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BULLETIN NO 81-77 Cct ober 7, 1981

HCFA | MPLEMENTS NEW MEDI CAI D AUTHORI TY FOR
NON- I NSTI TUTI ONAL LONG TERM CARE SERVI CES

The Health Care Financing Adm nistration recently issued
interimfinal regulations (copy attached) governing proced-
ures for states to provide hone and community-based care
services to aged and di sabl ed Medi cai d beneficiaries who

ot herwi se would require institutional services in a skilled
nursing, internediate care, or internediate care facility for
the nentally retarded. The rules, published on Cctober 1,

i mpl ement statutory anendnents to Title XIX that, for the
first time, permt certain hone and community-based care
services--including adult day services, case nanagement, and
respite care--to be reinbursed under Medicaid. 1In order to
provi de these non-institutional services, states nust apply
to HCFA for a waiver of certain statutory requirenents, and
must assure that: (1) services will be provided under a
witten plan of care; (2) the health and safety of clients
are protected; (3) the comunity-based services do not cost
nore, on an average per capita basis, than services provided
to the individual in a SNF, ICF or ICFH/ MR, and (4) adequate
records will be kept.

General Approach. HCFA enphasizes in the preanble to the
Cctober 1 regulations, that states will be given broad

| atitude in defining services and establishing standards and
eligibility under the new conmunity-care waiver program The

aimis to "...give the States the maxi mum opportunity for
I nnovation in furnishing non-institutional services..., wth
a mninum of Federal regulations.” The rules and gui delines

wi Il provide basic paraneters instead of detail ed service
delivery requirenents, as in the past. The acceptability of
a state's waiver request wll be eval uated by HCFA using
"...the statutory requirenents rather than against a detailed
addi tional set of Federal guidelines or criteria." HCFA wll
provide states with technical assistance in both
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t he devel opnent of the waiver application and the devel op-
nment of new community services, but the choice as to types
and extent of non-institutional services and the manner in
whi ch they are organi zed and delivered will be left to the
di scretion of the requesting state.

Services. The Omi bus Budget Reconciliation Act of 1981
(P.L. 97-35) added a new Section 1915(a) to Title XIX of the
Social Security Act, permtting HCFA to wai ve Medi caid

requi rements so that states nmay offer alternative community-
based services (see Intelligence Report bulletin no. 81-62,
dated August 7, 1981K Such services may include: case
managenent, honme heal th services, honenmaker services, per-
sonal care, adult day health services, habilitation services
and respite care. The regulations do not define these terns,
but instead instruct states to propose their own operational
definitions in their waiver requests. The preanble to the
regul ati ons, however, offer the following insights into how
Congress and HCFA officials interpret the above-listed terns:

e (Case nmanagenent. In the preanble to the October 1 rules,
HCFA descri bes case nmanagenent as a system under which
responsibility for |ocating, coordinating and nonitoring
a group of services rests with a designated person or
organi zation. Case nmanagers are encouraged to tap into
"informal networks" of friends, relatives, and churches,
in addition to formal public and private agencies for
services to the eligible clients.

e Honmemaker services. HCFA said that these services are
normal |y viewed as general household activities provided
by a trai ned honemaker when the individual regularly
responsi ble for these activities is tenporarily absent
or unable to nmanage the hone and care for hinmself or
others in the home.

e Adult day health services. 1In the conference report on
P.L. 97-35, adult day health services are said to encom
pass both health and social services needed to insure
the optimal functioning of the client, as well as habili -
taion services suitable for the care of nentally retarded
and devel opnmental | y di sabl ed persons. HCFA added t hat
such services should be furnished for four hours or nore
per day on a regularly schedul ed basis, for one or nore
days per week on an outpatient basis.

e Habilitation services. These generally are health and
soci al services needed to insure "optinmal functioning"
of MR/ DD persons.
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* Respite care. The conference report on P.L. 97-35
descri bes respite care as assi stance given to individuals
unable to care for thensel ves, which is provided on a
short term basis because of the absence or need for
relief of those persons normally providing care. Respite
may be provided in the individual's home or in a facility
approved by the state.

e Hone health aide services. These services typically would
i nclude the performance of sinple procedures, such as the
extensi on of therapy services, personal care, anbul ation and
exerci se, household services essential to health care at
home, assistance with nmedications that are ordinarily self-
adm ni stered, reporting changes in the patient's condition
and needs, and conpl eting appropriate records.

e Personal care services. These are defined as services
furnished to a recipient in his/her hone that are prescribed
by a physician under the client's treatnent plan and pro
vided by a qualified individual (not a nmenber of the client's
famly) under the supervision of a registered nurse.

Personal care services and hone health aide services currently
may be provided w thout a waiver of Medicaid requirenents.
However, a waiver may be required if states wish to furnish
these services in a manner which departs fromthe existing
definitions. Although Congress specifically excluded payment
for roomand board under the new waiver authority, HCFA said
that there is sone |leeway to all ow coverage for neals furnished
as part of day health/habilitation services, and room and board
that is part of respite care, as long as it is provided outside
the recipient's private residence.

St ates nay request approval to provide other home or conmunity-
based services not |isted above, if they: (1) describe the
services in detail; (2) can denonstrate that these services
woul d not raise the cost of services to nore than the cost of
institutional-based services; and (3) assure HCFA that the
services are necessary to avoid institutionalization.

Eligibility. Under current Medicaid regulations states are
allowed to establish special standards that result in higher
incone eligibility requirenents for institutionalized clients
than for recipients of conmunity services. The institutional
income eligibility | evel may not exceed 300 percent of the
federal SSI paynment standard. Most states have elected to take
advant age of this option by setting higher incone standards for
institutional residents. However, in so doing, they have
created a disincentive to placing such clients back into
conmunity settings, since clients |lose Medicaid eligibility as
soon as they are discharged fromthe institution
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In order to address this problem the new reqgul ations permt
states to use the higher institutional inconme eligibility
standard for aged, blind and di sabled persons in the community
who: (a) are not eligible for SSI or state suppl enental pay-
nments because of their incone; (b) have incones bel ow the
institutional eligibility standards specified in the state
Medi caid plan; (c) would be eligible for Medicaid benefits if
institutionalized; and (d) will receive hone and conmunity-
based services under the waiver. Low inconme elderly persons,
who do not neet the SSI neans test, are expected to be the
primary beneficiaries of this regulatory change, but sone

di sabl ed i ndividual also may be affected.

Wai ver of Statew deness and Conparability. |In providing services
under the Section 1915(a) waiver, states may elect to restrict
certain services to specified categories of eligible clients in
limted geographic areas, instead of across the state. |If states
Wi sh to so concentrate their services, then they nust apply for
wai vers of Medicaid provisions requiring that all services nust
be made available to all nedically or categorically needy

Medi cai d beneficiaries in the state (wai ver of Sections 1902 (a)
(1) and/or 1902 (a) (10)).

In addition, states are allowed, under the 1915(c) waiver, to
furni sh communi ty-based services only to those eligible
beneficiaries for whom community care would be | ess costly than

institutional care, if they docunent how such a determ nation
will be made.

Application for Waiver The October 1 rules generally restate
the requirenents for submtting a waiver proposal enunerated in
the statute, with little elaboration. Wivers are granted for
three year periods and are renewable. HCFA nust respond in
writing or approve the waiver request within 90 days of state
submittal. The regional offices and the central HCFA office wll
share in the responsibility of review ng and approvi ng wai ver
applications. State Mdical Assistance Plans do not need to be
anended in order to furnish services under a Section 1915 (c)

wai ver .

States nust provide HCFA with assurances that:

e there are safeguards for the health and welfare of clients,
i ncl udi ng adequat e st ate-determ ned standards for provider
participation. |If states have licensing or certification
requi renments for existing services, these nmust be net;

e there nust be financial accountability for funds expended;

 the state nust agree to evaluate the need for honme and
conmmuni ty- based care services anong all recipients entitled
to institutional care, and for whomthere is reasonable
i ndi cation that they m ght need such care in the near future;
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States will be expected to provide a clear "audit trail" for
HCFA review, and to keep down costs. A nunber of states

al ready have indicated to the NASVMRPD staff that they plan to
devel op and submt waiver requests to provide hone and
communi ty based services to their nmentally retarded/ Medicaid-
el i gi bl e popul ati on.

NASMRPD Cont act :
St ephani e Mensh

SM

At t achnent
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| DEPARTMENT OF HEALTH AND
HUMAM SERVICES

Health Care Financing Administration
42 CFR Parts 431, 435, 440, 441
Medicald Program; Home and

Community-Based Services

AcewcY: Health Care Financing
Administration (HCFA), HHS.

acTiowe Interim final rule with comment
period

summany: This rule amends current
Medicaid regulations to permit States to
offer, under a Secretarial waiver, 8 wide
array of home and community-based
services that an individual may need in
order to aveid institationalization.
Belore enactrent on August 13, 1981, of
the Omribus Budget Reconciliation Act
of 1981, Little coverage under Med caid
was available for noninstituticnal long
term care services Conversely.
institutional long-term care services
represent a significant part of the
budgets of S5tate Medicaid programs.

These regulations, which implerment
sectinn 2178 of Pub. L 87-35, allow
Federal payment for these
noninstitutional serviees, subject to
HCFA's approval of the Stales’ requeats
for waivers and to certain assurances
made by the States. Once granted.
waivers are o effect for 3 years and are
renewable, On an annual basis, the
States must report 1o HCFA on the
lmpact and effeciveness of the pregram.
EFFECTTVE DATES Oclober 1, 1981 These
regulations are being published in final,
for reasons described in the
Supplemeniary Information. below.
However, we will consider any wrilten
comments mailed by December 30 1581
and will revise the regulatians if
necessary.

