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PROJECT INTRODUCTION 

The Georgia Departm ent  of Com m unity Health (DCH)  was created in 1999, with the 
responsibilit y for  insuring over two m illion people in the state of Georgia, to 
m axim ize the state’s health care purchasing power and to coordinate health 
planning for state agencies. DCH is designated as the “single state agency”  for the 
adm inist rat ion of the Medicaid program  under Tit le XI X of the Social Secur ity Act .  
 
Georgia has long dem onst rated a com m itm ent  to providing care system s that  
enable it s cit izens to receive com passionate care in set t ings that  are appropriate to 
individual needs and independence, steadily increasing its funding for hom e and 
com m unity based services (HCBS) . While 27%  of the state’s long- term  care budget  
was expended on HCBS in SFY 2005, by SFY 2006 that  share had r isen to 30% . The 
state, however, has reached a point  where new hurdles need to be overcom e. The 
Money Follows the Person Dem onst rat ion allows Georgia’s leaders to take 
rebalancing to the next  level. 

Money Follows the Person Demonstration Grant (MFP)  

I n May 2007, the Centers of Medicare and Medicaid Services (CMS)  awarded 
Georgia the Money Follows the Person (MFP)  Rebalancing Dem onst rat ion grant  
established by the Deficit  Reduct ion Act  of 2005. The MFP grant  affords Georgia the 
opportunity to further rebalance the system  of care, allowing the state to elim inate 
barr iers or m echanism s that  prevent  or rest r ict  flexible use of Medicaid funds to 
enable Medicaid-eligible individuals to receive support  for appropriate and 
necessary long- term  services in the set t ing of their  choice.  
 
The Departm ent  of Com m unity Health (DCH)  is the adm inist rator of the MFP Project  
and is responsible for all aspects of its successful im plem entat ion. As such, it  acts 
as the overall coordinator for policy and operat ional issues related to the MFP 
Dem onst rat ion and works with various stakeholders, state departm ents, local 
governm ents, com m unity-based organizat ions, inpat ient  health care facilit ies 
(hospitals, nursing or sub-acute care facilit ies, or interm ediate care facilit ies for 
persons with Mental Retardat ion) , advocates, and consum er groups to im plem ent  
the project  at  the local level (see Appendix A:  Georgia’s MFP Stakeholders List ing 

by Com pany Nam e) .   
 
The MFP Project  will supplem ent  and expand current  Olm stead I nit iat ive and waiver 
program s that  offer alternat ives to inst itut ional placem ent  for individuals, including 
current  Medicaid funding that  is obligated under cont ract  to a pr ivate vendor and 
Departm ent  of Hum an Resources’ efforts to screen and assist  in t ransit ioning 
persons residing in inst itut ions into hom e and com m unity based services. 
  

 Olm stead I nit iat ive -  The Georgia’s Olm stead I nit iat ive has evolved over t im e 
to ident ify areas to m ake quality com m unity services m ore available and 
accessible to Georgians with disabilit ies within the resources available;  to call 
for m ore consistency in statewide plans for ident ifying those who are eligible 
for com m unity placem ent  and evaluat ing their  needs for services;  and to call 
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for m ore person-centered planning to closely involve the individual and 
fam ily in deciding what  services are suitable. The plan also addresses 
im portant  issues such as:  

o Affordable, accessible and integrated housing 
o t ransportat ion 
o work force developm ent  to provide greater and higher quality choices 

in services 
o consum er and fam ily educat ion 
o im proved m onitor ing and oversight  of services to bet ter ensure the 

health and safety of individuals liv ing in the com m unity and the quality 
of services being provided 

 Older Adults (Elderly and Disabled Waiver)  – Transit ion Coordinators will 
com plem ent  and enhance the current  efforts of the Departm ent  of Hum an 
Services Division of Aging Services, Area Agencies on Aging (AAAs) , Aging 
and Disabilit y Resource Centers (ADRCs) , waiver case m anagem ent  ent it ies, 
provider associat ions, the Office of the State Long-Term  Care Om budsm an, 
nursing hom e discharge planners/ social workers, nursing hom e fam ily 
councils,  advocates, and other points of ent ry to service system s. 

 Persons with Physical Disabilit ies and/ or Acquired Brain I njury (ABI )  
( I ndependent  Care Waiver)  – TCs will partner with all of the above and 
Georgia Medical Care Foundat ion ( the assessm ent  ent ity for the I CWP 
waiver) , Aging and Disabilit y Resource Connect ions (ADRCs) , Centers for 
I ndependent  Living (CI Ls) , the Brain and Spinal I njury Trust  Fund 
Com m ission, Side by Side Brain I njury Clubhouse, Com m unity Service 
Boards and regional and local service provider networks. 

