DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services
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Director and Interim State Medicaid Director
California Department of Health Care Services
P.O. Box 997413, MS 0000

Sacramento, CA 95899-7413

RE: California HCBS Waiver for Californians with Developmental Disabilities, CA
0336.R05.03 amendment

Dear Interim Director Baass:

The Centers for Medicare & Medicaid Services (CMS) is approving your request to amend the
HCBS Waiver for Californians with Developmental Disabilities for individuals with intellectual
or developmental disabilities or autism. The CMS Control Number for the amendment is CA
0336.R05.03. Please use this number in future correspondence relevant to this waiver action.

With this amendment, the state is modifying the definition of the target population to include
children under 5; increasing rates for independent living programs, adult residential homes, and
participant-directed day services and supported employment; adding participant-directed services as
a new service; adding budget authority for participant-directed services; adding additional incentive
payments for assisting individuals to obtain competitive, integrated employment; and adding
supplemental payments for completion of surveys for eligible providers of community living
arrangement services, certifications gained in employment services, and for direct service
professionals who use a language other than English more than 50% of the time. The effective date
of the amendment is January 10, 2024.

The waiver continues to be cost-neutral. The average per capita cost of waiver services estimates
(Appendix J.1) have been approved.

This approval is subject to your agreement to serve no more individuals than the total number of
unduplicated participants indicated in Appendix J.2 of the waiver. If the state wishes to serve
more individuals or make any other alterations to this waiver, an amendment must be submitted
for approval.
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It is important to note that CMS’ approval of this waiver amendment solely addresses the state’s
compliance with the applicable Medicaid authorities. CMS’ approval does not address the state’s
independent and separate obligations under federal laws including, but not limited to, the
Americans with Disabilities Act, Section 504 of the Rehabilitation Act, or the Supreme Court’s
Olmstead decision. Guidance from the Department of Justice concerning compliance with the
Americans with Disabilities Act and the Olmstead decision is available at
http://www.ada.gov/olmstead/q&a_olmstead.htm.

CMS reminds the state that the state must have an approved spending plan in order to use the
money realized from section 9817 of the American Rescue Plan (ARP). Approval of this action
does not constitute approval of the state’s spending plan.

Thank you for your cooperation during the review process. If you have any questions concerning

this information, please contact me at (410) 786-7561. You may also contact Alice Hogan at
Alice.Hogan@cms.hhs.gov or (404) 562-7432.

Sincerely,

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

cc: Cheryl Young, CMS
Deanna Clark, CMS
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Application for a 81915(c) Home and Community-

Based Services Waiver

PURPOSE OF THE HCBSWAIVER PROGRAM

The Medicaid Home and Community-Based Services (HCBS) waiver program is authorized in §1915(c) of the Social Security
Act. The program permits a state to furnish an array of home and community-based services that assist Medicaid beneficiaries to
live in the community and avoid institutionalization. The State has broad discretion to design its waiver program to address the
needs of the waiverstarget population. Waiver services complement and/or supplement the services that are available to

participants through the Medicaid State plan and other federal, state and local public programs as well as the supports that families
and communities provide.

The Centers for Medicare & Medicaid Services (CMS) recognizes that the design and operational features of awaiver program
will vary depending on the specific needs of the target population, the resources avail able to the state, service delivery system
structure, state goals and objectives, and other factors. A State has the latitude to design awaiver program that is cost-effective
and employs avariety of service delivery approaches, including participant direction of services.

Request for an Amendment to a 81915(c) Home and Community-Based Services

WENWE]

1. Request I nformation

A. The State of California requests approval for an amendment to the following Medicaid home and community-based
services waiver approved under authority of 81915(c) of the Social Security Act.
B. Program Title:
HCBS Waiver for Californianswith Developmental Disabilities
C. Waiver Number:CA.0336
Original Base Waiver Number: CA.0336.
D. Amendment Number:CA.0336.R05.03
E. Proposed Effective Date: (mm/ddlyy)
[ov/05/24

Approved Effective Date: 01/10/24
Approved Effective Date of Waiver being Amended: 01/01/23

2. Purpose(s) of Amendment

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

This amendment proposes to add the following; modifying the definition of target population to include children under 5,
increase rates for independent living programs, adult residential homes and participant directed Day Service and Supported
Employment, add participant-directed services as a new service, add budget authority for participant direction of services, add
additional incentive payments for assisting individuals to obtain competitive integrated employment, and add supplemental
payments for: completion of surveys for eligible providers of community living arrangement services and direct service
providers as workforce capacity initiatives, certifications gained in trained employment services, and for direct service
professional s who use alanguage or medium of communication other than English more than 50% of their time.

3. Natur e of the Amendment

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

LI waiver | |

Application

Subsection(s)

[ Appendix A
Waiver I I
Administration
and Operation

Appendix B
Participant I B-1 I
Access and
Eligibility

Appendix C
Participant I C-1 I
Services

[] Appendix D
Participant
Centered I I
Service
Planning and
Delivery

Appendix E

Participant I E-1,E-2 I
Direction of
Services

[ Appendix F
Participant I I
Rights

[ Appendix G
Participant I I
Safeguards

[ Appendix H

Appendix |
Financial I 1-2,1-3 I
Accountability

Appendix J

Cost-Neutrality I J-2 I
Demonstration

B. Natur e of the Amendment. Indicate the nature of the changes to the waiver that are proposed in the amendment (check
each that applies):

[] M odify target group(s)

[ Modify Medicaid eligibility

Add/delete services

[] Revise service specifications

[] Revise provider qualifications

[ I ncr ease/decr ease number of participants
[] Revise cost neutrality demonstration

[] Add participant-direction of services

[ Other
Specify:
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Application for a 81915(c) Home and Community-Based Services Waiver

1. Request Information (1 of 3)

A. The State of California requests approval for a Medicaid home and community-based services (HCBS) waiver under the
authority of 81915(c) of the Socia Security Act (the Act).
B. Program Title (optional - thistitle will be used to locate this waiver in the finder):

HCBS Waiver for Californians with Developmental Disabilities
C. Type of Request: amendment

Requested Approval Period:(For new waivers requesting five year approval periods, the waiver must serve individuals
who are dually eligible for Medicaid and Medicare.)

O 3years © Syears

Original Base Waiver Number: CA.0336
Waiver Number:CA.0336.R05.03

Draft ID: CA.014.05.03
D. Type of Waiver (select only one):
Regular Waiver

E. Proposed Effective Date of Waiver being Amended: 01/01/23
Approved Effective Date of Waiver being Amended: 01/01/23

PRA Disclosur e Statement

The purpose of this application isfor statesto request aMedicaid Section 1915(c) home and
community-based services (HCBS) waiver. Section 1915(c) of the Social Security Act authorizesthe
Secretary of Health and Human Services to waive certain specific Medicaid statutory requirements so
that a state may voluntarily offer HCBS to state-specified target group(s) of Medicaid beneficiaries who
need alevel of ingtitutional carethat is provided under the Medicaid state plan. Under the Privacy Act
of 1974 any personally identifying information obtained will be kept private to the extent of the law.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection
of information unlessit displays avalid OMB control number. The valid OMB control number for this
information collection is 0938-0449 (Expires. December 31, 2023). The time required to complete this
information collection is estimated to average 160 hours per response for a new waiver application and
75 hours per response for arenewal application, including the time to review instructions, search
existing data resources, gather the data needed, and complete and review the information collection. If
you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this
form, please write to: CM S, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop
C4-26-05, Baltimore, Maryland 21244-1850.

1. Request Information (2 of 3)

F. Level(s) of Care. Thiswaiver isrequested in order to provide home and community-based waiver servicesto individuals
who, but for the provision of such services, would require the following level(s) of care, the costs of which would be
reimbursed under the approved Medicaid state plan (check each that applies):

[] Hospital
Select applicable level of care

O Hospital asdefined in 42 CFR §440.10
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If applicable, specify whether the state additionally limits the waiver to subcategories of the hospital level of
care:

O Inpatient psychiatric facility for individuals age 21 and under as provided in42 CFR 8440.160

[] Nursing Facility
Select applicable level of care
o Nursing Facility asdefined in 42 CFR ??440.40 and 42 CFR ??440.155
If applicable, specify whether the state additionally limits the waiver to subcategories of the nursing facility level
of care:

O Ingitution for Mental Disease for persons with mental illnesses aged 65 and older asprovided in 42 CFR
§440.140

Intermediate Car e Facility for Individualswith Intellectual Disabilities (ICF/I1D) (as defined in 42 CFR
§440.150)
If applicable, specify whether the state additionally limits the waiver to subcategories of the ICF/I1D level of care:

Thiswaiver will serve individuals who, in the absence of this waiver, would require care in either an intermediate
care facility for the developmentally disabled (ICF/DD), ICF/DD-H (habilitative) or ICF/DD-N (nursing.)

