Applicant information,

{This banner text and the reloted flelds appear, when
the user selects the option 1871 {Refugee Travel
Document} for the field Supporting documents’,
which is under the primary fited ‘Are you lowfully
present in the United States?}

Alien Number

Mandatory

Document Expiration Date

Calendar option

First Name

Middle Name

Last Name

Date of Birth

Calendar option

' Text box

Banner

HA8R {Temporary Resident Card} has been selected to
be the supporting document for the status of being 8
Lawful Alien. Please provide the below information as
gvailable in the document. Please enter the Name and
Date of Birth if different from what is already entered
in the Spplicant information

{This banner text and the related fields appear, when
the user selects the option '-688 {Temporary Resident
Card) for the field Supporting documents’, which is
under the primary filed ‘Are you lowfully present in the
United States?')

Alien Number

Mandatory

Document Expiration Date

Calendar option

First Name

Middie Name

Last Name

Date of Birth

Calendar option

Text box

Banner

LGEBA {(Employment Authorization Card} has been
selected to be the supporting documesnt for the status
of being a Lawful Alien, Please provide the below
information as available in the document. Pleass enter
the Nams and Date of Birth if different from whatis
aiready entered in the Applicant information,

{This banner text ond the related fields appear, when
the user selects the option 6884 (Employment
Authorization Cord} for the field Supporting
documents’, which is under the primory filed ‘Are you
lawfully present in the United States?'}

Alien Number

Mandatory

Document Expiration Date

Mandatory + Calendar option

First Name

Middle Name

Last Name

Date of Birth

Calendar option

Text box

Banner

$94 Maryland - HBE CMS Alternate Application For Health Coverage
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-6BSB (Employment Authorization Document] has
heen selected to be the supporting document for the
status of being a Lawful Allen. Please provide the
below information as availabie in the dotument.
Flegse enter the Name and Date of Birth if different
from what is already entered in the Applicant
tnformation,

{This banner text and the refated fields appear, when
the user selects the pption '-6888 (Employment
Authorization Document} for the field Supporting
documents’, which is under the primary filed "Are you
lowfully present in the United States?'}

GREE [Employment Authorization Document) has
been selectad 1o be the supporting document for the
status of being a Lawful Allen. Please provide the
below information as available in the dotument.
Please enter the Name and Date of Birth i different
from what iz aiready entered in the Applcant
Information.

Alien Number

Mandatory

Document Expiration Date

Mandatory + Calendar option

First Name

Middle Name

Last Name

Date of Birth

Calendar option

Text box

Banner

-766 {Employment Authorization Card) has been
selected to be the supporting document for the status
of being a Lawful Alien. Please provide the below
infgrmation as availebie in the documant. Please enter
the Name and Date of Birth If gifferent from what is
aiready entered in the Applicant Information.

{This banner text and the related fields oppear, when
the user sefects the option 1-766 {Employment
Authorization Cord)’ for the field Supporting
documents’, which is under the primary filed ‘Are vou
lawfully present in the United States?’)

Alien Number

Mandatory

Document Expiration Date

Calendar option

First Name

Middle Name

Last Name

Date of Birth

Calendar option

Text box

Banner

bmimigrant Visa {Temporary Resident Card} has been
selected to be the supporting document for the status
of being a Lawful Allen. Please provide the below
information as available in the document. Please anter
the Name and Date of Birth if gifferent from what is
already entered in the Applicant Information,

{This banner text and the related fields appear, when
the user selects the option 'Immigrant Visa
{Temporary Resident Card’ for the field Supporting
documents’, which is under the primary filed ‘Are you
fawfully present in the United States?')

Alien Number

Mandatory

Passport Number

Mandatory

Visa Number
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ipEnHng
Document Expiration Date
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Calendar Option
First Name
Middle Name
Last Name
Date of Birth Calendar option

Banner

Maturalization Certificate has been selected to be the
supporting docurment for the status of being a Lawful
Allen. Flease provide the below information as
available in the document. Please enter the Name and
Date of Birth if different from what is siready entersd
in the Applicant information,

{This bunner text and the refated fields appear, when
the user selects the option ‘Noturalization Number’
for the field Supporting documents’, which is under
the primary filed 'Are you lowfully present in the
United States?')

Alien Number

Mandatory

Naturalization Number

First Name

Middle Name

Last Name

Date of Birth

Calendar option

Text box

Banner

Temporary 1-551 Stamp has been selectad 1o be the
supporting decurment for the status of being & Lawhul
Alien, Please provide the below information as
available in the document, Please enter the Name and
Bate of Birth if different from whal Is aiready entered
in the Applicant information.

{This banner text and the related fields appeas, when
the user selects the option Temporary i-551 Stomp'
Jor the fleld ‘Supporting documents’, which is under
the primary filed ‘Are you lowfully present in the
United States?’)

Alien Number

Mandatory

Document Expiration Date

Calendar Option

First Name

Middle Name

Last Name

Date of Birth

Calendar option

Text box

Banner

Unexpired Forglgn Passport has been selected to be
the supporting decument for the staius of being a
Lawful Alien. Please provide the balow information as
available in the document. Please enter the Name and
Date of Birth if different from what is already entered
in the Applicant information.

{This banner text and the refated fields appear, when
the user selects the option 'Unexpired Foreign
Possport’ for the field Supporting documents’, which
is under the primary filed ‘Are you lawfully present in
the United States?'}

1-94 Number

Mandatory

SEVIS ID
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Mandatory

Visa Number

Document Expiration Date

Mandatory + Calendar Option

First Name

Middle Name

Last Name

Date of Birth

Calendar option

Text box

Banner

WTARE Admission Stamp in Unexpired Foreign
Pasaport has been selected 10 be the supporting
document for the status of being a Lawful Alien, Please
provide the below information as available in the
document. Please enter the Name and Date of Birth
diffarent from what is glready entered In the Agplicant
information.

{This banner text ond the related fields nppear, when
the user selects the option W/ WEB Admission Stamp’
Supporting documents’, which is under the primary
filed ‘Are you lawfully present in the United States?’)

1-94 Number

Mandatory

Passport Number

Mandatory

Visa Number

Document Expiration Date

Mandatory + Calendar Option

First Name

Middle Name

Last Name

Date of Birth

Calendar option

Text box

Banner

{ather has been selected to be the supporting
document for the status of being a Lawful Allen. Please
provide the below information as avallable in the
document, Please enter the Name and Date of Birth if
different from what is already entered in the Applicar
information.