Sections 441.300—441.305 of thess

regulations contain n:pnruu%
requirements subject to the Paperwork
Reduction Act (Pub. L #8=511) that have
oot been approved by the Office of
Management and Budget The reparting
Ls not required until the Ofice o
Management and Budget approval has
been obtained HCFA will publish &
potice in the Federal Register when
approval has been obtlained indicating
the efective date of the reporting.
ADDRELSE Address comments in writing
to Adminlstrator, Department of Health
and Human Servicen, Health Care
Financing Administratdon. P.O. Box
17078, Baltmore, Maryland Z1235.

If youa prefer, you may deliver your
comments to Room 309-0 Hubert H
Humphrey Building, 200 Independence

Ave, 3.W., Washington, D.C., or to
Room 789, East High Rise Building, 8328

Security Boulevard, Baltimore,
Maryland

In commenting. please refer to BPP-
182-FC. Agencies &nd organizations are
requested lo submil comments in
duplicate,

Comments will be available for public
inspection, beginning approximately twao
weeks afler publication, in Room 309-G
of the Department’s office a1 200
Independence Ave., SW. Washington,
D.C. 20201 on Monday through Friday of
each week from 8:30 a.m. to 5:00 p.m.
{202-245-7890).

Because of the large number of
comments we receive, we cannod
acknowledge or respond to them
individually. However, if as a result of
comments, we believe thal changes are
needed in these regulations. we will
publish the changes in the Federal
Register and respond to the comments in
the preamble of that document.

FOR FURTHER IMNFORMATION, CONTACT:
Robert Wren. (301) 584-5820.

SUPPLEMENTARY INFORMATION

Background

Untd Pub. L 97-25. the Omnibus
Budget Reconciliation Act was signed
on August 13, 1981, the Medicaid
program provided littde coverage for
long-term care services in a
noninstitutional setting, but offered full
or partial coverage for such care in an
ipstirution. Even though only
approximately 8 percent of the elderdy
reside in an institution, more than 40
percent of Medicaid expenditures was
for long-term insttutional care in the
most recent year for which data are
available,

The Honse Report accompanying the
House Ompibus Reconciliation Bdf{]'l.
Rept 97-154, p. 16) notes that il bas
been estimated that a quarter of the
current nursing home population do not
need full-time, regidential care, Many
elderly, disabled and chronically ill
persons live (n institutions not for
medical reasons, but because of the
paucity ef health and social services
available to them in their homes or
communilies, and the individual's
{nability to pay for those services or to
bave them covered by Medicaid when
they do exist

Assessment procedures required
under 'Me&icaig to delermine the need
for institudonal care for the elderly and
disabled bave oot been adequate in
preventng avoidable admissiona Most
of the reviews ocour aller admisston o
the long-term care facility. when it fa
mos! difficult to discharge the resident
back to the community. ln addition, the
reviews [ocus on medical conditions,
primarily, and not oo secial and ether
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factors that are aften more critical in
determining the most suftable
placement.

Statutory Amendments

Section 2178 of Pub. L. 87-35 added
new provisions to the Social Security
Act to deal with the circumstances
described above. by inserting a new
subsectinn 1915(c). (Section 1915 itself
was sdded by section 2175 of Pub. L. 97-
35.) The subsection authorizes the
Secretary of HHS lo waive Medicaid
statutory limitations in order 1o enable a
State to cover & broad array of home
and community-based services. All such
services must be furnished under an
individual written plan of care. and may
oaly be furnished o persons who would
otherwise require the level of care
provided in a skilled nursing facility
[SNF] or intermediate care facility [[CF)
for which the cost could be reimbusrsed
under the State plan. The law provides
that the Secretary will not approve the
State's request for @ waiver unless the
State provides satisfactory assurances
to the Secretary that:

1. Necessary safeguards [including
adequate standards for provider
participation] bave been taken to
protect the health and wellare of
beneficiaries provided services under
the waiver and to assure financial
accountability for funds spent for the
services;

2 The State will provide for an
evaluation of the need for the inpatient
services for individuals who are entitled
1o and who may require the level of care
provided in an SNF or ICF under the
State plan:

3. Any individuals who are
determined 1o be likely to require the
level of care provided in a SNF or ICF
are informed of the feasible alternatives
available under the waiver, and are
given the choice of the inpatient services
or the alternative noninstitutional
services;

4 The average per capita expenditure
estimated by the State in any fiscal year
for medical assistance provided to these
individnals does not exceed the average
per capita expenditure that the State
reascnably estimates would have been
made in that fscal year for expenditures
under the State plan for these
individuals if the waiver had not been
granted; and

& The State will provide to the
Secretary annually, consistent with a
data collection plan designed by the
Becretary, information on the impact of
the waiver oo the type and amount of
medical assistance provided under the
State and on the health and welfare
of its ficiaries.
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Additionally, the law specificall
provides that a walver ted under
section 1615{c) may Include a waiver of
the ments of section 1902(a)(1)
and [10] of the Social Security AcL
Under section 1002{a)(1) of the Act a
State plan lor medical assistance muost
be in effect throvghout the Statle. Section
1802 p){10}, as amended by Pub. L. 97-35
of the Act, sets forth cerlain Medicald
eligibility and service coverage
requirements. [t requires the plan lo
provide that services available to the
categorically needy beneficiary are not
less in ampount, duration and scope than
services avalleble to the medically
needy and are equal in amount, duration
and scope for all calegorically needy
beneficiarien

Waivers granted under section 1815(c)
of the Act shall be for an initial term of
three years and if requested by the
State, shall be extended for additional
three-year periods unless the Seeretary
determines that. for the previous three-
year period, the State did not meet the
assurances discussed above [in [1)
through (5)).

Section 1915(d), as added by section
7175 and redesignated as section 1715(e)
bry section 2178 of Pub. L. §7-35,
provides that the Secretary shall
monilor the implementaton of the
waivers granted to determine if the
requirements of the walvers are being
met After giving the State notice and an
opportunity for a hearing. the Secretary
shall terminate any waivers if
poncompliance bas ocourred

Under the waiver, the State may
exclude those individuals for whom
there is a reasonable expectation that
home and community-besed servicea
would be more expensive than Medicaid
services the individual would otherwise
receive.

A waiver will allow s State to provide
Medicaid to individuals for such
services as case management.
bomemaker, home health aide, personal
care, adull day health, habilitation, and
respile care, and other services
requested by the State and approved by
the Secretary. The services must be
consistent with plans of care, which are
subject to the State's approval.

Section 2177 of the Omnibus Budget
Reconciliation Act of 1881 alss amends
the new section 1915 of the Social
Security AcL It adds a new subsection
(f) that affects subsection (c) as well as
other of title XIX. Section 1315(1)
provides that a reques! from & State for
approval of & State plan amendmen! or
waiver, including a walver request
under pection 1915c). shall be deemed
granted unless the Secretary, within 80
davs after the dale of its submission to
the Secretary, either denies the request

in writing or informs the Stale in writing
of any additional information needed to
make lhe determination on the request
The request will be deemed granied 80
d.l}'lr:?llr the receipt of the addiional
information, unless the Secretary denies

the request Io writing within the 20 days.

Regulstory Provisions

The provisions of the pew regulations
paralle] the statute with clerifying or

implementing policy as discussed below.

The new regulations add a new
§ 440180, defining heme or community-
based services. to 42 CFR Part 440 and
a new Subpart G to Part 441, specifying
requirements for providing Lhese
services. They also sdd new §§ 435.232,
435.728, and 435.735 to the eligibility
regulations, specifying new eligibility
provisions that allow Stales lo cover
certain individuals who would
otherwise be institutionalized. The
regulations also make technical
amendments lo §431.50, Ststewideness;
§ 4401, the basis and purpose section of
the regulations defining Medicaid
services; § 440.170{[), Personal care
services In a recipient's home; and
] 440250, Limits on comparability af
services.

The purpose of these regulations s to
give the States the maximum
epportunity for innovation (o furnishing
noninstitutional services to
beneficiaries, with » minimum of
Federal regulation Basically, we will
measure the States’ proposals against
the statulory requirements rather than
against a detailed sdditional set of
Federal guidelines or criteria. That is,
we will require the State requesting a
waiver 10 describe its proposal. 1o
explain bow it satisfies the statulory
reguirements of section 1915(c) and.
with regard to some specific
requirements, to make assurances that
those requirements &re me!. However,
we are not generally mandating kow the
States must establish or implement their
CoOmmunity care programs

Using our experience with
demonstration projects. which tested an
expanded range of noninstitutional
services, we will be able to offer
technical assistance to States interested
In requesting waivers. We can provide
the States with information, for
example, on successful procedures and
eervices for B case managemen! system
and home health aides. We can also
provide assistance to States that they
can use in developing their community
care programs and, in requesting
appropriate waivers and State plan
changes.

Mote—FReferences in this document to “the
level of care provided in an ICF include the
level of care funished to beneficlares in

ICFs for the mentally retarded
c:nr:mmq.:}f r e

A. Definition of Services

The regulations provide that bome or
community-based services for which a
wajver may be granted under thia
provision may consist of the followlng
services [other than reom and board}:

1. Case mansgement services.

2 Homemaker services. -

3. Home kealth aide services.

4. Personal care services.

5 Adult day bealth services.

6 Habilitation services.

7. Respile care services.

& Other services requested by the
State and approved by the Secretary,

We are not going to try 1o define thess
terms in our aton Instead we are
requiring that the States define them in
their waiver request. The States thus
bave broad discretion In delermining Lhe
nature of the services 1o be covered,
subject to the budgetary restraints
discussed below.