1. Request I nformation (3 of 3)

G. Concurrent Operation with Other Programs. Thiswaiver operates concurrently with another program (or programs)
approved under the following authorities
Select one:

® Not applicable

o Applicable
Check the applicable authority or authorities:

[ services furnished under the provisions of 81915(a)(1)(a) of the Act and described in Appendix |

[J Waiver (s) authorized under §1915(b) of the Act.
Specify the §1915(b) waiver program and indicate whether a §1915(b) waiver application has been submitted or
previously approved:

Specify the 81915(b) authorities under which this program oper ates (check each that applies):
[ §1915(b)(1) (mandated enrollment to managed care)
[ §1915(b)(2) (central broker)
] §1915(b)(3) (employ cost savingsto furnish additional services)
[ §1915(b)(4) (selective contracting/limit number of providers)

HPN program operated under §1932(a) of the Act.
Specify the nature of the state plan benefit and indicate whether the state plan amendment has been submitted or
previously approved:
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[] A program authorized under 81915(i) of the Act.
[] A program authorized under 81915(j) of the Act.

[] A program authorized under 81115 of the Act.
Soecify the program:

H. Dual Eligiblity for Medicaid and Medicare.
Check if applicable:

Thiswaiver provides servicesfor individualswho are eligible for both Medicare and Medicaid.

2. Brief Waiver Description

Brief Waiver Description. In one page or less, briefly describe the purpose of the waiver, including its goals, objectives,
organizational structure (e.g., the roles of state, local and other entities), and service delivery methods.

Cdifornias HCBS DD Waiver offers community-based services not otherwise available through a participant's Medicaid
program. The purpose of the HCBS DD Waiver isto serve participants in their own homes and communities as an aternative to
placing Medicaid-eligible individuals in intermediate care facilities for persons with developmental disabilities. The HCBS DD
Waiver program recognizes that many individuals at risk of being placed in these facilities can be cared for in their homes and
communities, preserving their independence and ties to family and friends at a cost no higher than that of institutional care.

Community-based services for individuals with developmental disabilities are provided through a statewide system of 21 private,
non-profit corporations known as regional centers. Regional centers, as established by the Lanterman Devel opmental
Disabilities Services Act, provide fixed points of contact in the community for persons with developmental disabilities and their
families. Regional centers coordinate and/or provide community-based servicesto eligible individuals. Theregional centers are
community-based nonprofit corporations governed by volunteer Boards of Directors that include individuals with developmental
disabilities, their families, a representative of the vendor community, and other defined community representatives.

Regional centers are funded through contracts with the Department of Developmental Services (DDS). They are responsible for
the provision of outreach; intake, assessment, evaluation and diagnostic services; and case management/service coordination for
persons with developmental disabilities and persons who are at risk of becoming developmentally disabled. In addition, regional
centers are responsible for developing, maintaining, monitoring and funding a wide range of services and supports to implement
the plans of care [or individual program plans (IPP)] for consumers. The |PPs are developed using a person-centered planning
approach. Regional centers also conduct quality assurance activities in the community and maintain and monitor awide array of
qualified service providers.

Regional centers are responsible for ensuring that eligible consumers who want to participate on the Waiver are enrolled, service
providers meet the qualifications for providing Waiver services, |PPs are developed and monitored, consumer health and welfare
is addressed and monitored, and financia accountability is assured.

DDS ensures, under the oversight of the Department of Health Care Services, the State Medicaid agency, that the HCBS Waiver
isimplemented by regional centersin accordance with Medicaid law and the State's approved Waiver application. The HCBS
Waiver affords California the flexibility to develop and implement creative, community aternativesto ingtitutions. Californias
HCBS Waiver services are available to regional center consumers who are Medicaid (Medi-Cal in California) eligible and meet
the level of-care requirements for an intermediate care facility serving individuals with developmental disabilities.

Cdlifornia sfirst Home and Community-based Services Waiver for Californians with developmental disabilities was approved

effective July 1982 with atotal enrollment cap of 3,360. This Waiver amendment application seeks to enroll up to 179,000
individuals by December 31, 2027.

3. Components of the Waiver Request

Thewaiver application consists of the following components. Note: 1tem 3-E must be completed.
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A. Waiver Administration and Operation. Appendix A specifies the administrative and operational structure of this
waiver.

B. Participant Access and Eligibility. Appendix B specifies the target group(s) of individuals who are served in this waiver,
the number of participants that the state expects to serve during each year that the waiver isin effect, applicable Medicaid
eligibility and post-eligibility (if applicable) requirements, and procedures for the evaluation and reevaluation of level of
care.

C. Participant Services. Appendix C specifies the home and community-based waiver services that are furnished through
the waiver, including applicable limitations on such services.

D. Participant-Centered Service Planning and Delivery. Appendix D specifies the procedures and methods that the state
uses to develop, implement and monitor the participant-centered service plan (of care).

E. Participant-Direction of Services. When the state provides for participant direction of services, Appendix E specifies the
participant direction opportunities that are offered in the waiver and the supports that are available to participants who
direct their services. (Select one):

® ves Thiswaiver provides participant direction opportunities. Appendix E isrequired.

O No. Thiswaiver does not provide participant direction opportunities. Appendix E is not required.

F. Participant Rights. Appendix F specifies how the state informs participants of their Medicaid Fair Hearing rights and
other procedures to address participant grievances and complaints.

G. Participant Safeguards. Appendix G describes the safeguards that the state has established to assure the health and
welfare of waiver participantsin specified areas.

H. Quality Improvement Strategy. Appendix H contains the Quality Improvement Strategy for this waiver.

I. Financial Accountability. Appendix | describes the methods by which the state makes payments for waiver services,
ensures the integrity of these payments, and complies with applicable federal requirements concerning payments and
federal financial participation.

J. Cost-Neutrality Demonstration. Appendix J contains the state's demonstration that the waiver is cost-neutral.

4. Waiver (s) Requested

A. Compar ability. The state requests awaiver of the requirements contained in §1902(a)(10)(B) of the Act in order to
provide the services specified in Appendix C that are not otherwise available under the approved Medicaid state plan to
individuals who: (&) require the level(s) of care specified in Item 1.F and (b) meet the target group criteria specified in
Appendix B.

B. Income and Resour ces for the Medically Needy. Indicate whether the state requests a waiver of §1902(a)(10)(C)(i)(111)
of the Act in order to use ingtitutional income and resource rules for the medically needy (select one):

O Not Applicable
O No
® vYes

C. Statewideness. Indicate whether the state requests awaiver of the statewideness requirementsin 81902(a)(1) of the Act

(select one):

® No
O Yes
If yes, specify the waiver of statewideness that is requested (check each that applies):

[] Geogr aphic Limitation. A waiver of statewideness is requested in order to furnish services under this waiver
only to individual s who reside in the following geographic areas or political subdivisions of the state.
Soecify the areas to which this waiver applies and, as applicable, the phase-in schedule of the waiver by
geographic area:
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[] Limited Implementation of Participant-Direction. A waiver of statewidenessis requested in order to make
participant-direction of services as specified in Appendix E available only to individuals who reside in the
following geographic areas or political subdivisions of the state. Participants who reside in these areas may elect
to direct their services as provided by the state or receive comparabl e services through the service delivery
methods that are in effect elsewherein the state.

Foecify the areas of the state affected by this waiver and, as applicable, the phase-in schedul e of the waiver by
geographic area:

5. Assurances

I'n accordance with 42 CFR 8441.302, the state provides the following assurancesto CM S:

A. Health & Welfare: The state assures that necessary safeguards have been taken to protect the health and welfare of
persons receiving services under this waiver. These safeguardsinclude:

1. As specified in Appendix C, adequate standards for all types of providers that provide services under thiswaiver;

2. Assurance that the standards of any state licensure or certification requirements specified in Appendix C are met
for services or for individuals furnishing services that are provided under the waiver. The state assures that these
requirements are met on the date that the services are furnished; and,

3. Assurance that al facilities subject to §1616(e) of the Act where home and community-based waiver services are
provided comply with the applicable state standards for board and care facilities as specified in Appendix C.

B. Financial Accountability. The state assures financial accountability for funds expended for home and community-based
services and maintains and makes available to the Department of Health and Human Services (including the Office of the
Inspector General), the Comptroller General, or other designees, appropriate financial records documenting the cost of
services provided under the waiver. Methods of financial accountability are specified in Appendix I.

C. Evaluation of Need: The state assures that it provides for an initial evaluation (and periodic reevaluations, at least
annually) of the need for alevel of care specified for thiswaiver, when there is a reasonabl e indication that an individual
might need such services in the near future (one month or less) but for the receipt of home and community-based services
under thiswaiver. The procedures for evaluation and reevaluation of level of care are specified in Appendix B.