{This banner text ond the related fields appear, when
the user selects the option 'Dther’ for the figld
Supporting documents’, which is under the primary
fited ‘Are you lawfully present in the United States?’}

Identification Number

Mandatory :

Other Document Description

Mandatory

First Name

Middle Name

Last Name

Date of Birth

Calendar option

Text box
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Naturaliza ; X
tion
Number

Passport i X* X* X*
Number

Visa X X X
Number

Card X*
Number

Citizenshi X*
p
Certificati
on
Number

1-94 X* X* X*
Number

SEVIS ID X¥ X

Document X X X X X X X X X
Expiration
Date

First X X X X X X X X X X X
Name

Middle X X X X X X X X X X X
Name

Last Name | X X X X X X X X X X X

Date of X X X X X X X X X X X
Birth
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Househoh! Member Extra Details

ore intormation about Judy

i

Martin Judy

150 you BE Uy provicesd shout e o

W HEedIe B3 ourms MOn quUBSHaNS B0 we S8 e surd Balwgte ghing Bvery

Race and Ethnicity (Optional)

Please select options from helowr that best describe Judy. This ixformation s captured for statistical purposes only, The respanse v not
impact the individual's eligbfity for assistance,

¥ Hispani/Latno athnicity dheck wh that apply

Mexican Buerto Rican

Mexican American Cuban

Chicano/a

White Vietnamese

Black or African American Other Asian

American Indian or Alaska Native Hawaian

Native Guamanian or Chamorro
Asian Indian Samoan

Chinese il Other Pacific Eslander 73
Fiipino

Japanese

Korean

Is Judy an American Indian or an Alaskan native? ™

Additional Information

We need Social Security Numbers {SShs} for anyone who wants coverage. We use SSNs to verify citizenship. If someone doesn't have an SSN, visit socialsecurity.gov or calf
1-800-772-1213. TTY users should call 1 800 325 0778.

Does Judy have an SSN? ¢ | -Please Select~ i
Is Judy a US Gltizen? * { -Please Select—-
Is Judy currently pregnant or gave birth in the fast 3 months? * --Please Select— "
Save&ExK ....... T

7.6 Married Couple Filing Jointly

Banner

Please indicate the filing status of the below

couple(s).
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You have indicated that the following people in your
household are married and expected to file taxes - to
ensure you get the right help in paying for your
health insurance, we need to know whether they
intend to file jointly or separately.

Does <primary> plan to file a joint federal tax return
with <name> next year?

Will <tax filer> be claimed as a dependent on
someone else's federal income tax return?

Please Indic‘ate the fling siatus of the below couple(s)

Jerey warty

© i aies e el

£y Younave indicated i the fanbwing pesple in vour household S1F MaMes 400 expec e (aves - 1 ERsurE you 533 the NN Rl i paying Tof sour haank ingwrance, we naedin \aw
whethar they intend fo fle jointly or saparately

Does Jerry plan to file a joint federal tax relurn with Marty nest year? *

Wilt Jerry be claimed as a dependent on someone else's federat income tax return? -+

7.7  Dependents

Banner

Please indicate who claims [name] as a
dependent

For anyone in your household who isn't
expected to file taxes themselves, we
need to know whether they are
expected to be included as either a
spouse or dependent on the tax return
of anyone else in the household.

Is anyone outside this household No
expected to enter [name] as a spouse or | Yes
dependent on their tax return?
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Is anyone outside this household No
expected to enter [name] as a spouse or | Yes
d dent on their tax return?

Who expects to claim [name] as a
spouse or dependent on their tax

return?
i Additions! Informaton about the nexd parsan
Getting Started F Please indicate who claims Mary 35 a dependent
& %

Applicant Detalls §'§ %

b Mary
Addhional Household
Information ERUEF 2 M 1anes REVSEHEE, wBNEIC ot

Household income

15 anyone in this household expected 1o enter Mary as a spouse of dependent on their tax retun? ¥ i ves T
Additionat income
Iy i "
formation Who expects to claim Mary as a spouse or dependent an thelr laf retum?
Summary
Verification Summary Harry
Y

Back i Hext. .

8 Section VIII - More about this household

8.1  Additional information for all Applicants

Please answer these additional questions about the
househoid

Additional information on the household, such as whether
someone is disabled or blind, will help us work out whether
you may be entitled to help on grounds other than your

income.
Is anyone in the household blind? No
Yes
Is anyone in the household disabled? No
Yes
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Does anyone in the household have a physical, mental, or No
emotional health condition that causes limitations in Yes
activities (like bathing, dressing, daily chores, etc.) or live in a
medical facility or nursing home?

o Additional Information for all Applicants

Please answer these additional questions aboul the household.

Sl o i ounds e Fan

mgEh 2H0id. SRUH 8% whellel $0Meons 15 Heaibled or DHRG, wilt Bl ug Wik pul )

1s anyonie in the household blind? * --Please Setect--

Is anyone in the household disabled? * --Please Select--

Does anyona in the household have a physical, mental, or emotionat health condition that causes fimitations in activities (like
bathing, dressing, daily chores, etc.} or live in a medical facifity ar nursing home? 3
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9 Section IX ~ Expedited Income

10 Section X - Current/monthly income

14.1 Flow Chart

INCOME INFORMATION

For each member of household wha has income

SUMMARY
14,2 Imcome Information
w Income Information
Please sefect the individuals betow who have income
A
Po# %
iartin Jugy arry Jenrater
g% The page allows you to indicate the members in the household veho receive income. Tf you or anyone in the househatd bas any sort of income please tell us about it.
Does Martin have any income? * Defauits to NG | Yes iR
| saves b Lo Besk L Kem
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18.3  Ender Income Deiatls

From the information you have given us <name> has income,

please enter <name's> income details below

This page is designed to capture income for an individual in

the household. If an individual receives income from more

than one source, be sure to select 'Yes' for the last question

and you will be able to enter additional income records.

Please be sure to enter your income before taxes are taken

out.

Income Type

Amount Numeric
Annually
Bi-Weekly
Monthly
Quarterly

Frequency Weekly

Start Date

End Date ,

Does [name] have any more income? No
Yes

What is the name of your employer?

What portion of this amount is tax exempt?
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§* Enter Income Details
From the information you have given us bartin has income. please enter Martin's income details below
I I I
Martin \le}:}y Ay i

§& This page is designed to capture income far an individual in the household. ¥f an individuat receives income from more than cne source, be sure to safect 'Yes' far the last
question and you will be able to enter additional income records. Please be sure to enter your income before taxes are taken out.

income Type®

Amount ™
What is the name 0f your Employer? e
Frequency ¥ " Please Select—

Start Date ™

End Date

Does Martin have any more income? --Please Select-

~Please Belect—

Wages and Salaries

Alimony and Maintenance

American Indian Alaskan Native Income
Bividends

Foreign Income

Interest

Het Self Employment Income

Pension/Retirement Benefits
Prizes and Awards

Rental of royalty intome

Capital gains
Scholarship Payments
Social Security iIncome
Lump sum Amount
Unemployment Insurance
Other
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184 Income Deductions

Certain allowable expenses such as alimony
payments can be deducted from your
income to make the cost of health insurance
a little lower. Please indicate if you incur any
of the following:

Does <name> pay for certain things that can | No
be deducted on an income tax return, telling | Yes
us about them could make the cost of health
insurance a little lower.

. Cluster: Deductible Income

Deduction Type Alimony paid

Certain business expenses of reservists, performing
artists, and fee-basis government officials
Deductible part of self-employment tax
Domestic production activates deduction
Educator expenses

Health savings account deduction

Moving expenses

Penalty on early withdrawal of savings

1 Rent or Royalties

Self-employed SEP, SIMPL, and qualified plans
Self-employed health insurance deduction

Amount Numeric

Start Date

End Date

Frequency

Does <name> have any more Deductible No

income? Yes
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¢ invome Dedustions

Please indicate whether Martin has any allowable deductions.