The following discussion of services s
presected solely for the purpose of
providing the States with suggestions on
bow they might begin developing a
waiver proposal

1. "Cose manggement” is commonty
understood to be a system under which
responsibility for locating, coordinating
and monitoring & group of services rests
with a designated person or
organization. [l was Congress' view [H
Rept. 87-158, p. 321] that the case
manager should be responsible for
locating available sources of help from
within the family and community so that
the burden of care will not be
exclusively borne by formal health and
social agencies. Thus, an "informal
netwark” of friends, relatives, churches,
etc., can be used wherever feasible to
strengthen the elderly or disebled
person’s ties with his or her own
community.

2. "Homemaker services” 1s normally
viewed as consisting of general
household activities (meal preparation
and routine houwsehold care} provided by
e trained homemaker when UE.e
individual regularly responsible for
these achvities is lemporarily absent or
wnable to manage the home and care for
himself or others n the home.

3. "Home health cide services" would
typically include the performance of
simple procedures such as the extension
of therapy services, personal care,
ambulation and exercise, housebold
services essential to health care at
home. assistance with medications that
are ordinarily self-administered,
reporting changes in the patient’s
condition and needs, and completing
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appropriate records. (See 42 CFR
$05.1227(a) and 440.70 for the Medicare
and curent Medicaid pl‘ﬂ'ﬁl:i'ﬁl:lul oa
home health aides.]

4. “Personal core services™ are
presently defined for the Medicald
program in 42 CFR #40.170(f) as services
Furnished to s recipient in his or her
home that are prescribed by a physician
in accordance with the recipient's plan
of reatment and provided by an
individual who is—

(i} Qualifieds

[;ij Supervised by m registered urse;
an

(iii} Not & member of the recipient's
Fa:muly.

States can furnish home health aide
and personal care services under their
Siale plan wilhou! seeking a waiver
under section 1815{c). However, they
can also seek such a waiver to provide
these pervices in a mannar thal departs
from these deflioitions

8. “Adu!t day health services™ are
discussed in the legislative hislory as
eccompassing "both health and social
services oeeced 1o insure Lhe opiimal
funclioning of the clieal, as well as
habilitation services suitable for tha
care of the mentlally retarded and the
developmentally disabled™ [H. Rept 57-
158 p 321} In our view, such care
stould be furnished for four or more
hours per day on a regularly scheduled
basis for one or more days a8 week inan
oulpatient setting. We also believe that
meals provided as a part of these
services could be coverasd Although
section 1 5c)(1) has a general
probibition againat the payment for
room and board, the Conference Report
(H RepL 57-208, p. 968) indicates that

a1 was aware of the manner n
which hememaker and adull day health
seTvices are provided under tite XX
That statute cantaine a similar
prohibitdon against payment for “room
and board™, The title XX regulations st
45 CFR 17921 define “board” as “three
meals a day or other full mutridonal
regimen”. Under this definition, title XX
oow pays for individoal meals provided
as pi;I of .Mﬂ;.dlﬁ hexl;:ﬂ: urﬂ?h:. We
are adopti ttle approa
Amu:dinu;: Federal Brancial
M}?ﬂm (FFP) will be tn.i!-h:'u for
mea ars gl‘ﬂ“ﬂﬂd - X
adult day health services i

A “Mabilitation services™ are
typically health and social pervices
oeeded to insare fonctiondng of
the mentally ret or persons with
related conditions,. - ;

7. "Respite corm™—The Conferencs
Report (H. Rept 97200, p. 968) states
that respite care b given o Individuals
unable to care for themselves and is
provided oo & short term basis to the

individual because of the absence or
need for relief of those persons normally
providing the care. Respite care services
may be provided in the (ndividual's
bome or In & facility approved by the
State such as a hospital, nursing home,
foster home or community residential
facility. As noted above, section
1715(c)(1) of the Act precludes Federal
payment for room and board when
furnished as & home or community-
based service. However, sinice the
statute specifically sathorizes the
provision of respite care, and the
Conference Report indicates that
Congress intended that respite care
includa full-time, short-term institutional
care. which always under the Medicald
program has included room and board,
we have concluded that Congress
intends to create an exception to the
general statulory prohibition against
room and board Accordingly. Federal
funids will be available for respite care
provided under the walver, including
any room and board tha! may result
from furnishing respite care outside a
privale residence. When respite care 1s
furnished [n a setting that charges a “per
diem” rats, the room and board is
considered part of the “per diem™ rate.

& Other services—The State may
also request HCFA's approval ta
provide other home and community-
based services not listed here. Such
services may include, for example, buat
not be limited to, nursing care, medical
equipment and supplies, physical and
occupatianal therapy, speech pathology
and audiology, and minor physical
adaptations to the hame. We will
approve these services and others H the
State demonstrstes in its waiver request
that they are cost-effective [i.e., their
cost would not raise the cost of home
and community-based care for the
beneficiaries to whom they are provided
to an amoun! greater than the cost of the
level of care provided in an SWF or ICFL,
describes the services in detafl, and
assures HCFA that the services are
necassary to avold lnstitutionalization
B. Conlent of Waiver Requesty

Requests for walvers most contain—

(1) The information a1 described
belown G

(2} The assurances discussed below in
D; ard

(3) The required supporting
informaton discnssed helow m E

Section 1915c) describes thin
provision s a waiver. We are
implementing i tn that fashion.
Therefore, we ere requiring that the
State submit supporting explanation end
documentation in the form of & waiver
request. If the State does not Intend to
offer boms and commuonity-based
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services to all individuals who would
otherwise likely require
Instituienalization, It must also Includs
a request for a waiver of the
requirements of either section 1802[a) (1)
or (10} of the Social Sacurity Act. or
bath, if applicable. If the Statle intends
not to offer the home or community-
based services to beneficiaries on the
basis that it can reasonably expect that
the services would coat more than tha
services the beneficiaries would
otherwine recelve, the State must alwo
explain in its waiver request how it will
make and Implement such
determinations.

L. Waiver Aequest Requirements

The waiver request must describe the
services the State {s offering under the
waiver and who [s eligible 1o receive
them. It must also state that the semdices
will only be fumnished to those eligible
beneficiaries who, but for the provision
of the home and community-based
services, would tequire the level of care
provided in an ICF or SNF.

The request must indicate how the
slatulory requirements for a plan of care
will be meL The services provided &
beneficiary must be furnished under a

lan of care that is written specifically

or thal beneficiary. The State has
dizcretion in designing the plan of care
process and prescribing who writes
individual plans of care. Based oo our
experience and that of the States, we
expect the plan of care o include tha
medical and other services to be given,
their frequency, and the type of provider
to farnish them. Plans of care are subject
to the State’s approval and the State
bas the discretion to set up its own
approval process. The waiver requesi
must include a description of the
qualifications of the individual or
individuals who will be responsible for
developing the individual plan of care.

D. State Assurances

Section 1915(c) of the Act explicitly
ufres that a waiver can be approved

mr if the State provides us with
satiafactory sssurances of the following

1. Sgfeguards—The Slate must asswre
us that pecessary sefeguards have been
taken to protect the health and welfare
of the beneficiaries receiving the
services. Under the statute, these
safeguards must include sdequate
standards for provider participation
These regulations do oot attempt to
defirre these safeguands or to prescribe
how they are to be developed. It s the
State's resporaibility to determine what
the necessary safeguards are, to define
them or specify how they will be
developed and lmplemented, and to
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explain how they satisfy the statute. I
the State has licensure or certification
requirements for any services [or for the
individuals who furnish these services)
provided under the waiver, it must
ansure HCFA that the standards in the
licensure or certification reguirements
will be mel.

The State must also assure us that it
will mainiain, and require providers of
these services to maintain, financial
accountability Tor funds expended with
reapect 1o these services. Again, 1t li the
State’s reaponsibllity to inform os how it
will meet this requirement and, in
particular how it will assure that there fa
an audit trail for all State and Federal
funds.

Z Individuc! cssessments—Services
under the waiver may be furnished only
to an individual who, but for these
services, would require the level of care
provided in &an SNF or ICF. This does
not mean that the individual muat be
receiving the level of care provided in
an SNF or ICF before receiving the
rooinstitutional services. It meana,
rather, that the individual, in the
absence of the noninstitutional services,
would require the level of care provided
in an SNF or ICF. Thus, the state must
essure us that, for each benefic
encompassed by the waiver, it :3
provide an objective method for
evaluating the beneficiary’s need for the
level of care provided In an SNF or ICF.

The new section requires the Stetes 1o
provide for an evaluation of the need for
the level of care provided in an SNF or
ICF with respect to ell individoals who
are entitled to medical assistance for
these services and who may require
these services. Section 1903(g) of the Aet
requires rpeciflic cecerification of the
need for institutional care with respect
to beneficiaries who are already
inpatiexts. Accordingly, under the
waiver, 8 State would not be required lo
perform any further evaluation of those
inpatier!s, although it would. of course
be free to do so. 1t would, however. be
required to perform an evaluation for all
beneficiaries or Medicaid applicants for
whom there {s & reasonable indication
that they might need the level of cere
RJ rovided in an ENF or ICF in the near

ture. In making this evaluation. the
leve] of care provided in an SNF or ICF,
as defined al 42 CFR 440 40 and 440.150
respectively, must be used. Other
factors. whether medical or not, may be
employed as the State deems
appropriate. The State, in ils essurance,
must include & eopy of the written
aspessmen! instrument that will be used.
must describe how those sssessments
will be made, and specify who has
responsibility for doing them.