D. Choice of Alternatives: The state assures that when an individual is determined to be likely to require the level of care
specified for thiswaiver and isin atarget group specified in Appendix B, theindividual (or, legal representative, if
applicable) is:

1. Informed of any feasible alternatives under the waiver; and,

2. Given the choice of either ingtitutional or home and community-based waiver services. Appendix B specifies the
procedures that the state employs to ensure that individuals are informed of feasible alternatives under the waiver
and given the choice of ingtitutional or home and community-based waiver services.

E. Average Per Capita Expenditures: The state assures that, for any year that the waiver isin effect, the average per capita
expenditures under the waiver will not exceed 100 percent of the average per capita expenditures that would have been
made under the Medicaid state plan for the level(s) of care specified for this waiver had the waiver not been granted. Cost-
neutrality is demonstrated in Appendix J.

F. Actual Total Expenditures: The state assures that the actual total expenditures for home and community-based waiver
and other Medicaid services and its claim for FFP in expenditures for the services provided to individuals under the waiver
will not, in any year of the waiver period, exceed 100 percent of the amount that would be incurred in the absence of the
waiver by the state's Medicaid program for these individualsin the institutional setting(s) specified for thiswaiver.
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G. Ingtitutionalization Absent Waiver: The state assures that, absent the waiver, individuals served in the waiver would
receive the appropriate type of Medicaid-funded institutional care for the level of care specified for thiswaiver.

H. Reporting: The state assures that annually it will provide CM S with information concerning the impact of the waiver on
the type, amount and cost of services provided under the Medicaid state plan and on the health and welfare of waiver
participants. Thisinformation will be consistent with a data collection plan designed by CMS.

|. Habilitation Services. The state assures that prevocational, educational, or supported employment services, or a
combination of these services, if provided as habilitation services under the waiver are: (1) not otherwise available to the
individual through alocal educational agency under the Individuals with Disabilities Education Act (IDEA) or the
Rehabilitation Act of 1973; and, (2) furnished as part of expanded habilitation services.

J. Servicesfor Individualswith Chronic Mental IlIness. The state assures that federal financia participation (FFP) will
not be claimed in expenditures for waiver services including, but not limited to, day treatment or partial hospitalization,
psychosocial rehabilitation services, and clinic services provided as home and community-based servicesto individuals
with chronic mental illnesses if these individuals, in the absence of awaiver, would be placed in an IMD and are: (1) age
22 to 64; (2) age 65 and older and the state has not included the optional Medicaid benefit cited in 42 CFR 8440.140; or
(3) age 21 and under and the state has not included the optional Medicaid benefit cited in 42 CFR § 440.160.

6. Additional Requirements

Note: Item 6-1 must be completed.

A. Service Plan. In accordance with 42 CFR 8441.301(b)(1)(i), a participant-centered service plan (of care) is developed for
each participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to the
service plan. The service plan describes: (@) the waiver services that are furnished to the participant, their projected
frequency and the type of provider that furnishes each service and (b) the other services (regardless of funding source,
including state plan services) and informal supports that complement waiver servicesin meeting the needs of the
participant. The service plan is subject to the approval of the Medicaid agency. Federal financial participation (FFP) is not
claimed for waiver services furnished prior to the development of the service plan or for services that are not included in
the service plan.

B. Inpatients. In accordance with 42 CFR 8§441.301(b)(1)(ii), waiver services are not furnished to individuals who arein-
patients of a hospital, nursing facility or ICF/1ID.

C. Room and Board. In accordance with 42 CFR 8441.310(a)(2), FFP is not claimed for the cost of room and board except
when: (a) provided as part of respite servicesin afacility approved by the state that is not a private residence or (b)
claimed as a portion of the rent and food that may be reasonably attributed to an unrelated caregiver who resides in the
same household as the participant, as provided in Appendix I.

D. Accessto Services. The state does not limit or restrict participant access to waiver services except as provided in
Appendix C.

E. Free Choice of Provider. In accordance with 42 CFR §431.151, a participant may select any willing and qualified
provider to furnish waiver services included in the service plan unless the state has received approval to limit the number
of providers under the provisions of §1915(b) or another provision of the Act.

F. FFP Limitation. In accordance with 42 CFR 8433 Subpart D, FFP is not claimed for services when another third-party
(e.g., another third party health insurer or other federal or state program) islegally liable and responsible for the provision
and payment of the service. FFP also may not be claimed for services that are available without charge, or asfree careto
the community. Services will not be considered to be without charge, or free care, when (1) the provider establishes afee
schedule for each service available and (2) collects insurance information from all those served (Medicaid, and non-
Medicaid), and bills other legally liable third party insurers. Alternatively, if a provider certifies that a particular legally
liable third party insurer does not pay for the service(s), the provider may not generate further bills for that insurer for that
annual period.

G. Fair Hearing: The state provides the opportunity to request a Fair Hearing under 42 CFR 8431 Subpart E, to individuals:
(a) who are not given the choice of home and community-based waiver services as an alternative to institutional level of
care specified for thiswaiver; (b) who are denied the service(s) of their choice or the provider(s) of their choice; or (c)
whose services are denied, suspended, reduced or terminated. Appendix F specifies the state's procedures to provide
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individuals the opportunity to request a Fair Hearing, including providing notice of action as required in 42 CFR §431.210.

H. Quality Improvement. The state operates aformal, comprehensive system to ensure that the waiver meets the assurances
and other requirements contained in this application. Through an ongoing process of discovery, remediation and
improvement, the state assures the health and welfare of participants by monitoring: (a) level of care determinations; (b)
individual plans and services delivery; (c) provider qualifications; (d) participant health and welfare; (€) financial oversight
and (f) administrative oversight of the waiver. The state further assures that all problems identified through its discovery
processes are addressed in an appropriate and timely manner, consistent with the severity and nature of the problem.
During the period that the waiver isin effect, the state will implement the Quality Improvement Strategy specified in
Appendix H.

I. Public Input. Describe how the state secures public input into the devel opment of the waiver:

Public input was sought by making the draft waiver amendment application available for comment. The application was
posted on the Department of Developmental Services (DDS) internet site on September 1, 2023 at the following link:
https://www.dds.ca.gov/wp-content/upl oads/2023/08/1915¢c-Amendment-Draft. PDF.pdf, accompanied by an
announcement published in the California Regulatory Notice Register on September 1, 2023. Additionally, hard copy
versions of the draft waiver renewal application can be secured at regional centers aswell as through email requeststo an
inbox operated by DDS.

The public comment period ran through September 30, 2023. Stakeholders were able to make public comment via regular
mail or email. One public comment was received by DDS during the comment period. The comment wasin support of
the provisiona digibility criteriain the proposed amendment.

J. Noticeto Tribal Governments. The state assures that it has notified in writing all federally-recognized Tribal
Governments that maintain a primary office and/or majority population within the State of the State's intent to submit a
Medicaid waiver request or renewal request to CM S at least 60 days before the anticipated submission date is provided by
Presidential Executive Order 13175 of November 6, 2000. Evidence of the applicable notice is available through the
Medicaid Agency.

K. Limited English Proficient Persons. The state assures that it provides meaningful access to waiver services by Limited
English Proficient persons in accordance with: (a) Presidential Executive Order 13166 of August 11, 2000 (65 FR 50121)
and (b) Department of Health and Human Services " Guidance to Federal Financial Assistance Recipients Regarding Title
VI Prohibition Against National Origin Discrimination Affecting Limited English Proficient Persons' (68 FR 47311 -
August 8, 2003). Appendix B describes how the state assures meaningful access to waiver services by Limited English
Proficient persons.

7. Contact Person(s)

A. The Medicaid agency representative with whom CM S should communicate regarding the waiver is:

Last Name:

[Billingsiey |
First Name:

Poseph I
Title:

IAssistant Deputy Director |
Agency:

|Department of Health Care Services I
Address:

[1501 Capitol Ave, MS 4503 |
Address 2:

[P.0. Box 997413, M 0000 |
City:
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State:

Zip:

Phone:

Fax:

E-mail:

|Sacrament0 |

California

o5899-7413

[(o16) 750-1876 | Ext] |1 v

[(916) 440-5720 |

Poseph Billingsley@dhcs. cagov

B. If applicable, the state operating agency representative with whom CM S should communicate regarding the waiver is:

Last Name:

First Name:

Title:

Agency:

Address:

Address 2:

City:

State:

Zip:

Phone:

Fax:

E-mail:

|Hi|| |

|Jonthan |

|Chi ef, Federal Programs Operations Section I

|Department of Developmental Services I

[£215 O Street |

[Ms 7-40 |

|Sacramento

California

o814

[(o16) 6542300 | Ext] |1 v

[(916) 654-3256 |

[ onathan.hill @dds.ca gov

8. Authorizing Signature

This document, together with the attached revisions to the affected components of the waiver, congtitutes the state's request to
amend its approved waiver under 81915(c) of the Socia Security Act. The state affirmsthat it will abide by all provisions of the
waiver, including the provisions of this amendment when approved by CMS. The state further attests that it will continuously
operate the waiver in accordance with the assurances specified in Section V and the additional requirements specified in Section
V1 of the approved waiver. The state certifies that additional proposed revisions to the waiver request will be submitted by the
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Medicaid agency in the form of additional waiver amendments.