Gy aaRery anruter

owaile sxpenses su ? fheats insurance 3

G

inEeme ¢ sk

@

Boes Martin pay for certain things that can be deducted on an income tay return, telfing us about them could make the cost of
health insurance a little iower,

Deductable income
Deduction type. *
Amount. *

Start Date. *

End Bate.

Frequency. *

Does Martin have any more Deductable income?

10.5  American Indian/Alaskan Native Excludable income

echurdabls Incoms

Getting Started 4 Please select aft items that can be esciuded from Johin's income tax retum
Applicant Detalls & ﬁ
John

Household Information &

Jahn has indicated to have income from American indiansAlaskan Hative sources. is .
any of this ‘rom distribulions, payments. ownership (nterests and real propetly
usage nghts?

& HousEhnc
information

i

Snmnasy

106 American Indian/Alaskan Native Income Detalls

Please provide some information about the
American Indian or Alaskan Native income
<name> has indicated to have income from No
American Indian/Alaskan Native sources, is Yes
any of this from distributions, payments,
ownership interest and real property usage

rights?

Cluster: American Indian or Alaskan Native

Income
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What is the income type? Distributions from Alaska Native Corporations and
Settlement Trusts

Distributions from any property held in trust
Distributions results from real property ownership
interests

Payments from rents, leases, rights of way, royalties,
usage rights, or natural resources

Payments resulting from items that have religious or
culture significance

Student financial assistance from the Bureau of Indian

‘ Affairs
What is the amount expected to be
received?
How often does <name> receive this Frequency
income?
What is the start date?
Is there an end date?
Does <name> have any more American No
Indian or Alaskan Native income? Yes

American indian-or Alaskan Native Delatls

Getting Started & Please provide some Information about the Amesican Indian or Alaskan Mative income.
" $

Applicant Details % . . ;§<
- J

Household Information R 'ohn

American Indian or Alaskan Native income

What is the income type? *

What Is the amount expected {o be recewved?™
Oistnzuttons rom Alaska Native Carparations and Sstlemant Trusts

How often does John recetve this Income? * Distrisutions fom any property hald In trusk

Bummary

Distrizutiens sesudling from read property awnarship inlarests
Payments fram rents, leages, Hghts of way, Fayaities, usage righls, or ratural rscourcas
Payments resuiling from items that hava religtaus er cultusal significance

80 SRAVADETY What is the start date?*

is there an end date?
Student financiai aseistance trom the Bureau of Indian Alfairs

Does Jjohn have any mere American indian of Alaskan Native income? —-Please Select.

B et
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10.7 Summary
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16.8 Annual ncoms

Please review the annual income calculation for
<name>

We have calculated what we expect the annual
income for this person to be based on the
information you have provided us. This may not
match your expectation of what the annual income
will be (for example, if this person's income fluctuates
during the year) - if that is the case, please indicate so
below. If you told us you had income deductions this
is reflected in the amount shown.

Based on the information you have provided the
expected annual income for <name> is <Samount>

Is this what you expect <name’s> annual income to No
be? Yes

What do you expect tAhe annual im':om'é to“b'e'? Numeric

Arnuat Incoms

Plgase review the annuat income calculation for Martin

Martin Rady Barry Jenniar

s BOTAANN v Sapection of wast e annustincarme wilt
If youi toig us you had income deductions this is refiected in the amaunt showry,

Based on the information you have provided, the expected annual income for Martin is S25.000.00

Is this what you expect Martin's annuat income to be? >

¥hat do you expect the annual income 10 be?

11 Section XI - Discrepancies

MHC displays this page only for any applicant who has failed the reasonable compatibility test and is not
eligible for Medicaid or CHIP.
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11.1  Income Discrepancies

You have indicated that your wages have
decreased.

Our records indicate that you earn more than
you just reported to us. It is possible that our
records are out of date. To help us
understand if this is the problem, please
indicate if you have experience any of the
following changes in the past three months
(check all that apply):

Lost a job

Switched to a new job that pays less
Working fewer hours

Faced a pay cut

On unpaid leave (for example, to care for a
new baby)

Other (please explain below)

Please add any additional comments here

Our records indicate that you earn more than you just reported to us. It is possble that our records are out of date. To help us understand if this is the
problem, please indicate if you have experienced any of the following changes in the past three months {check all that apply} : *

Income Discrepancy Date this change occurred
tost a job

Switched to anew job that pavs less

Working fewer hours

Faced & pay cut

On unpaid leave {for example, to rare fora
new baby}

Other {plzase sxplain belov}

Please add any additional comments here.

| smesea | Lme L me
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12 Section XII ~ APTC program questions

12,1 Additiona! Insurance Assistance Information

Banner

Please answer these questions about the
household

Please choose any of the people below
who use tobacco

Please choose any of the people below
who are incarcerated

Participants

Please choose any of the people below
who are enrolled in a health program or
plan.

Participants

Please choose any of the people below
who are either enrolled on or eligible for
employer-sponsored coverage. The
access to coverage could be either
through their own employment or as an
individual related to the employee.

Participants

Are any of these people eligible to
receive, or heave they ever gotten a
health service from the Indian Health
Service, a tribal health program, or urban
Indian health program or through a
referral from one of these health

programs?

Participants
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Adoitions! Insuranoe Asistanse information

Please answer these additional questions about the household.

Indicates a required field

tos aoout hese peopls in oaat o proness Ihel AR

§

Marge

Marg

&

§

Marge

Please choose any of the people below who are either enrolied on or eligible for employer-sponsored coverage. The access to coverage could be either
through their own employment of as an individual related to the emplovee.

]

Are any of these people elgble to receive, or have théy ever gotten a heakh service from the Indian Health Service, a tribal heakh program, or
urban Indian heatth program or through a referral from one of these health programs?

122 Health Program/Plan Coverage Information

Additional Information for Employer

(If the user selects the option 'YES' for the question
'Is anyone in your household currently enrolled on a
Health Program or Plan?', then the following screen
appears)

Cluster Name: Health Program/Plan coverage
Information

Please indicate if [name] is currently enrolled on any
of these programs/plans
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(If the user selects an option 'Private Heaith
insurance Plan' for the above question, then the
following fields appear}

Plan Name

Provider Name

(If the user selects an option 'Coverage Obtained
through another exchange' for the above question,
then the following fields appear)

Exchange Name
State where the exchange is located
Additional Information

B Aukditions information

Geltng Staded # Popsn pIaviy Some information abaut the rember

. .
Applicant Delaits & "?ﬁ*
Househoid information B ey

Health PragramiPlan C ge inf

Plesse seticate I Hawy (s curtenlly earobsd o Aty .

Househald income: of freese programs/plans * T
R rnglion B Boglsuns Pans
Adtigtonat Incosme Addesrna information ; :
fnk}f“miﬂﬂ e Bedexefgrl
Hamnms
Summany LV Shitdisn Hezfh nsyeies £lon : ... T
' ' faryland Children's Health Program i

\Atification Sununaty espryng fenefity

#aaitn Sare fos Feace Lorg wimienrs.

