**Request for anAmendment'to a §1915(c) Ho _‘e and L
';,_,Commumty-Based Serwces W' ver

-1 Request Information -

A. The State of Connecticut

requests approval for an amendment to the following

Medicaid home and community-based services waiver approved under authority of §1915(c) of the
Social Security Act.

B. Waiver Title (optional): | CT ABI Waiver |
C. CMS Waiver Number: [ #0302.R02 i
D. Amendment Number (Assigned by CMS): I:I

E.l Proposed Effective Date: | 01/01/2010 |
E.2 Approved Effective Date (CMS Use): | i

l. Purpose(s) of Amendment

Purpose(s) of the Amendment. Describe the purpose(s) of the amendment:

The puipose of this'amendment increase slots and add procedures to reserve capacity to accommodate
persons transitioning from Money Follows the Person.

lil. Nature of the Amendment

A. Component(s) of the Approved Waiver Affected by the Amendment. This amendment affects the
following component(s) of the approved waiver. Revisions to the affected subsectlon(s) of these
component(s) arc being submitted concurrently (check each that applies): '

Component of the Approved Waiver Subsection(s)

‘0. | Waiver Application T
Appendix A — Waiver Administration and Operation
75 .| Appendix B — Participant Access and Eligibility
O] Appendix C - Participant Services

Appendix D — Participant Centered Service Planning and Delivery
B3} Appendix E — Participant Direction of Services

O | Appendix F — Participant Rights

o Appendix G - Participant Safeguards

0 | Appendix I — Financial Accountability

Appendix J — Cost-Neutrality Demonstration
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B. Nature of the Amendment, Indicate the nature of the changes to the waiver that are proposed in the
amendment (check each that applies):

Modify target group(s)
Modify Medicaid eligibility
Add/delete services

Revise service specifications

Revise provider qualifications

Increase/decrease number of participants

Revise cost neutrality demonstration

Add participant-direction of services
Other (specify):

EEEEEEEEE

IV. Contact Person(s)

A. The Medicaid agency representative with whom CMS should communicate regarding this amendment
is: o

First Name: |

Last Name
Title:
Agency:
Address 1:
Address 2:
City

State

Zip Code
Telephone:

E-mail

Fax Number
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B. [If applicable, the operating agency representative with whom CMS should communicate regarding this
amendment is:

First Name:

Last Name
Title;
Agency:
Address 1:
Address 2:
City

State

Zip Code

Telephone:

E-mail

Fax Number

V. Authorizing Signature

This document, together with the attached revisions to the affected components of the waiver, constitutes the .
State's request to amend its approved waiver under §1915(c) of the Social Security Act. The State affirms :
that it will abide by all provisions of the waiver, including the provisions of this amendment when approved :
by CMS. The State further attests that it will continuously operate the waiver in accordance with the :
assurances specified in Section V and the additional requirements specified in Section VI of the approved -
waiver. The State certifies that additional proposed revisions to the waiver request will be submitted by the
Medicaid agency in the form of additional waiver amendments. '

Signature: e T
State Medicaid Director or Designee :

FFirst Name:

Last Name
Title:
Agency:
Address 1:
Address 2:
City

State T
Zip Code OBLI2 e
Telephone: -860-424-5964 . oo
E-mail Mark.schaefer@ct.gov =~ -

Fax Number _860424é5 114 e

dical Operations

of Socil Services
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Appendix B-1: Specification of the Waiver Target_Group(s) D

a. Target Group(s). Under the waiver of Section 1902(a)(10)(B) of the Act, the State limits waiver
services to a group or subgroups of individuals. In accordance with 42 CFR §441.301( b)(6), select one
waiver target group, check each subgroup in the selected target group that may receive services under
the waiver, and specify the minimum and maximum (if any) age of individuals served in each subgroup:

INCLUDED

TARGET GROUP/SUBGROUP

Aged or Disabled, o
| Aged (age 65 and older)

MaAXMUM AGE
MAXIMUM AGE
LvIT: THROUGH NO MAXIMUM
MINIMUM AGE AGE— AGELMIT

«: %] Disabled (Physical) (under age 65)

Disabled (Other) (under age 65)

| Brain Injury

[ HIV/AIDS

Medically Fragile

Technology Dependent
Mental Retardation
Autism

* Developmental

Developmental Disability

Mental Retardation

‘| Mental Illness (age 18 and older)