Signature: |MICHELLE BAASS

State Medicaid Director or Designee

Submission Date: Jan 5. 2024

Note: The Signature and Submission Date fields will be automatically completed when the State
Medicaid Director submitsthe application.

Last Name:

[Michelle |
First Name:

|Baass |
Title:

|Director & Interim State Medicaid Director |
Agency:

[California Department of Health Care Services I
Address:

|1501 Capitol Avenue I
Address 2:

[P.0. Box 997413, Ms 0000 |
City:

|Sacrament0 |
State: California
Zip:

|o5899-7400 |
Phone:

[(o16) 2497400 | Ext: |L v
Fax:

[(916) 449-7404 |
E-mail:
Attachments |M ichelle.Baass@dhcs.ca.gov

Attachment #1: Transition Plan
Check the box next to any of the following changes from the current approved waiver. Check all boxes that apply.

[] Replacing an approved waiver with thiswaiver.

[ Combining waivers.

[] Splitting one waiver into two waivers.

[] Eliminating a service.

[ Adding or decreasing an individual cost limit pertaining to eligibility.

[ Adding or decreasing limitsto a service or a set of services, as specified in Appendix C.

[] Reducing the unduplicated count of participants (Factor C).

[] Adding new, or decreasing, a limitation on the number of participants served at any point in time.

[ Making any changesthat could result in some participantslosing eligibility or being transferred to another waiver
under 1915(c) or another Medicaid authority.
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[ Making any changesthat could result in reduced servicesto participants.

Specify the transition plan for the waiver:

N/A

Attachment #2: Home and Community-Based Settings Waiver Transition Plan

Specify the state's process to bring this waiver into compliance with federal home and community-based (HCB) settings
requirements at 42 CFR 441.301(c)(4)-(5), and associated CM S guidance.

Consult with CMSfor instructions before completing thisitem. This field describes the status of a transition process at the point in
time of submission. Relevant information in the planning phase will differ from information required to describe attainment of
milestones.

To the extent that the state has submitted a statewide HCB settings transition plan to CMS the description in this field may
reference that statewide plan. The narrative in this field must include enough information to demonstrate that this waiver
complies with federal HCB settings requirements, including the compliance and transition requirements at 42 CFR 441.301(c)(6),
and that this submission is consistent with the portions of the statewide HCB settings transition plan that are germaneto this
waiver. Quote or summarize germane portions of the statewide HCB settings transition plan as required.

Note that Appendix C-5 HCB Settings describes settings that do not require transition; the settings listed there meet federal HCB
setting requirements as of the date of submission. Do not duplicate that information here.

Update this field and Appendix C-5 when submitting a renewal or amendment to this waiver for other purposes. It is not
necessary for the state to amend the waiver solely for the purpose of updating this field and Appendix C-5. At the end of the state's
HCB settings transition process for this waiver, when all waiver settings meet federal HCB setting requirements, enter
"Completed” in thisfield, and include in Section C-5 the information on all HCB settings in the waiver.

The state assures that this waiver will be subject to any provisions or requirements included in the state's most recent and/or
approved home and community-based settings Statewide Transition Plan. The state will implement any required changes by the
end of the transition period as outlined in the home and community-based settings Statewide Transition Plan.

Additional Needed I nformation (Optional)

Provide additional needed information for the waiver (optional):
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Tribal programs applying to become Community Care Facilities under the Waiver are exempt from DSS licensing requirements
as provided in 25 United State Code section 1647a(a).

CONTINUATION OF I-2(a) RATE DETERMINATION METHODS:

B. Crisis Support — The following five rate methodol ogies apply for these providers:

1) The Usua and Customary Rate Methodology — As defined previoudly or, if the provider, who is not a Community Crisis
Home provider, does not have a usual and customary rate, then rates are set using #2 below.

2) The Median Rate Setting Methodology - As defined previously.

3) Community Crisis Homes (Vendor-Operated) Rate Methodology — As described in California Welfare and I nstitutions Code
section 4698 and California Code of Regulations, Title 17, section 59022, there are three components to the monthly rate for
Community Crisis Homes:

a) the facility component: the allowable costs used to calculate the facility component include payroll costs of facility staff and
facility related costs such as lease, facility maintenance, repairs, cable/internet, etc. The facility rate is set upon approval of cost
information submitted by the vendor to the regional center. Rates are reviewed as part of the contract renewal between the
vendor and the regional center, pursuant to 17 CCR 59014.

b) the individualized services and supports component: the allowable costs used to cal culate the individualized services and
supports component include the salaries, wages, payroll taxes, and benefits of individuals providing individualized services and
supports and other consumer specific program costs. These rates are set upon approval of cost information submitted by the
vendor to the regional center. The rate is reviewed within 30 days of initial placement and at least every six months thereafter.

¢) and the transition plan component: the allowable costs used to calculate the transition component includes the salaries, wages,
payroll taxes and benefits of direct care staff providing additional services and supports needed to support a consumer during
times of transition out of the CCH. These rates are set upon approval of cost information submitted by the vendor to the regional
center. Therate is reviewed at least monthly.

Administrative costs for the above may not exceed 15%.

As part of the certification process for CCHSs, the Department reviews the proposed facility component rate and supporting
documentation for each CCH to determine if the included costs are reasonable and economical. These rates must be approved by
the Department prior to the delivery of service at each CCH. If the facility has an unexpected increase, they must justify the need
for an increased budget and show that the cost is higher. The new rate is effective once the Department approves the revised
budget. Note: Thisis not the rate that is claimed for FFP.

Prior to submission of claims for reimbursement, the state uses the following steps to determine the portion of the claim that is
eligible for federal reimbursement, using information submitted at the time of facility rate approval:

Step 1: Costs are identified as direct or indirect, consistent with cost principlesin 45 CFR Part 75

Step 2: Costs are identified as allowable or unallowable (room and board), consistent with the above cost principles

Step 3: Allowable indirect costs are divided by total direct costs (allowable and unallowable) to determine the indirect cost
percentage.

Step 4: Cost percentage is applied to all direct costs

Step 5: Allowable direct costs and the allocated indirect costs are added together to determine the federally reimbursable
portion of the monthly facility rate.

Step 6: The federally reimbursable portion of the facility rateis divided by the maximum residency of the home to determine
the monthly federally reimbursable per person rate of the facility.

Step 7: The individual rate associated with Medicaid-eligible individualsis submitted for federal reimbursement.

Asaresult of the above methodology, room and board costs, as well as the allocated portion of indirect associated with these
costs, are excluded from the portion of the claim that the state submits for federal reimbursement.

4) Community Crisis Homes (State-Operated) Rate Methodology:
An interim rate for direct and indirect service is paid according to the methodology below: Annually, the state will reconcile
costs for the year and settle costs for all overpayments and underpayments.

Specific Components:
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Interim rate:

Cost information consisting of allowable direct costs (direct services) and allowable indirect costs that meet the primary cost
objective are captured on a monthly basis via the statewide accounting system. Allowable costs are identified by applying cost
principles specified at 2 CFR, part 200 as implemented by the Department of Health and Human Services at 45 CFR, part 75.
Claim amount per individual: Each facility compiles daily attendance for each individual which the state receives in whole at the
conclusion of each month. Utilizing daily attendance information in conjunction with the calculation of allowable costs described
above (the interim rate), the state utilizes the daily attendance to assign an allocation per bed for each day it is occupied. The
allowable costs are divided by the number of bed occupancy days, resulting in the allocated amount per individual per day for
each home minus non-allowabl e costs. Only costs associated with Medi-Cal eligible individuals are submitted for
reimbursement. Allocation of costs consists of the following:

Direct:
Monthly salaries, wages, and benefits of individuals (state employees) providing the direct service; contracted services which
provide a direct service component; and payroll taxes.

Indirect:

Determined by applying the Department’ s cognizant agency approved indirect rate to the allowable direct costs as identified
above.

Unallowable costs are captured in the same format via the statewide accounting system. Allocation of such costs consists of the
following:

Lease or mortgage for facility and/or facility grounds; facility maintenance and repairs, utilities, food; furniture, and laundry
equipment, transportation, and information technology services that do not meet the primary cost objective.

