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Executive Summary 

The following work represents the inaugural effort by the Department of Health Care 
Policy and Financing (HCPF) and the Department of Human Services (DHS) to provide 
a joint report to the General Assembly pertaining to expenditure and usage analysis of 
the Division for Developmental Disabilities (DDD).  The work is the result of a highly 
collaborative effort between the two departments and has the primary goal of providing a 
transparent assessment to the Legislature, Executive Branch, stakeholders, and the 
citizens of Colorado.  While the following report represents an initial effort by the 
departments, the departments acknowledge that it is also a less than perfect 
assessment.  To that end, the departments are committed to the annual production of 
similar reports and to constantly improving reporting outputs. 

The DHS Division for Developmental Disabilities manages the Department of Health 
Care Policy and Financing’s (HCPF) Home and Community-Based Services (HCBS) 
Waivers (DD Waivers) serving people with developmental disabilities.  Those waivers 
are: the HCBS waiver for individuals with Developmental Disabilities (HCBS-DD), HCBS 
Supported Living Services (HCBS-SLS), and HCBS Children’s Extensive Services 
(HCBS-CES).  There is also a State Plan component associated with these waivers 
known as Targeted Case Management (TCM), as well as administrative functions for 
single point of entry activities, utilization review and quality assurance.   

Overall, DD Waiver Medicaid expenditures have increased by 30.69% since FY 2006-07 
while the number of FTE clients served has only increased 10.15%.  Expenditures are 
growing at greater than three times caseload growth.  The total amount of services 
consumed in FY 2010-11 for the three waivers was approximately $325M and, taking 
into account all enrollments within the waivers, just over $43,000 per person.  (The 
amount per person varies significantly by waiver.)  HCBS-DD Waiver expenditures 
account for approximately 80% of the appropriations and approximately 90% of 
expenditure increases since FY 2006-07.   

Clients in HCBS-DD and HCBS-SLS are assigned a Support Level1

                                                      
1 “Support Level” is recognized as a formal assessed level of need for HCBS-DD and HCBS-SLS waiver 
clients.  The departments note that “Support Level” is not technically correct terminology for years prior to 
FY 2009-10.  For textual consistency, the term “Support Level” is used across all years analyzed in this 
report.  Detailed explanation of Support Level history and utilization is contained on pages 8-10 of the report 
and in Appendix A. 

 ranging from one to 
seven.  Clients in higher Support Levels have higher intensity of need.  Generally, the 
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higher the support level, the higher the reimbursement rate for a unit of service.  
Personalized services and supports are identified in individual Service Plans.  Case 
managers at Community Centered Boards (CCB) assist clients to develop their Service 
Plans, refer clients to service providers, help coordinate the client’s services and monitor 
that service is delivered according to the Service Plan.    

The data suggests four primary factors are driving costs: Number of Clients Served, 
Average Support Level, Reimbursement Rates, and Service Consumption. 

The number of enrollments approved by the General Assembly as shown in the Long 
Bill has increased by more than 12% since FY 2006-07.  Taken in combination with the 
factors discussed below, the number and distribution of individuals served becomes 
central to the larger issue of increasing expenditure trends. 
 
Implementation of a Support Level determination algorithm2 in FY 2008-09 led to an 
upward shift in support level distribution among clients from an average of 3.2 in FY 
2007-083

 

 to 3.5 in FY 2010-11.  Although this may not appear significant, the data shows 
the upward shift in distribution has had a compounding effect on per-capita expenditures.  
The shift has resulted in more clients consuming greater amounts of services and at 
higher reimbursement rates. 

 
                                                      

2 “Support Level” means a numeric value determined using an algorithm that places clients into groups with 
other clients who have similar overall support needs.  The algorithm is a calculation that weights various 
factors from the Supports Intensity Scale assessment tool, along with two additional factors not contained 
in the tool: Community Safety Risk, and Danger to Self.  The output from the algorithm determines an 
individual’s Support Level. 

3 Prior to FY 2007-08, not all HCBS-DD clients had been assigned a support level.  For this reason, FY 
2007-08 is often used in this report as a baseline year for comparison.   
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Reimbursement rates for services have changed several times since FY 2006-07.  While 
some rates have gone down over time, rates for other services have gone up.  Rates for 
Residential Habilitation, specifically, have increased over the past several years.  The 
data shows that this one service accounts for approximately 75% of total HCBS-DD 
expenditures and over 60% of total expenditure increases.   
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Residential Habilitation is the primary waiver service and most clients must utilize it every 
day year-round.  The fundamental need for the service significantly constrains the ability 
to adjust the number of units of service consumed. 
 
The tables below show the combined changes in per-capita utilization since FY 2007-08 
for all services other than Residential Habilitation.  Unlike Residential Habilitation, these 
services allow for far greater flexibility to adjust the number of units of utilization 
consumed.  The data shows that per-capita units consumed have increased significantly 
since FY 2007-08.  Utilization increases have resulted in higher expenditures per-capita 
across all Support Levels except Support Level 1.   
 
The effective cost per unit5

                                                      
4 Support Level 7 enrollments account for about 2% of HCBS-DD expenditures and less than 1.5% of 
individual count.  This subgroup is not included on the Annual Per-capita Residential Habilitation 
Expenditures by Support Level graph. 

 in the top table is calculated by dividing the total expenditures 
for services consumed in a given Support Level by the total number of units consumed in 
that Support Level.  The top table shows how unit costs have generally declined in lower 
Support Level services, but increased in higher Support Levels.  Overall, the impact of 
rate changes has been less than 1%.  The middle table illustrates change in the number 

5 Effective Cost per Unit is calculated by dividing the annual total amount spent for services by the total 
number of units utilized. 
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of units consumed per person across Support Levels.  The increase has been significant 
and also fairly consistent across Support Levels.  Overall, average consumption of 
services has increased by over 20%.  The combined impact of these two changes is 
shown in the bottom table, which shows non-Residential Habilitation per-capita 
expenditures across Support Levels.  The data shows a laddered rate of growth in 
expenditures across Support Levels.  This is illustrated in the percentage change in 
growth of per-capita expenditures across Support Levels. 
 

 
 
To summarize the primary factors driving DD Waiver Medicaid expenditure increases:  
• The number of clients being served is increasing;  
• more units of service are being consumed per client;  
• clients are more likely to be in a higher support level;  
• and the cost per unit has gone up at an accelerating pace in correlation to 

higher support level.   
 

The tables above illustrate how rate changes and service consumption increases have 
impacted per-capita expenditures.  This, in combination with the upward support level 
redistribution of clients largely explains the overall increases in expenditures in the 
HCBS-DD waiver. 

Other Cost Driver/Trend Observations 

• Expenditures for Targeted Case Management have been increasing rapidly. 
• Expenditures for HCBS Children’s Extensive Services are up by 50% over the 

past five years.  
• Expenditures for HCBS Supported Living Services are down, but stabilizing. 
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The Departments recognize the multitude of dynamics involved in the administration 
of services to individuals with developmental disabilities.  The Departments 
acknowledge the role of service providers, the concerns of family members, 
personal caregivers, and loved ones, and the contributions by the tax-paying citizens 
of Colorado.  The Departments believe that these interests must be balanced with 
the fundamental needs of the waiver clients themselves to receive essential services 
and the need to provide those services within a finite budget.   
 
DHS and HCPF are implementing the following changes that will result in reduced 
expenditures in FY 2011-12 and subsequent years.  The changes have recently 
initiated implementation after receiving CMS approval of the relevant Medicaid 
HCBS waiver amendments. 
 
 Implement Service Limits 
 Assess the Supports Intensity Scale administration and Audit Targeted Case 

Management 
 Implement Enhanced Single Entry Point (SEP)/CCB training 
 Consolidate Waiver Programs 
 Assess Overall Programmatic Structure, Quality, and Controls 
 Report to the General Assembly 
 Organizational Approach: Combining DDD and HCPF 

 
The report represents an initial effort by the departments to provide detailed service-
related data and analysis to the General Assembly.  The departments will continue 
to strive to provide relevant and accurate data to the best of their ability.  The 
departments intend to submit annual reports and also intend to begin producing 
reports examining expenditure drivers for individual CCBs in the fall of 2012.   



 

 

 

 

Division for Developmental Disabilities 

 An Analysis of Expenditure Drivers 
 

 

Overview/History 

The Department of Human Services (DHS) Division for Developmental Disabilities 
(DDD) manages the Department of Health Care Policy and Financing’s (HCPF) Home 
and Community-Based Services (HCBS) Waivers (DD Waivers) serving people with 
developmental disabilities.  Those waivers are: the HCBS waiver for individuals with 
Developmental Disabilities (HCBS-DD), HCBS Supported Living Services (HCBS-SLS), 
and HCBS Children’s Extensive Services (HCBS-CES).  There is also a State Plan 
component associated with these waivers known as Targeted Case Management 
(TCM), as well as administrative functions for single point of entry activities, utilization 
review and quality assurance.   

HCBS-DD services are for adults who require extensive supports to live safely 
(including access to 24-hour supervision) and who do not have other sources for 
meeting those needs. 
 
HCBS-SLS services supplement already available supports for adults who either can 
live semi-independently with limited supports or who, if they need extensive support, 
are getting that support from other sources, such as their family. 
 
HCBS-CES provides enhanced in-home supports for children considered to be most 
in need due to the child’s disability. 
 
TCM is provided to all adults and children enrolled in HCBS waiver services and all 
Medicaid-eligible infants and toddlers enrolled in Early Intervention services from the 
point of referral and includes planning, locating and facilitating access to services; 
coordinating and reviewing all aspects of needed services, supports and resources 
in cooperation with the person with a developmental disability, the person’s family as 
appropriate, and involved agencies; and monitoring and evaluation of all services 
and supports.  
 
Since FY 2006-07, the first year included in this analysis, expenditures have 
consistently increased year over year.  Overall, DD Waiver Medicaid expenditures 
have increased by 30.69% since FY 2006-07 while the number of FTE clients served 
has only increased 10.15%.  Expenditures are growing at greater than three times 
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caseload growth.  The total amount of services consumed in FY 2010-11 for the three 
waivers was just shy of $325M and, taking into account all enrollments within the 
waivers, just over $43,000 per person.  (The amount per person varies significantly by 
waiver.)  Please refer to the table below (DD Waiver Client Counts by Fiscal Year), 
and on the following page (Total Annual Expenditures by Waiver and Date of 
Service), for more detailed information.  The Departments continue their ongoing 
assessment and evaluation as to what is driving costs.   
 

 

To date, the data suggests four primary factors are driving costs: Number of Clients 
Served, Average Support Level, Reimbursement Rates, and Service Consumption.  
 
The current reimbursement structure for DDD Program financial administration uses 
a fee-for-service model.  The model is based on a rate per unit of service provided 
and reimburses on an escalating scale based upon the intensity of support need as 
reflected by the support level.  Clients in HCBS-DD and HCBS-SLS are assigned a 
support level ranging from one to seven.  Clients in higher support levels have 
higher intensity of need.  Generally, the higher the support level, the higher the 
reimbursement rate for a unit of service.  Personalized services and supports are 
identified in individual Service Plans (SP).    Case managers at Community Centered 
Boards (CCB) assist clients to develop their Service Plans, refer clients to service 
providers, help coordinate the client’s services and monitor that service is delivered 
according to the Service Plan. 
 
HCBS-DD Waiver expenditures comprise the bulk of the three DD waiver 
appropriations, as well as the bulk of the expenditure increases in those 
appropriations.    

 



3 

 

 
HCBS-DD Waiver expenditures account for approximately 80% of the appropriations 
and approximately 90% of expenditure increases since FY 2006-07.   
 

 
 

Current Efforts  

The Departments recognize the multitude of dynamics involved in the administration 
of services to individuals with developmental disabilities.  The Departments 
acknowledge the role of service providers, the concerns of family members and 
loved ones, personal caregivers, and the contributions by the tax-paying citizens of 
Colorado.  The Departments believe that these interests must be balanced with the 
fundamental needs of the waiver clients themselves to receive essential services 
and the need to provide those services within a finite budget.   
 
DHS and HCPF are implementing the following changes that will result in reduced 
expenditures in FY 2011-12 and subsequent years. These changes represent 
actions that the departments are undertaking in order to reduce projected 
expenditures for DD programs and bring them in line with the amount of funds 
appropriated through the FY 2011-12 Long Bill.  Because of this, these changes do 
not represent savings that can be immediately captured in the state budget process. 
The changes have recently been implemented after receiving CMS approval of the 
relevant Medicaid HCBS waiver amendments. 
 

Implement Service Limits – After an extensive stakeholder engagement 
process conducted throughout 2011 to explore implementing upper usage limits for 
the following services, DDD implemented:  
• Behavioral Health

• 

: Limits the number of units of Behavioral Services for 
assessments, consultation and counseling;  
Dental Services

• 

: Limits Dental Services per plan year for basic services and 
per five-year waiver period for major services;  
Day Habilitation Services

• 

: Limits the number of units of Day Habilitation 
services per year; and  
Targeted Case Management

 

: Limits the number of units available for TCM 
services, or reduce the rate per unit.   

The departments are pursuing other changes such as implementing thresholds on 
some services and requiring providers to obtain prior approval for service delivery to 
a client over the threshold. 
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Assess the Supports Intensity Scale and Audit Targeted Case 

Management – The DHS/DDD has implemented an audit of the Support Intensity 
Scale (SIS) assessments and the development of Support Levels for individuals 
meeting Public Safety Risk criteria. The DHS/DDD is continuing this audit and will 
verify that each client is accurately assessed through the Supports Intensity Scale. 
In addition, the DHS/DDD is conducting a quality assurance audit of Targeted Case 
Management services to ensure the appropriate use and delivery of these services 
for clients. 
 

Implement enhanced SEP/CCB training – The departments are developing 
enhanced training for Single Entry Point agencies (SEP) and CCBs.  This training 
will increase the consistency and appropriateness of functional assessments of 
clients and subsequent individual Service Plan development.  

 
Consolidate waiver programs – HCPF and DHS are assessing all of the 

Medicaid waiver programs to determine how to structure the programs in order to 
better serve clients, reduce administrative overhead, and improve program 
operations. This assessment includes an examination of managed care waivers and 
other health care reform models such as the Accountable Care Collaborative, as a 
means of providing the right services to consumers, within a comprehensive cost 
containment structure. This effort involves significant stakeholder and client input.  
 

Assess overall programmatic structure, quality, and controls – The 
departments are analyzing the current case management structure and will be 
developing recommendations for a more cohesive, consistent, quality, and 
streamlined approach. The departments intend to strengthen quality assessment, 
auditing, fraud identification and remediation functions to ensure that the program 
and the SEP/CCB structure is operating consistently and according to CMS and 
state regulations. The departments are conducting ongoing financial and utilization 
analysis to understand the net impact of changes to the waivers and variability in 
client usage and allocation of services.   

 
Reporting to the General Assembly – The plan described above contains 

many components of varying size and complexity, from setting limits for individual 
services within the waivers to a review of overall system structure and design. The 
departments will provide periodic updates on the efforts described above to the 
General Assembly, through the Joint Budget Committee.  Similarly, as analysis of 
the causes of over-expenditures progress, the departments will provide as much 
detail as is available describing the exact causes of the over expenditures and plans 
for cost containment within the developmental disabilities service system. The 
departments understand the over expenditures of the past year cannot continue and 
require full attention and remediation. The departments are committed to bringing 
expenditures in line with the FY 2011-12 appropriations and establishing sufficient 
controls to ensure improved program integrity in the developmental disabilities 
system. In addition, the departments are committed to assessing the most effective 
organizational and programmatic structure to ensure that clients are receiving quality 
services in the most cost effective manner. In addition to the above-referenced 
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periodic update, which the departments intend to submit annually, the departments 
also intend to begin producing reports examining expenditure drivers for individual 
CCBs in the fall of 2012. 

 
Organizational Approach: Combining DDD and HCPF – DHS and HCPF 

are working together to create recommendations and a plan for combining the 
Division for Developmental Disabilities with HCPF. This includes an examination of 
the Children's Residential Habilitation Program (CHRP) and other Long Term Care 
programs, including the state's aging programs, for relocation to HCPF. The 
Departments believe program operations and fiscal integrity of the waivers can be 
improved by combining the Division of Developmental Disabilities and potentially 
other Long Term Care programs with HCPF and more effectively leveraging staff 
expertise. Combining DDD within HCPF could result in the following benefits: 
reduced fragmentation and increased consistency of program operations and 
administration; consistent application of rate development processes and changes; 
coordination and standardization of waiver development and management; 
consistency in payment methodologies; greater consistency in stakeholder 
communications; and standardized policies and procedures.  
 
Below, is an outline of the work the departments are doing to accomplish this 
relocation and estimated timelines for completion. 
 

1. Hold Community Forums: Gather stakeholder and community input on 
outcomes and benefits they would like to see out of a combined department 
and programs (November 2011-July 2012). 
2. Analyze Organizational Structure & Staffing: Review HCPF Long Term 
Care Benefits Division and DHS/DDD organizational charts and staffing. 
Analyze functions and skills sets to determine how to best combine the 
groups and deploy individuals to provide fiscal and programmatic oversight of 
the waivers. Create an implementation plan to align both organizations and 
create a cohesive organization structure (November 2011 - July 2012). 
3. Assess the Need for Legislation:  As part of the organizational and 
programmatic assessments described above, the departments are also 
evaluating the timing and implementation of such a move through legislation. 
Implementation of such a change will require careful consideration to ensure 
continuity of care for clients and providers within the system. The 
departments are very interested in such a move being successful and so, at 
this point, additional planning and stakeholder input is being undertaken 
(November 2011 - March 2012). 
4. Implement Re-organization:  HCPF and CDHS will begin combining DDD 
staff and functions within HCPF. This will of course depend upon receiving 
the appropriate approvals and direction from the Legislature (Target Date: 
July 2012).  

 
Possible Future Measures – Given the findings contained in this report, the 

departments intend to consider and explore modifications to support level 
assessment systems, reimbursement rates, and service unit utilization limits.  The 
departments will continue to assess these issues and will consider possible 
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adjustments in order to effectively manage and control expenditures while expecting 
appropriate provision of services for individuals served within the waivers.  The 
departments acknowledge that issues currently unrecognized or nonexistent may 
arise in the future.  The departments are committed to addressing issues proactively 
when possible and reactively when necessary. 

 
Guiding Principles 

The departments are using the principles outlined below to guide this project: 
• Ensure that appropriate and necessary services are provided to clients. 
• Ensure that services are provided safely, in a timely manner and with respect 

and dignity. 
• Strengthen consumer choice in service provision. 
• Incentivize best practice in service delivery. 
• Incentivize less restrictive settings for service delivery. 
• Ensure that taxpayer dollars are used efficiently and effectively. 
• Involve all stakeholders in the design and development of this project, 

including individuals receiving services and their families, service providers, 
advocates, the Legislature, and the Governor's Office. 

 
Analytical Methodology for Data Collection and Assessment 

The data analyzed was collected from individual client level claims paid through the 
Medicaid Management Information System (MMIS) from July 1, 2006 through 
August 31, 2011 for services received between July 1, 2006 and June 30, 2011.  
Support level data was provided by the Department of Human Services. 
 
This same data served as the source for the analysis presented in the Departments’ 
response to the 2011 Legislative Request for Information pertaining to the potential 
transfer of the Division for Developmental Disabilities between Departments.  The 
analysis contained in this report uses the full and complete data available.  The data 
has not been edited, altered, nor materially manipulated in any way that would 
impact its integrity. 
 