1a ]ln i

i Serious Emotional Disturbance
| (under age 18)

b.
2. Thel Jevel of
3 The mdlwdual must be ab!e to pamcapate inthe development of a serwce plan that offers an.
- alternative o institutionalization, -Note: This prows;on allows for this role to be fulfilled by a -
Sl ol Request for Amendment 4
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~conservator for-applicants who have been-deemed incapable of managing their own aﬂalrs and.
- The tolal cost of the individual's service plan, does not exceed 200% of the stat o
. expenditure'if the individual had been placed in‘or remained in.institutional care
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~ Appendix B-3: Number of Individuals Served =~

a. Unduplicated Number of Participants. The following table specifies the maximum number of
unduplicated participants who are served in each year that the waiver is in effect. The State will submit
a waiver amendment to CMS to modify the number of participants specified for any year(s), including
when a modification is necessary due to legislative appropriation or another reason. The number of
unduplicated participants specified in this fable is basis for the cost-neutrality calculations in
Appendix I:

Table: B-3-a

Waiver Year Unduphcat.ecll Number
of Participants
Year 1 FERRE : ’- 369

Year 2 ' 369
Year 3 L .. 369

Year 4 (renewal only)

Year 5 (renewal only) . 3-_:- 404

b. Limitation on the Number of Participants Served at Any Point in Time. Consistent with the
unduplicated number of participants specified in Item B-3-a, the State may limit fo a lesser number the
number of participants who will be served at any point in time during a waiver year. Indicate whether
the State limits the number of participants in this way: (selecf one):

@ The State does not limit the number of participants that it serves at any point in time during a
| waiver year.

“O: ] The State limits the number of participants that it serves at any point in time during a waiver
- P P Y P _ 8
-} year. The limit that applies to each year of the waiver period is specified in the following table:

Table B-3-b

Maximum Number of
Waiver Year Participants Served At Any
Point During the Year

Year |

Year 2
Year 3

Year 4 (renewal only)

Year 5 (renewal only)
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Reserved Waiver Capamty The State may reserve a portion of the participant capacity of the waiver
for specified purposes (e.g., provide for the community transition of institutionalized persons or furnish
waiver services to individuals experiencing a crisis) subject to CMS review and approval, The State

(select one):

O

Not applicable. The state does not reserve capacity.

®

| amount of reserved capacity was detel mined:

The State reserves capacity for the following purpose(s). For each purpose, describe how the

| Reserved Capacny for MFP | B
| The: State reserves capaclty et 25 slots to cover consumers transmonmg 0

i 31, 2011. The.reservation of these ABI Wavier slotsis reqmred to. mamtam continuity. of care'post
| the MFP demonstratlon for consumers targeted for the AB| Waiver, - . :

e

{ _f,_the MoneyfFollows
the Person: Demonstratlon (MFP) and onto the ABI Walver from January 2010. through: December

| The capacity that the State reserves in each waiver year is specxﬁed in the following table;

Table B-3-c

Purpose: Purpose:

Waiver Year Capacity Reserved Capacity Reserved

| vear 1

i Year 2

o Year3

Year 4 (renewal only)

..>] Year 5 (renewal only)

Scheduled Phase-In or Phase-Out. Within a waiver year, the State may make the number of participants
who are served subject to a phase-in or phase-out schedule (select one):

©

The waiver is not subject to a phase-in or a phase-out schedule.

Ko
| Appendix B-3. This schedule constitutes an infra-year hmltatlon on the number of participants
-z| who are served in the waiver.

The waiver is subject to a phase-in or phase-out schedule that is included in Attachment #1 to

e. Allocation of Waiver Capacity. Select one:
® Waiver capacity is allocated/managed on a statewide basis.
O | Waiver capacity is allocated to local/regional non-state entities. Specify: (a) the entities to which
waiver capacity is allocated; (b} the methodology that is used to allocate capacity and how often
| the methodology is reevaluated; and, (c) policies for the reallocation of unused capacity among
local/regional non-state entitics:
State: Connecticut Request for Amendment 7
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f.

Selection of Entrants to the Waiver. Specify the policies that apply to the selection of individuals for
entrance fo the waiver:

A recipient of medical assistance benefits who. apphes for coverage of acquired brain injury. services' -
-and appl:cants for acquired brain i injury services shall mest allrequirements for ‘eligibility in the.