Reconciliation:

The state reviews submitted costs for the past fiscal year and determines the facility-specific costs for that year (minus any
unallowable costs) based on the same cost components described above for the interim rate. After the facility-specific costs are
established, claims for federal reimbursement are reconciled based on the actual cost of delivering the service. Federal claims are
submitted if the final costs are higher than the interim rate or reimbursed to CMSiif the final cost islower than the interim rate.
The state is responsible for reimbursing CM S for all FFP overpayments identified.

Computation of allowable costs and their allocation methodology for both the interim and final reconciliated rates must be
determined in accordance with the Centers for Medicare and Medicaid Services (CMS) Provider Reimbursement Manual (CMS
Pub. 15-1), CM S non-institutional reimbursement policies, and 2 C.F.R. Part 200 as implemented by HHS at 45 C.F.R., part 75,
which establish principles and standards for determining allowable costs and the methodology for allocation an apportioning
those expenses to the Medicaid program, except as expressly modified below.

New homes:

For new homes in which the facility-specific first-year costs are not available, the state will use an estimated average of costs
based on similar homes as the estimate for the interim rate. After the first year of operation, the same reconciliation processis
followed as described above.

5) State-Operated Mobile Crisis Team Rate Methodol ogy:

An interim rate for direct and indirect services is paid according to the methodology below. Annually the state will reconcile
costs for the year and settle costs for all overpayments and underpayments. Only costs associated with Medi-Cal eligible
individuals are submitted for reimbursement.

Specific Components:

Interim rate:

Cost information consisting of the following allowable direct costs (direct services) and allowable indirect costs that meet the
primary cost objective are captured via the statewide accounting system. Allowable costs are identified by applying cost
principles specified at 2 CFR, part 200 as implemented by the Department of Health and Human Services at 45 CFR, part 75 and
include the following:

Direct:

Monthly salaries, wages, and benefits of individuals (state employees) providing the direct service; contracted services which
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provide a direct service component; and payroll taxes.
Indirect:

Determined by applying the Department’ s cognizant agency approved indirect rate to the allowable direct costs as identified
above.

Unallowable costs consistent with the Selected Items of Cost as described at 45 CFR 75.420 are excluded from the interim rate
and final costs submitted for federal reimbursement.

Reconciliation:

The state reviews submitted costs for the past fiscal year and determines the costs, based on the same components described
above for theinterim rate. After the costs are established, claims for reimbursement are reconciled based on the actual cost of
delivering the service. Federal claims are submitted if the final costs are higher than the interim rate or reimbursed to CM S if
final costs are lower than the interim rate. The state is responsible for reimbursing CM S for al FFP payments for all
overpayments identified.

Computation of allowable costs and their allocation methodology for both the interim and final reconciliated rates must be
determined in accordance with the Centers for Medicare and Medicaid Services (CMS) Provider Reimbursement Manual (CMS
Pub. 15-1), CM S non-institutional reimbursement policies, and 2 C.F.R. Part 200 as implemented by HHS at 45 C.F.R., part 75,
which establish principles and standards for determining allowable costs and the methodol ogy for allocation and apportioning
these expenses to the Medicaid program, except as expressly modified

Intensive Transition Services
The following rate methodology applies for these providers:

The costsincluded in this rate are: salaries, wages, payroll taxes, and benefits of direct care staff providing services and supports,
in addition to travel and operating costs needed to support a consumer during times of transition out of an IMD.

Community Living Arrangement Services
This service is comprised of the following subcategories:

A. Licensed/Certified Residential Services— Providersin this subcategory are Foster Family Agency-Certified Family Homes
(Children Only), Foster Family Homes (FFH)(Children Only), Small Family Homes (Children Only), Group Homes (Children
Only), Adult Residential Facilities (ARF), Residential Care Facility for the Elderly (RCFE), Residential Facility (out of state),
Adult Residential Facility for Persons with Special Health Care Needs, Family Home Agency (FHA), Adult Family Home
(AFH)/Family Teaching Home (FTH), Enhanced Behavioral Supports Homes, and In-Home Day Program.

There are two rate setting methodologies for all providersin this subcategory (with the exception of Residential Facility (out of
state) and Enhanced Behavioral Supports Homes (EBSH) — see below).

1) Alternative Residential Model (ARM) methodology — This is the most typical methodology used in setting rates for the
licensed/certified providers vendored to provide residentia services. Within this methodology, 14 different rate/service levels
were established using a cost-based study of providers using actual costs. Individual providers apply to be vendored at one of
these rate/service levels based upon the staffing ratios, service design, personnel qualifications and use of consultant services
described in their program design.

These rates were set and reviewed in 2019.

The California Budget Act of 2021 (SB-129) provided funding to begin implementation of the rate models as described in the
2019 Rate Study. The California Budget Act of 2022 (SB 154) continues the phased implementation of these rate models:

« Effective April 1, 2022: the provider types listed below with six or fewer beds received an increase equal to 25 percent of the
difference between the rate as of 3/31/2022 and that of the regional center specific rate model for the corresponding service.

» Effective January 1, 2023: the provider types listed below will receive an increase equal to 50 percent of the difference
between the rate as of 3/31/2022, and that of the regional center specific rate model for the corresponding service.

No reductions will occur for provider rates already above the rate recommended by the rate study prior to June 30, 2026, at
which time provider rates will be adjusted to equal the rates for other providersin the provider’s service category and region.

Effective January 5, 2024, for services provided on or after January 5, 2024, ARM rate methodology will receive an increase
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based on the increase to California minimum wage. The ARM rates, listed by regional center, can be found
at:https://www.dds.ca.gov/rc/vendor-provider/rate-study-implementati on/rates-by-regional -center/

Note: these are not the amounts claimed for FFP, since these rates are inclusive of resident SSI/SSP payments.

Community Living Arrangement Services
» Adult Residentia Facility
 Family Home Agency
* Group Home
* Residential Care Facility for the Elderly

2) The median rate setting methodology — This methodology, as defined previously, is applicable for In-Home Day Program
services and licensed/certified settings when the program service design (e.g., personnel qualifications, mandated staff ratios,
programming, use of consultants) is not addressed within the ARM rate setting structure detailed above.

3) Out-of -state rate methodol ogy — This methodology is applicable for out-of-state residential providers. The rate paid is the
established rate for that service, paid by that State in the provision of that service to their own service population of individuals
with developmental disabilities.

4) Enhanced Behavioral Supports Homes (Vendor Operated) Rate Methodology - There are two components to the monthly rate
for Enhanced Behavioral Supports Homes:

1) the facility component: The allowable costs used to calculate the facility component include payroll costs of facility staff and
facility related costs such as lease, facility maintenance, repairs, cable/internet, etc. The facility rate is a negotiated amount based
on cost estimates. The provider submits afacility budget to the regional center and the two determine arate based upon where
the facility islocated (cost of living, lease, electricity, garbage, county minimum wage rates, the qualification of staff and
consultants, and payroll costs). After detailed regional center review, that budget is then sent to the State department for further
review and evaluation. The State department then analyzes the rates for each line item and compares it to the state average of
other EBSHSs. The provider is required to justify all costs and provide explanations of any estimated costs. Therate is effective
upon approval from the state and providers are notified in writing by the vendoring regional center. As part of the certification
process for Enhanced Behavioral Support Homes (EBSHSs), the Department reviews the proposed facility component rate and
supporting documentation for each EBSH and compares it to state averages to determine if the included costs are reasonable and
economical. All rates must be approved by the Department director prior to the delivery of service at each EBSH. Rates are not
reviewed annually, only as required and as agreed upon by the vendoring regional center. The state continues to receive the
previous year' s rate until the new rate is needed. Salaries are based upon the geographical area and the experience, education,
and professional licensures held. Rate updates can happen due to cost changesin approved or active providers. For example, an
increase can occur due to an increase in a vendor’ s lease or where another cost was higher than expected. The facility isrequired
to show the Department their lease and contract. If the facility has an unexpected increase, they must justify the need for an
increased budget and show that the cost is higher. Once the Department approves the budget an approval letter is generated to the
regional center and a copy is sent to the provider. The regional center may submit a new budget to the Department for review and
approval of any updatesto the rate. When arate is updated, the new rate is effective once the state department approves. A letter
is sent out to the facility approving the new rate. Theinitial rate is effective upon the first consumer’ s admission into the facility.

Maximum rates may not exceed the rate limit determined by the department and administrative costs may not exceed 15%. It
takes from 1-3 months to set a facility rate depending on the review process. The department may take up to three months due to
additional documentation requests to ensure the accuracy of the rate requested.