When analyzing claims data, two methods may be used.  “Date-of-Payment” 
organizes data by the date a claim is paid by HCPF.  This methodology is useful for 
analyzing expenditures paid out in a specific period of time, (e.g. fiscal year) and ties 
to annual expenditures reported through the Colorado Financial Reporting System 
(COFRS).  “Date-of-Service” organizes data by the date services were provided, 
regardless of when those services were paid.  This methodology is useful for 
analyzing consumption patterns.   Date-of-Service analyses will not tie to annual 
expenditures reported through COFRS. 
 
The departments used the Date-of-Payment methodology in the LRFI submitted in 
November of 2011.  The Date-of-Payment methodology was used at that time as the 
departments wanted to connect to historical fiscal year expenditures as reported 
through COFRS, as well as to run parallel with Long Bill appropriations.  This report 
uses the Date-of-Service methodology and therefore will not reconcile to 
expenditures reported in the LRFI or to COFRS annual expenditures. 
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Date-of-Service better captures client service utilization trends.  These trends then 
inform overall program expenditures.  For this reason, the analysis in this report 
looks at data based upon the date services were received by clients as opposed to 
the date those services were paid.  A visual comparison between Date-of-Payment 
and Date-of-Service methodologies for each waiver can be found in Appendix D, 
pages 2-5.  A sample using SLS is provided below to illustrate the differences 
between the two methodologies. 
 
 

 

 

 

 

 

 

 

 

The axes of the charts are set to scale with each other.  Although some points of data in the Date-of-Payment graph on the left appear to 
be missing, this is only because they fall outside the range on the vertical axis. 

This report contains the following appendices:  Each Appendix is preceded by a 
descriptive narrative. 
• Appendix A – Graphs illustrating support level trends in the HCBS-DD waiver and 

HCBS-SLS  
• Appendix B – Graphs illustrating trends in per-capita expenditures in each of the 

waivers and TCM 
• Appendix C – Tables containing compiled data for the various waivers, as well as 

selected specific services 
• Appendix D – Graphs comparing Date-of-Payment and Date-of-Service tracking 

methodologies 
• Appendix E – Service Descriptions and Rates Tables for services in each of the 

DD waivers 
• Appendix F – Wait List Data and brief overview of miscellaneous points 
 

Cost Driver/Trend Summary 

While there is a great deal of complexity in the data, the Departments believe the 
data suggests four primary factors are driving costs: Number of Clients Served, 
Average Support Level, Reimbursement Rates, and Service Consumption. 
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Number of Clients Served - The number of enrollments (clients served) 
approved by the General Assembly has increased by more than 12% since FY 2006-07.  
Requests for additional enrollments are necessary to continue services for individuals 
who, due to age, are transitioning from another Home and Community Based waiver, or 
the Child Welfare system and to address specific needs of individuals on the waiting list, 
such as emergencies or high risk situations. 
 
New enrollments are necessary for a variety of reasons.  Once children in the 
HCBS-CES reach age 18 or foster care or HCBS-CHRP waiver reach age 21, they 
can no longer be served within that waiver.  Frequently, these children who are 
aging out continue to need services through an adult developmental disability 
waiver.  This can necessitate a transition into either the HCBS-SLS or HCBS-DD 
waiver and typically new enrollments are requested to ensure this transition.   
 
Individuals on the waiting list for HCBS-DD, who meet the definition of an 
emergency, are exceptions to the waiting list order of selection.  Individuals may 
meet this definition when they become homeless or lose a caregiver.  These 
individuals may be receiving HCBS-SLS or may be individuals on the wait list who 
are not being served under any DD waiver who may experience an emergency 
necessitating urgent enrollment in a waiver. 
 
At the discretion of the General Assembly, increased funding may be and has been 
made available to increase the number of waiver slots that are not emergency-
based.  These newly created slots are filled by individuals on the waiting list based 
on the amount of time those individuals have been on the list or to meet a target 
group such as those who have aging caregivers.  
 
In the HCBS-DD waiver, on average, 100-120 enrollments become available after 
vacancies occur when clients discontinue participation in the program.  Additionally, 
the General Assembly has approved an additional 30 enrollments to enroll 
individuals who are in an emergency situation and roughly 60 individuals per year 
who transition from foster care or HCBS-CHRP.  In the HCBS-SLS waiver, 
approximately 250 enrollments become available after vacancies occur when clients 
discontinue participation in the program.  Additionally, the General Assembly 
approves 30-40 enrollments for children in HCBS-CES who will transition to HCBS-
SLS due to their age.  Recent DHS budget requests indicate that a primary driver of 
the need for emergency placements is the aging and/or ailing of caregivers.  
(Source: Department of Human Services Annual Budget Requests - FY 2009-10: DI-
3, FY 2011-12: DI-6, FY 2012-13: R-1.)  
 
Additional information on the wait list can be found on page 15 and in Appendix F. 
 
Taken in combination with the following factors, the number and distribution of 
individuals served becomes central to the larger issue of increasing expenditure 
trends. 

 
Increasing Average Support Levels – While the SIS tool came into use in 

2006, this represented only the first phase of implementation of this client assessment 
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model.  In the middle part of the last decade, CMS directed that a comprehensive new 
rate methodology be implemented.  The transition took several years.  This included 
implementing a needs assessment tool, setting rates for services, and determining 
expected service utilization based on need.  The first phase included the establishment 
of tier levels that were based on the amount of funds being spent at that time on each 
client.  Following the identification of tiers, the Departments implemented beta testing a 
new tool (SIS) with a representative sample of waiver clients to establish need level 
categories, then evaluating service utilization by those individuals, and then applying a 
rate structure for those services.  The rate structure was temporary until a permanent 
rate structure went into effect in 2009.   
 
Finally, beginning in FY 2008-09, an algorithm6

 

 was incorporated for determining 
Support Level.  The algorithm weighted three sections from the SIS tool, and added two 
additional factors: Danger to Self, and Community Safety Risk.  These two factors 
significantly impacted Support Level assignments.  An affirmative response to 
Community Safety Risk automatically places an individual into a minimum Support Level 
5 or 6 regardless of all other factors.  Going back to October of 2007, 249 individuals in 
HCBS-DD (6.7% of the waiver population) were determined to pose a community safety 
risk.   The number rose to over 400 individuals in 2009 and 2010 (greater than 10% of 
the waiver population).  The number has since dropped and the December 2011 data 
indicates 320 individuals (7.6% of the waiver population) as posing a community safety 
risk.   

An affirmative response to Danger to Self automatically moves an individual up by one 
to two Support Levels regardless of all other factors.  Once phase two was implemented, 
first priority was given to assessing DD Adult Comp waiver clients.  This process was 
largely complete by June of 2009, at which time HCBS-SLS client assessments using 
the algorithm were then prioritized.  The one algorithmic exception is that HCBS-SLS 
clients do not include Community Safety Risk/non-convicted or Danger to Self factors. 
 
Implementation of the Support Level determination algorithm  in FY 2008-09  displayed 
a different Support Level distribution than the tier level distribution among clients from an 
average of 3.2 in FY 2007-087

                                                      
6 The algorithm is a calculation that weights various factors from the Supports Intensity Scale assessment 
tool, along with two additional factors not contained in the tool: Community Safety Risk and Danger to Self.  
The output from the algorithm determines an individual’s Support Level.  The HCBS-SLS algorithm does 
not include the two additional factors. 

 to 3.5 in FY 2010-11.  Although this may not appear 
significant, the data shows the upward shift in distribution has had a compounding effect 
on per-capita expenditures.  The shift has resulted in more clients consuming greater 
amounts of services and at higher reimbursement rates.  Prior to implementation of the 
algorithm, approximately 40% of clients were estimated to be at tier 4, 5, or 6 while 
about 60% were estimated to be at tier 1, 2, or 3.  This estimate was based on historical 
service delivery utilization data.  By FY 2010-11, after the implementation of the Support 
Level determination process, the actual data showed the distribution had shifted to 
approximately a 50-50 even split.  Appendix A discusses this topic in detail and contains 

7 Prior to FY 2007-08, HCBS-DD clients had been assigned a tier level during the development of the 
Support Level methodology.  For this reason, FY 2007-08 is often used in this report as a baseline year for 
comparison.   
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graphs that illustrate the impact the algorithm has had on the distribution of clients by 
support level.  The comparative bar graphs below illustrate the shift in Support Level (or 
tier) distribution in the period from FY 2006-07 through FY 2010-11.  The data shows a 
shift away from Support Level 2 followed by consistent and proportionally significant 
growth in Support Levels 4, 5, and 6.  Data for HCBS-DD Client counts used for creating 
the chart below can be found in Appendix C on page C.3. 
 

 

Reimbursement Rates – The departments acknowledge reimbursement rates as a 
core component related to expenditures.  The departments continue to assess 
reimbursement rates and will consider adjustments as an available option to 
effectively manage and control expenditures. 

 
Residential Habilitation is the primary waiver service and most clients must utilize it every 
day year-round.  Residential Habilitation is provided in Group Home, Host Home, and 
Personal Care Alternative (PCA) settings and is designed to ensure the health, safety 
and welfare of the participant, and to assist in the acquisition, retention and/or 
improvement in skills necessary to support the participant to live and participate 
successfully in their community.   
 
Residential Habilitation is the general name given to three specific types of living settings 
(Group Home, PCA, and Host Home) where 24 hour professional care is provided to DD 
Adult Comp waiver clients.  Reimbursement rates for services have changed several 
times since FY 2006-07.  While some rates have gone down over time, rates for other 
services have gone up.  Rates for Residential Habilitation, specifically, have increased 
over the past several years.   
 
The daily need for the service significantly constrains the ability to adjust the number of 
units of service consumed.  The data shows that this one service accounts for 
approximately 75% of total HCBS-DD expenditures and over 60% of total expenditure 
increases; growing from $158 million expended in FY 2007-08 to over $190 million in FY 
2010-11 and over 9% per person.  This is important, as HCBS-DD Waiver expenditures 
account for approximately 80% of the appropriations and approximately 90% of 
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expenditure increases since FY 2006-07.  Residential Habilitation is reimbursed on a 
per-diem basis and almost all HCBS-DD waiver clients are permanent residents who 
receive this service almost every day of the year.  Residential Habilitation expenditures 
are increasing due to upward trends in mean support levels, driving an increase in rate 
reimbursement for a given unit of service.  Average per-diem Residential Habilitation unit 
costs have increased since FY 2007-08.  Since FY 2007-08, per-diem unit costs for 
Support Levels 1 and 2 have dropped, but costs for all other levels have gone up.  
Simultaneously, an increase in average client Support Level has also gone up resulting 
in a lower proportion of the population in Support Levels where unit costs have 
decreased and a higher proportion in the levels where costs have increased. Appendix C 
page C.5 contains data showing trends in per-capita Residential Habilitation 
expenditures by fiscal year and Support Level.  Page C.10 shows total annual 
expenditures by Support Level. 
 

8

Service Consumption - The tables on the next page show the combined 
changes in per-capita utilization since FY 2007-08 for all services other than Residential 
Habilitation.  Unlike Residential Habilitation, these services allow for far greater flexibility 
to adjust the number of units of utilization consumed.  The data shows that per-capita 
units consumed have increased significantly since FY 2007-08.  Utilization increases 
have resulted in higher expenditures per-capita across all Support Levels except support 
level 1.   

 

 
The effective cost per unit in the Effective Unit Cost (top) table is calculated by dividing 
the total expenditures for services consumed in a given support level by the total number 
of units consumed in that support level.  The Effective Unit Cost table shows how unit 
costs have generally declined in lower Support Level services, but increased in higher 
Support Levels.  Overall, the impact of rate changes has been less than 1%.  The Per-
Capita Units Consumed table (middle) illustrates change in the number of units 
consumed per person across Support Levels.  The increase has been significant and 

                                                      
8 Support Level 7 enrollments account for about 2% of HCBS-DD expenditures and less than 1.5% of 
individual count.  This subgroup is not included on the Annual Per-capita Residential Habilitation 
Expenditures by Support Level graph. 
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also fairly consistent across Support Levels.  Overall, average consumption of services 
has increased by over 20%.  The combined impact of these two changes is shown in the 
Per-Capita Expenditures (bottom) table, which shows non-Residential Habilitation per-
capita expenditures across Support Levels.  The data shows a laddered rate of growth in 
expenditures across Support Levels.  This is illustrated in the percentage change in 
growth of per-capita expenditures across Support Levels. 
 

 
 
The tables above illustrate how rate changes and service consumption increases have 
impacted per-capita expenditures.  This, in combination with the upward Support Level 
redistribution of clients largely explains the overall increases in expenditures in the 
HCBS-DD waiver. 
 
In cases where the service utilization allows for flexibility, increases in unit costs over 
time and/or increases in units consumed affect expenditures.  The Effective Cost/Unit 
tables on the next page show how unit costs have changed over the past few years for 
the three largest services other than Residential Habilitation.  The data for Supported 
Employment and Day Habilitation9 shows that unit costs have decreased for lower 
Support Levels and increased for higher Support Levels.  As the Support Level 
distribution among clients adjusts to higher Support Levels, more people are receiving 
services at higher unit costs and in a dynamic where those units’ costs are also 
increasing over time.  Appendix C pages C.6-11 contain data on Supported 
Employment, Day habilitation, and Non-emergency Transportation10

                                                      
9 Day Habilitation includes assistance with self-help, socialization and adaptive skills that takes place 
in a non-residential setting, separate from the participant’s private residence or other residential 
living arrangement, except when due to medical and/or safety needs. Activities and environments 
are designed to foster the acquisition of skills, appropriate behavior, greater independence, and 
personal choice. 

. 

10 Non-emergency Transportation refers to the purchase or provision of transportation for individuals 
receiving day program under comprehensive services which enables them to gain access to  
programs and other community services and resources required by their Individualized Plan/Plan of 
Care. 
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Non-emergency Transportation unit costs, unlike the costs for Supported Employment 
and Day Habilitation, have decreased significantly in recent years across all Support 
Levels.  However, real expenditures for Non-emergency Transportation Services have 
gone up over that same time.  The data below shows that the reason for this is because 
units consumed have gone up at a rate that negates expected savings from unit cost 
reductions.  The data suggests that unit cost changes must be targeted strategically 
since the impact of such reductions could be negated by increases in utilization.  
Appendix C pages C.6, and 9-11 contain data on Supported Employment, Day 
Habilitation, and Non-emergency Transportation. 

To summarize the primary factors driving DD Waiver Medicaid expenditure increases: 
The number of clients being served is increasing; more units of service are being 
consumed per client; clients are more likely to be in a higher Support Level; and the cost 
per unit has gone up at an accelerating pace in correlation to higher Support Level.   
 
Other Cost Driver/Trend Observations 

Children’s Extensive Services (HCBS-CES) – Expenditures for HCBS-CES are 
up by 50% over the past five years, although CES expenditures account for only slightly 
more than 2% of overall DDD Medicaid expenditures.  Data for HCBS-CES in Appendix 
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C on page C.14 shows the significant increase in expenditures over the past several 
years. 
 

Supported Living Services (HCBS-SLS) – Expenditures for HCBS-SLS are 
down, but stabilizing.  Since implementation of the algorithm, expenditures have 
decreased.  However, those in FY 2010-11 were generally the same as FY 2009-10.  
Data for HCBS-SLS in Appendix C on pages C.12-13 shows the expenditures over the 
past several years. 
 

Targeted Case Management (TCM) – TCM Expenditures have risen 
dramatically over the past several years.  There appear to be three primary contributing 
factors.  Case management is not only for waiver clients, but also includes children in 
DHS’ Early Intervention (EI) program who are Medicaid eligible.  Early Intervention State 
General Funded and Federal Part C funded service and includes some children who are 
Medicaid eligible.  Historically, approximately 50% of EI clients fit into this category and 
this has impacted TCM client counts.  As a result of SB 07-004, the number of children 
receiving EI services increased significantly.  Medicaid Caseload during the recent 
recession has increased significantly.  The data indicates that the unduplicated count of 
children being served has increased by 979 since FY 2008-09 and that 948 of those 
children have been Medicaid eligible.  As of FY 2010-11, over 5,600 EI children are 
Medicaid eligible.  This has impacted EI related TCM expenditures.   
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Rates for TCM have also risen significantly in recent years.  Effective July 1, 2009 the 
TCM rate was $12.60 per unit.  In November 2009, a retroactive rate change was 
implemented.  This was based on an adjustment to the productivity factor and resulted in 
an increased rate. Additionally, DDD applied a 2.5% rate reduction to all rates for HCBS 
and TCM at that same time.  The final TCM rate was $14.93 per unit effective October 1, 
2009.  This represents a rate increase of more than 18%. 
 
Additionally, units of service billed has increased year over year and there may be a 
correlation between this increase and client support level.  Data for TCM in Appendix C 
on pages C.15-16 shows the significant increase in the number of FTE for whom TCM 
has been administered over the past several years. 
 

Service Rates – The development of the Support Level assessment 
methodology brought a necessary standardization of service rates.  Implementation of 
the new rate structure took several years and included restructuring certain services and 
resetting rates for virtually all services.  Service Rates have also changed due to budget 
constraints and the need to reduce costs.  The Division for Developmental Disabilities 
acknowledges reimbursement rates as a core component related to expenditures.  
The Division continues to assess reimbursement rates and will consider adjustments 
as an available option to effectively manage and control expenditures.  A table of 
service rates for the various DD waiver programs can be found in Appendix E on pages 
E3 through E11. 

 
Relationship Between HCBS-SLS and HCBS-DD – Of its nature, the HCBS-

SLS waiver is structured for higher functioning clients, presumably with less intensive 
needs than individuals in the HCBS-DD waiver.  Occasionally, a change will occur with 
an HCBS-SLS client that results in a need for emergency placement into the HCBS-DD 
waiver program.  This has a dual effect.  It drives a need for more slots in the HCBS-DD 
waiver, and in doing so, it redistributes average per-person per-diem expenditures 
because of the significantly higher per-person per-diem expenditure in the HCBS-DD 
waiver. 

 
The Wait-List – The three waivers (HCBS-CES, HCBS-SLS, and HCBS-DD) are 

structured to serve an approved number of clients (enrollments).  This number is 
approved each year by the General Assembly and is noted in the Long Bill.  In addition 
to those who receive services through the waivers, DHS maintains a list of individuals 
who are deemed eligible, yet are not able to be served within a waiver because of a lack 
of available vacant slots.  The wait list is not static and the number of individuals on it 
changes regularly.  However, the number of individuals on the wait list generally 
increases over time.  The three primary drivers for this are 1) population growth, 2) the 
increasing number of individuals who are Medicaid eligible, and 3) aging baby-boomer 
caregivers who are becoming unable to care for the developmentally disabled individual 
driving a need for alternative care solutions.  A table containing Wait List data as of June 
30, 2011 can be found in Appendix F on pages F2 and F3. 
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Appendix A 
Support Level Trends 

An Overview 
 
The data and graphs on the following pages show the client counts for each service 
support level in the HCBS-DD waiver since incorporation of the Supports Intensity Scale 
(SIS) tool. 
 
SIS and Support Levels:  
 
In the middle part of the last decade, CMS directed that a comprehensive new rate 
methodology be implemented.  The transition took several years.  This included 
implementing a needs assessment tool, setting rates for services, and determining 
expected service utilization based on need.   
 
While the SIS tool first came into use in 2006, this represented only the first phase of 
implementation of this client assessment model.  Full implementation of Support Level 
methodology was a two phase process.   
 
The first phase included beta testing a new tool (SIS) with a representative sample of 
waiver clients to establish need level categories, evaluating service utilization by those 
individuals, and applying a rate structure for those services.  The need levels were first 
called “tiers” and became the progenitors of the “Support Levels.”  This also helped 
determine intensity of service need in terms of units of utilization, as well as the 
associated costs for providing that particular service to a person with a particular level of 
need.  The rate structure was temporary until a permanent rate structure went into effect 
in 2009.   
 