UEE Mgkt BBt gt

Froa doalth nuurarce Pisn

Coeat s Dbumined THeagh Anvthes Eudiangs
Teeraga wnses the A Hext Bonefity Rk Feel

12.3 Employer Sponsored Coverage

<name> is indicated to have income <xxx>in the
form of <income type>. Please enter information on
the employer-sponsored coverage corresponding to
this employment

Employer-sponsored health coverage is coverage
that pays a portion of the total cost for medically
related expenses such as doctor visits, hospital stays,
prescription drugs and durable medical equipment.
If you are enrolled in employer sponsored coverage
please answer 'Yes'.

Is <name> enrolled on employer-sponsored
coverage through this employment?

Is <name> eligible for the employer-sponsored
coverage, but is not enrolled?
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Employer-Sponsored Coverags information

Martin is indicated to have income 25 000.00 in the form of YWages and Salaries. Please enter information on the employer-sponsored caverage coresponding to this
employment. :

% Employer-spansored health coverage is coverage that pays a portion of the total cost for medically related axpenses such as doctor visits, hospital stays, prescription
drugs and durable medical equipment. I you are lled in dc ge please answer 'Yes',

payer sp

Is Martin enrolied on employer-sponsored coverage through this employment? # Ho

Is Martin eligible for the employer-sponsored coverage, but is not enrolied? ™ | Ho

124 Additional nformation of Emplover

{If the user selects the option 'YES' for the question
'Is eligible for employer sponsored coverage
information?', then the following screen appears)

Additional Information for Employer

Please provide additional information on the
employer-sponsored coverage. The information
provided on this page will be used to determine if
the coverage qualifies as minimum essential
coverage, which may influence the eligibility
determination

Members of household display

Please provide additional information on the
employer sponsored coverage. The information
provided on this page will be used to determine if
the coverage qualifies as minimum essential
coverage, which may influence the eligibility
determination

Cluster: Employer Details
Employer Name

Employer Identification Number
Is Employer employed fuli time?

Cluster: Address

Apt/Suite

Address

City

State

Zip Code

Cluster: Coverage Details

Lowest Cost Plan

Employee Contribution for self only coverage
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Frequency of Contribution

Please select the household member that are
eligible for coverage by the plan entered above and
not currently covered under any other employment
sponsared plan

Is [name] eligible for any other employer sponsored
coverage through his employment?

Please provide sddtions] inr unthe emplaysr-eponsorsd Coverzge, The or: providss on tis page wid 5e uses ta detaming if e coverags qualifes a¢ minknum esseatial coverage. vhich mey influznce i Sligisiiity
determingion.

HE Peane sy e SAIRIAAL ARG 20 16 ERTven SEMAAER Matagy The A AeietTNd N8 IICEINIE GURANIAT 3F MRS E524001 T

Employer Geialls

Emptayer Mama *

Emplover Identilication Humber ™

s Perry amployac fufl-time? * ~Fleass Saiedt- i
Address ¥
- : i {address }
Ceptisute } L

City

Counts C | --Please Seloct- i )

Zip Code™

Coverage Details

Liswest CostPian ©

Empioyes Cantrigultan far Sell-Only Coverags
Fregquency of Conkisuton ; -Flease Selsct-
Pl2aze select the housahold mrembers that are ehigible far coverags by the plan entsred adove and nct currently cavered undst any other emplayer sponsered pian

%

§

Claire

te Py eligisla for any ather smployai-sp caverage thraugh his “ E_--»F_'}le}ase Select- . N

12.5 Employer Plan Coverage
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% R

(If the user selects the option 'YES' for the question
'Is enrolled for employer sponsored coverage
information?', then the following screen appears)

Please provide additional information on the
employer-sponsored coverage. The information
provided on this page will be used in the
determination eligibility for the health insurance
programs.

Members of househoid display

Please provide additional information on the
employer-sponsored coverage. The information
provided on this page will be used in the
determination eligibility for the health insurance
programs.

Cluster: Employer Details
Employer Name

Employer Identification Number
Is [name] employed full-time?

Cluster Name: Address
Apt/Suite

Address

City

State

Zip Code

County

Cluster: Coverage Details
Plan Enrolled on
Date when the current coverage ends

Lnizag Wetes &%

Bppenn RSSO R

HouNSrios oo

A ek T AN

S,

WD LOWAY R

Adiass

AR e : H
[EN ) “ .
S " v [
[ .
. - * . i

Cnisme DRbKS
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13 Section VIII - Medicaid & CHIP specific questions

134  Additional Information for Medicald /CHIP Applicants

Banner

Please answer these additional questions
about the household

Some of these people you are applyfing
for appear to be eligibie for Medicaid or
CHIP. To ensure that these people get
the right services, please answer the
questions below

Does anyone in the household have
unpaid medical bills from the last 3

months?
Please choose the members who have No
unpaid medical bills Yes

At the time the medical bills were Same
incurred were your household's income Lower
the same or lower than your household's

current income?

Are any of these people eligible to
receive, or heave they ever gotten a
health service from the Indian Health
Service, a tribal health program, or urban
Indian health program or through a
referral from one of these health
programs?

If found ineligible for coverage today No
would you like to be evaluted for a Retro- | Yes
Active Medicaid determination?

<name> is indicated to have income
<xxx>in the form of <income type>.
Please enter information on the
employer-sponsored coverage
corresponding to this employment
Is <name> enrolled on employer- No
sponsored coverage through this Yes
employment?
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- Additional Informadion for Medicsid/CHIP Applicants

Figase answer these additionat questions about the household

i of 8 pEoEls sou B2 Spplying Fof Bppear b he atigine 10 Medkoal o MCHP. T

gt e HoRt SEVICE S, (IS 2nEwEat 08 quesHn

Does anyone in the household have unpaid medical bills from the fast 3 menths?

Please choose the members who have unpaid medical bis:

dennifer

At the time the medical bils were incurred were your household's income the same or lewer than your
household's current income?

If found inelgble for coverage today would you tke to be evaluated for a Retro-Active Medicaid
deterrnination?

Are any of these people eigble to receive, or have they ever gotten a health service from the Indian Health Service, a trbal health program, of
urban Indian health pregram or through a referral fram one of these heakth programs?

Johinny
{
Empioyer Spunsored Coverage
rartin is indicated to have income 23,000 .00 in the form of YWages and Salaries. Please enter informafion on the employer-sponsored caverage corresponding to this
employment.

Is Martin enrolied on employer-spansored coverage through this employment? *

Back ) v Hext -

132 Unpaid Medical Bills Details

Banner

From the information you have given us
<name> has unpaid medical bills. Please
enter <name's> unpaid medical bills
details below.

This page is designed to capture details
about unpaid medical bills for an
individual in the household in the last 3
months. [f there is more than one
unpaid medical bill be sure to select 'Yes'
for the last question and you will be able
to enter additional unpaid medical bills
details.

Description

Date of Service
Does <name> have any more unpaid No
medical bills? Yes
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§ Ertey Unpail Medoat Bl Detade
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14 Section XV Review & Sign

Submit Application

™

2" checkbox
checked?