 Persons with Developm ental Disabilit ies (DD)  (NOW and COMP Waivers)  – 
TCs and Case Expediters will expand on the efforts of the Departm ent  of 
Behavioral Health and Developm ental Disabilit ies (DBHDD) , the state’s DD 
Council,  the Associat ion of Retarded Cit izens (ARC) , People First  Georgia, 
Unlock the Wait ing Lists, and regional and local MR/ DD service provider 
networks. 

 
The I CWP waiver has appropriated an addit ional 100 slots per year to t ransit ion 
older adults and persons with physical disabilit ies and/ or ABI .  
 
On Septem ber 1, 2009, the Departm ent  of Hum an Services issued a m em orandum  
to the Departm ent  of Com m unity Health stat ing that  addit ional slots for MFP would 
no longer be funded due to significant  budget  reduct ions. The Departm ent  of 
Com m unity Health is subm it t ing this am endm ent  to the MFP Operat ional Protocol to 
reflect  that  loss of capacity. This reduct ion in waiver services m ost  direct ly im pacts 
older adults, though som e individuals with physical disabilit ies m ay also be affected 
in their  choice of waiver opt ions. 
 
The state has a cont ract  in place with a pr ivate vendor to facilitate t ransit ions for 
individuals who m ay wish to t ransit ion out  of inst itut ions and into the Elderly and 
Disabled or I CWP waiver program s.  
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The Departm ent  of Behavioral Health and Developm ental Disabilit ies staff perform s 
the sam e t ransit ion funct ions in I nterm ediate Care Facilit ies for people with Mental 
Retardat ion ( I CF/ MRs) . The efforts of case expediters and t ransit ion coordinators 
will be supplem ented with funding from  MFP, under the DCH/ DBHDD I nteragency 
Agreem ent , to enable the state to t ransit ion an addit ional est im ated 150 persons 
per year with DD into the NOW and COMP waivers. 
 
The Operat ional Protocol for the MFP Dem onst rat ion includes the required elem ents 
that  m ust  be subm it ted and approved by the Centers for Medicare & Medicaid 
Services (CMS)  before enrolling individuals in the Dem onst rat ion or claim ing 
Federal dollars for provision of direct  services to part icipants/ m em bers. 
 
The purpose of the Operat ional Protocol is to provide inform at ion for:  
 

 Federal officials and others, so they can understand the operat ions of the 
Dem onst rat ion. 

 State and federal m onitor ing staff that  are planning a visit .  
 State project  director and staff who use it  to guide program  im plem entat ion. 
 Regional partners who use it  as an operat ional guide. 
 External stakeholders who use it  to understand the operat ion of the 

Dem onst rat ion. 
 
Subsequent  changes to the MFP Dem onst rat ion and the Operat ional Protocol m ust  
be reviewed by the Project  Director, HHS/ OCR and stakeholders and approved by 
DCH and CMS. A request  for change(s)  m ust  be subm it ted to CMS 60 days pr ior to 
the date of im plem ent ing the proposed change(s) . All aspects of the MFP 
Dem onst rat ion, including any changes to this docum ent , are m anaged by the 
Departm ent  of Com m unity Health, Medicaid Division, Long- term  Care Sect ion 
(DCH)  (See Sect ion C.1 Organizat ional St ructure) .  

Goals and Objectives of Georgia’s MFP Demonstration 

Georgia’s MFP Dem onst rat ion addresses the long- term  care needs of three specific 
populat ions:   older adults, persons with developm ental disabilit y or m ental 
retardat ion, persons with physical disabilit ies and/ or acquired brain injury (ABI ) -
(see Sect ion A.2 Benchm arks for m ore detail) .  The Operat ional Protocol illust rates 
Georgia’s com m itm ent  to rebalancing long- term  care, to person-centered planning, 
self-direct ion, quality assurance and cont inuous quality im provem ent , and to 
t ransparency and openness in program  developm ent , im plem entat ion and 
evaluat ion.  
 
The Dem onst rat ion builds on and supplem ents services in the current  1915c 
waivers that  serve the above populat ions. Georgia’s current  waivers include:  
 

 The Elderly and Disabled Waiver Program  that  provides hom e and 
com m unity-based services to people who are older adults and/ or funct ionally 
im paired or have disabilit ies. These individuals are also referred as the Aged, 
Blind, or Disabled, 
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 The I ndependent  Care Waiver Program  ( I CWP) , that  offers services to adults 
(age 21-64)  with physical disabilit ies or ABI , that  live in their  own hom e or in 
a com m unity set t ing, and  

 The New Opt ions Waiver (NOW) and The Com prehensive Waiver (COMP)  that  
offer hom e and com m unity-based services to people who have 
developm ental disabilit ies.  