Phase two was implemented effective January of 2009 and used a Support Level 
determination algorithm (the algorithm)1

 

 to determine Support Level.  The algorithm 
applies weights to certain factors measured by the SIS tool and then adds two external 
factors – 1) Community Safety Risk, and 2) Danger to Self.  Each of these two factors 
has the capacity to significantly increase the support level assignment.  As clients 
originally assigned a tier using the SIS tool between 2006 through 2008 underwent 
reassessment incorporating the algorithm with the two external factors, the number of 
clients with lower Support Levels began to decline as they were reassessed at higher 
Support Levels.  Additionally, new clients entering the waiver are being assessed at 
higher levels because of the implementation of the algorithm. 

In addition, overall client counts have gone up as additional enrollments have been 
granted by the General Assembly.  The combination of these new enrollments with the 
incorporation of the algorithm means that new clients entering the system are typically 
assigned a higher initial support level.  Additionally, as vacancies occur, they are filled 

                                                      
1 The algorithm is a calculation that weights various factors from the Supports Intensity Scale tool, along 
with two additional factors not contained in the tool: Community Safety Risk, and Danger to Self.  The 
output from the algorithm sets an individual’s Support Level.  The HCBS-SLS algorithm does not include 
the two additional factors. 
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first based on emergency need.  It is reasonable to assume that clients entering the 
waiver based upon emergency need likewise have a higher level of need translating into 
a higher Support Level.  The combination of these various components has altered the 
Support Level distribution of clients upward.  This, in turn, has had a significant impact 
on expenditures. 
 
The graph on page A.3 illustrates the steady decline in the number of HCBS-DD waiver 
clients in Support Levels 1 and 2 contrasted against the simultaneous steady increase in 
the number of clients in Support Levels 4, 5, and 6.  The graph on page A.4 shows the 
distribution of clients in specific Support Levels (or tiers) by fiscal year.  The graph 
illustrates a shift in the distribution of clients between fiscal years 2006-07 through 2007-
08 before the algorithm came into use versus the distribution afterward in fiscal years 
2008-09 through 2010-11.  The data shows two distinct changes – 1) Support Level 1 
and 2 clients comprised a smaller portion of the distribution, and 2) Support Levels 4, 5, 
and 6 began comprising more of the distribution.  The third bar graph chart shows the 
breakdown of clients by Support Level and actual client count.  There are three 
noteworthy observations.  The data shows a very high number of clients in FY 2006-07 
not assigned to a Support Level.  The data also shows an increase in overall client 
counts from one fiscal year to the next.  The data also shows a shift beginning in FY 
2008-09 when the algorithm came into use where the number of clients in Support 
Levels 1, 2, and 3 began declining while the number of clients in Support Levels 4, 5, or 
6 began increasing.   
 
Overall, the data shows a simultaneous upward shift in the real number of clients to 
higher Support Levels while also shifting the proportional distribution upward as well.   
 
The data used to create these graphs can be found in Appendix C on page C.3. 
 
Similar graphs are presented on pages A.6-8 for the Supported Living Services (HCBS-
SLS) clients.  In contrast to what the data related to HCBS-DD shows, HCBS-SLS 
shows a very steady and consistent distribution across years and Support Levels.  One 
item of note is that client counts are trending upward. 
 
The data used to create these graphs can be found in Appendix C on page C.13. 
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The graph above uses Supports Intensity Scale tool (SIS) data as well as Support Levels as determined by the algorithm that became effective in late calendar year 
2008.  Clients assessed before the implementation of the algorithm were assigned tiers as measured by the SIS assessment, which first came into use in 2006.  By 
late 2007, most HCBS-DD clients had been assessed using this tool.  The Support Level Determination algorithm was instituted beginning in late 2008.  Clients 
previously assigned a tier using only the SIS were, over time, reassessed using the algorithm and assigned to a Support Level.  The SIS and the algorithm measure 
on a 7-tier system.  The data used to produce this chart can be found in Appendix C on page C.3. 
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The bar graphs above show the percentile distribution of clients, by Support Level and fiscal year.  There were a high number of clients in FY 2006-07 with no 
assessment score and these clients are not included in the FY 2006-07 graph.  By December of 2008, all clients had been assessed.  The Support Level 
Determination Algorithm came into use in FY 2008-09.  These two factors appear to have contributed to gradual redistribution on the proportion of clients in the 
various Support Levels.  The data used to produce this chart can be found in Appendix C on page C.3. 
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 The bar graphs above show the average annual client count distribution by Support Level and fiscal year.  There were a high number of clients in FY 2006-07 
with no assessment score and these clients are shown as Unassigned.  By December of 2008, all clients had been assessed.  The Support Level Determination 
Algorithm came into use in FY 2008-09.  These two factors appear to have contributed to the redistribution on the proportion of clients in the various Support 
Levels.  The data used to produce this chart can be found in Appendix C on page C.3. 
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The graph above uses Supports Intensity Scale tool (SIS) data as well as Support Levels as determined by the algorithm that became effective in late calendar year 
2008.  Clients assessed before the implementation of the algorithm were assigned tiers as measured by the SIS assessment, which first came into use in 2006.  
Very few HCBS-SLS clients were evaluated using the SIS tool prior to FY 2007-08.  The Support Level Determination algorithm was instituted beginning in late 
calendar year 2008 and most HCBS-SLS clients had been assessed using the algorithm by the end of FY 2008-09.  The SIS and the algorithm measure on a 7-tier 
system.  SLS clients are almost never assigned to Support Level 7 and this chart tracks only Support Levels 1 through 6 clients.  The data used to produce this chart 
can be found in Appendix C on page C.13. 
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The bar graphs above show the percentile distribution of clients by Support Level and fiscal year.  Very few HCBS-SLS clients had been evaluated using the 
Supports Intensity Scale (SIS) tool by the end of FY 2007-08 and only clients with SIS scores are included in the FY 2007-08 bar.  The Support Level Determination 
Algorithm came into use in late calendar year 2008.  By June of 2009, virtually all clients had been assessed.  The data used to produce this chart can be found in 
Appendix C on page C.13. 
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 The bar graphs above show the distribution of clients by Support Level and fiscal year.  There were a high number of clients in FY 2007-08 with no assessment 
score and these clients are shown as unassigned.  By June of 2009 virtually all clients had been assessed.  The Support Level Determination Algorithm came 
into use in 2009 for HCBS-SLS clients.  The data used to produce this chart can be found in Appendix C on page C.13. 
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Appendix B 

Average Expenditures Based on Date-of-Service 
An Overview 

 
The data and graphs on the following pages show per-capita expenditures for various 
waivers. The graphs on pages B.4 through B.6 are illustrated by waiver (with a separate 
graph for Targeted Case Management on B.7).  The data from which per-capita 
expenditures is calculated is shown on page B.8.  The data was collected from individual 
client level claims paid through the Medicaid Management Information System (MMIS) 
from July 1, 2006 through August 31, 2011 for services received between July 1, 2006 
and June 30, 2011.  Support level data was provided by the Department of Human 
Services.  The graphs on pages B.2 and B.3 show annual total expenditures for each 
waiver side by side.  The graph on page B.2 shows total annual expenditures and the 
graph on B.3 shows total annual expenditures per-capita. 
 
HCBS-DD 
The data shows a consistent pattern of daily average expenditures throughout the year 
(e.g. December expenditures routinely lower than other months).  The data also shows a 
consistent upward trend in average daily expenditures year over year.  Expenditures 
have stabilized, however, since the end of FY 2008-09.  See graph on page B.4. 
 
Supported Living Services (HCBS-SLS) 
The data shows per-capita expenditures rising steadily from FY 2006-07 through FY 
2008-09.  In FY 2009-10, per-capita expenditures dropped significantly.  The level of 
expenditures then stayed relatively stable at this decreased level through FY 2010-11.  
Several concerns reside below the surface of the data.  Support Level methodology 
using the algorithm was implemented for HCBS-SLS clients in July of 2009.  While the 
data indicates a decrease in per-capita expenditures since peaking in FY 2008-09 
(possibly as a result of the implementation of the Support Level methodology), 
expenditures appear to have now bottomed.  See graph on page B.5. 
 
Children’s Extensive Services (HCBS-CES) 
The CES expenditure data shows consistent increases in per-capita per-diem 
expenditures over time.  Overall CES expenditures have increased by over 50% over 
the past five years.  While this is noteworthy, it is also important to note that HCBS-CES 
still accounts for only about 2% of total DD-related expenditures between the three 
waivers plus Targeted Case Management.  See graph on page B.6. 
 
Targeted Case Management (TCM) 
TCM expenditures are generally associated with the administrative functions related to 
client management.  TCM is overseen by the various Community Centered Boards 
(CCB). TCM used to be paid based upon a flat per-capita contracted rate.  With the 
implementation of fee-for-service, the rate was transitioned in a two phase process to a 
fifteen minute rate.  The initial phase provided a one-time per-capita rate bump that took 
place in January 2009.  Beginning in July 2009, the second phase moving to the fifteen 
minute rate was implemented.  TCM Expenditures have consistently increased each 
year and, since moving to the 15 minute increment, the pace of expenditure increases 
has risen even faster.  See graph on page B.7. 
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~ 
Monthly Expenditu re ~ by Date of Service Monthly Client Count by Date of Service 

FY2006·2007 FY2007·200S FnOOS· 2009 FY200n OlO FY201Q·2011 FY2006·2007 FY 200].2008 FY 2OOS-2009 FY2009·2010 FY2010·2011 

DO Adult Camp Waiver 

July $15,387,989.01 $17,351,951.05 $18,442,453.55 $21,554,741.47 $21,995,709.37 3,518 3 ,~5 3,775 4,027 4,159 

August $16,398,153.27 $17,867,956.55 $18,282,Q69.18 $21,671,360.56 $22,m ,712.74 3,614 3,828 3,803 4,046 4,157 

September $15,241,103.48 $15,907,437.85 $18,041,596.18 $21,311,7ll3.72 $21,m ,547.95 3,515 3,755 3,WS 4,059 4,159 

October $16,204,958.71 $18,175,211.86 Sls.s81,529.71 $21,321,57'3.22 $22,213,424.06 3,629 3,765 3,819 4,072 4,150 

November $15,507,558.&4 $17,071,335.87 $17,435,574.79 $20,571,722,38 $21,489,935.15 l ,560 3,739 3,855 4,128 4,151 

December $15,017,811.39 $15,541.833.87 $17,918,178.10 $20,733,235.13 $21,489,185.35 3,m 3,735 3,893 4,085 4,195 

Janual)' $16,671,582.1 3 $17,982,205,48 $19,892,393,85 $21,457,885,09 $21,895,760.19 l ,688 3,742 3,919 4,095 4,159 

Februal)' $15,278,557,99 $15,831,083,41 $18,705,188.34 $19,984,563,53 $19,756,806,05 3,751 3,751 3,963 4,116 4,154 

March $15,992,037.03 $17,923,340.59 $20,598,9SO.29 $22,129,351.43 $22,835,998.35 
"''' 

3,756 3,975 4,115 4,158 

April $15,485,242,91 $17,972,015,39 $20,m ,208,98 $21,824,399,83 $21,599,933,95 l ,770 3,7W 3,997 4,149 4,189 

" oy $17,129,763.53 $18,145,493 ,50 $20,985,576.52 $22,151,590.57 $22,333,731.25 3,702 3,803 4.007 4,133 4,158 

June $16,476,4ll8,46 $17,611,723.03 $21,020,963.19 $22,080,944.16 $21,843,743.35 3,769 3,787 4,029 4,158 4,143 

SlSWaiver Monthly m Client Count by Date of Service 

July $2,854,780,84 $3,062,490,21 $3,600,725,72 $3,177,132,47 $2,9OS,m ,87 2,851 2,826 2,823 2,921 2,990 

AUi!ust $3 ,171,641.10 $3,442,728,03 $3,510,711,09 $3 ,189,551,66 $2,952,247.19 2,842 2,824 2,821 1,940 2,993 

September $2,963,456.52 $3,060,522.25 $3,593,341.19 $3,182,445.55 $2,935,364.52 2,7'39 2,814 2,825 2,923 2,990 

October $3,171,170,04 $3,498,652,28 $3,870,732,69 $2,849,491.31 $2,856,797.15 2,834 2,814 2,857 2,920 3,013 

November $3 ,059.351,27 $3,234,532,54 $3,485,870,56 $2,858.419,71 $2,854,729 .Q2 2,821 2,814 2,841 2,933 3,015 

December 52,582,165,90 $2,892,869,51 $3 ,452,911,23 $2,754,605,70 $2,774,809.12 2,814 2,796 2,883 2,S45 3,017 

Janual)' $3 ,109,445.11 $3,327,291,48 $3,745,927,77 $2,869,992,23 $2,806,831,08 2,805 2,819 2,887 2,950 3,011 

Februal)' $3 ,010,821.89 $3,206,590.43 $3,7SO,l00.43 $2,829,417.98 $2,520,223.88 1,'" 2,815 1,900 2,954 3.001 

March $3,177,501,98 $3,321,813.10 $3,959,329,95 $3,058,911,92 $3,145,363.82 2,788 2,821 2,946 2,977 3,008 

April $3 ,104,773,95 $3,549,887.18 54,174,504,87 $2,990,272,55 $2,935.545,04 2,754 2,822 2,945 2,998 3,014 

" oy $3,318,617.3 7 $3,531,924,38 54,109,516,77 $2,930,797,70 $2,970,046,S4 2,784 2,829 2,973 2,984 3,019 

June $3,214,256.11 $3,543,297,55 54,477,225.15 $3 ,058,042,58 $3,093,354,98 2,807 2,819 2,990 2,984 l ,009 

CES W.l iver Monthly CES Client Count b Date of Servite 

July $395,509,97 5443,213.74 $529,412,67 S606,588,02 $703,420,58 '" l4S l58 174 18I 

August $391,831.45 5482,m .34 $531,593.78 $556,519.35 5555,158.35 l l4 157 174 175 174 

September $319,083.88 5427,588,35 $515,363.99 $5SO,815.71 $589,897,95 116 m m l Bl l6S 

October $342,073.24 5487,298,88 $525,561,79 $515,274.75 $597,375,22 l44 175 l78 38l m 
November $354,115.48 5433,439.24 $518,969.31 $552,523.85 $571,806,37 l4l lW m lSO m 
December $279,452,43 5415,135,01 $5SO,938,55 $553,9SO,l1 $571,344,54 l4l 175 18I 19I m 

Janual)' $340,800,90 5453,908.55 $524,778,08 $556,945,91 $564,034,51 l44 m 171 385 175 

Februal)' $336,191.60 5432,337,25 5SD9,989,86 $523,905,00 $523,567,65 l4l 174 m 391 m 
March 5405,591,43 5453,931,61 $598,060,85 5527,485 ,02 5547,784,94 l4S m 386 391 174 

April 5444,085.75 $503,055.06 $590,OSO.OO $602,338.50 $584,935.07 lSI lW '" 187 " 0 
" oy $543,544,11 $605,817,04 55oW,307,41 S606,375,30 $581,210,51 l47 191 l8l l87 l67 

June 5518,808,53 $759,449,25 $937,578,59 $778,095.35 $738,879,57 l4S l88 19l 18l l61 

rCM Services Monthly rCM Client Count by Date of Service 

July $1.175,955,50 $1.206,5W,80 $1.303,483,05 $1.112,009,76 $1.533.702,84 7,029 7,113 7,5W 8,901 9,141 

AUi!ust $1,175,617,10 $1,211,353,20 $1,310,204,70 $1,256,813,20 $1,781,899,37 7,033 7,142 7,604 8,902 9,306 

September $1,173,775,80 $l,215,785,W $1,323,303.30 $l,392,400,4ll $l,70S,4lll,52 7,019 7,174 7,579 9,064 9,272 

October $l ,l SO,589.40 $1,210,843.80 $1,333,989.00 $1,562,773.28 $1,735,483.75 5,879 7,144 7,739 9,102 9,309 

November $1,155,206,50 $1,224,088,20 $1,334,333,70 $1,706,882,60 $1,743,588,70 5,907 7,217 7,742 9,117 9,"" 

December $1.158,590,50 $1.219,573,4ll $1.3W,m ,SO $1.539,590,SO $1.591.875,57 5,987 7,192 8,011 9,085 9.354 

Janu.ll)' $1,170,932,70 $1,214,578,90 $1,496,44(1,53 $1,757,986,40 $1,790,795,10 6,996 7,159 8,225 9,183 9,3S4 

Februal)' $1,175,788,20 $1,221 ,711,00 $1,522,888,58 $1,723,393.89 $1,524,207.10 7,034 7,1 95 8,356 9,182 9,297 

March $1,181,539.90 $1,m ,4ll8.4ll $1,552,594.85 $1,934,389.32 $1,9SO,438.83 7,064 7,258 8,584 9,325 9,525 

April $1,182,811,00 $1,257,538,80 $1,588,249 .15 $l ,820, l88,SO $1,755 ,085,95 7,072 7,413 8,736 9,234 9,531 

" oy $1.184,486,00 $1.272,990,50 $1.505,342.38 $1.571. 269,88 $1.752,834,93 7,OW 7,499 8,823 9,236 9,359 

June $1,187,328,10 $1,270,104,00 $1,610,193.91 $1,714,310,58 $1,748,789.73 7,096 7,482 8,852 9,261 9,428 

Data Compiled from IndiVidual MMIS Claims Data 
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Appendix C 

Waiver Utilization Data 
Overview 

 
The following data was collected from individual client level claims paid through the 
Medicaid Management Information System (MMIS) from July 1, 2006 through August 
31, 2011 for services received between July 1, 2006 and June 30, 2011.  Support level 
data was provided by the Department of Human Services. 
 
The tables include data for each waiver and are generally organized by fiscal year and 
Support Level.  Generally, the data is all-inclusive for a given waiver.  HCBS-DD, 
however, also includes data on four specific services because the data suggests these 
to be significant contributors to overall expenditures in that waiver.  The data uses 
expenditure data and client counts to produce the following: 

- Total expenditures 
- Total units of service consumed 
- Per-capita expenditures 
- Per-capita units of service consumed 
- Percentage change over time 

 
 
HCBS-DD Waiver related tables: Pages C.2-11 
HCBS-SLS Waiver related tables: Pages C.12-13 
HCBS-CES Waiver related tables: Page C.14 
TCM Waiver related tables: Pages C.15-16 
 
Note:  Calculating Number of Clients Served:  The number of clients served needs to be 
as accurate as possible in order to get a clear picture of service consumption per client.  
Since some clients begin or terminate services under waivers at various times through 
the year, while others receive services for all 12 months, using an unduplicated count 
does not accurately represent consumption per client.  Therefore, Clients Served is 
calculated in this report as a full time equivalent (FTE).  For purposes here, each client 
receiving a service in a given month is considered 1/12 FTE.  The total is then summed 
and divided by 12.  This gives a highly accurate FTE assessment.   
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T he Dev el o pment ally D isabled Comp r ehe n s iv e w ai v e r ( H CBS- DD) i s p r i lna r i l y d esign e d to serve a d u l ts w i t h d e v el o pmen ta l d isabil i ties 

w h o In a y be c apab le o f l i v i n g in t h e cO ln lnunity, y e t w i thin a 24 hou r c a r e In odel. 

T he Suppo rt Le v el is a scale r ang ing f r o ln o ne t o s e ven , rep r e sen t i n g an e sca la t i ng lev e l o f d isabi lity n eed . The S u pport Lev el is based 

upo n a n a lg ori t hi ln c alcu lated based u p on an e v aluati on (Support s I n ten s ity Scale, o r S IS) al o n g w ith o t h e r u n iq ue f a c t o r s such a s 

e x t r e lne d a n ger t o sel f an d cO lnln un ity s a f e t y . 