Display Submit
Application
§123

Display Submit
No—P» Application Renewal
S130

Applicants selects
'SUBMIT

A 4

Yes

v

Display Submit

Application ™

Confirmation :
5124

14.1 Submit Application

Rp
Please read the following termas and conditions indicate consent and
sign. If you disagree with a statement additional questions may appear or
your eligibility for programs may be impacted. A signature is required to
complete the application process and submit your application to the
agency.

I know that if Medicaid pays for a medical expense, any money | get from
other health insurance or legal settlements wil! go to Medicaid in an
amount equal to what Medicaid pays for the expense.

I know I'll be asked to cooperate with the agency that collects medical
support from an absent parent. If | think that cooperating to collect
medical support will harm me or my children, | can tell the agency and
won't have to cooperate
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=« pRicatic
1 understand that if I'm eligible for help paying for health insurance, | may
also be able to renew the coverage. During the renewal process, the
Maryland Health Connection will use income data including information
the tax returns of household members. This will determine yearly
eligibility for help paying for health insurance of the next 4 years. The
Maryland Health Connection will send me a notice and let me make
changes. If | don’t respond, the Maryland Health Connection will continue
my eligibility at the level indicated by the data. | understand this renewal
process will occur each year for the next 5 years unless | tell the Maryland
Health Connection that | don’t want to renew or if | leave the Maryland
Health Connection. 1 also understand that | can change my answer later.
If 1 don’t check the box, | can select less than 5 years.

if 1 think the Health Insurance Maryland Health Connection or
Medicaid/Children’s Health Insurance Program (CHIP) has made a mistake,
I can appeal its decision. To appeal means to tell someone at the Health
Insurance Maryland Health Connection or Medicaid/CHIP that | think the
action is wrong, and ask for a fair review of the action. | know that | can
find out how to appeal by contacting the Maryland Health Connection at
<x-xxx-xxx-xxxx>. 1 know that | can be represented in the process by
someone other than myself. My eligibility and other important
information will be explained to me.

1 know that under federal law, discrimination isn’t permitted on the basis
of race, color, national origin, sex, age, sexual orientation, gender identity
or disability. | can file a complaint of discrimination by visiting
www.hhs.gov/ocr/office/file

I'm signing this application under penalty of perjury. This means I've
provided true answers to all the questions on this form to the best of my
knowledge. | know if I'm not truthful, there may be a penalty.

First Name

Middle Initial

Last Name
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14.2  Submit Application Renewal

Submit Application

% 1 give permission for my efigibility for help paying for health insurance
o be renewed for a period of

& 1year

3 years

i 4 years

+ Dot renew my eligibility for hedp paying for health insurance

14.3 Submit Application Confirmation

Submit Application

Your application has been successfully submitted. Please write down
your Reference Number for future use.

Reference Number: 256

Follow-up

if any of the information vou submitted on this application requires
follow-up {for example if we can't automatically verify some
information} an agency representative will contact you using yvour
preferred contact method. If vou would like to talk with an agency
representative please call your local office at <xox-xo000>
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Hospital Presumptive
(Temporary) Eligibility Process

Maryland Department of Health and
Mental Hygiene
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Agenda for today

Why does Maryland now have a Hospital Presumptive Eligibility (HPE) process?
What is HPE?

— Maryland’s experience with Presumptive Medical Eligibility

— Definitions and distinctions

The hospitals’ role in HPE
DHMH’s role in HPE

The applicant’s role in HPE
Accountability and sanctions

Feedback and Q & A

STATE OF MARYLAND

DHMH

Maryland Department of Health and Mental Hygiene

201 W. Preston Street * Baltimore, Maryland 21201 |
Martm O"Malley, Govemor - Anthony G. Brown, Lt Govemor - Joshua M. Sharfstem, M.D_, Secretary
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Why does Maryland now have a Hospital Presumptive
Eligibility (HPE) Process?

e Section 2202 of the Patient Protection and Affordable Care Act (ACA)
allows Hospitals that are participating providers under a state’s Medicaid
program to determine eligibility for medical assistance.

* Hospitals are not required to participate as an HPE eligibility
determination site.

— Hospitals have the option to participate in HPE.

— The State must allow any qualified and interested hospital to
participate.

STATE OF MARYLAND

DHMH

Maryland Department of Health and Mental Hygiene

201 W. Preston Street » Baltimore, Maryland 21201 |
Martm O"Malley, Govemor — Anthony G. Brown, Lt Govemor — Joshua M. Sharfstem, M.D_, Secretary
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Hospital Presumptive (Temporary) Eligibility Process

WHAT IS HOSPITAL PRESUMPTIVE
ELIGIBILITY (HPE)?

STATE OF MARYLAND

DHMH

Maryland Department of Health and Mental Hygiene

201 W. Preston Street * Baltimore, Maryland 21201 |
Martm O"Malley, Govemor - Anthony G. Brown, Lt Govemor - Joshua M. Sharfstem, M.D_, Secretary
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Why Hospital Presumptive Eligibility (HPE)?

e HPE enables:
— Timely access to necessary health care services

— Immediate temporary medical coverage while full eligibility is being
determined

— A pathway to longer-term Medicaid coverage

— A coverage determination based on minimal eligibility information
requirements

STATE OF MARYLAND

DHMH

Maryland Department of Health and Mental Hygiene

201 W. Preston Street * Baltimore, Maryland 21201 |
Martm O"Malley, Govemor - Anthony G. Brown, Lt Govemor - Joshua M. Sharfstem, M.D_, Secretary
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Why Hospital Presumptive Eligibility (HPE)?

 HPE allows hospitals to be reimbursed for services
provided during the temporary coverage period even if
individual is ultimately determined ineligible for
Medicaid/CHIP.

e NOTE: To be reimbursed, services must be covered under
the Maryland Medicaid Fee-for-Service Program.

STATE OF MARYLAND

DHMH

Maryland Department of Health and Mental Hygiene

201 W. Preston Street » Baltimore, Maryland 21201 |
Martm O"Malley, Govemor — Anthony G. Brown, Lt Govemor — Joshua M. Sharfstem, M.D_, Secretary
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When Does HPE Coverage Begin?

 HPE period begins with, and includes, the day on
which the hospital makes the HPE determination

STATE OF MARYLAND

DHMH

Maryland Department of Health and Mental Hygiene

201 W. Preston Street * Baltimore, Maryland 21201 |
Martm O"Malley, Govemor - Anthony G. Brown, Lt Govemor - Joshua M. Sharfstem, M.D_, Secretary
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When does HPE Coverage End?

* Hospital Presumptive Eligibility period ends with:

— The day on which the state makes the eligibility
determination for full Medicaid; or

— The last day of the month following the month in which
the hospital makes the HPE determination, if the individual
does not file a full application by that time.

STATE OF MARYLAND

DHMH

Maryland Department of Health and Mental Hygiene

201 W. Preston Street » Baltimore, Maryland 21201 |
Martm O"Malley, Govemor — Anthony G. Brown, Lt Govemor — Joshua M. Sharfstem, M.D_, Secretary
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How often may someone have HPE coverage?

* Only one period of HPE coverage is allowed in any 12-
month period.

* Pregnant women are allowed one period of HPE
coverage per pregnancy.

* This is calculated from the last day of the most recent
prior period of HPE.