Prior to submission of claims for reimbursement, the state uses the following steps to determine the portion of the claim that is
eligible for federal reimbursement, using information submitted at the time of facility rate approval:

Step 1: Costs are identified as direct or indirect, consistent with cost principlesin 45 CFR Part 75

Step 2: Costs are identified as allowable or unallowable (room and board), consistent with the above cost principles

Step 3: Allowable indirect costs are divided by total direct costs (allowable and unallowable) to determine the indirect cost
percentage.

Step 4: cost percentage is applied to all direct costs

Step 5: Allowable direct costs and the allocated indirect costs are added together to determine the federally reimbursable portion
of the monthly facility rate.

Step 6: The federally reimbursable portion of the facility rateis divided by the maximum residency of the home to determine the
monthly federally reimbursable per person rate of the facility.

Step 7: Theindividual rate associated with Medicaid-eligible individualsis submitted for federal reimbursement
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Asaresult of the above methodology, room and board costs, as well as the allocated portion of indirect associated with these
costs, are excluded from the portion of the claim that the state submits for federal reimbursement.

2) the individualized services and supports component: The allowable costs used to calculate the individualized services and
supports component include the salaries, wages, payroll taxes, and benefits of individuals providing individualized services and
supports and other consumer specific program costs. The individual rate is determined by the Individual Program Plan (1PP)
process. The providers are invited to a meeting along with aregiona center representative to review consumer needs and arateis
set and agreed upon at the meeting. As part of the |PP review process, it is the responsibility of the regional center to ensure that
services authorized meet the needs of the consumer. The rate is reviewed within 60 days of initial placement and at |east annually
thereafter. The facility submits a completed Department form cost sheet to the regional center within 30 days, for review and
written approval. The provider receives a copy of the new rate at the time of the PP meeting when it isinitially determined and
notified by the regional center when that rate is confirmed. The effective date is determined at the time of the IPP and istypically
in effect either immediately or at the time the cost sheet form is signed. The cost sheet form can be found on the CA DDS
website here: https://www.dds.ca.gov/transparency/dds-forms/

The individualized services and supports component described above includes direct care and behavioral support staff with
identifiable experience and qualifications asis referenced in the state plan. Providers receive payment viathe identified rate
methodology described above for services provided as part of the individualized services and supports component. Any provider
delivering services through a bundle will be paid through that bundle’s payment rate and cannot bill separately; Medicaid
providers delivering separate services outside of the bundle may bill for those separate servicesin accordance with the state’s
Medicaid billing procedures.

Within the individualized services and supports component, at least one (1) service must be provided by identified direct care
staff described above to bill according to the individualized services and supports rate methodol ogy.

The state ensures appropriate billing through its audit process, as well as the remission of payment to CM S in the case of
overpayments for (1) services that were not provided in accordance with the regional center’s contract or authorization with the
provider, or with applicable state laws or regulations, or (2) the rate paid is based on inaccurate data submitted by the provider on
aprovider cost statement.

Attachment 3.1-i authorizes the following covered services for provision by EBSHs: Habilitation- Community Living
Arrangements.

5) Enhanced Behavioral Supports Homes (State-Operated) Rate Methodology — An interim rate for direct and indirect servicesis
paid according to the methodology below. Annually, the state will reconcile costs for the year and settle costs for al
overpayments and underpayments.

Specific Components:

Interim rate:

Cost information consisting of allowable direct costs (direct services) and allowable indirect costs that meet the primary cost
objective are captured on a monthly basis via the statewide accounting system. Allowable costs are identified by applying cost
principles specified at 2 CFR, part 200 as implemented by the Department of Health and Human Services at 45 CFR, part 75.

Claim amount per individual: Each facility compiles daily attendance for each individual which the state receives in whole at the
conclusion of each month. Utilizing daily attendance information in conjunction with the calculation of alowable costs described
above (the interim rate), the state utilizes the daily attendance to assign an allocation per bed for each day it is occupied. The
allowable costs are divided by the number of bed occupancy days, resulting in the allocated amount per individual per day for
each home minus non-allowabl e costs. Only costs associated with Medi-Cal eligible individuals are submitted for
reimbursement. Allocation of costs consists of the following:

Direct:
Monthly salaries, wages, and benefits of individuals (state employees) providing the direct service; contracted services which
provide a direct service component; and payroll taxes.

Indirect:
Determined by applying the Department’ s cognizant agency approved indirect rate to the allowable direct costs as identified

above.
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Unallowable costs are captured in the same format via the statewide accounting system. Allocation of such costs consists of the
following:

Lease or mortgage for facility and/or facility grounds; facility maintenance and repairs, utilities, food; furniture and laundry
equipment, transportation, and information technology services that do not meet the primary cost objective.

Reconciliation:

The state reviews submitted costs for the past fiscal year and determines the facility-specific cost for that year (minus any
unallowable costs) based on the same cost components described above for the interim rate. After the facility-specific costs are
established, claims for federal reimbursement are reconciled based on the actual cost of delivering the service. Federal claims are
submitted if the final cost is higher than the interim rate or reimbursed to CMSif the final cost is lower than the interim rate. The
state is responsible for reimbursing CM S for all FFP overpayments identified Computation of allowable costs and their
allocation methodology for both the interim and final reconciliated rates must be determined in accordance with the Centers for
Medicare and Medicaid Services (CMS) Provider Reimbursement Manual (CMS Pub. 15-1), CM S non-institutional
reimbursement policies, and 2 C.F.R. Part 200 as implemented by HHS at 45 C.F.R., part 75, which establish principles and
standards for determining allowable costs and the methodology for allocation an apportioning those expenses to the Medicaid
program, except as expressly modified below.

New homes:

For new homes in which the facility-specific first-year costs are not available, the state will use an estimated average of costs
based on similar homes as the estimate for the interim rate. After the first year of operation, the same reconciliation processis
followed as described above.

B. Supported Living Services provided in a consumer’s own home (non-licensed/certified) — Supported Living Provider arein
this subcategory. Maximum rates for these providers are determined using the median rate methodology, as defined previously.

Day Services
This service is comprised of the following subcategories:
A. Community-Based Day Services— There are two rate setting methodologies for providers in this subcategory.

1) Rates set pursuant to a cost statement methodology — This methodology is used to determine the applicable daily rate for
Activity Center, Adult Developmental Centers and Behavior Management Program providers. This methodology is also used to
determine the applicable hourly rate for Independent Living Program and Social Recreation Program providers. Under this
methodology, new vendors are assigned a “new vendor” rate, based on the type of service provided, until a permanent rateis
established, within upper and lower limits, using actual cost information as described below. Unless otherwise authorized by
statute, effective July 1, 2004, all new providers of services are reimbursed at the fixed new provider (vendor) rate unless a
regional center demonstrates an increase to the fixed new vendor rate is necessary for a provider to provide the service in order to
protect a beneficiary’ s health and safety needs, as defined previously under the median rate methodol ogy.

a) For the day services providers identified above, the cost-based rates are cal culated based on 12 consecutive months of
allowable costs related to services to consumers and actual days or hours of consumer attendance. Only costs attributable to the
provision of the specific service are included. The following allowable cost information is utilized in determining the rate:

* Total gross salary and wages for all employees (direct service and supervisory) attributable to the provision of the specific
service.

* Fringe benefit costs associated with salary and wage costs.

* Operating expenses including furniture, staff recruitment, license or certification fees, association dues or fees.

» Management organization costs (costs for administrative support provided for the delivery of the specific service.)

Thetotal of the allowable costs above is then divided by the vendor’ s actual hours or days of consumer attendance to determine
the daily or hourly rate per consumer.

b) The calculation for the range of rates for each service category is described below.

» The mean of rates of all like service providersis determined by adding the rates calculated in a) above for all vendors and
dividing the sum of these rates by the total number of providers.

» The mean is then multiplied by 50 percent to determine the range. Thisrange is then compared to the range determined for like
servicesin fiscal year 1991-1992 (base year), and adjusted for any COLA. The lower of these two rangesis then divided by two
and used for further calculations. The upper limit is determined by adding the amount calculated in the step above to the mean.
Conversely, the lower limit is determined by subtracting the amount calculated in the step above from the mean.

The California Budget Acts of 2021 (SB-129) and 2022 (SB154) provided funding to begin implementation of the rate models as
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described in the 2019 Rate Study:

« Effective April 1, 2022: the provider types listed below received an increase equal to 25 percent of the difference between the
rate that was effective on March 31, 2022, and that of the regional center specific rate model for the corresponding service.

« Effective January 1, 2023: the provider types listed below will receive an increase equal to 50 percent of the difference between
the rate that was effective on March 31, 2022, and that of the regional center specific rate model for the corresponding service.

« Effective January 5, 2024, the rate model for Independent Living Program providers will be updated based on changesin the
occupational categories used for these providers, resulting to an increase to the rates.