T he SIS is a n e v al u a t ive t oo l u s e d b y Case Man age r s i n one- t o - o ne setti n gs t o a ssess t h e n eeds o f an ind iv id ual w ai v e r c l ien t . Th is t oo l is 

cO lnpr ised o f approx ilnately 4 0 q ues t io n s c o v e r i n g a w id e r a nge o f iss ues r e l a t e d t o d e v e lo plnent al d isabi l i t y n eed s d e t e r mina ti o n . T h e 

Su ppo rt Le ve l is a nU lner ic al r ep r esenta t io n o f t h e s e rv ices a n d suppo rt a gi v en c l ien t r e q ui r es, a s w e l l a s the rate s t r u c t u r e a ssoc i ated 

w ith t h e r e ilnbu rselnent f o r t h ose se rvices . Suppo rt lev el 1 r ep r e s e n t s t h e lowest s uppo rt n e e d s a n d suppo r t lev el 7 rep r e se n t s t h e 

h ig h est . 

T he SIS w as f i rs t ilnpleln e n t e d a s the d e s ig n ated sco r i n g t ool in 2 006 . As a result , In a ny c l ien t s d i d not hav e scores at t h e o utset , a s t h e 

a ssessmen t t oo l r e q ui r e d pe rson -t o - p e r s o n i n t e r a c ti o n . 

H CBS- D D Wai v e r Uti l iza t ion b y Su p port Le v e l 
T ota l An n u a l Ex p e nd it ur e s 

support 
U n k T ota l 

$ Inc r e ase \IS . % Inc rease , 2 3 4 5 6 7 
Le \le l P rio r Year \IS . Prior 

F Y 2006- 07 $4.626. 773 $ 1 1.366 .268 $7 , 354.424 $6,810. 197 $9,476,695 $6, 32 1 ,495 $530.743 $146, 305. 572 $192 , 792 . 1 67 NA N A 
F Y 2007 08 $20.066. 263 $48. 568 . 312 $33,437 . 567 $29, 731.803 $37, 234,874 $24,45 1 , 23 1 $2 . 700. 614 $14, 190 .926 $2 1 0 , 381 . 5 90 $17.589,423 9 . 1 2 % 

F Y 2008- 09 $ 1 9 .03 1.351 $50.475 .856 $38,942 . 1 64 $37, 787 . 2 1 6 $46, 5 9 5 , 396 $34, 322 , 132 $3 .038. 556 $904. 111 $23 1 ,096. 783 $20.715, 193 9 .85 % 

F Y 2009 1 0 $ 1 5 .894. 732 $47 . 370. 741 $41,495 .863 $44,963 . 5 34 $56,489, 546 $46,468, 883 $3 .976. 625 $243 . 254 $2 5 6 ,9 03 . 178 $25.806, 396 11.17% 

F Y 2010- 1 1 $ 1 4.731.736 $43 .910 .686 $40,853 . 1 87 $46, 1 35 .920 $59, 7 0 7 , 703 $50, 582 , 725 $5 . 576. 306 $1 1 9 . 228 $26 1 , 617.490 $4.714, 3 1 2 1.84% 

Four Year 

G r olNth % 
- 26. 5 8 % - 9 . 59% 22 .18% 55 . 1 7 % 60. 35% 1 06.87% 106.48% - 99 . 1 6 % 24 . 3 5 % 

A n n u a lized E x p e n d i t u r es per Pe r so n 

Support 
U n k T ota l 

$ Inc r e ase \IS . % Inc rease , 2 3 4 5 6 7 
Le \le l P rio r Year \IS . Prior 

F Y 2006- 07 $37. 56 5 $45 .074 $50.002 $56.831 $63 ,073 $7 1 ,497 $93. 660 $52 . 1 00 $52 . 180 NA N A 
F Y 2007 08 $40. 1 33 $47 .910 $54.422 $60. 166 $67, 191 $76,073 $103. 208 $57.356 $55 . 780 $3, 600 6 .9 0 % 

F Y 2008- 09 $36. 067 $48 .616 $56.733 $65 . 272 $74, 216 $88, 137 $74. 1 11 $64. 579 $59 . 202 $3, 422 6 . 13 % 

F Y 2009 1 0 $32. 268 $48 . 346 $57 .653 $68.603 $78, 530 $96,475 $87. 88 1 $51.211 $62 .679 $3,477 5 .87% 

F Y 2010- 1 1 $31.704 $47 . 296 $56 . 557 $67 .681 $77, 350 $94, 828 $95.73 1 $57. 229 $62 .847 $167 0 . 27% 

Four Year 

G r olNth % 
- 2 1.00% - 1.28% 3 . 92% 1 2 .49% 1 5 . 1 2 % 24 .65% - 7 . 2 5 % - 0 .22% 12 .67% 
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Clien ts Served (FTE) 

Suppo ne 
Uo k Tota l 

Inc rease vs . % Inc re ase , , , , , , , 
l e ve l Pri o r 'lear ~. Pri o r 

FY 2006· 07 123.2 252.2 14 7 . 1 119.8 15 0 .3 88.4 ,., 2808.2 369 4 .7 NA N 
FY 2007·08 500.0 1013.8 6 14.4 494 .2 554 .2 3 21.4 26 .2 2 4 7 .4 3771 .5 n 2 .08 

FY 2008· 09 5 27.7 1038.3 686.4 578.9 6 27.8 389.4 4 1 .0 14 .0 3903 .5 m 3 .5 0 

FY 2009 · 10 492.6 979 .8 719.8 6 5 5 .4 7 19.3 481.7 45.3 .., 4098.6 m , .00 

FY 2010- 11 464.7 928.4 722.3 681.7 771.9 5 33.4 5 8 .3 " 4 162.8 " 1.5 7 

Four Ye a r 

Growt h % 
· 7.07% · 8 .42 % 17.5 6 % 3 7.94 % 39.29% 65.96% 1 22.61% · 99. 16 % 10.37% 

Clients in Su p port Lev el as Pe rcen tage o f All Clients with Known Lev els 

Suppo ne , , , , , , , Tota l 
l e ve l 

FY 2006· 07 13.S9 % 2S.44% 16.5 9 % 13.5 2 % 16 .9 5% 9 .97% 0 .6 4% 100.00 

FY 2007·08 14 .19% 2S.77% 17.4 3 % 14 .02% lS.73% 9 . 12% 0 .7 4% 100.00% 

FY 200S· 09 13.5 7 % 26.69% 17.6 S% 14 .S8% 16 . 14% 10.01% 1.05% 100.00 

FY 2009 · 10 12.03% 23.9 3% 17.5S% 16 .0 1% 17 .5 7% 11.77% 1.11% 100.00% 

FY 2010- 11 11.17% 22 .3 1% 17.36% 16 .38% l S.55% 12.82% 1.40 % 100.00 

Four Year 

Growt h % 
· 2 1 .29 % · 22 .43% ·0 .42% 16 .84% 17 .9S% 40.57% 8S.55% 

FOOTNOTES: Data does no t includ e c lie n t s re ce ivi ng servic e s t hroug h Re g io n a l Ce nte rs b illi n g fo r s e rvic es t h roug h t he HCBS· DD Wa ive r Progra m 

Clie n t coun ts a re a nnua li ze d b a sed upo n u n iq ue c li e n t s serve d pe r mont h . 

Th e d a t a p re sen t e d is b ase d upo n t he d ate s e rvice s w e re p rovid e d (as o ppo sed t o p a yme n t d a te ) 

SP ECIAL NOT ES: The Suppo rts Inte ns ity Sc a le fo r d ete rm in ing Suppo ne l e ve ls o f s e rvice w as in t rod uce d in 2006 . M a ny c li e n t s in FY 2006· 07 we re not a s s e ssed un t il 

la t e r. t he re b y c re a t ing a h ig h pe rce n tag e o f HUnlmow ns" in t ha t year. bo t h for e x pe nd it u res a nd FTE cl ie n t counts . Fo r t h is re a s o n. t he Growth % 

s ho wn b e neat h e ac h c ha ne com p a res FY 2010-1 1 a g a in st FY 2007·08. 

The Budget Div is ion notes a po t e nt ia l a nomoly in t h e Suppo rt l e ve l 7 Colum n o f t h e An nua li zed Ex pe n d it u res pe r Pe rson ta b le . The Div is ion does no t 

be lie ve t he d a ta o b t a in e d t o be fa u lty . Budge t Sta ff will t a ke a deepe r look a t t h is pa rt ic u la r s ubset o f d a t a to d e t e rm in e what, if a nyth ing , may b e 

respo ns ib le fo r a n y irre gula rity. 

S e g inn ing a t t he s t a ne o f FY 2006·07 t he re im b u rsem e n t m etho d o logy be g a n a t ra ns it io n from a b lo c k· g ra nt qua s i· m a na g e d c a re mode l t o a fee· fo r· 

se rvic e mod e l. Im p le m e nta t io n too k a ppro . im a tely tw o a nd a ha lf years. SIS b e g a n in e a rnest in FY 2006· 07, a nd a ls o took a pprox im ate ly roug h ly 

one ye a r t o fu lly im p le m e n t fo r cl ie nts u nd e r t he HCBS· DD w a ive r. as t he s e w e re consid e re d h ig h p rio r ity base d o n need . 
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Se lected Pe r-Capita Se rv ice s U t ili zat ion w ith in HCBS- D D 

Of the t w e lve s erv ice s a v a ila b le in t he HeBS-DD W a iv er, fou r a ccou nt fo r o ve r 97% o f the tota l exp e n d it u res. Th e 
information he re in is base d o n client date o f s erv ice with in a g iv e n f isca l yea r for the follow ing s erv ices : 
- Resid e n t ia l Ha bili t a t ion 
- Non-e m e rge n cy Transpo rtation 
- Sup ported Emplo y me nt 
- Day Habilitation 
T he cha rts sh o w pe r-capi t a expe nd it ures and serv ice ut ilization (in terms o f " u nits u sed " ). The c ha r t be low re prese nt s the 
gra nd t o tals for the e nt ire HCBS-DD W a ive r . Th e fou r prim a ry servic e s a re illu strate d on t h e follow ing pa g e s . 
In FY 2006-0 7 , a tra n s it ion be g a n w ith the im ple m e n tation o f a ne w rate s t r u cture . Fo r t h at re a son, w he n compa r ing 
gro w t h rates overa ll , this a n a lysis be g ins w ith FY 2007 -08 . 

HCBS- DD Waiv e r - Pe r-Ca pita G ra nd Tota l Expend it u res 
Su ppa n Le v e l , , , • , , , Una ss. 0 0 0 Tota l 

FY 2 007-08 $40 ,133 $47 ,9 1 0 $54,422 $60,1 66 $67,1 9 1 $76,0 73 $ 1 03 , 208 $.57, 3S 6 $.55 , 780 

FY 2 008 -09 $36,0 67 $48, 6 1 6 $.56, 733 $65, 272 $74 , 2 1 6 $88,137 $74 ,111 $64,S79 $.59 , 202 

FY 2 009 - 1 0 $32, 268 $48, 346 $.57, 653 $68, 603 $78,S30 $96,475 $87,881 $.51 , 2 11 $62, 679 

FY 20 1 0- 11 $31, 704 $47 , 29 6 $.56,S 5 7 $67, 681 $77, 350 $94,828 $95, 731 $.57, 229 $62,847 

Four Ye ar % G r o w t h - 21 .00% -1 . 28% 3 .92% 12.49 % 15 .12% 24 . 65% - 7 . 2 5 % - 0 . 22% 12. 6 7% 

Per-Capit a HCBS-DD - G ra nd To t a l Un it s o f Serv ice 
Su ppa n Le v e l , , , • , , , Una ss. o o d T ota l 

FY 2 007-08 3 ,442 4 ,530 4 , 656 4 ,5 5 9 4 ,575 4 ,1 48 3 ,565 3 , 943 4 , 339 

FY 2 008 -09 3 , 7 4 0 4 ,965 5 ,0 36 4 , 9 5 3 4 ,982 4 ,479 3 ,437 4 ,432 4 , 7 4 6 

FY 2 009 - 1 0 3 ,874 5 ,0 20 5 ,162 5 ,1 76 5 ,1 9 7 4 , 894 3 ,822 3 , 387 4 ,933 

FY 20 1 0- 11 4 ,1 9 3 5 ,187 5 ,4 24 5 ,526 5 ,523 5 ,1 4 3 4 , 6 0 2 3 ,0 9 8 5 , 220 

Four Ye ar % G r o w t h 21.80% 14 .5 1 % 1 6 .50% 21 . 20% 20 . 72% 23 .9 7% 29. 1 0% - 21.42% 20 .31 % 
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Resident ia l Habilitation - Pe r-Capita Expe ndi tu res 
s u pport l evel , , , , , , , Unass i n e d Tot a l 

FY 20(17-08 $29,993 $34,896 $40,483 $45, 389 $50, 737 $59,760 $87,360 $43,76 $41,922 

FY 2008-09 $26,362 $35,498 $42,328 $49 ,159 $55,547 $67,700 $61,339 $49 ,785 SM.= 
FY 2009-10 $22,986 $35,159 $42.176 $51,402 $58,273 $72,195 $68,489 $40,108 $46,413 

FY 2010-11 $21 ,850 $34,056 $41,277 $5(),()55 $56,377 $69,362 $71.166 $47,493 $45 ,763 

Fo ur Yea r % Grow t h -27.15% ·2.41% 1.96% 10.28% 11.12% 16.()7% ·17.85% 8.51% 9.16% 

Per-Capita Reside nt ia l Habili ta t ion 
s u pport l evel , , , , , , , Tot a l 

FY 2007-08 m '" m '" '" m ~, ~ m 
FY 2008-09 ~, m ,~ '" '" '" ,~ = '" FY 2009-10 '" ,~ ,~ ,~ '" m ,~ m '" FY 2010-11 ,~ '" '" "" m '" '" '" m 
Fo ur Year % Grow t h -0 .26% 0 .07% ·0.27% 0.72% 0 .22% 0 .42% ·22.74% 4 .63% -0.01% 

Residenti a l Habil itation Service. and Supports (RH5S) a re de' ign e d to e n , u re t h e hea lth, ,afe ty a n d w e lfare of t he p art icip a nt , a n d to ass i, t in t he 

a(q u i' it io n, re t e ntio n a nd/ or im prove m e n t in 'kill' ne cessary t o , u pport t h e partic ip a nt to li ve a n d p art icipa t e , u ccessfu lly in t h e ir community . 

The,e ,erv i(e, are ind iv id u a lly p la nne d a n d coord ina t e d t h rough t he p art icipant ' , Service Pla n . The f re que n cy. du rat io n a nd ,cop e of t he,e ,erv i(e, 

a re d e t e rm ine d by t h e p art icipa nt s needs id e nt if ie d in t h e Serv ice Pla n . These serv ices m ay incl ud e a com b inat io n o flile lo ng · or extended d u ra t io n ­

, u pe rv i' io n , tra in ing a nd / or , u pport wh icl"1 are essen t ia l t o d a ily communit y liv ing. in cl u d in g assess m ent a n d e va lu at io n a nd t he co,t o f t ra ining 
m a t e ria l, . t ra n 'portat io n, fee, a nd , upplie, . 

Ind iv id u a l Re, id e n t ia l Serv ice, a nd Su pport, IIR5S) in wh icl"1 t h re e 13) or fe w e r partiCip a nt , receiv ing ,ervice, m ay live in a ' ingle re , id e nt ia l ,ell ing or 

in a ho't hom e ,ell ing. Grou p Re , id e n t ia l Se rvice, a n d Su pport, (GRSS) e ncom pass g rou p living e nv ironme nt , of four (4 ) t o e ig ht (8) part iCip a nt , 

rece iv ing ,erv ice, wh o m ay live in a ' ing le re, id e ntia l ,ett in g wh ich i, licen,ed by t h e St a te a, a Re,id e ntia l Ca re Facili ty/ Re' id e nt ia l Co m munity 

Ho m e . 
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Non·Emergency Tran~portati on ~ervi(e~ (N·et) are ~erv i ces offered in order to enab le wa i~ e r part icipants to gain access to dav habilitation and 
supported emploVment services as specified bV the Service Plan. This service Is offered in add ition to medica l trans porta tion required unde r 42 CFR 
§431.53 and transportation services unde r the Stale plan, de fined at 42 CFR ~. l7Qla ) (if applicable), and does not replace them. 
Transportation services unde r the wa iver are offe red in acco rdance with the pa rt ici pant' s Service Plan. When e ~ e r poss ible. familv. neighbors, friends . 
or co mmunltv agencles lhat can provide this se rvi ce Without charge are ut ili zed. 
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~upported Employment serv ices co ns ists of Intens ive. ongoing supports tha t enable part icipants. for whom co mpellt lve empl o~ment at cr above the 

minimum w~ge is un li ke l~ ~bse nt t he provision of suppons. ~ nd who. be c~ u se of their d i s~bilit i el . need supports. t o pe rform in ~ regu l ~ r wo rk lett ing. 

Supported emplo/ment Is conducted In a va rl e t~ of se lt ll"@.s In wh ich part icipants Inte ra ct with non-d isabled Ind iVidua ls I ot he r than those Ind iVidua ls 

who are providing services to t he part icipant ) to the samE extent t hat ind ividuals employed in co mp arable pos it ions wou ld interact . Perso ns must be 

invo lved in work outS ide of a base site. Included are persons in commun it~ jobs. in encla~es. and jn mobil e crews. Supported empl o~ment includes 

act ivit ies needed to sustain pa id work by part icipants. Incl ud ing supeNISlon and t raining. 
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Day Ha bili tat ion - Per-Capita Expendit ures 
s uppon Level , , , • , , , Un a" , ned To t a l 

FY 2007-08 $5,131 58,722 $10,458 $11,163 $12,540 $12,054 $9,922 $9,839 $9,775 

FY 2008-09 $4,759 58,616 $10,688 $12,214 $14,472 $15,699 $7,838 $10,641 $10,640 

FY 2009-10 $4,491 58,389 $10,696 $12,818 $15,684 $18,623 $14 ,457 58,176 $11,583 

FY 2010-11 $4,739 58,394 $10,780 $12,883 $16,234 $19,793 $19,272 $7,388 $12,201 

~ ou r Yea r % Growth -7,64% -3.77% 3.08% 15.41% 29.46% 64.20% 94.23% -24.91% 24.82% 

Pe r-Ca pita Day Habilitat ion 
s uppon Le ve l , , , • , , , To t a l 

FY 2007-08 1,795 3,121 3,463 3,407 3,456 2,935 2,278 2,768 3,043 

FY 2008-09 1,746 3,067 3,433 3,459 3,530 3,0 26 1,549 2,583 3,063 

FY 2009-10 1,824 3,128 ,.~ 3,616 3,695 3,226 2,386 2,173 3,217 

FY 2010-11 2,010 3,238 ,.~ 3,766 3,933 3,494 3,109 ' .~ 3.421 

Fo u r Year % Grow t h 11.96% 3.76% 5.89% 10.54% 13.80% 19.04% 36.44% -31.20% 12.44% 

Day Ha b ilita tio n ,ndudes ass i" a nce w il h a cqu is it ion, re t e nti o n or imp rove me nt ,n se lf- h e lp, soc,a ll zat ion a nd a d a ptiv e sk,lI s t h aI t a kes p lace ,n a no n­

res ,d e n tl a l sett 'ng. Act ,v lt ie s a nd e nv ,ro nme nt s a re d e s igne d 10 fo"er t h e a cqu is lt ,o n o f skill s , a pprop r,a t e b e h a v,or, grea te r ,nde p e nde nce , a nd 

p e rso n a l choice . These se rvice s a re ,nd ,vidua ll y coord ,na t e d t h roug h t h e p e rso n 's Se rv ,ce Pla n . 