The walver request would have to
describe, for example, the party or
pariies responsible for the assessment,
what factors they will use to evaluate
and reevaluate the recipient's peed for
the level of care provided in an SNF or
ICF, and when evaluations and
reevaluations will be made,

Our regulations require that the State
maintain written documentetion of all
such evaluations and reevaleations.
[The Stste need not keep the
documentation itself but may arrangs
for the provider or for ancther person or
agency to keep iL] The State must
include in its wafver reqoest an
explanation of how it will satisfy this
requirement. Congress clearly intended
that these pervices would be made
evailable only to individuals who had
been determined to need inpatient SNF
or ICF services in the absence of the
aliernative noninstitutional services.
Therefore, we believe the malntenance
of documentation is necessary to insure
en audit trail and to enable us to
determine whether only those
individuals who would otherwise have
required institutionalization were being
provided these services.

3. Informing beneficiaries of choice.—
Beneficiaries determined to be likely 1o
require an SNF or ICF level of care must
be informed of the feasible alternatives
&nd given & choice as to which type of
services to receive. [This would not
apply to beneficiaries for whom there is
& reasonahle expeciation thal the cost of
home and community-based services
would be more than the cost of SNF or
ICF care, if the State indicates in ita
waiver request that it will exclude these
individuals from coverage under the
waiver, See discussion in B above.) The
State must explain in its waiver request
how this requirement will be me* and
assure us that it will be met We are nol,
however, requiring that the State
document that each beneficiary (or his
or her representative) has been so
informed. In the absence of inflormation
1o Lthe contrary, we will aczept the
Stale's essurance that it has been done.

The Congressional Conference
Commitiee, in its report on this
amendment (H. Rept. 97-208. p. 968)
emphasized that while it is expected
that the existence of alternatives will
encourage the acceplance of commumity
care, the integrity of patient choice must
be preserved. The determination of
which long-term care options are
feasible in a particular case shonld be
based on the individual's needs. as
determined by an evaluation, and not on
short-lerm cos! savings.

As with other services under
Medicaid & beneficdary who ls not given
the choice of home or community-based
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services as an allernative to SNF or ICF
‘services may request a fair
under 42 CFR Part 431. Subpart E, anlews
ike reason for the denial is that the
group of which the individua! is a part is
nol [ncludu! within the scope of the
waiver (see 42 CFR 431.220(h]). Since &
finding thet bome & commumity-based
services are ot feasible in s particular
case constitntes a denial of services
covered nnder a State's Medicaid plan,
the Medicald statute [secticn 1902(a)(3))
requires the? applicants and
beneficiaries be ;-rwnd:d the procedural
protections of the Medicard
administrative hesring process as
described in 42 CFR Part 471, Subpert E
4. Averoge per capite expendiiures —
85 was concerned that the total
of all medical assistance for services
provided to individuals who would
qualify for home or community-based
care under the Slate plan no! exceed. on
an average per capila basis, the lotal
expenditures thal would be incwrred for
such individuals if bome and
community-based services were not
available. Actordingly. the statute and
these regulations provide that the State,
in its waiver request, mest pasure ca
that the average per capita expenditure
under the watver does not exceed the
mverage per capita expenditure, as ’
reasooably estimated by the State, that
would heve been made under the State
plan had the waiver not been granted.
Congress expected thal this provision
would assure that aggregate costs will
not be greater thap they would have
been without these aliernative services
(H. Rept. 97-208, p. 987)

Average per capita expenditures for
services for this purpose means the
aggregate Medicaid payment [or all
long-term care services furnished (laking
into account the utilization of esch hvpe
of service] divided by the number af
beneficiaries expecied 1o receive
services. (We are excluding from these
calculations services other than long-
lerm care services. since they should be
unaffected by the waiver, and their
inclusion would simply make the
calculations more burdensome.) These
eslimates must cover each fiscal year
during the 3-year term of the waiver. To
be granted approval by HCFA, the
estimates must be reasonable, based on
statistically sound and valid procedares,
and verifiable. To develop the reguired
essurances, the State will have to
develop estimates of the costs and
utilization for each type of service and
an estimate of the total population that
would likely receive these services.

The estimated average per capita
expenditures under Lhe waiver is
obtained by multiplying (A) the




Bulletin No. 81-77
Page Five Cctober
7, 1981

e if the recipient is determned likely to require SNF/ICF/
| CF- MR | evel of care, the client or his/her representative
must be given a choice between institutional and non-

i nstitutional services;

* average per capita expenditures under the waiver may not
exceed average per capita expenditures for the |evel of
,care in long termcare institutions if no wai ver were
grant ed; and

e HCFA nust be given annual information on the inpact of
t he wai ver on the type, anobunt and cost of services pro
vi ded and on the health and welfare of the recipients.

States will be expected to provide HCFA with the foll ow ng
supporting docurmentation: (1) a description of the safeguards
necessary to protect the health and welfare of recipients; (2) a
description of the records and information to be maintained to
support financial accountability; (3) a description of the
state's plan for evaluating and reeval uating recipients,

i ncluding information on who will neke the eval uati ons and how,
and a copy of the client assessnent instrunent; and (4) an

expl anation with supporting docunentation of how the per capita
expenditure estimate for institutional and non-institutional
services will be devel oped, including estimates of utilization
rates and costs.

Average Per Diem Cost Cal cul ations. One keystone elenent in a
state's wal ver request wll be the docunented evidence that
average per capita Medicaid expenditures under the waiver wll
not exceed conparable per capita outlays w thout the waiver. In
order to assure that this statutory requirenent is net, the
regul ations require states to denonstrate that the waiver wll
not result in increased average per capita Medicaid costs, by
appl ying a nmat hematical equation set forth in Section 441. 303(d).
This regul atory equation builds in state-generated data on the
esti mat ed nunber of beneficiaries and average per capita costs
of delivering specified services, both with and without a

wai ver. O course, a submtting state nust be prepared to

def end the reasonabl eness of its projections regarding service
costs and nunber of beneficiaries.

Prelimnary cal cul ati ons by the NASMRPD staff suggest that
states which plan to include a substantial percentage of current
residents of Title XIX-certified institutions (i.e., SNF's,
|CF's and/or ICF/MR s) in the projection population eligible for
Medi cai d-rei nbursed, non-institutional services under the waiw
wi |l have an easier time of nmeeting this critical statutory
requirement. By contrast, a state which plans to extend
eligibility for non-institutional services to a high proportion
of aged, blind and/or disabled persons currently residing at
home or in other non-nedical community settings will have a nore
difficult tinme in proving that average per capita expenditures
wi |l not increase under the waiver.
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est mated number of beneficiaries wha
would receive the leve! of care provided
in an SNF or ICF under the waiver limes
[B) the estimated Medicaid payment pes
eligible Medicaid user of such care: and
adding that figure to the product of [C)
the estimated number of beneficiaries
who would receive home and
ccmmunity-based services under the
waiver or other noninstitutional
alternative services included under the
State plan times (D] the estimated
Medicaid payment per eligible Medicaid
user of such services. This figure is to be
divided by {F) the estimated number of
beneficiares who wauld receive the
level of care provided in an SNF or ICF
under Medicaid in the ahsence of the
waiver plus [H) the estimated number of
bereficianes who would receive any of
tke rominstitutional, long-term care
services atherwise provided under the
State plan as an allernative to
mnsiitutional cace,

Toilustrate,

TR L
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per capita expenditure under the waiver.

“ote—The product of A = B would be
calcwlated separately for SNF and ICF levels
of care and then added Similarly, the product
of C = [ would be caloulated for each type of
senace covered under the waiver and then
aaded. Thus the numerator would be the sum
of all these preducts—or Lhe esmated
aggegate cout for all long-term care services
oTered under the plan

Next the State will develop an
estimate of average per capita
expenditures that would result in the
ahsence of a waiver. This estimate is
obtained by multiplying (F) the
estimaled number of beneficiaries who
would receive the level of care provided
in an SNF er ICF in the absence of the
waiver times (G} the estimated Medicaid
payment per eli;ible Medicaid user of
such care: and adding that figure to the
product of (H] the estimated number of
beneficaries who would receive any of
the noninstitutional, long-term care
services otherwise provided under the
State plan as ac alternative to
institutional care times () the estimated
Medicaid payment per eligible Medicaid
user of such noninstitutional services.
This Ggure will be divided by the same
denominator as before—namely. (F) Lhe
estimated number of beneficiaries who
would receive the level of care provided
in an SNF or ICF under Medicaid in the
absence of the waiver plus (H] the
estimated oumber of beneficiaries who
would receive any of the
noninstitutionel, long-term care services
otherwise provided under the State plan
a3 80 allernative to institutional care,

To illustrate,

F.GlamH-n
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In both of these computations the
denominator [i.e., the estimated number
of heneficiaries who would likely
receive the level of care provided in an
[CF or SNF under Medicaid in the
ahzence of the waiver) must be the same
number for like periods of time. In
particular, if the State wishes to revise
its estimate of the denominater at some
point after 8 waiver is approved (in
erder to adjust for an error in the
estimate or for adding an unanticipated
increase in the eligible population), that
revision would be made in bath
calculations and the comparison would
be re-examined to determine if the
waiver is still cost effective.

In develaping the estimates of
utitization necessary to complete the
above compulations, the State musl usa
actieal data on nursing home cost and
ulilization and on cost and utilization of
community-based services for the most
recent year before the waiver takes
effect. These figures would be adjusted
by the State 1o reflect anticipated
growth in the supply of nursing home
beds, availability of commurnuty-based
gervices and inllation. Similarly, the
State’s experience with utilization and
cost of home and community-based
gervices provided under title XIX title
XX and other programs should provide a
useful basis for the necessary estimates.