STATE OF MARYLAND

DHMH
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What does HPE cover?

 HPE offers full access to all benefits under
Maryland Medicaid Fee-for-Service.

STATE OF MARYLAND

DHMH

Maryland Department of Health and Mental Hygiene

201 W. Preston Street * Baltimore, Maryland 21201 |
Martm O"Malley, Govemor - Anthony G. Brown, Lt Govemor - Joshua M. Sharfstem, M.D_, Secretary
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What eligibility groups are included?

Refer to Maryland’s “Quick Guide to Income Eligibility”

* Hospital Presumptive Eligibility uses the following income
guidelines.

— Parents and Caretaker Relatives
e Over 65 or with Medicare (through 123% FPL)
e Others (through 133% FPL)

— Pregnant Woman ( through 259% FPL)
— Medicaid Children (through 317% FPL)

STATE OF MARYLAND

DHMH

Maryland Department of Health and Mental Hygiene

201 W. Preston Street » Baltimore, Maryland 21201 |
Martm O"Malley, Govemor — Anthony G. Brown, Lt Govemor — Joshua M. Sharfstem, M.D_, Secretary
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What eligibility groups are included (cont.)?

— CHIP Children

* Included in Medicaid (Expansion CHIP)

— Newly Eligible Adults (through 133% FPL)

— Individuals (to age 26) formerly in Foster Care in
Maryland (no FPL limit)

STATE OF MARYLAND

DHMH

Maryland Department of Health and Mental Hygiene

201 W. Preston Street » Baltimore, Maryland 21201 |
Martm O"Malley, Govemor — Anthony G. Brown, Lt Govemor — Joshua M. Sharfstem, M.D_, Secretary
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Does the applicant have to be admitted to the
hospital?

* No, there is no requirement that the applicant be
admitted or be seeking hospital services at the time
of an HPE determination.
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Hospital Presumptive (Temporary) Eligibility Process

THE HOSPITAL'S ROLE IN HPE

STATE OF MARYLAND

DHMH

Maryland Department of Health and Mental Hygiene
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Martm O"Malley, Govemor - Anthony G. Brown, Lt Govemor - Joshua M. Sharfstem, M.D_, Secretary
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The hospital’s role in HPE

|dentify individuals who may be eligible for Medicaid/ CHIP health coverage;

Screen individuals through the Eligibility Verification System to ensure that they are not
already covered through Medicaid or other programs.

Make immediate temporary eligibility determinations for these individuals;

Educate individuals about their responsibility to complete the full Maryland MA
application for health coverage with timeframes required by the Hospital Presumptive
Medical process;

Provide the full Maryland MA application; and

Assist the individual with completing the full application.

STATE OF MARYLAND
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Qualified hospitals: Agreement/Certification

 To become an approved eligibility determination site,
hospitals must:

— Be enrolled with Maryland Medicaid as a participating provider;

— Notify DHMH of their decision to become a Hospital Presumptive
Eligibility determination site;

— Agree to make determinations consistent with DHMH policies and
procedures and meet established quality standards; and

— Maintain with DHMH an up-to-date list of all the name of individuals
in the hospitals certified to make HPE determinations.

STATE OF MARYLAND

DHMH

Maryland Department of Health and Mental Hygiene

201 W. Preston Street » Baltimore, Maryland 21201 I
Martm O"Malley, Govemor — Anthony G. Brown, Lt Govemor — Joshua M. Sharfstem, M.D_, Secretary
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Qualified hospitals: Agreement/Certification

* Only hospital employees are able to conduct HPE
determinations.

* Hospitals may not contract HPE functions to other
entities or use contracted hospital personnel to make
HPE determinations.
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What do the hospitals do?

I.  Check eMedicaid for current MA eligibility and prior PE period.

Il. Complete Application for HPE Eligibility.

Ill.  Make eligibility determination based on required information in
Application for HPE Eligibility.

V. Notify the applicant.

V. Notify the Department of determination on date of application
completion.

VI. Assist the HPE Application with completion of the full MA
application before the end of the HPE period.

STATE OF MARYLAND
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l. Check eligibility using EVS

* Before making HPE determinations, check EVS to see
if the applicant is currently receiving Medicaid/CHIP .

* If an applicant has current Medicaid or CHIP
coverage, the individual will not be eligible for HPE.
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Il. Complete Part 1 of the HPE Application

e Use the DHMH Hospital Presumptive Medical application.

— Use only information provided by the applicant or his/her
representative in Part 1 of the HPE application.

— No additional documentation or verification may be required at
the time of the HPE determination.

— Document the decision and the date of the decision on the
application form. The decision should be made the first day the
patient received services.
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Il. Complete Part | of the HPE Application,
continued

* Information Required for Determination
— Applicant’s full legal name
— Family size
— Household’s gross monthly income
— Maryland resident? (Yes/No)
— U.S. citizen, U.S. national or qualified non-citizen? (Yes/No)

* For more information on these groups:
https://www.healthcare.gov/immigration-status-and-the-marketplace/.
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Il. Complete Part | of the HPE Application,

continued

* If information is readily available, also complete the following:

— Other medical coverage? (precludes HPE for CHIP)

— Pregnant? (Yes/No) If yes, pregnancy due date

— In Foster Care at age 187

— Receiving Medicare benefits? (precludes HPE coverage for “new
adult” applicants)

STATE OF MARYLAND

DHMH
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I1l. Make eligibility determination

e Refer to the Quick Guide to Income Eligibility to help
make the determination.

— Income guidelines may change yearly. Please be sure you are using
the most recent version.

 The Quick Guide includes the following guidance for each
eligibility group:

— What income to count in the applicant’s family

— Who to include in applicant’s family size

STATE OF MARYLAND
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I1l. Make eligibility determination, continued

e When is the HPE determination made?

— At the time of the HPE application.

* The hospital gives the individual written notice of
whether s/he is eligible, or ineligible, for HPE coverage.

 The Hospital Presumptive Eligibility period begins on the
date the qualified hospital determines the individual is
eligible.
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IV. Notify the applicant

* Hospital provides the eligible individual with:

An approval notice;
A copy of the completed HPE Application ;

The full MA application packet, marked with “Hospital Presumptive” at the
top of the front page;

An explanation that the individual must complete and submit the full MA
application before their temporary coverage end date in order to prevent
a coverage gap should the individual be MA eligible; and

Assistance with completing the full MA application.
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IV. Notify the applicant, continued

* Hospital provides the ineligible individual with:
— A denial notice;
— A copy of the completed HPE Application;
— The full MA packet; and

— Assistance with completing the MA application, or
information on resources to help the individual
complete and submit the MA application.

STATE OF MARYLAND

DHMH

Maryland Department of Health and Mental Hygiene

201 W. Preston Street » Baltimore, Maryland 21201 |
Martm O"Malley, Govemor — Anthony G. Brown, Lt Govemor — Joshua M. Sharfstem, M.D_, Secretary

TN: MD-14-0006-MM7 Approval Date: June 23, 2014 Effective Date: January 1, 2014



Supplement 1 to Attachment 3.1H

HPE Application

APPLICATION FOR HOSPITAL PRESUMPTIVE (TEMPORARY) ELIGIBILITY FOR
MEDICAL ASSISTANCE

PARTI-INFORMATION REQUIRED FOR DETERMINATION

Tezal Name

First : Middle: [ Last: [ Suffix:

Family Siza: Housshold Groes Monthly Incoma: Maryland Rosidant?