- Sp e cia li zed Ha b ll,t a tl o n ISHI se rv ,ce s focu s o n e n a b li ng t h e panic 'p a nt t o att a ,n h ,s or h e r ma~ imum funct ,o n a l le ve l, or t o b e supponed ,n such a 

m a nne r, wh ,ch a llows t h e p e rso n to g a ,n a n ,n cre ased le ve l o f se lf-su ffl c'e ncy. Such se rv ,ces ind ude a",sl a n ce w ith " ' If-feed 'ng. to lleting. se lf-care , 

se nsory stim u la tio n a nd 'nte g ra tl o n, se lf-su ffl c,e ncy, m a 'nte n a nce sk ,lI s , a n d supe rv 's io n . 

- Suppone d Co m munit y Co nne ctio n suppons t h e a b ilit ie s a nd skills ne ce ssa ry to e n a b le t h e pan icipa ntto acce" typ ica l act iv it ies a nd funct io ns o f 

community life s u ch as t hose chosen b y t h e ge n e ra l popula t io n, indud ing co m munity e du ca tio n or tra ining.. re ti re m e nt a nd vo lu ntee r act iv it ie s . These 
types o f se rvice s m ay in d ude soc ia li za ti o n, a d a pt iv e sk ill s a nd p e rso nne l t o acco m p a ny a nd suppon Ih e pan icip a n t in communit y sett ings , resou rce s 

n e ce ssa ry for pan icipa tio n in act ivit ies a nd supp lies re lat ed t o skill a cqu is it io n, re t e nt io n or improve m e nt . 
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T o ta l U n its of Se r v ice D ata 
Res id e n t ia l Hab ilitation 

S upport l e l/ e l , , , 4 , 6 , Unass i o e d T otal 

FY 2007 -08 1 77, 357 360,545 2 1 9 , 1 68 1 75, 7 0 6 1 97, 1 83 113,993 9 ,069 85,81 0 1 , 338,831 

FY 2008 - 0 9 184, 367 365,953 242, 754 2 04, 328 221 , 7 1 7 1 37, 554 9 ,602 4 , 764 1 , 371 ,039 

FY 2009 - 1 0 1 73,848 346,892 254,954 232, 1 82 256, 286 1 7 1 , 2 0 1 11, 5 0 2 1 , 591 1 ,448, 4 56 

FY 20 1 0 - 11 1 64, 395 330 ,441 256,964 244, 116 275, 267 1 89,976 1 5 , 597 '" 1 ,477, 5 1 2 

F o u r Yea r % G r o w t h - 7 . 3 1 % - 8 . 35% 1 7 . 25% 38. 93% 39. 6 0% 66.66% 7 1.98% -99. 1 2 % 1 0 . 36% 

.~ ~ ~ * ~ ~ ~ .~ 

.~ ~ ~ ~ ~ ~ ~ ~ ~ 
Day Habilitat ion 

S upport l e l/ e l , , , 4 , 6 , Unass i o e d T otal 

FY 2007 -08 897,446 3 . 1 63,572 2 . 1 28, 0 20 1 . 683, 6 84- 1.9 1 5 , 131 943, 341 59,620 684-J27 11,475, 541 

FY 2008- 0 9 921 , 2 4 1 3 . 1 83, 8 52 2 . 356, 339 2 . 002,488 2 . 2 1 6 , 304 1.1 78, 253 63, 520 36, 1 60 11,958, 157 

FY 2009- 1 0 898 , 5 1 8 3 .065,004 2 .521 ,921 2 . 3 70, 1 64 2 .657,906 1.554,097 1 0 7 ,966 1 0, 323 1 3 , 185,899 

FY 20 1 0 - 11 933J69 3 .006, 282 2 . 649, 252 2.567,4 1 9 3 . 035,839 1.863,685 1 8 1 ,078 3 ,967 14, 2 41 . 291 

F o u r Yea r % G r o w t h 4 .05 % -4 . 9 7% 24.49% 52.49% 58.52% 97.56% 203.72% -99.42% 2 4 . 1 0 % 
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Tota l 1= ' d i t ure Data 
D[ c _ I , , 

~ ~ ~ .~ ~ ~ ~ ~ ~ , ncy , , 

.~ ~ ~ ~ ~ ~ 
, , 

. ii: ~ .~ ~ ~ ~ . ~ 
Day i i , , 

I" 
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Effect iv e Cost ( I nd i t u re)/u~e . g . ~5 m inutes, etc. ) 
I H. i , , 

;', * ~ ~ ~ ~ ~ ~ ~ ~ 

, , 

;', ~ ~ ~ ¥,£f- ~ ~ ~ .~ .~ 
S u p p o rted Em p loynl e n t 

S u ppo rt l e v e l , , , • , 6 , U n ass i n ed Tota l 

F Y 2007-08 $4. 78 $4. 30 $4.40 $4. 29 $4.55 $4. 1 2 $4.50 $4.= $4. 46 

F Y 2008-09 $4. 6 6 $4.1 6 $4.55 $4. 9 6 $5. 2 1 $5. 9 8 $5. 23 S6.~ $4. W 

F Y 2009- 1 0 $4.~ $3 .9 0 $4. 3 1 $5. 27 $6. 2 1 $6. 9 1 $8.62 $3. 26 $4. 59 

F Y 201 0 - 11 $3. 93 $3 . 75 $4. 1 7 $4.87 $5. 95 $6. 75 $4.55 Nf A $4.42 

F o u r Ye a r % G ro w t h - 1 7 . 7 1 % - 1 2 . 8 5 % - 5 .08% 1 3.49% 30. 93% 63. 8 1 % 1 . 1 4 % Nf A 0 . 8 9 % 

Day Hab ilitatio n 
5 u pport Le v e l , , , • , 6 , Un a ss i n e d T o ta l 

F Y 2007-08 $2. 8 6 $2.80 $3.02 $3. 28 $3.63 $4. 11 $4. 35 $3. 56 $3 . 2 1 

F Y 2008-09 $2. 73 $2. 8 1 $3.11 $3.53 $4.1 0 $5. 1 9 $5.06 $4. 1 2 $3 .4 

F Y 2009- 1 0 $2.46 $2. 68 $3.0 5 $3.54- $4. 2 4 $5.77 $6.06 $3. 76 $3 .60 

F Y 201 0 - 11 $2. 36 $2. 59 $2.94 $3.42 $4.1 3 $5.67 $6. 2 0 $3.88 $3 . 5 

F o u r Ye a r % G ro w t h - 1 7 .5 1 % 7 . 25% - 2 . 6 6 % 4.40% 1 3.76% 37. 93% 42. 36% 9 .1 4 % 11 .0 1 % 
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T he Supported Li v i n g Servic es w a iver ( H CBS-S LS ) is p r ima r i l y designed to se rve a d ults w i t h dev e lo pmental disabili t ies w ho a r e c apa ble 

o f l i v i ng in t he corn rnunity w i t h so me suppor t. 

T he Support Lev el is a sc ale ra n g i n g f r o rn o ne t o sev en, r ep resen ting an escal a t i ng le v el of d isa bili t y n eed . T h e Suppo rt Lev el i s based 

upo n an algor ith irn c alcul a t e d based upon an e v a luat io n (Suppo rts Intensi t y Sca le, o r SIS) alon g w ith o t her u ni q ue f a c t o r s such a s 

ext r erne d anger to se l f and comrnunity sa fe t y . 

T he S IS is an e v a l uat i v e t o o l u sed b y Case M a n a g e r s in o n e - to- o n e setting s t o a ssess t h e need s o f an indiv idual w ai v e r client. T his t o o l 

i s c omp r ised o f a p p roximate ly 40 question s c ove r ing a w ide r ange o f issues rela t e d t o dev e lo pmental d i sabili t y needs d e t enni n a t ion . 

T he Support Lev el is a nurn e r ical rep r e senta t io n of t he servic e s and suppo rt a g ive n c lient requi r e s, a s w ell a s the r ate s t r uctu r e 

a ssoc iated w ith t h e r e i mbu rse rn e n t f o r t h o se ser v ices . Support level 1 repr esents t he lowest s up p o rt n eeds a n d support lev el 7 

r ep re se n t s t h e highest. 

T h e S IS w as fi r st implemented a s t he designat ed sc o r i n g t oo l in 2006. A s a r esult, rnany cl ients d id not h a v e sco r e s at t h e outset , a s t he 

a ssessrn ent t oo l r e q u ired per so n - t o - p e rso n inter a c t io n . 

H CBS- S LS Wa iv e r Utili z a t io n b y S u pport Leve l 
T o t a l Annu a l Expe ndit u r e s 

support 
U nk Total $ Inc rease \IS . % Inc rease , , 3 4 5 6 7 

Le\le l Prior Year \IS . Prior 
FY 2006- 07 $68 $lS . 94S $0 $0 $ 1 5.908 $0 $0 $36. 706,092 $36, 738 .0 1 3 NA NA 
FY 2007 08 $2, 589 ,436 $1.839. 2 11 $797.433 $ 5 09,022 $601.237 $576.411 $0 $32. 7 6 0 ,049 $39,672 .799 $2.934.786 7 .9 9 % 

FY 2008- 09 $ 1 4 , 148, 247 $12 .4 06. 1 2 1 $4, 538.664 $3. 223, 283 $3 .864 .046 $3,683 . 337 $0 $ 4 .069 , 2 99 $45,932 .998 $ 6 . 260.198 1 5 .78% 

FY 2009 1 0 $9, 510,9 60 $9 .779.42 1 $4, 189 .591 $3.0 13,830 $4.8 1 0.334 $4,437.600 $0 $17, 948 $35, 7 5 9 .683 · $ 1 0 . 173 . 31 5 · 22 .15% 

FY 20 1 0 - 11 $8, 966, 306 $9 .054.397 $3 , 720.232 $3. 117,707 $5 .278.075 $4,6 99 . 239 $13 .840 $909 $34,8 5 0 .706 - $908 .977 · 2 .54% 

Three Year 
Growth % 

· 36.63% - 27.02% · 1 8 .03% - 3 . 28% 36. 59% 27 .58% - 99.98% - 24. 1 3 % 

; , p C 

'e~e l 
, , 3 4 5 6 7 U nk Tota l $ ~dO' vea;' I %v, . Pdo, 

~ 
$8' ,n.394 $0 $0 $3>.8 , $0 $01 ,B,076 i*I ~ 

~ 
,n,n, $01 "4,060 

~ 
,:;;::.~e;: · 37 .47% - 36. 5 9 % · 35 .06% - 29 . 1 9 % - 17. 36% 0 .41% - 61.21% · 27 .05% 
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Clients Served (FTE) 

support 
U" k Tota l 

Inc rease vs . % Increase , , , , , , , 
l eve l Prio r Year " . Prio r 

FY 2006-07 0 . ' 0 .' 0 .0 0 .0 0 . ' 0 .0 0 .0 2807. 1 2808.6 NA N 
FY 2007·08 217.5 114.9 42.2 27.1 28.2 29 .5 0 .0 2358.5 28 17 .8 , 0 .33 

FY 2008·09 1139.2 722.3 224.8 162.1 172.6 180.8 0 .0 289.4 2891.0 B ,., 
FY 2009· 10 1184.3 834.7 280 .3 197.9 249 .3 204.8 0 .0 ,., 2953.3 " 2.15 

FY 2010· 11 1154.6 831.3 283.7 22 1.4 285.3 229.7 0 .' 0 . ' 3006.8 " 1.81 

Th ree Yea r 

Gro wt h % 
1.35% 15 .10% 26.2 1% 36.61% 65.28% 27.06% ·99.94% 4 .00% 

Clients in Suppo rt Level as Pe rcentage o f All Clients w it h Known Levels 

support , , , , , , , Tota l 
l e ve l 

FY 2006·07 5 .56% 6 1.11% 0.00% 0 .00% 33.33% 0 .00% 0 .00% 100.00% 

FY 2007-08 47 .35% 25.02% 9 .18% 5.90% 6 . 13% 6 .42% 0 .00% 100.00 

FY 2008·09 43.79 % 27.76% 8 .64% 6 .23% 6 .63% 6 .95% 0 .00% 100.00% 

FY 2009· 10 40.13% 28.28% 9 .50 % 6.71% 8 .45% 6 .94% 0 .00% 100.00 

FY 2010· 11 38.40% 27.65% 9 .43% 7.36% 9 .49 % 7 .64% 0 .02% 100.00 

Th ree Yea r 

Gro wt h % 
· 12 .30% ·0 .40% 9 .2 1% 18 .21% 43.02% 9 .95% 

FOOTNOTES: Cli e nt counts a re a nnua li zed based upon un iq ue cli e nt s serve d pe r mont h . 

The da t a present e d is based upon t he da t e service s we re p rovided (as o pposed t o payme nt da t e ) 

SPECIAl NOTES: The Supports Intens ity Sca le fo r determin ing Suppo rt l eve ls o f service was introd uc e d in 2006. Many cl ie nt s in FY 2006 -07 we re not asse sse d unt il 

la t e r, t he re by c reat ing a high pe rcentage o f "Un kno wns " lo r t he fi rst t wo years of im ple me nt a tion. bot h for e xpe nd it u res a nd FTE c li e nt counts . Fo r 

t h is reason. t he Gro wt h % shown be neath each chart compa re s FY 20 10-11 aga inst FY 2008-09. 

Be g inn ing a t the start of FY 2006-07 t he re im burseme nt me t hodo logy began a tra ns it ion lrom a b lock·g ra nt q uasi-ma naged ca re mode l to a le e · for· 

se rvice mode l. Im plementa t ion t ook app ro ximat e ly two a nd a ha lf ye a rs . SIS be gan in ea rnest in FY 2006-07, and a lso t ook app rox imat e ly two ye a rs 

t o fu lly im ple me nt , as cl ie n ts unde r t he HCBS-DD wa ive r were cons ide red h ig he r prio rity based on need . 
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T h e Child re n ' s Ex t e n s ive Service w a iv e r ( HC BS-C ES) p ro v id es va r ious services f o r c h ild r e n 

who re q u ire n early 2 4-h o u r s u pervis io n. 

C li e n ts u n d e r t h e H C BS-C ES Wa ive r d o n o t u t ilize SIS fo r assess in g n eed s le v e ls . 

T h e d a t a p resen t e d is b ased u p o n t h e d a t e services w e r e p ro v id e d (as o pposed t o 

p a ymen t d a t e ) 

HCBS-C ES W a ive r Ut ili zat io n 
To t al Annu a l Expe n d it ures 

T o ta l 
$ In c re ase v s . P r io r % In c re ase v s . P r io r 

Year Ye a r 

FY 2006 0 7 $ 4 .77 1 ,089 NA NA 
FY 2007-0 8 $5.897,406 $1.126.317 23 .6 1% 

FY 2008 0 9 $6,9 72,805 $1.0 75.399 18. 24% 

FY 2009- 1 0 $7,06 1 ,8 1 9 $89 .014 1.28% 

FY 2010 11 $7, 329,4 1 6 $267.597 3 .79% 

F,v e Ye a r G ro wth % 53 .62% 

An n ua lize d Expe n d it u re s pe r Pe r son 

Support l e v e l T o ta l 
$ In cre ase v s . P r io r % In cre ase v s . P r io r 

Year Ye a r 
FY 2006 -0 7 $ 13,8 93 NA NA 
FY 2007 0 8 $ 1 5 .754 $ 1 .86 1 13 .4 0% 

FY 2008-0 9 $ 18,426 $2 .672 16.9 6 % 

FY 2009 1 0 $ 18, 354 Sn -0 .39% 

FY 201 0 11 $19,694 $ 1 .340 7 .3 0 % 

F,ve Ye a r G ro wth % 4 1.75% 

Clie n t s Serv e d ( FT E) 

Suppon: l e v e l T o ta l 
$ In cre ase v s . P r io r % In cre ase v s . P r io r 

Year Ye a r 

FY 2006 0 7 3 4 3.4 NA NA 
FY 2007 0 8 374 .3 " 9 .00% 

FY 2008 0 9 378.4 4 1.09 % 

FY 2009 1 0 384 .8 6 1.67% 

FY 20 1 0 -11 372.2 ~ 13 -3 .27% 

F,ve Ye a r G ro wth % 8 . 37% 

FOOTNOTES C li e n t coun t s a re a n nua lized b ased upon u n iq u e cl ie n t s s e rve d 

e r m o n t h . 
Beg inn ing a t t h e s t an: o f FY 2006-07 t h e re imbursem e n t 
m e t hodology b e ga n a t ra n s it ion fr om a b lo ck-g ra n t q u a Si m a n a ge d 
ca re m o d e l t o a f ee- fo r -serv ice mode l. Im p le m e n t a t ion t ook 

a ppr o x im a t e ly t w o a nd a h a lf yea r s. 
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T argeted Case Management (T CM) is p r ima r ily d esig n ed to serve a dul ts w ith d e ve lopmental d isabilities w h o a re capable o f living in t h e 

cO fnfnuni t y wi th SO fne support. 

T he Support Level i s a scale rangi ng f rom one to seven, repr esen t i n g an esca lating level o f disabili t y need . T he Suppor t Le vel is based upon 

an algor i thim c alculated based upon an e v aluation (Supports Intensity Scale, o r SIS) a long w ith othe r uni q ue fa c t o r s such as ext r e rne 

d anger t o sel f and community sa fety. 

T he SIS is an e v aluat iv e t ool used by Case Manage r s i n one-t o -one settings t o assess t h e need s o f an indi v idual w a ive r clien t . T his t ool is 

cO fnp r ised o f appr oxi mately 40 quest ions cove r i n g a w id e r ange of issues r e lated t o development al disability needs d eten n ination . The 

Suppor t Le ve l is a nume r ical repr esentation o f the services a nd support a gi v en cl ient re q ui res , as w ell as t he r ate st r uctu re associ ated w i th 

t he reimbu r sement f o r t h ose services . Suppor t level 1 rep rese nts the low est suppor t needs and support lev el 7 represent s t he h ighest. 

T he SIS w as f i r s t implement ed as the designated sco r ing tool in 2006 . As a r esult, ma n y clien ts d id not hav e scor es at t h e ou t set, as the 

assessrnent t ool re qui r e d per son -t o - per son inte r a ct ion . 

Ta Ca s e M a n agem e n t Ex i t u r e s b y <::' 1 Lev e l 
To'a l ; 

Support l eve l t 2 , 4 5 6 7 U n k T ota l $ " k " V" "' " 
1%' 

" " 

T:;::~e:: 4 "t 7 % B t % 5 '"'t% =~ ~ 
j ;' m e s pe , Peeso n 

Support l eve l t 2 , 4 5 6 7 U n k T ota l $ " k " V" "' " 
1%' 

" " 
' 2 ,m, ' 2m8 $2 ,0'8 ;2m8 $2 ,0" ; 2m4 =; 
' 2 , t 98 ' U59 $2 , ," ; 2,490 $U06 ; t , st9 

T:;::~e:: 8 .8 1 % 6 .0 9 % 1 4 .9 5 % 2 1.09% 19. 86% 26.40% 1 0 .7 9 % - 2 5 . 32% 4 . 73% 
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Clients Serv ed (FTE) 

Support l e l/e l Uok Tota l 
Inc re a se \/'S. % Inc rease , , , , ; , , 

Pri o r Ye a r .,. Prio r 

FY 2006-07 116.2 234 .7 137.6 114 . 1 142.8 83.7 ;., 6 182.1 70 16.3 NA NA 
FY 2007-08 705.3 11 15 .5 648.4 513.5 575.2 350.3 69.5 3271.4 7249.0 m 3.32 

FY 2008-09 1672. 1 1759.4 9 11. 1 743.5 809.2 579.8 242.8 1443.8 8 161.7 '" 12.59 

FY 2009· 10 1664.8 1781.4 983. 1 835.2 953.6 681.8 209.8 2023.0 9 132.7 '" 11.9 0 

FY 2010 · 11 1600.8 1723.3 982.4 881. 1 1033.7 745.4 167.7 2204.6 9338.9 '" 2.26 

Th ree Year 

G rowth % 
-4 .26% ·2.0 6 % 7.83% 18.50% 27.74% 28.56% -30 .95% 52 .69~ 14 .42% 

Client s in Support Leve l as Percentage of All Client s w it h Know n Levels 
Support l e l/e l , , , , ; , , Tota l 

FY 2006-07 13.92% 28. 13% 16.49% 13.67% 17.11% 10 .0 3 % 0 .64% 100.00% 

FY 2007 -08 17 .73% 28.04% 16.30% 12.91% 14.46% 8 .8 1% 1.75% 100.00% 

FY 2008 -0 9 24.89% 26. 19 % 13.56% 11.0 7% 12.0 4% 8 .63% 3 .61% 100.00% 

FY 2009 · 10 23.42% 25.0 6 % 13.83 % 11.75% 13.4 1% 9 .59% 2 .95% 100.00% 

FY 2 0 10 · 11 22.44% 24. 15 % 13.77% 12.35% 14 .49 % 10 .45% 2 .35% 100.00% 

Th ree Year 

G rowth % 
-9 .85% ·7.77% 1 .54% 11.59% 20 .29 % 21.0 5% -34.98% 

FO OTNOTES: Clie nt coun t s a re a nnua li zed b a sed upo n un iq ue cli e n t s se rve d pe r m o nt h . 