The State, in its waiver request must
inform HCFA of what its per capita
expenditures are, describe how these
were estimated, and describe the factors
it employed in deriving the estimates.
HCFA will review these estimates very
clesely to determine if they are
reasonable and based on statistically
supportable assumptions. Further,
HCFA will compare these pstimaltes
with data the State must furnish
ennually on its actual experience. In the
evenl of a discrepancy between actual
end estimated per capita expenditures,
HCFA will ask the State to explain the
basis for the difference or to adjust its
eslimates.

We will provide Further guidance on
how to develop estimaling methodology
end will provide technical assistance lo
States that request it

5. Annual report on impact—The State
must asaure us that it will provide us
annually with information on the impact
of the waiver on the type and amount of
services provided under the State plan
and on the health and welfare of the
beneficiaries. The data will have 1o be
consistent with a data collection plan
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we are designing. We will provide
further guidance to the Slates on what
data must be submitted and in what
form. However, such data would
include, but not be limited lo, the State's
actual per capita expenditures for
services provided under the waiver,

D Duration of Woiver

If we approve & waiver request. the
waiver may eontinue for three years.
The waiver may be extended for three-
year periods therealter if the State
requests it, unless our review of the
prior three-year period shows that the
assurances the State offered were not
mek

The development and implementation
of a Stale home and community-based
services program is a time-consuming
and complex process, aflen requiring the
coordination of several agencies and,
somelimes, Siate legislative action. In
recognition of this, Congress provided
that the walver would be for three-year
periods of time. However, Congress also
provided in the amendments {or the
Secrelary o monilor implementation of
the waivers to assure that the
requirements for them are being mel.
Thus, il HCFA [inds that a given State s
not meeting the assurances it made in its
waiver request or any of the other
requirements for a waiver specified in
this subpart. the Slate will be given a
notice of these findings end an
cpportunity for & hearing to rebut the
findings. U, after the proceedings, HCFA
determines that the Stale is not in
compliance, HCFA will terminate the
waiver. Possible grounds for termination
will include excessive costs.

If a State wanls to terminate ils
waiver before the completion of the
three-year period and no longer provide
home and community-based services, it
must submit 8 wrilten request to HCFA
showing its inlenl to lerminate the
waiver 30 days before terminating
BErvices.

Whether HCFA or the State
lerminates the waiver, the State mus!
nolify beneficiaries receiving services
urder the waiver in accordance with 42
CFR 431.210 and must notify them 30
days before ending services. The State
does not have to offer a hearing to
beneficiaries when a waiver is
terminated.

E. HCFA's Review of Waiver Requesis

When we receive a request for a
waiver, we will review its contents
against the regulations and the statute to
determiné whether the requesl meels
our requirements. For example, we will
review Lo see thal per capits
expenditure eslimates are reasonable
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and that the State has an adequate
means for evaluating whether a
beneficiary meeds the leve!l of care
provided in an SNF or ICF. If we find the
requesi inadequate, unrealistic, or nol
cosl-efective, we will relurn the request
for more or betler information. If the
sdditional information does not improve
the request sufficiently, we will deny it
F. Eligibility of Beneficiaries

Under 42 CFR 435.231, I Ls possible
for & beneficiary who would nol be
eligible for Medicaid while in the
community lo be eligible in an
inatitution. The regulations permit States
to sel m special income standard that
results In & higher institutional eligibility
leve! for institutionalized beneficiaries
than the community-based eligitulity
level. This level cannof exceed 300
percent of the Supplemental Security
lncome [SS1) community-based payment
standard (42 CFR 435.722 and 435.1005).
Most States have chosen this option and
often the institutional level ia
significantly higher than the community
level The purpose of current
regulations, whichrecognize the high
cost of institutional care, is to enatle
States. particularly thoee without spend
down mechanisms, such as a medically
needy program. to cover
insututionalized individuals although
their income exceeds the community-
based level However. a beneficiary may
lose Medicaid eligibility If be or ahe
leaves the institution and returns to the
community. A lack of community-based
supportive services and the eligibility
efTect of § 435.231 have combined to
provide an incentive loward
institutionalization

Section 1815(c) of the Act bae & target
population eonsisting of beneficiaries
who are or who would be eligible for
Medicaid in an institutional setting. The
statule is not explicit on how
beneficiaries are lo be determined
eligible {or new services under the
waiver. However, we believe that
Congress did not intend that there
would be a smaller population eligible
for Medicaid for home and community-
based services than for institutional
long-term care. In addition. the purpose
of the law ia to provide an lncentive lor
beneficiaries to remain in the
community by providing supportive care
at home, rather than making it available
1o them only in an tnattution

Under our regulations implementing
the changes in Medicald eligibility made
by Pub. L. 97-35, “Medicaid Eligibility
and Coverage Criteris™, BFP-173-FC,
published in the Federal Register of
Seplember 30, 1981, we decided Lo
retain, at least for ihe time being. this
and other optionel categorically needy

"

groups. To keep optional categorical
coverage under 42 CFR 435 231 for the
institutionalized only.would deprive the
program and the beneficieries who are
eligible for Medicald enly because they
are matituionalized of the benefits of
having care provided at bome aod in the
community, and of the savicgs thal
Congress expecied would accrue from
the provision of less costly
noninstitytional care. Therelore, we are
adding new regulations, 42 CFR 435232,
to allow States to cover individuals whe
would be eligible for institutional
pervices under 42 CFR 435231 to be
eligible for home and community-based
services furnished under & waiver. The
new regulations; § 435232 will affect
only the base of categorically-peedy
beneficiaries. Medically peedy
individuals may become eligible under
provisions of other regulations.

These new regulations, § 435.232, are
very similar to § 435231 and permit
States to make eligible those
categorically needy individuals in the
community who—

[1] Are not eligible for 851 or & State
supplement because of their income;

(2) Have income below a level
specified in the plan under § 435722

{3) Would be eligible under § 435201
if insktutionalized; and

(4) Would require institutional care if
nol receiving home or commumity-based
services suthorized under the waiver.

The effect of the changes just
discussed is to remove the bias in favor
of institytionalization. Conversely, we
do not wish to provide an inequitable
incentive for those receiving
noninstitutional services.

Since beneficiaries determined
eligible under a special standard, such
&5 § 435231, have income in excess of
their maintenance needs, it is
reasonable o expect these beneficiaries
1o share in the cost of onal end
medical care above & level of income
protected for maintenance needs.
Current regulations al 42 CFR 435725
and 435.733 impose this requirement on
beneficiaries who are Medicaid eligible
under § 431231, Therelore, to insure
equal teatment of institulionalized
beneficiaries and beneficiaries receiving
bome and community-based services
under the waiver, we will require
beneficiaries who are eligible for home
and community-based services under
the waiver 1o share in the coat of the
services. We believe that this
requirement in supportable under the
rationale of Friedman v. Berger, 547 F.
2d 724 |2d Cir., 1876). We are adding
new §§ 435725 and 435.735 10 42 CFR
Part 435 for categorically needy
benefjciaries. The sectons are very
similar to §§ 435.725 and 435733, which
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lay out the requirements of post-
Illﬂlb'hlf treatimen! of income and
resources of institutionalized
beneficiaries. Section 435 728 deals with
benefictaries who reside in States that
provide Medieaid to all 55] benefidaries
or 1o &ll 551 beneficiaries and to State
supplement beneficiaries, Section
435.735 deals with beneficiaries residing
in States with more restrictive
requirements than 551

There are two major diferences In the
new sections: (1] there is no provision
dealing with considerstion of
mwaintenance of the beneficiary's home
while be or she is an lnpatient: and (2)
there is oo provision specifying the
amount thal is to be deducted from a
beneficiary's total income and protected
for his or her use for persona! needs,
Instead, there will be & provision
discussing a beneficiary’s maintenance
ellowance, which will be deducted from
the lotal income. We are requiring this
amoun! o be based oo 8 reasanable
pssesgment of need but it must not [for
beneficiaries subject to the provisions of
4 435728, applizable to States covering
‘i'! 551 beneficiaries) exceed the highes!
of:

(&) The amount of the income
standard used to determine eligibility
for 851 for and individual living in his
own home, if the ageocy provides
gdimd only ta individuals receiving

L

(b} The amount of the highest income
standard. in the appropriaie category of
age. blindoess. or disability, used 1o
determice eligibility for an optianal
State mupplement for an individual in his
or her own home, if the agency provides
Medicaid to optional State supplement
recipients under § 435230 er

[c) The amcoun! of the medically needy
income standard for one person
established under §§ 435.811 and
435814, if the agency provides Medicaid
under the medically needy coverage
option.

Chur reascning for setting these
maximum levels (and those under
§ 435.735) for beneficiaries only is that
they are the levels set under the present
regulations &t §§ 435.726{c}|2} and
435733(c)(2) for maximum mainlenance
levels for apouses (n the community. We
assume that all other needs of
benefliciaries under the waiver, which
migh! otherwise require a higher income
level to meet them, will be met by the
suppartive services furnished under the
waiver.

In these regulations the allowances
for & beneficiary with only a spouse at
bome and for a beneficiary with a family
at bome will be based on the same
criteria that are used for beneficiaries
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who are eligible for Medicaid because
they are institutionalized

A beneficiary with only a spouse will
be allowed the reasonable amount for
the beneficiary's mainlenance, as
determined above, plus a reasonable
amount for maintenance of the spouse.
The reasonable amount for the spouse
will be based on the same criteria used
to determine the allowance for the
beneficiary.