Vs o
U5, Citizan, U_E. National or Qualifisd Non-Citizan? Yaz Ko
If readily available, also tell us the following:
e Ara vou pregmant? Yes No Ifyes, what is yourdue data?
oraila 1CaNts i o e e
’ Otherinswrancs coverazs? InFoster Care atags 187 | Alrzady have Madicaid? Alrzady hava Madicars?

Vs o Vs Mo Vs No Yes No

PART I - PRESUMFTIVE DETERMINATION: Hospital: ive must make the d ination based on the

m r r REQUIRED information in Part I only and ive th licant -al or denial notice,

Eligibla? Ifyes, salact the aligibility growp:
Yas Child (Madicaid) Pregnant Woman FormerFostar Youth <26
Ko Child (CHIP) Parant/camtakar galative Adult

PART I - INFORMATION NECESSARY TO ENTER THIS AFFLICATION

e rorm are CreTiomss

Home Addrass:

City: [ Btate: [ Zip Coda: [ County:

Tziling Addre: (i differnt).

City: [ State: [ Zip Cod=: [ County:

complete ==
L Home Wk call

E-mail addrass:

Additional

Date of Birth: Social Sacunity Mumber: Bax:

P R Male  Femals

PARTIV-SIGNATURES

Applicant: By signing, vou a2 attesting that the information vou providad for this form iz tros as far as vou Imow and that you have
received 3 copy of the Approval Motice that lists yvour Rights snd Faspomsibilities, ora Denisl Notice. Wa will keap your information
ecure and privats.

i, of . icant (or la i Dats
Signarre of Witmsss {or legal snardian’ Dista

Hospital Representafive: By signing, vouars attasting that wou have accurately sacordad the infommation providad by the applicant or
‘s0meons r=presanting the applicant, mads 3 dsterminstion based om that information, and provided the spplicant with an Approval
Wotice that lists their Rights and Responsibilities or 2 Denisl Notica.

STATE OF MARYLAND Signanur of Applicent (or lazal pusrdian Das
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IV. Notify the applicant, continued

What is in a Notice of Approval?

Client name, date of birth, SSN when provided
Hospital name, provider number, date of notice
Date of Notice -- Eligibility approval date
Next steps:
* Assistance with completing the full MA application

* Ensure individual understands the importance of supplying any
supplemental information for the full MA application before the end of
the HPE period to avoid any gap in coverage.

No appeal rights - HPE determinations are final.
Hospital representative signature, title and contact information
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IV. Notify the applicant, continued

 The Approval Notice is proof of coverage.

— If the applicant is eligible, the Notice of Approval will be the
individual’s proof of coverage until they receive their Maryland
Medical Assistance Number and Coverage Letter.
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Supplement 1 to Attachment 3.1H

STATE OF MARYLAND
Hospital Presumptive Eligibility Program DH:MH

Patient name:

Patient SSN: [ Date of birth:
Date of notice:

Issued by. Hospital Name and Mumber

APPROVAL NOTICE FOR HOSPITAL PRESUMPTIVE

H OS p ita | gives an (TEMPORARY) ELIGIBILITY FOR MEDICAL COVERAGE

WHY YOU ARE RECEIVING THIS NOTICE

Approval Notice to You qualify fortemporary health coverage through the Maryland Medical Assistance (MA)

Program. This form will be your proof of coverage for this temporary eligibility period.

Approval Notice

° ° Temporary Medical Assistance will cover all services forwhich you are eligible under the OHP
a e Igl e onlywhile you are eligible.
° TO FIND OUT IF YOU CAN STAY ELIGIBLE AFTERYOUR TEMPORARY
a p p I Ica nts o COVERAGE ENDS, YOU MUST APPLY FOR MEDICAL ASSISTANCE AS SOON AS
POSSIBLE

The medical coverage you will receive is temporary, unless you take action.

» The hospital will give you an application and assistyou to complete it, or give you a list of
approved application assisters.

= [fwe donot receive your application py . your eligibility will stop on that day.

» [fyou are not found eligible for ongoing coverage your Temporary Medical coverage will
end effective the date the determination is made.

PRESUMPTIVE ELIGIBILITY DETERMINATIONS ARE FINAL
Thereis noright to appeal a presumptive eligibility decision.

Authorized Signature Date

Hospital Representative Name and Title:
STATE OF MARYLAND Hospital Representative Contact Information:

DHMH !

Maryland Department of Health and Mental Hygiene

201 W. Preston Street » Baltimore, Maryland 21201 |
Martm O"Malley, Govemor — Anthony G. Brown, Lt Govemor — Joshua M. Sharfstem, M.D_, Secretary
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Supplement 1 to Attachment 3.1H

IV. Notify the applicant, continued

e Whatisin a Notice of Denial?

— Applicant name, date of birth, SSN when provided

— Hospital name, provider number and date of notice

— Denial of eligibility for Hospital Presumptive Eligibility

— Next steps:
* Give applicant full MA application, as well as information on completing full application.
* Notify applicant that HPE determinations are final. There are no HPE appeal rights.

— Hospital representative signature, title and contact information
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Supplement 1 to Attachment 3.1H

STATE OF MARYLAND

D e ni al N 0 ti c e Hospital Presumptive Eligibility Program DHMH D

Patient name:

Patient SSN: | Date of birth:
Date of notice:

Issued by: Hospital Name and Number

Hospital gives a
Den ial N otice to a " DENIAL NOTICE FOR HOSPITAL PRESUMPTIVE

(TEMPORARY) ELIGIBILITY FOR MEDICAL COVERAGE

ineligi ble a pplica nts. WHY YOU ARE RECEIVING THIS NOTICE

You do not qualify for temporary health coverage through the Maryland Medical
Assistance (MA) Program.

You can apply for health coverage at any time. You may qualify for other MA health
coverage.

PRESUMPTIVE ELIGIBILITY DETERMINATION S ARE FINAL
There is no right to appeal a presumptive eligibility decision.

Authorized Signature Date

Hospital Representative Name and Title:

STATE OF MARYLAND Hospital Representative Contact Information:

DHMH

Maryland Department of Health and Mental Hygiene

201 W. Preston Street » Baltimore, Maryland 21201 |
Martm O"Malley, Govemor — Anthony G. Brown, Lt Govemor — Joshua M. Sharfstem, M.D_, Secretary
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Supplement 1 to Attachment 3.1H

IV. Notify the applicant, continued

e Hospitals are responsible to:
— Provide the eligible individual with the full Maryland MA application;
— Provide individual assistance in completing the MA application; and

— Ensure individual understands the importance of supplying any
supplemental information for the full MA application before the end
of the HPE period to avoid any gap in coverage.