SP ECIAL NOTES: 

The da t a p re sented is based upo n t he da te se rvices w e re p rol/id e d (a s o pposed to paym e n t d a t e ) 

The Supports Intens ity Sca le fo r dete rm in ing Support l e l/e ls o f se rvice was int roduced in 2006. M a ny cl ie nts in FY 2006-0 7 we re no t asse ssed u nt il 

lale r. t he re b y c reat ing a h ig h pe rcen tage o f "Un kno wns" fo r t he first two ye a rs o f imp le menta t io n . bot h fo r e~pend itures a nd FTE cl ie nt count s . Fo r 

t h is reason. t he Growth % s ho w n be neath e a ch ch a rt comp a re s FY 20 10 - 11 a g a inst FY 2008-09. 

Be g inn ing at t he start o f FY 2006-0 7 t he re im bursem ent methodology be g a n a t ra ns it io n from a b lo ck-g ra nt q uasi-man aged care model t o a fee-fo r­

s e rvice m odel. Imp le menta t io n took a ppro. ima t e ly t wo a nd a ha lf vea rs . SI5 be g a n in ea rnest in FY 2006-0 7. a nd a lso took appro~ ima te ly tw o vea rs 

t o fu lly im p le m e n t . a s cl ie nts u nd e r t h e DD wa il/e r w e re con s id e re d hig he r p rio rity base d o n ne e d . 

The n u m be r o f "un kno w ns " in e a rly ye a rs o f t he data ca n be a tt ribu ted in la rg e part t o t he n u m be r o f wa il/e r c lie nts who h a d not ve t rece il/e d SI5 

asse ssme nts . Ho w e l/e r. inc lud e d in t hese un know ns is a lso t he s ubset o f Ea rly In te rve nt io n (EI) c hi ld re n who a re m e d ica id e li g ib le . As t he numbe r o f 

m e d ica id e li g ib le ch ild re n has incre ased in more re cent ye a rs , d ue in part to im p le me ntatio n of t he Ea rly Inte rve nt io n 5e rvice s Trust in 2008 (SB 0 7 -

(04 ). so has t h e nu m be r of "unkno wns " in TCM. 
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Appendix D 
Date-of-Payment versus Date-of-Service 

An Overview 
 
 

 
The charts on the following pages compare expenditures across fiscal years.  The top 
chart on each page shows expenditures based on Date-of-Payment and the bottom 
chart uses a Date-of-Service methodology. 
 
The data shows a much more logical pattern across fiscal years on the Date-of-Service 
graphs (bottom graph).  As a helpful point of reference to illustrate the value of the Date-
of-Service methodology, one only need look at expenditure patterns in the month of 
December where the pattern of services provided shows a clear and consistent 
reduction as providers closed operations during the holiday season.  By contrast, one 
would be somewhat more hard-pressed to find as clear a pattern in the corresponding 
Date-of-Payment graph. 
 
As a miscellaneous note – Targeted Case Management (Appendix D.5) was a flat rate 
before the second phase of implementation of the Support Level based fee-for-service 
reimbursement model went into effect in FY 2009-10.  There was a one-time rate bump 
in January of 2009 (green line) that lasted for the remainder of the fiscal year.  Beginning 
in FY 2009-10, a permanent rate structure based on 15 minute units of service went into 
effect.  The graph clearly shows the impact this reimbursement methodology had on 
average monthly expenditures per person. 
 
Delays in billing (see Date-of-Payment graphs) can distort the client service need and 
utilization data that, by contrast, can be seen in the Date-of-Service data.  The limitations 
of Date-of-Payment are primarily twofold: 

 Anomalies can occur frequently, yet are unique and are therefore incidental to 
assessing fundamental and valid cost drivers.  Two recent specific examples are 
– a one-time adjustment to billing processes by a single service provider, which 
also shifted several million dollars, and the FY 2009-10 two-week payment delay 
which shifted several million dollars of expenditures into the next fiscal year.  
Although issues such as these impact fiscal expenditures, they are also matters 
of timing as opposed to utilization. 

 Service Providers have 120 days to submit Medicaid claims.  Claims are 
submitted by providers and paid by HCPF over a range of time that can easily 
span several months after the service was actually rendered.  Business 
accounting procedures may be constructed in such a way as cause 
reimbursements to shift across business years, smooth reimbursements over 
several months, or for other purposes.  While such strategies impact fiscal 
expenditures, they mask the underlying core driver – Client Service Utilization. 
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HCBS-DD 
Date-of-Payment versus Date-of-Service Methodology 

The graphs above are uniformly structured along the vertical and horizontal axis range for visual 
parity.  While the top graph may occasionally appear to be missing data points, this is because 
those particular points are above the range of the chart axis range. 
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Supported Living Services (HCBS-SLS) 
Date-of-Payment versus Date-of-Service Methodology 

The graphs above are uniformly structured along the vertical and horizontal axis range for visual 
parity.  While the top graph may occasionally appear to be missing data points, this is because 
those particular points are above the range of the chart axis range. 
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Children’s Extensive Services (HCBS-CES) 
Date-of-Payment versus Date-of-Service Methodology 

The graphs above are uniformly structured along the vertical and horizontal axis range for visual 
parity.  While the top graph may occasionally appear to be missing data points, this is because 
those particular points are above the range of the chart axis range. 
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Targeted Case Management  
Date-of-Payment versus Date-of-Service Methodology 

The graphs above are uniformly structured along the vertical and horizontal axis range for visual 
parity.  While the top graph may occasionally appear to be missing data points, this is because 
those particular points are above the range of the chart axis range. 
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Appendix E 
Explanation of Waiver Services 

Rate Information  
 
The data and graphs on the following pages show the client counts for each service 
support level in the HCBS-DD waiver since incorporation of the Supports Intensity 
Scale (SIS) tool. 
 
HCBS-DD – Services are aimed at adults who require extensive supports to live safely 
(including access to 24-hour supervision) and who do not have other sources for 
meeting those needs. 
 
HCBS-DD Services 
Residential Habilitation Services and Supports:

• Individual Residential Services and Supports (IRSS) in which three (3) or 
fewer participants receiving services may live in a single residential setting or 
in a host home setting. The living environment does not require state 
licensure. However, the Division for Developmental Disabilities (DDD) must 
approve the service agencies to provide such services. Monitoring of IRSS 
services to individuals is the responsibility of CCB Case Managers and the 
monitoring of IRSS provider agencies is a DHS/DDD responsibility. 

  Residential Habilitation Services 
and Supports (RHSS) are designed to ensure the health, safety and welfare of the 
participant, and to assist in the acquisition, retention and/or improvement in skills 
necessary to support the participant to live and participate successfully in their 
community. These services are individually planned and coordinated through the 
participants Service Plan. The frequency, duration and scope of these services are 
determined by the participants needs identified in the Service Plan. These services 
may include a combination of lifelong - or extended duration - supervision, training 
and/or support (i.e. support is any task performed for the participant, where learning 
is secondary or incidental to the task itself, or an adaptation is provided) which are 
essential to daily community living, including assessment and evaluation and the 
cost of training materials, transportation, fees and supplies. Reimbursement for 
RHSS does not include the cost of normal facility maintenance, upkeep and 
improvement, other than such costs for modifications or adaptations to a facility 
required to assure the health and safety of participants or to meet the requirements 
of the applicable life safety code. Under Residential Habilitation Services and 
Supports the responsibility for the living environment rests with the service agency 
and encompasses two types of living environments: 

• Group Residential Services and Supports (GRSS) encompass group living 
environments of four (4) to eight (8) participants receiving services who may 
live in a single residential setting which is licensed by the State as a 
Residential Care Facility/Residential Community Home. All IRSS and GRSS 
settings are required to have staff available to meet the needs of the 
participant as defined in the Service Plan. 

The following activities are performed by RHSS staff and are designed to assist 
participants to reside as independently as possible in the community. 1. Self-
advocacy training may include training to assist in expressing personal preferences, 



Page E.2 
 

self-representation, self-protection from and reporting of abuse, neglect and 
exploitation, individual rights and to make increasingly responsible choices. 2. 
Independent living training may include personal care, household services, infant 
and childcare (for parents who have a developmental disability), and communication 
skills such as using the telephone. 3. Cognitive services may include training 
involving money management and personal finances, planning and decision making. 
4. Implementation of recommended follow-up counseling, behavioral or other 
therapeutic interventions by residential staff, under the direction of a professional. 
Services are aimed at increasing the overall effective functioning of the participant. 
5. Medical and health care services that are integral to meeting the daily needs of 
participants (e.g., routine administration of medications or tending to the needs of 
participants who are ill or require attention to their medical needs on an ongoing 
basis). 6. Emergency assistance training includes developing responses in case of 
emergencies; prevention planning and training in the use of equipment or 
technologies used to access emergency response systems. 7. Community access 
services that explore community services available to all people, natural supports 
available to the participant, and develop methods to access additional 
services/supports/activities needed by the participant. 8. Travel services may include 
providing, arranging, transporting, or accompanying the participant to services and 
supports identified in the Service Plan. 9. Supervision services which ensure the 
health and welfare of the participant and/or utilizing technology for the same 
purpose. All direct case staff not otherwise licensed to administer medications must 
complete a training class approved by the Colorado Department of Public Health 
and Environment, pass a written test and a practical/competency test. 
 
Behavioral Services:

 

 Behavioral services identified in the Service Plan including 
individual and/or group counseling, behavioral interventions, diagnostic evaluations 
or consultations related to the individual’s developmental disability and are needed 
for the individual to acquire or maintain appropriate interactions with others. 
Intervention modalities shall relate to an identified challenging behavior need of the 
person and specific criteria for remediation of the behavior must be established. The 
provider(s) will be identified in the Service Plan and will be at the minimum 
qualification level necessary to achieve the specific criteria for remediation. If an 
individual has a covered mental health diagnosis and is in need of covered mental 
health services, then those services must be accessed through the Medicaid State 
Plan. It is possible for people with co-occurring diagnoses of Developmental 
Disabilities and Covered Mental Health conditions to have identified needs that the 
Developmental Disabilities system can provide and identified needs that the Mental 
Health system provides.  

Day Habilitation - Specialized Habilitation:  Day Habilitation includes assistance with 
acquisition, retention or improvement in self help, socialization and adaptive skills 
that takes place in a non-residential setting, separate from the participant’s private 
residence or other residential living arrangement, except when due to medical and/or 
safety needs. Activities and environments are designed to foster the acquisition of 
skills, appropriate behavior, greater independence, and personal choice. These 
services are individually coordinated through the person’s Service Plan.  Specialized 
Habilitation (SH): services focus on enabling the participant to attain his or her 
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maximum functional level, or to be supported in such a manner, which allows the 
person to gain an increased level of self-sufficiency. These services are generally 
provided in non-integrated settings where a majority of the persons have a disability, 
such as program sites and supervised work settings. Such services include 
assistance with self-feeding, toileting, self-care, sensory stimulation and integration, 
self-sufficiency, maintenance skills, and supervision. Specialized habilitation 
services may serve to reinforce skills or lessons taught in school, therapy, or other 
settings and, where appropriate, are coordinated with any physical, occupational, or 
speech therapies listed in the Service Plan. 
 
Day Habilitation – Supported Community Connection:

 

  Day Habilitation includes 
assistance with acquisition, retention or improvement in self help, socialization and 
adaptive skills that takes place in a non-residential setting, separate from the 
participant’s private residence or other residential living arrangement, except when 
due to medical and/or safety needs. Activities and environments are designed to 
foster the acquisition of skills, appropriate behavior, greater independence, and 
personal choice. These services are individually coordinated through the person’s 
Service Plan. Supported Community Connection: supports the abilities and skills 
necessary to enable the participant to access typical activities and functions of 
community life such as those chosen by the general population, including community 
education or training, retirement and volunteer activities. Supported Community 
Connection provides a wide variety of opportunities to facilitate and build 
relationships and natural supports in the community, while utilizing the community as 
a learning environment to provide services and supports as identified in a 
participant’s Service Plan. These activities are conducted in a variety of settings in 
which participants interact with non-disabled individuals (other than those individuals 
who are providing services to the participant). These types of services may include 
socialization, adaptive skills and personnel to accompany and support the participant 
in community settings, resources necessary for participation in activities and 
supplies related to skill acquisition, retention or improvement. Supported Community 
Connections may be provided in a group setting (or groups traveling together into 
the community) and/or may be provided on a one-to one basis as a learning 
environment to provide instruction when identified in the Service Plan. 

Supported Employment:  Supported Employment services consists of intensive, 
ongoing supports that enable participants, for whom competitive employment at or 
above the minimum wage is unlikely absent the provision of supports, and who, 
because of their disabilities, need supports, to perform in a regular work setting. 
Supported employment may include assessment and identification of vocational 
interests and capabilities in preparation for job development, assisting the participant 
to locate a job or job development on behalf of the participant. Supported 
employment is conducted in a variety of settings in which participants interact with 
non-disabled individuals (other than those individuals who are providing services to 
the participant) to the same extent that individuals employed in comparable positions 
would interact. Persons must be involved in work outside of a base site. Included are 
persons in community jobs, in enclaves, and on mobile crews. Group employment 
(e.g. mobile crews and enclaves) shall not exceed eight persons. Supported 
employment includes activities needed to sustain paid work by participants, including 
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supervision and training. When supported employment services are provided at a 
work site where persons without disabilities are employed, payment is made only for 
the adaptations, supervision and training required by participants receiving waiver 
services as a result of their disabilities. This does not include payment for the 
supervisory activities rendered as a normal part of the business setting. 
 
Transportation Services:

 

  Service offered in order to enable waiver participants to 
gain access to day habilitation and supported employment services as specified by 
the Service Plan. This service is offered in addition to medical transportation 
required under 42 CFR §431.53 and transportation services under the State plan, 
defined at 42 CFR §440.170(a) (if applicable), and does not replace them. 
Transportation services under the waiver are offered in accordance with the 
participant’s Service Plan. Whenever possible, family, neighbors, friends, or 
community agencies that can provide this service without charge are utilized. 

Specialized Medical Equipment and Supplies:

 

  1. Devices, controls, or appliances 
that enable participants to increase their ability to perform activities of daily living.  2. 
Devices, controls, or appliances that enable the participant to perceive, control or 
communicate with the environment in which they live.  3. Items necessary for life 
support or to address physical conditions along with ancillary supplies and 
equipment necessary to the proper functioning of such items.  4. Such other durable 
and non-durable medical equipment not available under the State plan that is 
necessary to address participant functional limitations; and, 5. Necessary medical 
supplies in excess of state plan limitation or not available under the State plan. 
Specialized Medical Equipment and Supplies are in addition to any medical 
equipment and supplies furnished under the State plan and exclude those items that 
are not of direct medical or remedial benefit to the participant. All items shall meet 
applicable standards of manufacture, design and installation. 

Dental:

 

  These services are provided only when the services are not available 
through the Medicaid State Plan due to not meeting the need for medical necessity 
as defined in Health Care Policy and Financing rules at 8.011.11 or available 
through a third party resource. Dental services include periodic examination and 
diagnosis; radiographs when indicated; detection of all manifestations of systemic 
disease; elimination of infection or life threatening oral conditions, disease of bone 
and soft tissue of the oral cavity, oral cancer, or cellulites; treatment of injuries; 
restoration of decayed or fractured teeth; retention or recovery of space between 
teeth when indicated; and payment dental insurance. The cost of anesthesiology for 
dental procedures is not covered under the waiver. Dental services under the waiver 
are limited to the most cost effective and efficient means to alleviate or rectify the 
dental issues associated with the person. 

Vision:  These services are provided only when the services are not available 
through the Medicaid State Plan due to not meeting the need for medical necessity 
as defined in Health Care Policy and Financing rules at 8.011.11 or available 
through a third party resource. Vision services are provided by a licensed 
Optometrist or physician and include eye exams and diagnosis, glasses, contacts, 
and other medically necessary methods used to improve specific dysfunctions of the 
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vision systems. Lasik and other similar types of procedures are only prior approved 
and allowable when the procedure is necessary due to documented specific 
behavioral complexities (i.e. constant destruction of eye glasses) associated with the 
participant that make other more traditional remedies impractical. 
 
Support Services for Adults – Services supplement already available supports for 
adults who either can live semi-independently with limited supports or who, if they 
need extensive support, are getting that support from other sources, such as their 
family. 
 
HCBS-SLS Services 
Home Accessibility Adaptations:

 

 Those physical adaptations to the primary 
residence of the participant’s family, required by the participant's Service Plan, that 
are necessary to ensure the health, welfare and safety of the participant or that 
enable the participant to function with greater independence in the home. All 
adaptations shall be the most cost effective means to meet the identified need. Such 
adaptations include the installation of ramps and grab-bars, widening of doorways, 
modification of bathroom facilities, or the installation of specialized electric and 
plumbing systems that are necessary to accommodate the medical equipment and 
supplies that are necessary for the welfare of the participant. Excluded are those 
adaptations or improvements to the home that are of general utility (e.g., carpeting, 
roof repair, central air conditioning, etc.) and are not of direct medical or remedial 
benefit to the participant. Adaptations that add to the total square footage of the 
home are excluded from this benefit except when necessary to complete an 
adaptation (e.g., in order to improve entrance/egress to a residence or to configure a 
bathroom to accommodate a wheelchair). Prior authorization is required for any 
adaptation adding square footage to a home. All devices and adaptations shall be 
provided in accordance with applicable State or local building codes and/or 
applicable standards of manufacturing, design and installation. Medicaid State Plan 
or third party resources shall be utilized prior to accessing waiver funds. 

Homemaker – Basic:

 

  Services that consist of the performance of basic household 
tasks within the participant’s primary residence (i.e., cleaning, laundry, or household 
care) including maintenance which are related to the participant’s disability and 
provided by a qualified homemaker, when the parent or primary caretaker is unable 
to manage the home and care for the participant in the home. This assistance must 
be due to the participant’s disability that results in additional household tasks and 
increases the parent/caregiver’s ability to provide care needed by the participant. 
This assistance may take the form of hands-on assistance (actually performing a 
task for the participant) or cuing to prompt the participant to perform a task. 