 
Georgia’s MFP goals and object ives address the four dem onst rat ion object ives 
out lined in the Deficit  Reduct ion Act :   
 
Object ive 1 :  To increase the use of hom e and com m unity- based, rather 

than inst itut ional, long- term  care services. 

I n an effort  to provide addit ional alternat ives to inst itut ional stays, Georgia’s MFP 
project  will use the state’s hom e and com m unity-based Medicaid waivers and MFP 
dem onst rat ion and supplem ental services to t ransit ion Medicaid eligible, qualified 
individuals residing in an inst itut ional set t ing for a m inim um  of six m onths.   
 
Once t ransit ioned, part icipants m ay receive HCBS waiver services as long as they 
m eet  waiver cr iter ia. Part icipants will receive State Plan services for which they are 
eligible and that  are appropriate to m eet  their  needs, including m ental health 
services, non-Medicaid federally funded services, state funded program s, and local 
com m unity funded services. The state is not  seeking enhanced m atch for State Plan 
services provided to MFP part icipants. 
 
Through m arket ing, developm ent  of support ive peer networks and ident ifying 
individuals who prefer to t ransit ion to com m unity set t ings, the state will m ove 
toward rebalanced spending in favor of hom e and com m unity-based services and 
supports. Over the period of the grant ,  the state will:  
 

 Transit ion 618 individuals to com m unity set t ings, 
 By 2011, increase federal and state expenditures on HCBS by over $36 

m illion, 
 The FY2011 HCBS long- term  care budget  is est im ated to increase to 40.2%  

com pared to the 30.3%  spent  in FY 2005.  
 Use the enhanced FMAP rate to reinvest  savings realized by the state into the 

Dem onst rat ion infrast ructure and supplem ental services, by offer ing 
dem onst rat ion and supplem ental services to assist  individuals to t ransit ion 
into a com m unity set t ing.  

 
Georgia’s stakeholders are com m it ted to redirect ing the excess capacity in nursing 
hom es and I CF/ MRs to alternat ive uses. For exam ple, MFP will work with the 
Georgia Health Care Associat ion to develop st rategies to re-deploy exist ing nursing 
hom e capacity for other purposes (e.g. skilled respite services and/ or adult  day 
health) .  
 
Object ive 2 :  To elim inate barr iers and m echanism s, w hether in State law , 

State Medicaid Plan, State budgets, or  otherw ise, that  prevent  or  rest r ict  

the flexible use of Medicaid funds to enable Medicaid- eligible individuals to 
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receive support  for  appropriate and necessary long- term  services in set t ing 

of their  choice. 

 
During statewide stakeholder forum s (see Sect ion B.4 Stakeholder I nvolvem ent  for 
details) , part icipants ident ified num erous barr iers to effect ive system s for 
reset t lem ent  and explored ways to elim inate these barr iers to t ransit ioning to the 
com m unity from  inst itut ions. Chief am ong the ident ified barr iers were:  
 

 Lack of adequate, affordable, integrated and accessible housing and rental 
subsidies for part icipants with lim ited incom e and no com m unity supports,   

 Lack of financial resources for one- t im e expenditures needed to t ransit ion,  
 “Fear of the unknowns”  associated with relocat ion. 
 Lack of a coordinat ing system  for planning and service delivery am ong state, 

regional, and local ent it ies, and  
 Lack of a unified inform at ion and referral system  to all waivers that  linked 

interested part icipants to services and resources needed for t ransit ion.  
 
MFP funding supports a broad range of supplem ental dem onst rat ion services, 
including reset t lem ent  assistance, through local peer support  networks that  assist  
part icipants/ m em bers with com m unity knowledge, experience and local resources. 
The Housing Coalit ion workgroup (see Sect ion  B.9 Housing,  for details)  is 
developing opportunit ies and resources to assist  MFP part icipants with housing 
opt ions and increasing the state’s abilit y to address long and short  term  goals for 
expanding state’s supply of affordable, accessible and integrated housing. 
 