The allowances for a beneflciary with
& family will be the reasonable amount
{as determined abave) for the
beneficiary, plus an additional amounl
for the maintenamce needs of the family.
The additonal amount will:

{a) Be based on a reasonable
assessment of the Lamily's financial

needn

(4] Be adjusted for the number of
family members living in the home: and

[¢] Mot exceed the higher of the need
slandard for a family of the same size
used 1o determine eligibdity under the
State’s AFDC plan or the medically
peedy income atandard established
under 42 CFR Part 435 Subpart L fora
[amily of the same slze. See present
§ #235.725(c}){3).

The State muat also deduct from tha
beoeficary’s total income amounts for
lncurred medical expenses that are not
subject to payment by a thied party.
These ¢ s include:

(a) Medicare and other health
insurance premiums, deductibles, or
colnsurance charges: and

(b} Necessary medical or remedial
care recognived under State law but not
coversd under Lhe State's Medicald
plan, wublect to reasonable limits the
agency may eatablish on amounts of
these expenses. See present
§ wsTas{c|(aL

For beneficiaries subject to the
provisions of § 435735 [applicable 1o
States with more restrictive
requirements than 550), the amoun! the
beneldary needs for maintenance will
be determined in the same manner as
the maintenance needs of the apousa
under existing regulations al § 435723,
Tha spouss’s nesds will be determinsd
the same an io § 435733, & will the
family's needs. Amounts for Incurred
madical axpenses. as in § £35.731 will
be daducted from total income.

G Tachnical Changes

We are revising § 47150, Statewids
operation, to show that a State need not
ofer services undet the new benefit to
all beneficiaries in the State.

We are revising i[-HB..L ab-uil and
purposs gistement for exis
regulations oo services, to show the new
statulory authority for services that can
be fumished uader the wairer,

We are amending § 440.170{ so that
personal care services, when furnished
under a waiver as home and
community-based services, will not have
to meet the definitions of these sections.

Finally, we are amending § 440.250,
regulations on comparability of services,
to provide that, if applicable under the
waiver, services provided by the State
oeed nol ba comparable for all
individualy within a group.

Some sectons of these regulations are
affected by statutory provisions that are
implemented by other regulations
documents also being published at this
time. [t would be confusing to present
the same sectlon with different wording
in different documents (by making, in
each document. only the particular
changes called for by the statutory
provisions implemented by that
document). In order to avoid this
problem, the sections affected by more
than one provision are presented in each
document with all the changes required
by each of the provisons of law that
affect them Howewver, each of the
changes is explained only once, in the
preamble of the regulations document
that implements the provision which
requires that particular change.

Waiver of Proposed Rulemaking

Public Law 97-35 was enacted on
August 13, 1981, and section 2178 of that
law became effective on that date. In
order to have regulations o place as
close as possible to the effective date of
mnw. we mg{d purhli:h; 'I'.hmpﬂy

ations ln orm promptiy.
Because of this, and becauss we bellave
that the States and a substantial number
of Medicald recipients may benefit by
thesa regulations, we believe that
publication of a notice of proposed
rulemaking would be contrary to the
public interest. We therefore find good
cause fo waive notice of propo
rulemaking and owr normal 30-day delay
in effectve date. We will bowever,
consider any comments on this ruls that
are mailed by the dale specified above
ma *Dates” sacton and make any
er changes that may be nacessary.

We will also respond to the comments
when we make any further changes.

Impact Analysos
Executive Order 12297

The Secretary has determined that the

proposed regulations do not meet the
criteria for & “major rule”, as deficed by
section 1[b) of Executive Order 12201

That is, the proposed regulations will
not— .

* Have an anmmal efect on the i
economy of $100 million or more;

¢ Resull in 8 majer increase in costs
or prices for consumers. eny industries,
any government agencies or any
geographic regions: or

+ Have significant adverse effects on
competition. employment, investment,
productivity, innovation. or on the
ability of United States-based
enterprises to compete with fareign.
based enterprises in domestic or import
markets.

Congress estimated that this
provislon. as it appeared in HR 3282,
would save $£20 million in fiscal year
1882, Cost or savings estimates for the
provision. s enacted, were not
developed

The costs or savings are a function of
the balance between
deinstitutionalization {some current
residents of nursing komes eauld be
retumed to the community for less
money) and new demand [some people
who currently receive care from family
and friends despite a medical need for
nursing home care will become eligibla
for Medicaid outaide the nursing homa
setting). and the number of States which
choose to exercige this option. Because
of these variables, we cannol estimate
the cost of this program at this time,
(Howaever, Congress indicated [H. Rept.
97-208, p. 967) that it expected the
provisions coocerning per capita costa
to assure that aggregate costs will not be
greater than they would have been
without the home and community-based
gervices.) Morecver, the purpose of the
legislative amendment was lo provide
the States with sufficient flexibility to
develop more economical alternatives to
the h.igE coat of long-term care
institutional services. To the extent that
this purpose ia achieved, then the cost of
providing the home and community-
based services under the walver will
offset the cost of institutional care that
would otherwise have been required.
Further, by facilitating the use of other
providers of care. more competition
should be generated. Accordingly, we do
not belleve the criteria for a “major
rule” will be met
Regulatory Flexibility Act

Section 604 of Public Law 95354 (the
Regulatory Flexibility Aci of 1680}
requires that each Federal agency
prepare, and makes wniéiblgﬁinr public
comment, & regulatory fexibility
analysis oo certaln regulations. The

tory Nexibility analysis is
intended to explain what effect
regulatory ections by agencles would
have on small businesses and other
small entities.

As defined by the Regulatory
Flexibility Act. the term “small entities™
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Includes “small governmental E
furisdictions”™. The latter term s defined
s local governments [cities, counties,
towns, townships, villages. school
districts, or other special districts] with
a populaticn of less than Efty thousand

As explained above, these regulations
will permit States lo offer an array of
services to beneficlaries outside of an
fostitutionsl setting. Althoogh they
directly afect States, the regulations
could indirectly adversely affect
providers of insttutional services that
are small enough to meet the definition
of “small entity”, since some individuals
may choose 8 home or community-based
service rather than an inpatient service,
However, we do pot believe the
regulations will have o significant
economic effect on & substantial number
of amall entities. These regulations will
benefit some entities that were not able
to participate previously as providers
under Medicaid before becauce the
services they provide are not covered
under the Medicaid program. The
regulations ere inlended lo expand the
universe of small providers and may
benefit them economically, Although we
do not know bow many States will take
advantage of the provisions cf these
regulations, we project that the total
pumber of providers that benefi)
significantly will be small compared lo
lotal pumber of providers. (Many
providers in a position (o become
Medicaid providers are already
reimbursed under other programs for the
same services.] Therefore, the Secrelary
certifies, under section 605(b)] of the
Regulatory Flexibility Act. that the
regulations will not bave a significant
economic impect on & substantial
number of small entities.

Reporting and Recordkeeping
Reguiremen's

The Department is required 1o submit
to the Office of Management and Budget
fer review and approval, 42 CFR #41.301,
441.302. 441.303 and #41.304. which
include reporting and recordkeeping
requirements. These pections bave been
submitted 10 OMB. We will publieh a
notice in the Federal Register when
approval bas been obtained indicating
the effective date of the reporting.

PART 431=STATE CRGANIZATION
AND GEMERAL ADMINISTRATION

42 CFR Part 431 Is amended as
follows:

The suthority citation for Part 431
reads as follows:

Authority: Sec 1102 of the Social Securily
At [42U5C 1302)

2 Secton 471.50 is amended by
revising paragraphs (&) and (c] to rud
as follows:

443150 Btatwwice operation.

(&) Basis and purpose. This section
tmplements section 1902{a)[1) of the Act,
which requires a Siate plan to be in
effect throughouwt the State, and section
1815, which permits cerlain exceptions.
L L ] L] - L] E

[e] Exceptions. The requirements of
paragraph (b} of this section do not
apply with respect to:

(1] Service offered by comprebensive
bealth services organizations {see
§ 440.250{g]) of 1this subchapler,

(2} Services offered by rural bealth
clinics (see § 440.20{b))

{3} Arrangements under § 431.54[d) o
purchase medical services or laboralory
and x-ray services (as deflined in
§ 440.30);

[4) Lock-in or lock-out restrictions
under § 431.54(e) and ({}; and

(5] Services ofered under a waiver
with respect to home and community
based services [§ 440.180).

PART 435—ELIGIBILITY IN THE
STATES AND DISTRICT OF COLUMBIA

42 CFR Parl 435 is amended a3
follows:

1. The table of contents for Fart 435 is
amended by adding new §§ 435.232,
#35.778 and 435.735 a8 follows:

Subpart C—Options for Coverape s
hltw*ﬂﬂr
Section

435232 Individuals receiving bome and
community-based services who are
eligible uoder a special income level

L] - [ 3 - -

Subpart H—Financial Reguirements for the
Categorically Needy

435728 Poat-eligibility treatment of income
and resowrces of individuals receiving
bome and community-based services
furnished under & waiver Application of
patient income o the cost of care.

- - - - -

435735 Posl-eligibility treatmes! of income
and resources of individuals receiving
bome and community-based services
furnighed under @ waiver: Application of
patient income to the cost of care.

2 The authority citation for Part 435
reads as follows;

Ambority: Sec. 1102 of the Social Security
Act (2 USC 1207),

3. Section 435.3 is amended by adding
& new statutory cilation al the end of the
existing text as set forth below.
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§4353 Bash

This part implements the following
sections of the Act, which siate
iligj bilil':,r rtqu.irtmau l.l and standards:

1915(c) Hnme ar mmmunir:.r baud
services.