Homemaker – Enhanced:  Services provided by a qualified homemaker that consist 
of the same household tasks as described under Basic Homemaker services with 
the addition of either habilitation or extraordinary cleaning. Habilitation includes 
direct training and instruction to the participant, which is more than basic cuing to 
prompt the participant to perform a task. Habilitation shall include a training program 
with specific objectives and anticipated outcomes. There may be some amount of 
incidental basic homemaker services that is provided in combination with enhanced 



Page E.6 
 

homemaker services; however, the primary intent must be to provide habilitative 
services to increase independence of the participant. 
Habilitation may include some hands-on assistance (actually performing a task for 
the participant) or cuing to prompt the participant to perform a task, only when such 
support is incidental to the habilitative services being provided and the primary 
duties must be to provide habilitative services to increase independence of the 
participant. Enhanced Homemaker services also include the need for extraordinary 
cleaning as a result of the participant’s behavioral or medical needs. 
 
Behavioral Services:

 

  Behavioral services identified in the Service Plan including 
individual and/or group counseling, behavioral interventions, diagnostic evaluations 
or consultations related to the individual’s developmental disability and are needed 
for the individual to acquire or maintain appropriate interactions with others. 
Intervention modalities shall relate to an identified challenging behavior need of the 
person and specific criteria for remediation of the behavior must be established. The 
provider(s) will be identified in the Service Plan and will be at the minimum 
qualification level necessary to achieve the specific criteria for remediation. If an 
individual has a covered mental health diagnosis and is in need of covered mental 
health services, then those services must be accessed through the Medicaid State 
Plan. It is possible for people with co-occurring diagnoses of Developmental 
Disabilities and Covered Mental Health conditions to have identified needs that the 
Developmental Disabilities system can provide and identified needs that the Mental 
Health system provides. 

Day Habilitation- Specialized Habilitation:

 

  Day Habilitation includes assistance with 
acquisition, retention or improvement in self-help, socialization and adaptive skills 
that takes place in a non-residential setting, separate from the participant’s private 
residence or other residential living arrangement, except when due to medical and/or 
safety needs. Activities and environments are designed to foster the acquisition of 
skills, appropriate behavior, greater independence, and personal choice. These 
services are individually coordinated through the person’s Service Plan. Specialized 
habilitation (SH) services focus on enabling the participant to attain his or her 
maximum functional level, or to be supported in such a manner, which allows the 
person to gain an increased level of self-sufficiency. These services are generally 
provided in non-integrated settings where a majority of the persons have a disability, 
such as program sites and supervised work settings. Such services include 
assistance with self-feeding, toileting, self-care, sensory stimulation and integration, 
self-sufficiency, maintenance skills, and supervision. Specialized habilitation 
services may serve to reinforce skills or lessons taught in school, therapy, or other 
settings and, where appropriate, are coordinated with any physical, occupational, or 
speech therapies listed in the Service Plan. 

Day Habilitation – Supported Community Connection:  Day Habilitation includes 
assistance with acquisition, retention or improvement in self-help, socialization and 
adaptive skills that takes place in a non-residential setting, separate from the 
participant’s private residence or other residential living arrangement, except when 
due to medical and/or safety needs. Activities and environments are designed to 
foster the acquisition of skills, appropriate behavior, greater independence, and 
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personal choice. These services are individually coordinated through the person’s 
Service Plan.  Supported Community Connection supports the abilities and skills 
necessary to enable the participant to access typical activities and functions of 
community life such as those chosen by the general population, including community 
education or training, retirement and volunteer activities. Supported Community 
Connection provides a wide variety of opportunities to facilitate and build 
relationships and natural supports in the community, while utilizing the community as 
a learning environment to provide services and supports as identified in a 
participant’s Service Plan. These activities are conducted in a variety of settings in 
which participants interact with non-disabled individuals (other than those individuals 
who are providing services to the participant). These types of services may include 
socialization, adaptive skills and personnel to accompany and support the participant 
in community settings, resources necessary for participation in activities and 
supplies related to skill acquisition, retention or improvement. Supported Community 
Connections may be provided in a group setting (or groups traveling together into 
the community) and/or may be provided on a one-to-one basis as a learning 
environment to provide instruction when identified in the Service Plan. 
 
Supported Employment:

 

  Supported Employment services consists of intensive, 
ongoing supports that enable participants, for whom competitive employment at or 
above the minimum wage is unlikely absent the provision of supports, and who, 
because of their disabilities, need supports, to perform in a regular work setting. 
Supported employment may include assessment and identification of vocational 
interests and capabilities in preparation for job development, assisting the participant 
to locate a job or job development on behalf of the participant. Supported 
employment is conducted in a variety of settings in which participants interact with 
non-disabled individuals (other than those individuals who are providing services to 
the participant) to the same extent that individuals employed in comparable positions 
would interact. Persons must be involved in work outside of a base site. Included are 
persons in community jobs, in enclaves, and on mobile crews. Group employment 
(e.g. mobile crews and enclaves) shall not exceed eight persons. Supported 
employment includes activities needed to sustain paid work by participants, including 
supervision and training. When supported employment services are provided at a 
work site where persons without disabilities are employed, payment is made only for 
the adaptations, supervision and training required by participants receiving waiver 
services as a result of their disabilities. This does not include payment for the 
supervisory activities rendered as a normal part of the business setting.  

Mentorship:  Service provided to participants to promote self-advocacy through 
methods such as instructing, providing experiences, modeling and advising. This 
service includes assistance in interviewing potential providers, understanding 
complicated health and safety issues, and assistance with participation on private 
and public boards, advisory groups and commissions. This service may also include 
training in child and infant care for parent(s) who themselves have a developmental 
disability. This service does not duplicate case management or waiver services such 
as Day Habilitation. Mentorship is limited to 192 units (48 hours) per year. Units to 
provide training to participants for child and infant care may be authorized beyond 
the 192 units per year. 
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Non-Medical Transportation Services:

 

  Service offered in order to enable waiver 
participants to gain access to waiver and other community services, activities and 
resources, as specified by the Service Plan. This service is offered in addition to 
medical transportation required under 42 CFR §431.53 and transportation services 
under the State plan, defined at 42 CFR §440.170(a) (if applicable), and does not 
replace them. Transportation services under the waiver are offered in accordance 
with the participant’s Service Plan. Whenever possible, family, neighbors, friends, or 
community agencies, which can provide this service without charge, are utilized. 
Transportation to and from day program shall be reimbursed based on the 
applicable transportation band. Transportation in addition to day program is limited 
to 4 trips per week reimbursed at transportation band one. 

Vehicle Modifications:

The total cost of home accessibility adaptations, vehicle modifications, and assistive 
technology may not exceed $10,000 over the life of the waiver except that on a case 
by case basis the DHS/DDD may approve a higher amount, to ensure the health, 
welfare and safety of the participant or that enable the participant to function with 
greater independence in the home, or if it decreases the need for paid assistance in 
another waiver service on a long-term basis.  

  Adaptations or alterations to an automobile or van that is the 
participant’s primary means of transportation in order to accommodate the special 
needs of the participant. Vehicle adaptations are specified by the Service Plan as 
necessary to enable the participant to integrate more fully into the community and to 
ensure the health, welfare and safety of the participant. The following are specifically 
excluded: 1) Adaptations or improvements to the vehicle that are of general utility, 
and are not of direct medical or remedial benefit to the participant; 2) Purchase or 
lease of a vehicle; and 3) Regularly scheduled upkeep and maintenance of a vehicle 
except upkeep and maintenance of the modifications. 

 
Personal Care:

 

  A range of assistance to enable participants to accomplish tasks 
that they would normally do for themselves (i.e. hygiene, bathing, eating, dressing, 
grooming, bowel and bladder care, menstrual care, transferring, money 
management, grocery shopping), if they did not have a developmental disability. 
This assistance may take the form of hands-on assistance (actually performing a 
task for the person) or cuing to prompt the participant to perform a task. Personal 
Care services may be provided on an episodic, emergency or on a continuing basis. 
When Personal Care and health-related services are needed, they may be covered 
to the extent the Medicaid State Plan, Third Party Resource or another waiver 
service is not responsible. 

Personal Emergency Response System (PERS):

 

 PERS is an electronic device that 
enables waiver participants to secure help in an emergency. The participant may 
also wear a portable "help" button to allow for mobility. The system is connected to 
the participant’s phone and programmed to signal a response center once a "help" 
button is activated. The response center is staffed by trained professionals. The 
participant and their case manager develop a protocol for identifying who is to be 
contacted if/when the system is activated. 
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Professional Services:

 

  Professional services include Hippo-therapy, Movement 
Therapy and Massage. These services can be funded only when the provider is 
licensed, certified, registered and/or accredited by an appropriate national 
accreditation association in that profession and the intervention is related to an 
identified medical or behavioral need. The service must be an identified need in the 
Service Plan. In addition, the service must be an identified need by a licensed 
Medicaid State Plan therapist/physician and that therapist/physician has identified a 
goal for the treatment and shall monitor the progress of that goal at least quarterly. 
The identified “Professional Service” cannot be available under the regular Medicaid 
State Plan or from a third party source. Passes to community recreation centers 
when used to access professional services is allowed. Recreational passes shall be 
purchased in the most cost effective manner (i.e. day passes or monthly passes.) 
Hippotherapy: A therapeutic treatment strategy that uses the movement of the horse 
to assist in the development/enhancement of skills: gross motor, sensory integration, 
attention, cognitive, social, behavioral, and communication. Movement Therapy: The 
use of music and/or dance as a therapeutic tool for the habilitation, rehabilitation and 
maintenance of behavioral, developmental, physical, social, communication, pain 
management, cognition and gross motor skills. Massage: The physical manipulation 
of muscles to ease muscle contractures, spasms, extension, muscle relaxation and 
muscle tension including Watsu. 

Respite:

 

 Respite Services provided to participants that are furnished on a short-term 
basis, because of the absence or need for relief of those persons who normally 
provide care for the participant. Respite may be provided in the participant’s 
home/private place of residence or the private residence of a respite care provider. 
Federal financial participation is not to be claimed for the cost of room and board 
except when provided as part of respite care furnished in a facility approved by the 
State that is not a private residence. Respite shall be billed according to a unit rate 
or daily rate whichever is less. The total amount of respite provided in one plan year 
may not exceed 30 days and 1,880 additional units when the service period is less 
than a day. A full day is 10 hours (15 minute units x 4 x 10) or greater within a 
twenty-four (24) service period. DHS/DDD may approve a higher amount based on a 
documented increase in medical or behavioral needs as reflected in the behavior 
plan for behavioral needs or in the medical records for medical needs. 

Specialized Medical Equipment and Supplies:  Specialized Medical Equipment and 
supplies include: 1. Devices, controls, or appliances, specified in the Service Plan, 
that enable participant to increase their ability to perform activities of daily living; 2. 
Kitchen equipment required for the preparation of special diets if this results in a cost 
saving over prepared foods. 3. General care items such as distilled water for saline 
solutions, supplies such as specialized eating utensils, etc., required by a participant 
with a developmental disability and related to the disability. 4. Specially designed 
clothing (e.g. velcro) for participant if the cost is over and above the costs generally 
incurred for a participant’s clothing. 5. Maintenance and upkeep of the equipment 
Items reimbursed with waiver funds are in addition to any medical equipment and 
supplies furnished under the State plan and exclude those items that are not of 
direct medical or remedial benefit to the participant. All items shall meet applicable 
standards of manufacture, design and installation. 
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Assistive Technology:

Assistive technology devices and services are only available when the cost is above 
and beyond that of typical expenses and are not available through the Medicaid 
State Plan or third party resource. 

  Assistive technology device means an item, piece of 
equipment, or product system, whether acquired commercially, modified, or 
customized, that is used to increase, maintain, or improve functional capabilities of 
participants. Assistive technology service means a service that directly assists a 
participant in the selection, acquisition, or use of an assistive technology device. 
Assistive technology includes: 1. The evaluation of the assistive technology needs of 
a participant, including a functional evaluation of the impact of the provision of 
appropriate assistive technology and appropriate services to the participant in the 
customary environment of the participant; 2. Services consisting of selecting, 
designing, fitting, customizing, adapting, applying, maintaining, repairing, or 
replacing assistive technology devices; 3. Training or technical assistance for the 
participant, or, where appropriate, the family members, guardians, advocates, or 
authorized representatives of the participant; and 4. Devices that help the participant 
to communicate such as electronic communication devices (excluding cell phones, 
pagers, and internet access unless prior authorized by the state); skill acquisition 
devices which are proven to be a cost effective and efficient means to meet the need 
and which make learning easier, such as adaptations to computers, or computer 
software related to the person’s disability. 

The total cost of home accessibility adaptations, vehicle modifications, and assistive 
technology may not exceed $10,000 over the life of the waiver except that on a case 
by case basis the DHS/DDD may approve a higher amount, to ensure the health, 
welfare and safety of the participant or that enable the participant to function with 
greater independence in the home, or if it decreases the need for paid assistance in 
another waiver service on a long-term basis.  
 
Dental:

 

  These services are provided only when the services are not available 
through the Medicaid State Plan due to not meeting the need for medical necessity 
as defined in Health Care Policy and Financing rules at 8.011.11 or available 
through a third party resource. Dental services include periodic examination and 
diagnosis; radiographs when indicated; detection of all manifestations of systemic 
disease; elimination of infection or life threatening oral conditions, disease of bone 
and soft tissue of the oral cavity, oral cancer, or cellulites; treatment of injuries; 
restoration of decayed or fractured teeth; retention or recovery of space between 
teeth when indicated; and payment for dental insurance. The cost of anesthesiology 
for dental procedures is not covered under the waiver. Dental services under the 
waiver are limited to the most cost effective and efficient means to alleviate or rectify 
the dental issues associated with the person. 

Vision:  These services are provided only when the services are not available 
through the Medicaid State Plan due to not meeting the need for medical necessity 
as defined in Health Care Policy and Financing rules at 8.011.11 or available 
through a third party resource. Vision services are provided by a licensed 
Optometrist or physician and include eye exams and diagnosis, glasses, contacts, 
and other medically necessary methods used to improve specific dysfunctions of the 
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vision systems. Lasik and other similar types of procedures are only prior approved 
and allowable when the procedure is necessary due to documented specific 
behavioral complexities (i.e. constant destruction of eye glasses) associated with the 
participant that make other more traditional remedies impractical. 
 
Children’s Extensive Services (HCBS-CES) – Enhanced in-home supports for 
children considered to be most in need due to the child’s disability. 
 
HCBS-CES Services 
Home Accessibility Adaptations:

 

  Those physical adaptations to the primary 
residence of the participant’s family, required by the participant's Service Plan, that 
are necessary to ensure the health, welfare and safety of the participant or that 
enable the participant to function with greater independence in the home. All 
adaptations shall be the most cost effective means to meet the identified need. Such 
adaptations include the installation of ramps and grab-bars, widening of doorways, 
modification of bathroom facilities, or the installation of specialized electric and 
plumbing systems that are necessary to accommodate the medical equipment and 
supplies that are necessary for the welfare of the participant. Excluded are those 
adaptations or improvements to the home that are of general utility (e.g., carpeting, 
roof repair, central air conditioning, etc.) and are not of direct medical or remedial 
benefit to the participant. Adaptations that add to the total square footage of the 
home are excluded from this benefit except when necessary to complete an 
adaptation (e.g., in order to improve entrance/egress to a residence or to configure a 
bathroom to accommodate a wheelchair). Prior authorization is required for any 
adaptation adding square footage to a home. All devices and adaptations shall be 
provided in accordance with applicable State or local building codes and/or 
applicable standards of manufacturing, design and installation. Medicaid State Plan 
or third party resources shall be utilized prior to accessing waiver funds.  The total 
cost of home accessibility adaptations, vehicle modifications, and assistive 
technology may not exceed $10,000 over the life of the waiver except that on a case 
by case basis the DHS/DDD may approve a higher amount, to ensure the health, 
welfare and safety of the participant or that enable the participant to function with 
greater independence in the home, or if it decreases the need for paid assistance in 
another waiver service on a long-term basis.  

Homemaker – Basic:

 

  Services that consist of the performance of basic household 
tasks within the participant’s primary residence (i.e., cleaning, laundry, or household 
care) including maintenance which are related to the participant’s disability and 
provided by a qualified homemaker, when the parent or primary caretaker is unable 
to manage the home and care for the participant in the home. This assistance must 
be due to the participant’s disability that results in additional household tasks and 
increases the parent/caregiver’s ability to provide care needed by the participant. 
This assistance may take the form of hands on assistance (actually performing a 
task for the participant) or cuing to prompt the participant to perform a task. 

Homemaker – Enhanced:  Services provided by a qualified homemaker that consist 
of the same household tasks as described under Basic Homemaker services with 
the addition of either habilitation or extraordinary cleaning. Habilitation includes 
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direct training and instruction to the participant, which is more than basic cuing to 
prompt the participant to perform a task. Habilitation shall include a training program 
with specific objectives and anticipated outcomes. There may be some amount of 
incidental basic homemaker services that is provided in combination with enhanced 
homemaker services; however, the primary intent must be to provide habilitative 
services to increase independence of the participant. Habilitation may include some 
hands-on assistance (actually performing a task for the participant) or cuing to 
prompt the participant to perform a task, only when such support is incidental to the 
habilitative services being provided and the primary duties must be to provide 
habilitative services to increase independence of the participant. Enhanced 
Homemaker services also include the need for extraordinary cleaning as a result of 
the participant’s behavioral or medical needs. Services provided by a qualified 
homemaker that consist of the same household tasks as described under Basic 
Homemaker services with the addition of either habilitation or extraordinary cleaning. 
Habilitation includes direct training and instruction to the participant, which is more 
than basic cuing to prompt the participant to perform a task. Habilitation shall include 
a training program with specific objectives and anticipated outcomes. There may be 
some amount of incidental basic homemaker services that is provided in 
combination with enhanced homemaker services; however, the primary intent must 
be to provide habilitative services to increase independence of the participant. 
Habilitation may include some hands-on assistance (actually performing a task for 
the participant) or cuing to prompt the participant to perform a task, only when such 
support is incidental to the habilitative services being provided and the primary 
duties must be to provide habilitative services to increase independence of the 
participant. Enhanced Homemaker services also include the need for extraordinary 
cleaning as a result of the participant’s behavioral or medical needs. 
 
Personal Care:

 

  A range of assistance to enable participants to accomplish tasks.  A 
range of assistance to enable participants to accomplish tasks that they would 
normally do for themselves (i.e. hygiene, bathing, eating, dressing, grooming, bowel 
and bladder care, menstrual care, transferring, money management, grocery 
shopping), if they did not have a developmental disability. This assistance may take 
the form of hands-on assistance (actually performing a task for the person) or cuing 
to prompt the participant to perform a task. Personal Care services may be provided 
on an episodic, emergency or on a continuing basis. When Personal Care and 
health-related services are needed, they may be covered to the extent the Medicaid 
State Plan, Third Party Resource or another waiver service is not responsible. 

Parent Education:

 

  Consultation and direct service costs for training parents and 
other care providers in techniques to assist in caring for the participant’s needs, 
including sign language training. Acquisition of information, specific to the 
participant’s disability, for family members from support organizations and special 
resource materials, cost of registration for parents/caregivers to attend 
conferences/educational workshops that are specific to the participant’s disability, 
cost of membership to parent support/information organizations and publications 
designed for parents of children with disabilities. The maximum annual allowance for 
Parent Education is $1,000.00 per year. 
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Respite:

 

  Services provided to participants that are furnished on a short-term basis, 
because of the absence or need for relief of those persons who normally provide 
care for the participant. Respite may be provided in the participant’s home/private 
place of residence or the private residence of a respite care provider. Federal 
financial participation is not to be claimed for the cost of room and board except 
when provided as part of respite care furnished in a facility approved by the State 
that is not a private residence. Respite shall be billed according to a unit rate or daily 
rate whichever is less. The total amount of respite provided in one plan year may not 
exceed 30 days and 1,880 additional units when the service period is less than a 
day. A full day is 10 hours (15 minute units x 4 x 10) or greater within a twenty-four 
(24) service period. DHS/DDD may approve a higher amount based on a 
documented increase in medical or behavioral needs as reflected in the behavior 
plan for behavioral needs or in the medical records for medical needs. 