No reductions will occur for provider rates already above the rate recommended by the rate study prior to June 30, 2026, at
which time provider rates will be adjusted to equal the rates for other providersin the provider’ s service category and region. The
updated rates, listed by regional center, can be found at:

https://www.dds.ca.gov/rc/vendor-provider/rate-study-implementation/rates-by-regional -center/

Community-Based Day Services
* Activity Center
* Adult Development Center
* Behavior Management Program
* Independent Living Program
* Social Recreation Program

Respite Care
* In-Home Respite Agencies
* Participant-Directed Respite

Prevocational Services
» Work Activity Program

2) The median rate setting methodology — This methodology, as defined previoudly, is used to determine the applicable daily rate
for Creative Art Program, Community Integration Training Program and Community Activities Support Service providers. This
methodology is also used to determine the applicable hourly rate for Adaptive Skills Trainer, Socialization Training Program,
Personal Assistant and Independent Living Specialist providers, with the exception that the 2022 Rate Study | mplementation
increase does not apply to Creative Art Program and Socialization Training Program.

B. Therapeutic/Activity-Based Day Services— The providers in this subcategory are Specialized Recreational Therapist, Special
Olympics, Sports Club, Art Therapist, Dance Therapist, Music Therapist and Recreational Therapist. There are two rate setting
methodologies for providers in this subcategory. If the provider does not have a* usual and customary” rate, then the maximum
rate is established using the median rate setting methodology. Usual and customary and median rate are defined previously. The
2022 Rate Study Implementation increase does not apply, with the exception of Specialized Recreational Therapy.

C. Mohility Related Day Services— The providersin this subcategory are Driver Trainer, Maobility Training Services Agency and
Mohility Training Services Specialist. There are two rate setting methodologies for providersin this subcategory. If the provider
does not have a“usual and customary” rate, then the maximum rate is established using the median rate setting methodol ogy.
Usual and customary and median rate are defined previoudly.

Home Health Aide
The maximum rates for home health aides are based on the “ Schedule of Maximum Allowances (SMA)”, as defined previously.

Homemaker

There are two rate setting methodologies for homemakers. If the provider does not have a* usual and customary” rate, then the
maximum rate is established using the median rate setting methodology. Usual and customary and median rates are defined
previously.

Prevocational Services
There are two rate setting methodologies for providers in this subcategory.
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1) Work Activity Program provider rates are set via cost statement. Prior to 7/2/06, newly vendored providers received the “ new
vendor” rate until a cost statement rate, not exceeding the maximum amount, was established as described below.

The costs used to calculate the daily rate are based on actual allowable costsin a historical period of at least three months ending
no later than March 31 preceding the payment year for which the rate is being established. Only costs attributable to the
provision of the work activity program service are included. The following information is used to calculate the rate:

o Staff salaries and wages (direct service and administrative)

» Fringe benefit costs (for staff identified above)

* Operating expenses

Thetotal of the allowable costsis then divided by the days of actual consumer attendance to determine the rate per consumer. If
the calculated rate exceeds the maximum allowable rate, the provider’ s rate shall be reduced to the maximum for the provider’s
size. (The maximum allowable rate is set as the mean plus one standard deviation for each size grouping of providers). These
rates were set in 2016 and reviewed in 2019.

2) Supported Employment Group providers rates were set in State statute, prior to April 1, 2022.

The California Budget Act of 2021 (SB-129) and 2022 (SB154) provided funding to begin implementation of the rate models as
described in the 2019 Rate Study:

« Effective April 1, 2022: Supported Employment Group providers with rates set in statute received an increase equal to 25
percent of the difference between the rate that was effective on March 31, 2022 and that of the regional center specific rate model
for the corresponding service.

* Effective January 1, 2023: Supported Employment Group providers with rates set in statute will receive an increase equal
to 50 percent of the difference between the rate that was effective on March 31, 2022, and that of the regional center specific rate
model for the corresponding service.

No reductions will occur for provider rates already above the rate recommended by the rate study prior to June 30, 2026, at
which time provider rates will be adjusted to equal the rates for other providersin the provider’ s service category and region. The
updated rates, listed by regional center, can be found at:

https://www.dds.ca.gov/rc/vendor-provider/rate-study-implementation/rates-by-regional -center/

3. Incentive payments will be paid to work activity service providers and supported employment providers of prevocational
services. Incentive payments include 1) A one-time payment of $1,000 made to a provider when an individual obtains
competitive integrated employment and is still employed after 30 consecutive days. 2) An additional one-time payment of $1,250
made to a provider when an individual obtains competitive integrated employment and is still employed after six consecutive
months. 3) An additional one-time payment of $1,500 made to a provider when an individual has been employed consecutively
for one year.

Effective as of July 1, 2021, until June 30, 2025, incentive payments will be paid to service providers. Incentive payments
include 1) A one-time payment of $2,000 made to a provider when an individual obtains competitive integrated employment and
is still employed after 30 consecutive days. 2) An additional one-time payment of $2,500 made to a provider when an individual
obtains competitive integrated employment and is still employed after six consecutive months. 3) An additional one-time
payment of $3,000 made to a provider when an individual has been employed consecutively for one year.
4) Effective January 5, 2024, in addition, after a provider assists four individuals to achieve competitive integrated employment,
for each individual thereafter, an additional payment is made to provider consisting of:

i. $500 for achieving competitive integrated employment after 30 consecutive days.

ii. $1000 for continued employment for six (6) months.

Respite Care
There are two subcategories for this service.

A. In-Home Respite Care — There are two rate setting methodologies for providersin this subcategory.

1) Rates set in State regulation — This applies to individual respite providers. The rate for this service is based on the current
Californiaminimum wage, plus a differential (retention incentive), mandated employer costs, and the SB 81 increase. Rates by
regional center can be found on the following page in the DDS website: https://www.dds.ca.gov/rc/vendor-
provider/vendorization-process/vendor-rates/
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The California Budget Act of 2021 (SB-129) and 2022 (SB154) provided funding to begin implementation of the rate models as
described in the 2019 Rate Study:

» Effective April 1, 2022: individual respite providers with rates set in statute received an increase equal to 25 percent of
the difference between the rate that was effective on March 31, 2022, and that of the regional center specific rate model for the
corresponding service.

» Effective January 1, 2023: individual respite providers with rates set in statute will receive an increase equal to 50 percent
of the difference between the rate that was effective on March 31, 2022, and that of the regional center specific rate model for the
corresponding service.

No reductions will occur for provider rates already above the rate recommended by the rate study prior to June 30, 2026, at
which time provider rates will be adjusted to equal the rates for other providersin the provider’ s service category and region. The
updated rates, listed by regional center, can be found at:

https://www.dds.ca.gov/rc/vendor-provider/rate-study-implementation/rates-by-regional -center/

2) Rates set pursuant to a cost statement (as defined previously under “Day Services’) — This methodology applies to Respite
Agency providers.

B. Out-of-Home Respite Care — There are three rate setting methodol ogies for providers in this subcategory.

1) Rates based on the Alternative Residential Model (ARM defined previously under Community Living Arrangements) — This
methodology applies to residential facilities with established ARM rates that also provide respite. Per Title 17, CCR, Section
57332(c)(6), the respite rate is 1/21 of the established monthly ARM rate.

2) Theusua and customary rate methodology — This methodology, as defined previously, applies to adult day care and camping
services providers.

3) Median rate setting methodology — This methodology, as defined previously is applicable the providers listed in #2 above who
do not have ausua and customary rate. In these instances, the maximum rate is established using the median rate setting
methodology.

Family Support Services
There are two rate setting methodologies for this service. If the provider does not have a*“usua and customary,” then the
maximum rate is set using the median rate setting methodology. Usual and customary and median rates are defined previously.

Supported Employment
Supported employment rates for all providers were set in State statute, prior to April 1, 2022.

The California Budget Act of 2021 (SB-129) and 2022 (SB154) provided funding to begin implementation of the rate models as
described in the 2019 Rate Study:

» Effective April 1, 2022: supported employment providers with rates set in statute received an increase equal to 25 percent
of the difference between the rate that was effective on March 31, 2022, and that of the regional center specific rate model for the
corresponding service.

» Effective January 1, 2023: supported employment providers with rates set in statute will receive an increase equal to 50
percent of the difference between the rate that was effective on March 31, 2022, and that of the regional center specific rate
model for the corresponding service.

No reductions will occur for provider rates already above the rate recommended by the rate study prior to June 30, 2026, at
which time provider rates will be adjusted to equal the rates for other providersin the provider’ s service category and region. The
updated rates, listed by regional center, can be found at:

https://www.dds.ca.gov/rc/vendor-provider/rate-study-implementation/rates-by-regional -center/

Incentive payments will be paid to supported employment service providers of supported employment services. Incentive
paymentsinclude 1) A one-time payment of $1,000 made to a provider when an individual obtains competitive integrated
employment and is still employed after 30 consecutive days. 2) An additional one-time payment of $1,250 made to a provider

when an individual obtains competitive integrated employment and is still employed after six consecutive months. 3) An
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additional one-time payment of $1,500 made to a provider when an individual has been employed consecutively for one year.