4. Anew § 135.23.2 is added 1u1.'Hd as
follows:

§ 435232 Individush home and
eommunity-based services who e sligible
under & speclal Income evel

{a) If the agency provides Medicaid
ander § 435.231 to individuals in
institutions who are eligible under a
special income level, it mey also cover
aged, blind and disabled individuals in
the community who—

(1) Because of their income. are not
eligible for 851 or State supplements;

(2) Have income below a level
specified in the plan under § 435.722
(See § 4351005 for limilations on FFP in
Medicaid expenditures for individuals
specified in this section];

(3] Would be eligible for Medicaid
onder § 435231 if institutionalized; and

[4) Will receive bome and community-
based services under & waiver granted
under Part #41, Sobpart G, of this
subchepler.

5 New §§ 435.728 and 435.735 are
added to read as follows:

§435726 Post-ebghilty treatment of
hwwmdm

Application of pathent income to 'Ihl cost of
care.

[a]) The agency must reduce its
peyment for home and community-
based services provided to an individua!
specified in paragraph (b) of this
section, by the amount thaf remains
after deducling the amounts specified in
paragraph [c] of this section from the
individual’s income,

[b] This section applies 1o individuals
who are eligible for Medicald under
§ 435.232 and are receiving home and
community-based services furnished
under a waiver of Medicald
requirements ucder Part 441, Subpart G
of this subchapier.

(e] In reducing its payment for home
and community-based services. the

‘agency must deduct the followi

amourts, in the following order. from the
individual's total income {including
amounts disregarded in determining
eligibiliny):

{1) An amount for the maintenance
needs of the individual. This amount
must be based on & reesonable
azzezsmenlt of need be! mon not exceed

the highes' of—
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(i] The amount of the income standard
used o determize eligibility for 53] for
an individual living io his own home, if
the ageacy provides Medicaid only to
individuals receiviog SSL

{ii) The amcunt of the highest income
standard. in the apprﬂ-i;ria'te category of
age. blindness, or disability, used to
determine eligibility for an optional
Siate supplement for an individual in his
own home, i the agency provides
Medicaid to optional Stale supplement
recipients under § 435230 or

{lif] The amount of the medically
needy income standard for one person
established under §§ 435811 and
435814 U the agency provides Medicaid
urder the medically needy coverage
option.

[2) For an individual with only a
spouse al home an additional amount
foar the matnienance reeds of the spouse.
T*is amount musi be bazed on a
teasonable assessment of need but must
ral exceed the bighest of—

{1} The amount of the income standard
wsed 1o determine eligibility far 5S1 far
an individual livirg in his own home, if
the agency provides Medicaid enly to
individuals receiving S50

[t1] The amourt of the highest income
standard, in the appropriate category of
aze, blindness. or disability, used 1o
determine elipbility for an optional
Srate supplement for an individual in his
own home, if the agency provides
Medicaid to opticnal State supplement
recipients ooder § 435290, ot

{1t1) The amonn! of the medically
needy income staadard for one persco
established under §§ 435811 and
435.814, if the agency provides Medicald
under the medically needy coverage
ophan

{3) For an individoal with a family at
home, an additianal amount for the
matntenance oeeds of the family. This
amount mugt—

(1) Be based on & reasonable
assesament of their financial need

(H] Be adjusted for the numher of
family members living in the home: and

(i1} Mot exceed the higher of the need
slardard for o family of the same size
used 1o determine eligibility under the
State's AFDC plan or the medically
needy locome standard eslablished
under subpart [ of this part for & family
of the same size.

(4] Amcronite fof Incorred expern ses for
mt;liu..l or remecial b?.m Tﬂﬂ are oot
subject to payment by & party
including—

(i) Medicare and other health
mm premiums, dedoctibles, or

covered under the State's sedicaid

plan, subject to reasanable limits the
sgency may establish on amounts of
these expenses.

F 435735  Poal-stgiblity treatment of
income and resources of iIndlviduals
receiving home end communtty-based
services furmiateed under § whv e
Application of patient Income 1o the cowt of
care.

(a) The agency must reduce its

ayment for home and community-
Eued servicea provided to an individual
specilied in paragraph [b) of this
section, by Lthe amount that remains
after deducting the amounts specified in
paragraph (c} of this section from the
individual's lncome.

{b) This section applies to individuals
wha are eligible for Medicaid under
§ 435232, and are gligible for home and
community-baszed services furnished
under a waiver of State plan
requirements under Part 441, Subpan G
ol 1his subchapter.

(c) In reducing its payment for home
and community-based services, the
agency must deduct the followin
amounts, in the follewing order. ?:um the
individieal's total income [including
amounts disregarded in determining
eligihilityk

(1) An amount for the maintenance
needs of the individual. This amount
must be based on a reasonable
assessment of need but must not exceed
the higher of —

{i] The more restrictive [ocome
standard established under § 435121 or

{ii) The medically needy standard for
an individual.

{2} For an individual with only a
spouse at home. an additional amount
for the maintenance needs of the spouse.
This amount must be based cn &
reasonable assessment of need but must
not excesd the higher of—

(i) The more restrictive incame
standard established under § 435.121; or

{ii) The medically needy standard for
an individual

{3} For an individual with a family at
home, an additional amount for the
mainlenance ceeds af the lamily. This
amoun! musk— 4

(i} Be based oo & reasonable
assessment of their financial need;

L} Be adjusted for the pumber of
lamily members living in the home; and

[iii] Mot exceed the higher of Lhe need
standard for a family of the same size
uzed to determine eligibility under the
State's approved AFDC plan ar the
medically needy income standard
established under subpart [ of this part
for & family of the same size,

{4} Amounts for incurred expenses for
medical or remedial care that are oot
subject to paymeni by a third party,
including— ;
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(0] Medicare and other health
insurance premiuma, deductibles, or
coinsurance charges; and

[ii) Necessary medical or remedial
care recognired under State law but not
covered under the State's Medicaid
plan. subject 1o reasonable limits the
sgency may establish oo amounts of
these expenses.

PART 440—SERYICES: GENERAL
PROYISIONS

42 CFR Part 440 is amended an
follows,

1. The authority ctation for Part 440
reads as follows

Authority Sec. 1102 of the Social Security
Act {42 U SC 1302).

2. Seclion #40.1 is revised to read as
fallows:

§ 44017 Basin and purpoia.

This subpart interprets section 1905{a)
of the Act, which lisis the serices
included in the term “medical
assistance,” sections 1908 (c]. {d), {A-{i),
and {1}, which define aome of those
services, and section 1915(c), which lists
as "medical assistance™ certain home
and community-based services provided
under waivers under that section to
individuals who weuld otherwise
require institutionalization. It also
implements sec 1902{2){43) with respect
to laboratory services (see also
§4 44710 and 447.242).

3. Section $40.170 is amended by
revising paragraph (f) as follows

S 44D TTD  Aswy othar medical care or

(1) Personal core services in o *
recigient's home. Unleas defined
differently by & Stale agency for
purposes of a waiver granted under Part
441, Subpart G of this chapter, "personal
care services in & recipient's home™
means services prescribed by a
physiciap in sccordance with the
recipient’s plan of treatment and
provided by an individual who is—

(1) Qualified to provide the services;

(2] Supervised by a regisiered norse;
and

{3} Not a member of the recipient’s
family.

4. Section 440.180 {8 added to read as
follows:

§ 440,180 Home or community Dased
seTvicen

(a] “Home or community-based
services”™ means services that are
furnizhed under a waiver granted under
the provisions of Part 441, Subpart G of
this subchapter. The services may
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consist of any of the following services
ws defined by the agency (but not
including room and board except as
specifically provided for in paragraph
(b} of this section):

{1] Case management services;

{2) Homemaker services;

{3] Home health aide services;

{4] Personal care services;

5] Adult day bealth services;

{8] Habilitation services:

(7] Respite care services;

{8] Orher pervices requested by the
Medicald agﬂ:cﬁ and approved by
HCFA &3 cost-effective.

{b) FFP for bome community-based
services described In paregraph (8] of
this section is no! available in
expenditures for the cost of room and
board except when provided as part of
respite care in & facility approved by the
State that it notl & private residence. For
purposes of this provision, "board”
means three meals a day or any other
full putriionel regimen and does not
include meals provided s partof &
program of edult day bealth services.

5. Section 440.250 is amended by
adding pew paragraphs [h) through [k)
to read as follows:

J 440250 Limits on comparabiity of
sarvices.
L ] L] L] L] L

(h} Ambulatory services for the
medically needy (§ 440.220(h)) may be
limited to—

(1) Individuals under age 18. and

(2] Individuals entitled to institutional
Bervices.

(i) Services provided under an
exception to requirements allowed
under § 431.54 may be limited as
provided under that exceplion.

{j} Y HCFA has epproved a waiver of
Medicaid requirements under § 431.55,
services may be limited as provided by
the waiver.

(k) If the agency has been granted a
waiver of the reguirements of § ¢40.240
[Comparability of services) in order to
provide home or community-based
pervices under § 440180, the services
provided under the waiver need not be
comparable for all individuals within a

group.

PART 441=SERVICES:
RECUIREMENTS AND LIMITS
APPLICABLE TO SPECIFIC SERVICES

42 CFR Part 441 is amended as
follows:

Subpart G, §§ 441.300—441.305 is
added to read as follows:
Subpart G—Home and Community Based
Services: Waiver Requirements
Bec.
#41.300 Basis and purpose

#4130 Conlents of request for & waiver.
441,302 Stele npsurances.