* For HPE applicants who need to submit supplemental information to
complete the full MA application, hospitals should follow up with
individual to check on their progress with application completion.
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Supplement 1 to Attachment 3.1H

V. Notify the Division of Recipient Eligibility

Program (DREP)

e What to fax to DREP:

— A copy of the completed Approval or Denial Notice issued to the
individual, and

— A copy of the individual’s completed Hospital Presumptive
Eligibility application.
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Supplement 1 to Attachment 3.1H

V. Notify the Division of Recipient Eligibility
Program (DREP)

* Hospitals should check EVS within a week of submitting the
required forms to OHA to confirm if approved individuals are in the
system.

— |If the EVS enrollment is not complete, contact the DREP.

* If anindividual has already submitted a medical application
but has not received an update on the status of the
application:

— Contact DREP to identify the application and ensure its processing is
expedited.
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Supplement 1 to Attachment 3.1H

Hospital Presumptive (Temporary) Eligibility Process

DHMH'’S ROLE IN HPE

STATE OF MARYLAND

Maryland Department of Health and Mental Hygiene
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Supplement 1 to Attachment 3.1H

What are DHMH’s responsibilities?

e Confirm initial screening criteria:

— Hospital is a qualified hospital.
— Individual reflects no MA eligibility on MMIS and EVS.

— Individual does not currently receive coverage under a
period of Hospital Presumptive Eligibility.

— Individual has not received coverage based on Hospital
Presumptive Eligibility within the past 12 months.
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Supplement 1 to Attachment 3.1H

What are DHMH’s responsibilities?

e Accept the hospital’s determination and not question the decision
unless:

— The determination comes in from a non-qualified hospital;

— The individual is found to have current MA coverage; or

— The individual has HPE benefits or has had HPE benefits in the prior 12
months.

 Under no circumstances, will an HPE decision be reversed, or HPE
eligibility terminated retroactively, even though someone
determined eligible through HPE could potentially be found
ineligible based on the full determination.
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Supplement 1 to Attachment 3.1H

What are DHMH’s responsibilities?

e Systems entry and documentation

— Verify current Medical Assistance status when hospital submits HPE
electronic application;

— Return message to hospital when HPE applicant is already enrolled
in another MA program; and

— Enter approved HPE applicants into MMIS.
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Supplement 1 to Attachment 3.1H

What are DHMH’s responsibilities?

Ensure eligible individual is not auto-enrolled in a managed care
organization (MCO) for the presumptive period.

This means the individual will receive all health care services (physical,
dental, mental health) on a fee-for-service basis.
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Supplement 1 to Attachment 3.1H

What are DHMH’s responsibilities?

* Prior to end of HPE period, report to hospital which HPE
applicants have yet to complete their full MA application.

* Upon receipt of a full MA application from a HPE beneficiary,
DHMH will:

— Complete the determination of ongoing eligibility under the
appropriate program, and

— If found eligible for Medicaid/CHIP, ensure that the individual is
enrolled in a managed care entity (MCO).
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Supplement 1 to Attachment 3.1H

What are DHMH’s responsibilities?

e Ensure that the presumptive coverage ends. The HPE period ends with:

— The day on which the state makes the eligibility determination for full
Medicaid, or

— The last day of the month following the month in which the hospital
makes the HPE determination, if the individual does not file a full
application by that time.

* When HPE ends, individuals do not receive a notice of their coverage
ending. The approval notice they receive in the hospital serves as their
notice that this benefit is temporary and will end the last day of the month
following the month in which the hospital made the HPE determination.
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Supplement 1 to Attachment 3.1H

Hospital Presumptive (Temporary) Eligibility Process

THE APPLICANT’S RESPONSIBILITIES

STATE OF MARYLAND
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Supplement 1 to Attachment 3.1H

What are the applicant’s responsibilities?

e Provide true and accurate information for DHMH .

e |f approved:

— Submit completed MA application prior to the end of the month
following the month of hospital’s HPE determination.

— If no application is received, coverage closes effective the end of
the month following the month of hospital’s determination.

 |If denied:

— No obligation, but may complete MA application for full eligibility
determination
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DHMH

Maryland Department of Health and Mental Hygiene

201 W. Preston Street » Baltimore, Maryland 21201 |
Martm O"Malley, Govemor — Anthony G. Brown, Lt Govemor — Joshua M. Sharfstem, M.D_, Secretary

44

TN: MD-14-0006-MM7 Approval Date: June 23, 2014 Effective Date: January 1, 2014



Supplement 1 to Attachment 3.1H

Hospital Presumptive (Temporary) Eligibility Process

ACCOUNTABILITY
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Supplement 1 to Attachment 3.1H

Partners in accountability

* Hospital Recordkeeping Requirements (maintain
records for seven years):

— Signed HPE applications;

— Approval Notices issued;

— Denial Notices issued; and

— Record of full MA application completion for each
approved HPE applicant.
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Supplement 1 to Attachment 3.1H

Partners in accountability

e DHMH Recordkeeping Requirements:

— Number of applicants, statewide and by Hospital, who:

e Submitted a full DHMH MA application before the end of the HPE period.

* Were ultimately determined eligible for Medicaid/CHIP.

* Were ultimately determined ineligible for Medicaid/CHIP.

— All claims and payments related to Hospital Presumptive Eligibility
approvals for:

* Individuals ultimately eligible for Medicaid/CHIP, and

* Individuals ultimately ineligible for Medicaid/CHIP
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Supplement 1 to Attachment 3.1H

Standards for accountability

 The HPE program is launching with the following “test”

standards.

e After the first year of HPE implementation, the
Department will evaluate these metrics and refine the
standards as necessary following discussions with CMS.
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Supplement 1 to Attachment 3.1H

Standards and Criteria

1. 90 percent of the time The Hospital’s determination that the applicants do not
have current Medicaid/CHIP is correct

2. 90 percent of the time The Hospital’s determination that applicants did not
receive temporary coverage within the past 12 months
is correct.

3. 90 percent of all approved HPE Submit a full MA application no later than the last day

applicants of the month following the month during which the

HPE determination is made.
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Supplement 1 to Attachment 3.1H

Sanctions and disqualification

* Asthe program progresses and Standards and Criteria are refined, DHMH
proposes to enforce the Standards as follows:

e Plan of Correction

— If the prescribed standards are not met for a period of one calendar quarter, DHMH
will establish with the Hospital a written Plan of Correction (POC) that describes:

e Targets and timelines for improvement;
» Steps to be taken in order to comply with the performance standards;
* How additional staff training would be conducted, if needed,;

* The estimated time it would take to achieve the expected performance
standards, which would be no greater than three months; and

e How outcomes would be measured.
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Supplement 1 to Attachment 3.1H

Sanctions and disqualification

* DHMH may impose additional correction periods, as appropriate.

e |f targets are not met after a sufficient period for improvement, as
determined in discussions between DHMH and the hospital, the
Department may disqualify a hospital from making eligibility
determinations under the HPE program.
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Supplement 1 to Attachment 3.1H

Hospital Presumptive (Temporary) Eligibility Process

CONTACTS AND INFORMATION
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Supplement 1 to Attachment 3.1H

Contacts and information

* The director of the Division of Recipient Eligibility Programs

— Janet S. Smith
* (410) 767-5377
* janet.smith@maryland.gov
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Supplement 1 to Attachment 3.1H

Hospital Presumptive (Temporary) Eligibility Process

FEEDBACKAND Q & A
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