Effective as of July 1, 2021, until June 30, 2025, incentive payments will be paid to service providers. Incentive payments
include 1) A one-time payment of $2,000 made to a provider when an individual obtains competitive integrated employment and
is still employed after 30 consecutive days. 2) An additional one-time payment of $2,500 made to a provider when an individual
obtains competitive integrated employment and is still employed after six consecutive months. 3) An additional one-time
payment of $3,000 made to a provider when an individual has been employed consecutively for one year.
4. Effective January 5, 2024, in addition, after a provider assists four individuals to achieve competitive integrated employment,
for each individual thereafter, an additional payment is made to provider consisting of:

i. $500 for achieving competitive integrated employment after 30 consecutive days.

ii. $1000 for continued employment for six (6) months.
5. Effective January 5, 2024, for each individual who exits an internship and subsequently obtains competitive integrated
employment, an additional payment is made to provider consisting of:

i. $500 for achieving competitive integrated employment after 30 consecutive days.

ii. $500 for continued employment for six (6) months.

Incentive payments for individual s working through an internship includes:

1) A one-time payment of $750 made to a provider when an individual obtains employment through an internship and is till
employed after 30 consecutive days.

2) An additional one-time payment of $1,000 when an individua remains in an internship for 60 consecutive days.

Self-Directed Support Services—included in this rate are wages, benefits, travel, and administrative costs for direct staff
providing the service. The rate schedule, effective July 1, 2021, can be found at the following link: https://www.dds.ca.gov/wp-
content/uploads/2022/03/Self_Directed_Support_Services_Rates.pdf

Speech, Hearing, and Language Services

There are two rate setting methodol ogies to determine the hourly rates for providersin this subcategory.

1. Schedule Maximum Allowance (SMA) — as defined previously.

2. Median Rate Methodol ogy — the median rate (as defined previously, with the exception that the 2022 Rate Study
Implementation increase does not apply) may be used if the provider has at |east one year experience working with persons with
developmental disabilities.

Dental Services

There are two rate setting methodol ogies to determine the hourly rates for providers in this subcategory.

1. Schedule Maximum Allowance (SMA) — as defined previously.

2. Median Rate Methodol ogy — the median rate (as defined previously, with the exception that the 2022 Rate Study
Implementation increases do not apply) may be used if the provider has at least one year experience working with persons with
developmental disabilities.

Optometric/Optician Services
The maximum rates for this service are based on the SMA, as defined previously.

Prescription Lenses and Frames
The maximum rates for this service are based on the SMA, as defined previously.

Psychology Services

There are two rate setting methodol ogies to determine the hourly rates for providersin this subcategory.

1. Schedule Maximum Allowance (SMA) — as defined previously.

2. Median Rate Methodol ogy — the median rate (as defined previously, with the exception that the 2022 Rate Study
Implementation increases do not apply) may be used if the provider has at least one year experience working with persons with
developmental disabilities.

Occupationa Therapy

There are two rate setting methodol ogies to determine the hourly rates for providers in this subcategory.

1. Schedule Maximum Allowance (SMA) — as defined previously.

2. Median Rate Methodol ogy — the median rate (as defined previously, with the exception that the 2022 Rate Study
Implementation increases do not apply) may be used if the provider has at least one year experience working with persons with
developmental disabilities.
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Physical Therapy

There are two rate setting methodol ogies to determine the hourly rates for providersin this subcategory.

1. Schedule Maximum Allowance (SMA) — as defined previously.

2. Median Rate Methodology — the median rate (as defined previously, with the exception that the 2022 Rate Study
Implementation increases do not apply) may be used if the provider has at least one year experience working with persons with
developmental disabilities.

Family/Consumer Training

There are two rate setting methodol ogies to determine the hourly rates for providersin this subcategory.

1.Schedule Maximum Allowance (SMA) — as defined previoudly.

2.Median Rate Methodology — the median rate (as defined previously) may be used if the provider has at least one year
experience working with persons with developmental disabilities.

Chore Services
Therates for chore services providers are determined utilizing the usual and customary rate methodology, as previously defined.

Community Based Adult Services
The maximum rates for this service are based on the SMA, as defined previously.

Community-Based Training Service
The maximum rate for this service was set in State statute, prior to April 1, 2022.

The California Budget Act of 2021 (SB-129) and 2022 (SB154) provided funding to begin implementation of the rate models as
described in the 2019 Rate Study:

« Effective April 1, 2022: community-based training service providers with rates set in statute received an increase equal to
25 percent of the difference between the rate that was effective on March 31, 2022 and that of the regional center specific rate
model for the corresponding service.

« Effective January 1, 2023, community-based training service providers with rates set in statute will receive an increase
equal to 50 percent of the difference between the rate that was effective on March 31, 2022, and that of the regional center
specific rate model for the corresponding service.

No reductions will occur for provider rates already above the rate recommended by the rate study prior to June 30, 2026, at
which time provider rates will be adjusted to equal the rates for other providersin the provider’ s service category and region. The
updated rates, listed by regional center, can be found at:

https://www.dds.ca.gov/rc/vendor-provider/rate-study-implementation/rates-by-regional -center/

Communication Aides

There are two rate setting methodologies for all Communication Aides providers. If the provider does not have a*“usua and
customary” rate (U& C), then the maximum rate is established using the median rate setting methodology. U& C and median rate
are defined previoudly, with the exception that the 2022 Rate Study | mplementation increases do not apply.

Environmental Accessibility Adaptations
Therates for contractors providing this service are determined utilizing the U& C rate methodology, as previously defined.

Financial Management Services (FMS)

Ratesfor FMS are set in State regulation, in conjunction with the increases authorized by State statute. The rates range from
$45.88 to $96.86 per month depending on the number of participant directed services used. These rates were set in 2016 and
reviewed in 2019.

Non-Medica Transportation

There are three rate setting methodol ogies for this service:

1) The U& C rate methodology — This methodology, as defined previously, applies to transportation assistants and public transit
authorities.

2) Median rate setting methodology — This methodol ogy, as defined previoudly is used to establish the maximum rate for the
following providers; transportation company, transportation-additional component and transportation broker.

3) Rate based on regional center employee travel reimbursement — The maximum rate paid to individual transportation providers
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is established asthe travel rate paid by the regional center to its own employees at the IRS standard mileage rate.

Nutritional Consultation
Therates for nutritional consultation providers are determined utilizing the U& C rate methodology, as previously defined.

Personal Emergency Response Systems (PERS)
Therates for PERS providers are determined utilizing the U& C rate methodology, as previously defined.

Skilled Nursing
The maximum rates for this service are based on the SMA, as defined previously.

Specialized Medical Equipment and Supplies
The maximum rates for this service are based on the SMA, as defined previously.

Transition/Set-Up Expenses
The rates for transition/set-up expenses are determined utilizing the U& C rate methodology, as previously defined.

Vehicle Modifications and Adaptations
The rates for vehicle modifications and adaptations are determined utilizing the U& C rate methodology, as previously defined.

Housing Access Service- The rate for Housing Access Serviceis determined utilizing the U& C rate methodology as previously
defined.

Coordinated Family Supports

Included in this rate are wages, benefits, travel, and administrative costs for direct staff providing the service. The State gathered
information on reported California wages from the Occupational, Employment and Wage Statistics from the Bureau of Labor
Statistics for the occupations identified above. The average hourly wage was found to be approximately $24. In addition, the cost
for employer taxes, workers' compensation, health benefits and paid time off are also built into the rate, resulting in a per hour
employee cost of approximately $40. Further, the assumed cost for staff mileage, supervision, and administrative expenses (at 12
percent) were also factored into to build the rate for this service. The rate schedule can be found at the following link:
https://www.dds.ca.gov/wp-content/upl oads/2023/01/CFS-Service-Code-076-rates-1.1.23ac.pdf.

Participant-Directed Services
Therates for Participant-directed services are determined utilizing the U& C rate methodol ogy, as previously defined.

Rate determination methodologies are set in State statute and/or by regulations. The Legislature conducts hearings that are open
to the public and alow for public comment prior to amending state law. Prior to finalization of any proposed regulation,
interested stakehol ders have the opportunity to provide comment on proposed regulations during the 45-day comment period.
Stakeholders are notified of the proposed regulatory change in the following manner; by direct notification by the State agency,
publication of the proposed change in regulation in the California Regulatory Notice Register, and publication on the agency’s
website.

The s