#41.303 Supporting documentation uquiﬁd.
#1304 Durstion of waiver.
#41.305 Notifcation of termination of u
waiver.
Authority: Section 1102 of the Social
Becurity Act (42 USC 1302],

Subpart G—Home and Community-
Based Services: Wailver Reguirements

§ 441300 Besis and purpose.

Seclion 1915[c) of the Act permaits
States to offer, under & waiver of
statulory requirements, an array of
bome and community-based services
that an individeel needs to avoid
institutionalization. Those services are
defined in § 440.180 of this subchapter.
This s.:bjtaﬂ describes what the

Medicaid egency must do to obtain a
waiver.

§ #41.301 Contents of request for &
walver,

(2] A reques! for a waiver under this
section must consist of—

{1} The assurances required by
§ 441302 and the supporting
documentation required by § 441.303;

(2} When applicable, requests for
waivers of the requirements of section
1802{a) (1) or [10] of the Act and

(3) A statement as to whether the
agency will refuse io offer home or
community-based services lo any
recipient because it can reasonably
expeci that the cos! of the home or
community-based services furnished to
that recipient would exceed the cost of
the level of care provided in an SNF or
ICF [or ICF/MR if & phceb]EL

(b] If the agency furnishes home and
community-based services, as defined in
§ 440.180 of this subchapter, under a
waiver granted under this subpart. the
waiver request must:

(1) Pravidc that the services are
Furnished—

{i] Under a written plan of care
subject to approval by the Medicaid
agency,

{ii} Only to recipients who are not
inpatients of a hospital, SNF, ICF, or
ICF/MR, and who the agency
determines would require the leve! of
care provided in an SNF or ICF (or ICF/
MR, if applicable) under Medicaid (as
defined in §§ 440 40 and 440.150] if not
furnished these services;

(2] Deseribe the qualifications of the
individugl or individuals who will be
responsible for developing the
individual plan of care:

(3] Describe the group or groups of
individuals lo whom the services will be
offered;

(4) Deseribe the services to be
furnished: and
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(5) Provide that the documentation
requirerments regarding individual

evaluation. specified in § 441.309(c). will
be met.

441302 State sssrances.

HCFA will not grant & waiver under
this subpart unless the Medicaid agency
provides satisfactory assurances o
HCFA that:

(a) Necessary safeguards have been
teken lo protect the health and welfare
of the recipients of the services. Those
saleguards must include adequate
standards for provider participation. If
the State has licensure or certification
requirements for any services or for any
Individuala furnishing services provided
under the waiver, it must sssure tha! the
standards in the licensure or
certification requirements will be mel

(b) The agency will sssure fnarcial
accountability for funds expended for
bome and community-based services,
and it will maintain and make gvailable
to HHS, the Comptroller General, or
their designees, appropriate financial
records documenting the cost of services
provided under the waiver.

{e) The agency will provide for an
evaluation of the need for home and
community-based care for recipients
who are entited to the level of care
provided in an SNF, ICF, or ICF/ME. as
defined by § § 44040 and #40.150
respectively, and for whom there is a
reasonable indication that they might
need such services in the near future.

{d] If & recipient is delermined to be
likely lo require the level of care
provided in an SNF, ICF. or ICF /MR
services, the recipient or his or her
representative will be infarmed of the
feasible alternatives. if any, available
under the wajver, and permitted lo
choose among them.

[e) The average per capita fiscal year
expenditures under the waiver will net
exceed the average per capita
expenditures far the level of care
provided in an SNT, ICF, or ICF/MR
under the State plan that would have
been made in that fiscal year bad the
waiver nol been granted. These
expenditures must be reasonably
estimated by the agency, and the
eelimatles must cover each year of the
waiver perigd.

{f] The agency will provide HCFA
annually with information on the impact
of the waiver on the type. amount and
cost of services provided under the State
plan and on the health and welfare of
recipients. The information must be
consistenl with a data collection plan
designed by HCFA.
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4 441303 Supporting documentation
required.

The agency must furnish HCFA with
sufficient information to support the
sssurances required by § 441302 The
information must consist of the
fcllowing. at a minimum:

[a} A description of the safeguards
necessary Lo protect the health and
welfare of reciplents.

(5] A description of the records and
information that will be maintained to
support fnancial aceouniability.

(c] A description of the agency’s plan
for the evaluation aod reevaluation of
recipients, Including m description of
who will make these evaluations and
how they will be made. The information
must include & copy of the evaluation
instrment 1o be used and provide for
the maintenance of written
documentation of al] evaluations and
reevalustions.

{d} An explanation with supporting
documentation of how the agency
estimated the per capita expenditures
far both institutional and
noninstitudonal servicen. This
information must include the estimated
ulllzation rates and costs for
institutional and noninstitutional
services mcluded in the plan.

(1] The averape per capita
expenditure estimate of the cost of all
services, both institntional and
poninstitutional, under the waiver musl
not exceed the aversge per capita
expenditure of the cosl of all services in
the absence of a waiver. The estimates
ure (o be based oo the [ollowing
equalior

[CER- S FuG v Wb
TC-E'I' o
FeM T EWH
where:

A =the estimated number of beneficaries
who would receive the level of care
provided in an SiF, ICF, or ICE/MR
under the waiver,

B =the estumated Medicaid payment par
eligible Medicaid user of such
{nstitutional care.

C=1he estimated oumber of beneficiaries
who would receivs home and
community-based services under the
waiver or other noninstitutional
allemative services included under the
State plan

D=the est:mated Medicaid payment per
eligible Medicaid user of such bome and
community-based servicen

F = the estimated aumber of beneliciaries
who would Likely receive the level of
care provided 11 an 55F. ICF. o I1CF/MR
in the absence of the waiver.

C=the estimated Medicad payment per
eligible Medicaid user of such
uatiiutional care,

H =the estimated number of beneficiarien
who would receive any of the
naninsttutional. long-lerm care services
otherwise provided under the State plan
as un altermative 1o nstrutonal care.

[=the estimated Medicuid payment per
eligibbe Medicaid user of the
noninstitubionsl services referred to in H

§ 441304 Durxtion of & walhrer.

(a) Except as provided in paragragh
(b) of this section, & waiver of State plan
requirements to provide home or
community-based services approved
under this section will continue for a
ﬂueﬂwl?eﬂnd Fom the date of the
approval, Il the agency requesis il the
waiver may be exlended for three years

after the initial three-year period. if
HCFA’s review of the prior three.year
period shows that the assurances
required by § 441.302 of this subpan
were met.

(b) If HCF A finds that an agency is
not meeling any of the requirements for
a waiver contained in this subpart, the
agency will be given a notice of HCFA's
findings and an opportunity fora
hearing lo rebut the findiogs. If HCFA
determines thal the agency is not in
compliance with this subpart after the
nofice and any hearing HCFA will
terminate the waiver.

§ 441305 Motificaton of a walver
terminathon

(a] If a State chopses to terminate its
waiver before the three-year period ia
up, it must notify HCFA in writing 30
days before terminating services to
recipicnis

[b) If HCFA or the State terminates
the waiver, the State must nolify
recipients of services under the waiver
in accordance with § $31.210 of this
subchapter and notify them 30 days
belore lerminaling services.

(Catalog of Federal Domestic Assistance
Program Ne. 13714 Medical Assistance
Program)

Dated: Seplember 16. 1981
Carclyne K. Davis
Adminiserator, Health Core Financing
Administraton.

Approved: September 24, 1981
Richard 9. Schweiker,

Secretary.
{FR Doc. #1-300 Poled 52041 &4 as]
BELLBNG CODE 4110-26-M




Survey on State Reguests for Medicaid Community Care Waivers

l. Does your state plan to regquest & Medicaid community care waiver under
Section 1915(c) of the Social Security Act in order to provide non-
institutional services to otherwise eligible aged, blind and/or dis-
abled clients (check appropriate box)?

// Yes /7 No (need not answer Questions 2-5)
/_/ Decision has not vet been made. / / Do not know
2y IF yourahtate plans to submit such a waiver reguest, will it include

the provision of home and/or community-based services to otherwise

eligible mentally retarded and other developmentally disabled persons
{check appropriate box}?

/7 Yes i:? No (need not answer Questions 3-3)
i:? Decision has not yet been made. i:? Do not know

3. If vour state plans to submit a waiver reguest, which of the following
formats will it take (check appropriate box)?

i:? Combined request for the provision of non-instituticonal services
to otherwise-eligible aged, blind and disabled persons.

i:? Single purpose request(s) for particular target population(s)
{e.g., frail elderly, MR/DD clients, chronically MI, etc.).

/ 7/ Decision has not yet been made. / / Do not know
4. If your state plans to include non-instituticnal services for MR/DD

clients in its waiver reguest, specify which services will be included
(check all applicable boxes)?

/7 Case Management / /7 Adult Day Health / / Home Health Aide
/_/ Homemaker /7 Habilitation /"7 Respite Care

/_/ Personal Care /7 Others (specify)

/~/ Decision has not yet been made. /_/ Do not know

5. If NASMRPD were to arrange a special information-sharing workshop in
conjunction with the Association's Annual Meeting in Washington (schedule
for Dec. 8-9) would your state be interested in having a representative(s
attend (check appropriate box)?

/"7 Yes MNumber of representatives

L_F Unable to attend State:
/7 No Contact Perscn:
. 4 Tele, Number:

PLEAEE FOLD AND RETURN COMPLETED QUESTIONMAIRE TO THE ASSOCIATION (return
address on reverse side),.