Behavioral Services:

 

  Behavioral services identified in the Service Plan including 
individual and/or group counseling, behavioral interventions, diagnostic evaluations 
or consultations related to the individual’s developmental disability and are needed 
for the individual to acquire or maintain appropriate interactions with others. 
Intervention modalities shall relate to an identified challenging behavior need of the 
person and specific criteria for remediation of the behavior must be established. The 
provider(s) will be identified in the Service Plan and will be at the minimum 
qualification level necessary to achieve the specific criteria for remediation. If an 
individual has a covered mental health diagnosis and is in need of covered mental 
health services, then those services must be accessed through the Medicaid State 
Plan. It is possible for people with co-occurring diagnoses of Developmental 
Disabilities and Covered Mental Health conditions to have identified needs that the 
Developmental Disabilities system can provide and identified needs that the Mental 
Health system provides. 

Community Connector:

 

  Supports the abilities and skills necessary to enable the 
individual to access typical activities and functions of community life such as those 
chosen by the general population, including community education or training, and 
volunteer activities.  Supported Community connections provides a wide variety of 
opportunities to facilitate and build relationships and natural supports in the 
community while utilizing the community as a learning environment to provide 
services and supports as identified in the participant's service plan. These activities 
are conducted in a variety of settings in which participants interact with non-disabled 
individuals (other than those individuals who are providing services to the 
participant). These types of services may include socialization, adaptive skills, and 
personnel to accompany and support the individual in community settings, resources 
necessary for participation in activities and supplies related to skill acquisition, 
retention, or improvement. Community Connections are provided on a one-to-one 
basis as a learning environment to provide instruction when identified in the Service 
Plan. 

Adaptive Therapeutic Recreational Equipment and Fees:  Recreational equipment 
that is adapted specific to the participant’s disability and not those items that a 
typical age peer would commonly need as a recreation item, the cost of recreation 
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shall be above and beyond what is typically expected for recreation and 
recommended by a doctor or therapist; adaptive bicycle, adaptive stroller, adaptive 
toys, floatation collar for swimming, various types of balls with internal auditory 
devices and other types of adapted equipment appropriate for the recreational needs 
of a child with a developmental disability. Recreational activities including passes to 
community recreation centers when used to access professional services. Water 
Safety Training is allowed. Recreational passes shall be purchased in the most cost 
effective manner (i.e. day passes or monthly passes.) Specifically excluded are 
tickets for zoos, museums, butterfly pavilion, movie, theater, concerts, professional 
and minor league sporting events and typical indoor/outdoor play structures. The 
maximum annual allowance for recreational items/services is $1,000.00 per plan 
year. 
 
Vehicle Modifications:

 

  Adaptations or alterations to an automobile or van that is the 
participant’s primary means of transportation in order to accommodate the special 
needs of the participant. Vehicle adaptations are specified by the Service Plan as 
necessary to enable the participant to integrate more fully into the community and to 
ensure the health, welfare and safety of the participant. The following are specifically 
excluded: 1) Adaptations or improvements to the vehicle that are of general utility, 
and are not of direct medical or remedial benefit to the participant; 2) Purchase or 
lease of a vehicle; and 3) Regularly scheduled upkeep and maintenance of a vehicle 
except upkeep and maintenance of the modifications. The total cost of home 
accessibility adaptations, vehicle modifications, and assistive technology may not 
exceed $10,000 over the life of the waiver except that on a case by case basis the 
DHS/DDD may approve a higher amount, to ensure the health, welfare and safety of 
the participant or that enable the participant to function with greater independence in 
the home, or if it decreases the need for paid assistance in another waiver service 
on a long-term basis. 

Assistive Technology:  Assistive technology device means an item, piece of 
equipment, or product system, whether acquired commercially, modified, or 
customized, that is used to increase, maintain, or improve functional capabilities of 
participants. Assistive technology service means a service that directly assists a 
participant in the selection, acquisition, or use of an assistive technology device. 
Assistive technology includes: 1) The evaluation of the assistive technology needs of 
a participant, including a functional evaluation of the impact of the provision of 
appropriate assistive technology and appropriate services to the participant in the 
customary environment of the participant; 2) Services consisting of selecting, 
designing, fitting, customizing, adapting, applying, maintaining, repairing, or 
replacing assistive technology devices; 3) Training or technical assistance for the 
participant, or, where appropriate, the family members, guardians, advocates, or 
authorized representatives of the participant; and 4) Devices that help the participant 
to communicate such as electronic communication devices (excluding cell phones, 
pagers, and internet access unless prior authorized by the state); skill acquisition 
devices which are proven to be a cost effective and efficient means to meet the need 
and which make learning easier, such as adaptations to computers, or computer 
software related to the person’s disability. 
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Assistive technology devices and services are only available when the cost is above 
and beyond that of typical expenses and are not available through the Medicaid 
State Plan or third party resource. The total cost of home accessibility adaptations, 
vehicle modifications, and assistive technology may not exceed $10,000 over the life 
of the waiver except that on a case by case basis the DHS/DDD may approve a 
higher amount, to ensure the health, welfare and safety of the participant or that 
enable the participant to function with greater independence in the home, or if it 
decreases the need for paid assistance in another waiver service on a long-term 
basis. 
 
Professional Services:

 

  Professional services include Hippo-therapy, Movement 
Therapy and Massage. These services can be funded only when the provider is 
licensed, certified, registered and/or accredited by an appropriate national 
accreditation association in that profession and the intervention is related to an 
identified medical or behavioral need. The service must be an identified need in the 
Service Plan. In addition, the service must be an identified need by a licensed 
Medicaid State Plan therapist/physician and that therapist/physician has identified a 
goal for the treatment and shall monitor the progress of that goal at least quarterly. 
The identified “Professional Service” cannot be available under the regular Medicaid 
State Plan or from a third party source. Passes to community recreation centers 
when used to access professional services is allowed. Recreational passes shall be 
purchased in the most cost effective manner (i.e. day passes or monthly passes.) 
Hippotherapy: A therapeutic treatment strategy that uses the movement of the horse 
to assist in the development/ enhancement of skills: gross motor, sensory 
integration, attention, cognitive, social, behavioral, and communication. Movement 
Therapy: The use of music and/or dance as a therapeutic tool for the habilitation, 
rehabilitation and maintenance of behavioral, developmental, physical, social, 
communication, pain management, cognition and gross motor skills. Massage: The 
physical manipulation of muscles to ease muscle contractures, spasms, extension, 
muscle relaxation and muscle tension including Watsu. 

Specialized Medical Equipment and Supplies:

 

  Specialized Medical Equipment and 
supplies include: 1. Devices, controls, or appliances, specified in the Service Plan, 
that enable participant to increase their ability to perform activities of daily living; 2. 
Kitchen equipment required for the preparation of special diets if this results in a cost 
saving over prepared foods. 3. General care items such as distilled water for saline 
solutions, supplies such as specialized eating utensils, etc., required by a participant 
with a developmental disability and related to the disability. 4. Specially designed 
clothing (e.g. velcro) for participant if the cost is over and above the costs generally 
incurred for a participant’s clothing. 5. Maintenance and upkeep of the equipment 
Items reimbursed with waiver funds are in addition to any medical equipment and 
supplies furnished under the State plan and exclude those items that are not of 
direct medical or remedial benefit to the participant. All items shall meet applicable 
standards of manufacture, design and installation. 

Vision:  Vision therapy is provided only when the services are not available through 
the Medicaid State Plan or EPSDT due to not meeting the need for medical 
necessity as defined in Health Care Policy and Financing rules at 8.011.11 or 
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available through a third party resource. Vision therapy is a sequence of activities 
individually prescribed and monitored by a doctor of optometry or ophthalmology to 
develop efficient visual skills and processing. It is based on the results of 
standardized tests, the needs of the participant and the participant’s signs and 
symptoms. It is used to treat eye movement disorders, inefficient eye teaming, 
misalignment of the eyes, poorly developed vision, focusing problems and visual 
information processing disorders to enhance visual skills and performing visual 
tasks. 
 
Case Management/Service Coordination – is provided to all adults and children 
enrolled in services and all infants and toddlers from the point of referral, and includes 
eligibility determination; planning, locating and facilitating access to services; 
coordinating and reviewing all aspects of needed services, supports and resources in 
cooperation with the person with a developmental disability, the person’s family as 
appropriate, and involved agencies; and monitoring and evaluation of all services and 
supports. 
 
TCM Services 
Determination of developmental disability Long Term Care eligibility 
- Development of an Individualized (Service) Plan 
- Advocating for and facilitating access to services and supports 
- Coordination of services and supports 
- Monitoring of services and supports 
- Reviewing services and supports provided to determine if they are meeting the 

person’s needs 
- Advocating for individual’s rights 
- Information and referral services 
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Ad~Pted Tf>er~peutic Re<:re~too~1 Equi pment ~M fees 

T1999 " Cost $1 00 Cost 
S5199 " Cost $1 00 Cost 

Dale 
10/2009 Unit 

Rate 

~ 66 115 minutes 

, , 

$357 15 minutes 
S577 15 minutes 

S7 B4 lIS minutes 

stOO Cost 

S1 00 Cost 

S1 00 Cost 
$1 00 Cost 

Dale 
7/2010 
Rate 

S4 57 

S3.50 
$5,65 

S769 

stOO 

S1 00 

S1 00 
$1 00 
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Appendix F 
The Wait List 

 
A wait list is maintained for each HCBS waiver and contains the list people with developmental 
disabilities who are not currently being served through that particular waiver, but are waiting for 
an enrollment.  The list is basically structured in terms of waiver program the individual desires 
or is best suited to enter, and by date placed on the list.  While emergency situations are always 
placed at the front of the list, if an enrollment becomes available and no emergency cases are 
waiting, the enrollment may be authorized to an individual based upon how long an individual 
has been waiting on the list. 
 
Below are some general points, facts, and observations related to the HCBS-DD and HCBS-
SLS wait lists. 
 

• Caseload turnover is the result of many moving parts. 
HCBS-DD Waiver Turnover  

• There is an average of 9 vacancies created per month in the DD Comp Waiver, or 
approximately 108 per year. 

• When a vacancy occurs, enrollments are authorized to individuals on the waiting list.  
o Emergency placements always take top priority and move to the top of the wait list.  

In DD Comp, the average is around 45-50 emergencies/year. 
o The next highest priority is the placement of CHRP youth who age out of that Waiver. 
o Third in order of priority are deinstitutionalized clients (could come from a mental 

health facility, a regional center, a nursing home, etc.). 
o Finally, slots are filled by using the standing wait list.  These are individuals who may, 

for example, be residing with family for the time being. 
•  

• The HCBS-SLS caseload does not have “Emergency Placements” per-se.  HCBS-SLS 
high-priority cases are termed “High Risk”.  The HCBS-SLS Waiver enrollments are 
authorized  in a manner similar to the prioritization methodology used for HCBS-DD.  The 
primary difference is that HCBS-CES youth (as opposed to CHRP youth) transition to 
HCBS-SLS. 

HCBS-SLS Waiver Turnover 

• DHS did not have ready access to average vacancy-per-month rates. 
• Individuals can be receiving services through a waiver and still be on a wait list for a 

different waiver.  This is most common for individuals receiving HCBS-SLS services and 
waiting for a HCBS-DD enrollment.   

• As a result of the many factors above, the turnover is greater in the HCBS-SLS waiver.   
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R e que ste d Date 
ASAA 

o f Enrolh:nent 
F Y 12 
F Y13 

Estim ate d F unding 
)Vle dicaid 

State 
Birth 2 .9 
3 - 13 .9 

I -f - 1 5 .9 
16 - 1 7 .9 

A ge Group 18 - 20.9 
2 1 - 39.9 
4 0 - 54.9 

5501d = 
- :'vlissing 

C urre nt R e sid ence 
P are n tlRd a tive 

(Duplicate C o unt) 
Ind ep H ome 
O th= R e s S e ttin 

Total 

Hiodl Risk Total 
Ay b ' Cate 0 o f Tinle o n ,\Vaitin L ist 
Total A'-=age Y e ars 

Depart ulen t of Huulau Services, Office. of Lon g Terul Care. 
D ivision for Deyelopulell t a l Dis abilities 

'\Va itiug L is t Report 
June 30, 20 1 1 

" ·a i ring L is t Deta il s ( C u rrent & Budget Period) 
U ndu p licated Count ( u n le ss otberwis e s pecified) 

Adult S er vice s ,\V aitin L ist 
No Current Adult Senic e s 

\ V o uld \\' o uld Curre ndy Tot al Total 
Accept Accept in SLS ,\Vaiting L ist ,\Vaiting L is t 

Only SLS or \V airing for foe f= 
H CBS D D H CBS DD H CBS DD HCBS D D SLS 

199 9 8 2 . 55 1.-f 8 4 1 . 361 
5. 11 5 • 166 156 
32 129 3 150 13 1 

2 8 5 1 . 125 -f62 1. 8 00 1 .2 5 1 
10 1 397 

16 2 5 1 2 -t 2 262 
106 39 7 35 5 07 -f62 
90 -f63 332 81 0 7 32 
. 0 73 66 156 128 
3 1 3 7 29 7 9 63 

2 5 6 I 
103 l ,O-f 2 368 1.-fOO 1 . 3 8 1 

18 . 8 56 106 158 
16 . 136 3 8 294 109 
2 8 5 1 ,226 -f62 1.800 1 .6-f 8 

11 7 293 15. 5 ' · . , 313 
3 .8 2 .8 3 .7 3 . 1 2 .9 

U n duplicate d 

A d"h 
Seni c e s 

Total 
2, 8 45 

322 
2 8 1 

3,0 5 1 
39 , 

5 0 . 
969 

1 ,542 
2 8 -f 
142 

7 
2 .78 1 

26-f 
4 0 3 

3,448 

84 0 

2 .9 -A ge Group! ::vIissmg d ata I S due to no date o f b irth Ul C onunurut) Contract and )Vlanagem ent S ) ste m ( CC:',.,lS) r e c ord. 

C hildre n & Frunil~' Senic e s ,\Vaitin L ist 

F runily U nduplicat e d 

S_= Childre n & 

Seni c e s F ru:nily Seni c e s 
H CBS C E S P m run Tot al 

3 7 3 5 . 1 72 5,5-f 5 
17 17 

9 9 
3 7 3 3 7 3 

5 , 19 8 5, 19 8 
17 1 ,5-f 1 1 ,55 8 

3 10 2,6 16 2,926 
30 1.8 1 78 
16 165 18 1 

262 262 
. 10 . 10 

35 3 5 
9 9 

12 12 
366 5 . 181 5 ,5-f 7 

7 7 
7 10 17 

3 7 3 5, 19 8 5,5 71 

8. 5 2 A 
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Foo tnot e s for D ivis ion for Developmen ta l D is ab iliti e s \Va iting L is t Report 

1) The gr-aye d b oxes indicate that th.,.-e i s no d ata possible due to the individual' s age 0.- funding t}'Pe_ 

2 ) The Hotll" and Com m unity Base d Sen-ic"s fo.- P .,.-sons ~~-ith D e" d opmental Disabiliti"s (HCBS -DD) Adult \Vaiting List inc lude s those age 1 6 and old .,.­

w h o ar" r " qu"sting sen-ic e s w ithin two y e ars and are not curr"" d y in a publicly funde d r e sid e ntial sen-ic" (DDD R e side ntial, Kursing H ome, ICF~, R e gional 

Cent .,.- , Social Sen-ic"s C hildt-en' s H otn e ) . 

3 ) HCBS -DD \"\0"1.. - No Curr= t Adult Sen~ces - \Vould accept HCBS-DD or Suppon"d Living Senices (SLS). - indicates that the p .,.-son is w aiting for 

both HCBS- D D & SLS and would accept S L S w hil" d , e y w ait for HCBS -DD_ It D OES N O T m e an that SLS would e ntirely m e"t the p.,.-son 's n e e d s . It is 

unlikely that pro~~ding SLS would r ono"" th" p .,.-son frotn the HCBS -DD \VL _ It would just r ono" e thon from th" SLS \VL and mov e w h.,.-" they are 
c o unte d o n th" H CBS-DD \\'"1.. from "No Current Sen~ce ' t o ' In C urre nt Senic,,' . 

5 ) The SLS Adult \Vairing List include s those a ge 1 6 and old.,.- w h o ar" not in an a dult sen-ic" and are r e que sting SLS w ithin 2 y e ars, altho ugh th" y could b e 

r eceiving a f anllly support sen-ic" or HCBS - C hildt-e n ' s Ext =sive Supports (HCBS - CES) . 

6 ) The R e que sting O nly Supporte d L iving Sen-ic"s \Yairing Lis t column includ e s th" H CBS- SLS and S tat" SLS \\' aiting Ust w ithin 2 years w ith any 

duplicatio n a cross HCBS -DD and H CBS - SLS and S tat" S L S remo~-",i. \Vhen duplicatio n across H CBS -DD and H CBS - SLS and S tat" S L S \\' aiting List s 

occ urs (i. e. , p erson is on both list s) , th= the count is put in H CBS -DD b e fo.-" HCBS- SLS and S tat" SLS. Th" R"qu"sting Only Support"d Lr.-ing Sen,;c e s 

waiting list is d .,..-r.-" d b y subtracting the U nduplicate d Adult Sen~ces T mal numb er from the U nduplicate d HCBS - D D Total \\' aiting List number. 

7) C hildt-e n & F anllly Sen~ces \Vaiting List include s all w ho n e"d H CBS -CES or F SSP but are not curr=dy r "cer.mg that seni c e 0.- an Adult Sen~ce. 

C hildt-= in foster care place m e nts and w aiting fo.- HCBS- CES are include d (i. e . , enro lhne nt into HCBS- CES may facilit ate the child 's r e turn to f atnily) , 

h ow.,..-er. childt-= in fos ter c are plac""n e nts ~vho ,,-ill n " e d HCBS-DD sen-ic"s a t a ge 2 1 are not include d in this w aiting list r eport. Th" d =land for thos" 

seni c e s are track"d separately fo.- b udgetary purpos"s. \\ n= duplicatio n a cross Childt-= and F ",nily Senice s occurs ( i.e .• the child is on mo.-e than one list) , 

th= the cornU is put in HCBS- CES b e fo.-e F SSP . 

8 ) High Risk facto.-s availabl" fo.- this report are Iinute d to th" fo now ing indicato.-s curr=dy on CC).o[S. Indr.-iduals w ho ar" 40 y e ars or o lder and ar" living 

w ith p are m 0.- r d ati"e (on th" assmnption that the se care g;..-ers are eld .,.-Iy) . . and /o.- indr.-iduals w h o h=-e one 0.- mo.-e o f th" fo now ing disabilitie s : ).o[e mal Illness 
CVll), .:vIaiadapm-e Beha~~o.- (::vIB) , Kon- ).o[obil" 0~[), cl.'[e dically F ragil" Q.1F) andlo.- h as an overall function 1.,..-eI of P r o fo und (PF ) . It is r e cognize d that 

there m a y b e a dditional inrn..iduals w ith high risk fact ors that ar" n o t id e ntifiabl" through infonnation curr"ndy contaUl" d on the CC~1S sy st""n . Therefor e , this 

should b e consid .,.-e d an e stttnat" only _ 

9 ) This w aiting list report is primarily fo.- b u d getary purpose s fo.- those r e que sting sen-ic"s w ithin 2 y " ars d o e s n o t includ " 1 4 & 15 year o lds b e c aus" d , e y 

would b e o u t sid " o f the bud ge tar y period . 

1 0 ) U n d er f " deral r " qui.-on= t s , E arly lnt en-ention Seni c e s is n ot penrurr" d to ha~·" a waiting list. 
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