Depariment's medical assistance program that are apphcable to.disabled adulls as stated inthe =
regulations promuigated by the. Department:and contained in'its: Uniform Policy } Manual; pursuantt :
Section 17b-10.0f the Connecllcut General Statutes mcludmg, wlthout limitation, all regulations
'establlshlng medical assistance ehglbllny reqwrements related to the filing of apphcatlons for
assnstance‘ venf:catlons redeterm;nateons emstence of a disabling _cOndmon cmzenshfp st' tus,

a) ‘the. apphcant asks {0 be removed;
.~ b) - the applicant moves outof state; or.
"¢} the applicant reaches age 65 or R
. d) heorshe dies;or. .. - - SRR §
.. e) “hislor her condﬂxon has changed and they no longer meet the fmanc;al or cllmcal crlter;a_;for-:

" the program.

State:
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The followmg supports the select:on of lndlwduals lo the ABi Wawer L A
. The: Connecticut General Statutes 17b 260a 1 and proposed amended regu!ahons
. ABI Waiver Desk: Gwde Sl
- ABI'Waiver Procedural Buiiellns S :
W 953 DSS Assessmem for Adult Commumty Based Semces -,PCA AE Wawer Serw
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Attachment #1 to App.endix B-3
Waiver Phase-In/Phase Out Schedule

a. The waiver is being (select one):

O Phased-in
O Phased-out

b, Waiver Years Subject to Phase-In/Phase-Out Schedule (check each that applies):

Year One Year Two Year Three

Year Four

Your Five

e S

c. Phase-In/Phase-Out Time Period. Complete the following table:

Month

Waiver Year

Waiver Year: First Calendar Month

Phase-in/Phase out begins

Phase-in/Phase out ends

d. Phase-In or Phase-Out Schedule. Complete the following table:

Phase-In or Phase-Out Schedule

Waiver Year: |7+

Base Number of

Change in Number of

Month Participants

Participants

Participant Limit

State; Connecticut

Effective Date 01/01/2010

Request for Amendment 10



Appendix J; Cost Neutrality Demonstration
HCBS Waiver Application Version 3.3 - Oclober 2005

Appendix J: Cost Neutrality Demonstration

Appendix J-1: Composite Overview and Demonstration
of Cost-Neutrality Formula |

Composite Overview. Complete the following table for each year of the waiver.

Level(s) of Care (specify): : :
Col. 1 Col, 2 Col. 3 Col. 4 Col. 5 Col. 6 Col. 7 Col. 8

Total: Total: Difference
. (Column 7 less
Year Factor D Factor D’ D+D' Factor G Factor G’ G+G’ Column 4)

e
e
100508
Ty
- aiza01]

| W

State: Connecticut Appendix J-1: 1
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Request for Amendment to a §1915(c) HCBS Waiver
HCBS Waiver Application Version 3.5

Appendix J-2 - Derivation of Estimates -

a.  Number Of Unduplicated Participants Served. Enter the total number of unduplicated participants
from Item B-3-a who will be served each year that the waiver is in operation. When the waiver serves
individuals under more than one level of care, specify the number of unduplicated participants for each
level of care:

Table J-2-a: Unduplicated Participants
v | s gt | P 0o o s
(From Item B-3-a) Level Qf Care: _ Leve} _of Care: .
G JCEMR o O NE
Year 1 SR Eeo ) L 195
Year 2 : e taggl g
Year 3 ;_' s : :..2:2{ -'
Year 4 (renewal only) _ 3¢ : 5 )
Year 5 (renewal only) [ il o S T 16
Table J-2-a: Unduplicated Participants
Waiver Year Toglllrllfll;:: Z?rPIi?t?;gliflta: o D1Smbuiﬁgﬁ?i)?éggl(li(;a;;ﬂliaill(:)pams i
(From ltem B-3-a) Level of Care: | Level qf Care:
Year1 SR T 369
Year 2 Sk Lo AL
Year 3 w4l 11
Year 4 (renewal only) 45
Year 5 (renewal only) 48 113

b. Average Length of Stay. Describe the basis of the estimate of the average length of stay on the waiver
by participants in Item J-2-d.

State: Connecticut Request for Amendment: 1
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Request for Amendment to a §1915(c) HCBS Waiver
HCBS Waiver Application Version 3.5

Average Length of Stay (LOS) was derived by the following method: -~ S
Dividing the annual summary of client days by the annual unduphcated caseload (factor c) Th .
client-day count was derived by multiplying the total begrnnmg of the month client: caseload by th >
number of days in-the month Data is based on actual data reported m the CMS 372 repo S:. ‘

Because the unduphcated partrerpant counts have been. revrsed the average length of stay has | €
adjusted to reflect the: assumed mncrease. number of enrol]ment and: the 1ncreased cl1ent days ‘

The based count was adjusted to mclude the adnnssrons of mdmduals nansumnmg flOIl‘l Money
Follows the Person A phase in‘of MEP ehents began tlansmonmg to the ABI Wawer m ‘May.
.2010 A -

Derivation of Estimates for Each Factor. Provide a narrative description for the derivation of the

Factor D Derivation. The estimates of Factor D for each waiver yea1 are located in Item J-2-d.

| The estimates of factor I are based-on actual utilization of services for both the existing ABL . o

clients and clients transmonmg from the Money Follows the Person (MFP) Demonstlatlon

Factor D' Derivation. The estimates of Factor I’ for each waiver year are included in

Factor D' was based on-the CMS-3728 report for:the ABI Waiver for renewal year 2..The =
historic cost data were trended forward using actual CPI-trends: for medical care. Factor D was
based on 372 reports that'exclude dual eligible chents pharmacy expend1tures therefore Facto

c.
estimates of the following factors.
i.
The basis for these estimates is as follows:
prorated for estrmates of anreased enrollment
it. F
Item J-1. The basis of these estimates is as follows:
D' did not requue addrtlonal ad_]ustment
State:
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Request for Amendment 1o a §1915(c) HCBS Waiver
HCBS Waiver Application Version 3.5

jit.

iv.

Factor G Derivation. The estimates of Factor G for each waiver year are included in Item -1,
The basis of these estimates is as follows:

Estimates based on HCFA 372T & 372S -- ABI ‘Waiver Lag Reports CY 2002 CY 2003 CY
2004 and Imtlal Report 1!01/2005 through 12/3IIZOO _

Factor G’ Derivation. The estimates of Factor G’ for each waiver year are included in Item J-1.
The basis of these estimates is as follows:

Source: HCFA 372T & 3728, -~ ABI Waiver Lag Reports CY 2002 CY 2003, CY 2004 and”* el
Imtlal Report 1/01/2005 through 12!3 1/2005 I ' s

State:

Connecticut Request for Amendment: 3
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Request for Amendment to a §1915(c) HCBS Waiver
HCBS Waiver Application Version 3.5

d. Estimate of Factor D. Select one: Note: Selection below is new.

| The waiver does not operate concurrently with a §1915(b) waiver. Complete Item J-2-d-i

O -} The waiver operates concurrently with a §1915(b) waiver. Complete Item J-2-d-ii

i, Estimate of Factor D — Non-Concurrent Waiver. Complete the following table for each waiver
year

State: Conneclicut Request for Amendment: 4
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Request for Amendment to a §1915(c) HCBS Waiver

HCBS Waiver Application Version 3.5

Waiver Year: Year 4

Wawer Serv:ce

Per User

Col. 1 Col. 2 Col. 3 Col. 4 Col. 5
Avg. Units | Avg. CosV/
| Unit # Usgrs | Unit

Total Cost

~1$36,054,460

GRAND TOTAL

TOTAL ESTIMATED UNDUPLICATED PARTICIPANTS (from Table J-2-a) 379
FACTOR D (Divide grand total by number of participants) 95,131
AVERAGE LENGTH OF STAY ON THE WAIVER 339

State: Conneeticut

Effective Date 01/0172010
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Request for Amendment to a §1915(c) HCBS Waiver
HCBS Waiver Application Version 3.5

Waiver Year: Year 5

Col. 1 Col. 2 Col. 3 Col. 4 Col. 5
Avg. Units | Avg. Cost/
Walver Semce i # Users | Per User i Total Cost

GRAND TO‘fAL: | "  |40.406,340

TOTAL ESTIMATED UNDUPLICATED PARTICIPANTS (from Table J-2-a) 404
FACTOR D (Divide grand total by number of participants) 101,016
AVERAGE LENGTH OF STAY ON THE WAIVER 330
State: Connecticut Request for Amendment: 6
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