MFP will fund t ransit ion services (see Appendix B:  MFP Transit ion Services Table)  to 
help people t ransit ion into the com m unity and set  up their  new qualified residence. 
MFP will enhance current  system s for accessing inform at ion and services by 
incorporat ing a Team  Training Process so that  MFP Transit ion Coordinators and Peer 
Supporters receive t raining with case m anagers from  each waiver pr ior to MFP 
dem onst rat ion im plem entat ion (please note, throughout  this docum ent  the term  
“case m anager”  m ay be used to refer to case m anagers across waivers – within the 
waivers these individuals m ay be referred to as care coordinators or support  
coordinators instead of case m anagers) . Using a team  approach will im prove 
current  coordinat ion between system s.   
 
MFP will develop a collaborat ive resource network by building on the Area Agency 
on Aging-AAA/ Gateway Network, the Georgia I ndependent  Living Network (GI LN) , 
the Aging and Disabilit y Resource Centers (ADRC)  network, the Office of the State 
Long-Term  Care Om budsm an, and the DBHDD Regional Network and other service 
points. The collaborat ive resource network will result  in a t ransparent , easily 
accessible and open system  for obtaining services, long- term  care inform at ion and 
resources, knowledge of where to go for assistance and how to obtain basic 
inform at ion. These processes will st rengthen the coordinat ing system s for planning 
and service delivery and unify referral processes across all waivers.  
 
Object ive—3 - - To increase the ability of the State Medicaid Program  to 

assure cont inued provision of hom e and com m unity- based long- term  
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services to eligible individuals w ho choose to t ransit ion from  an inst itut ion 

to a  com m unity set t ing. 

 
An individual eligible for the Dem onst rat ion will not  be referred to a waiver program  
wait ing list  unless the num ber of qualified MFP candidates exceeds the reserved 
capacity of the waiver. With regard to waiver wait ing lists, the state will am end the 
MFP Operat ional Protocol to reflect  the Olm stead agreem ent , once the agreem ent  
has been signed by the state. Through reserved capacity ( i.e. slots)  under the 
I CWP, NOW, and COMP waiver program s, the state will assure that  t ransit ioning 
part icipants enter those waivers im m ediately upon discharge from  the inst itut ion. 
 
The state will assure that  services will cont inue to t ransit ioned individuals beyond 
the dem onst rat ion period. Transit ioned individuals m ay enter an appropriate 1915c 
hom e and com m unity based waiver program  and receive services as long as they 
m eet  the inst itut ional level of care cr iteria for services offered in Georgia’s 1915c 
waivers. At  any point  that  they no longer m eet  waiver cr iter ia, part icipants will be 
assisted in t ransit ioning to non-Medicaid state and com m unity resources as their  
needs require. 
 
Object ive 4 :  Ensure that  a  st rategy and procedures are in place to provide 

quality assurance for  eligible individuals receiving Medicaid hom e and 

com m unity- based long- term  care services and to provide for  cont inuous 

quality im provem ent  in such services. 

 
MFP part icipants will be afforded the sam e level of safeguards as those available to 
part icipants enrolled in exist ing waivers, as described in 1915c waiver Appendix H;  
Elderly and Disabled Waiver, the I ndependent  Care Waiver Program  ( I CWP)  and the 
Mental Retardat ion Waivers (NOW and COMP) . Through an ongoing process of 
discovery, rem ediat ion and im provem ent , the Departm ent  of Com m unity Health 
(DCH)  assures that  each waiver provides for system - level, m id- level and front - line 
Qualit y Managem ent  St rategy (QMS) . DCH further assures that  all problem s 
ident ified through its discovery processes are addressed in an appropriate and 
t im ely m anner, consistent  with the severit y and nature of the problem . DCH 
cont inues to im plem ent  and im prove the Quality Managem ent  St rategy for each 
waiver as specified in 1915c Appendix H (see Sect ion B.8 Quality Managem ent  

System s) .   
 
For exam ple, for older adults under the Elderly and Disabled waiver, DCH has 
established a num ber of Quality Managem ent  St rategy (QMS)  workgroups to ensure 
an ongoing focus on cont inuous quality im provem ent  in the operat ion, results and 
perform ance of waiver program s. The purpose of the QMS workgroups is to assign 
roles and responsibilit ies for QMS, standardize processes, develop and im plem ent  
m onitor ing tools for discovery, perform ance indicators for data collect ion and 
analysis, st rategies for rem ediat ion and opportunit ies for cont inuous quality 
im provem ent . MFP will j oin with the QMS workgroups to m onitor and im prove MFP 
services and operat ions offered to the elderly populat ion within the Elderly and 
Disabled waiver services (see B.8 Qualit y Managem ent  System s for details) .  
 

Georgia Department of Community Health 
Office of Long Term Care 
Money Follows the Person  - 11 - 



MFP Operational Protocol 
 

Qualit y Assurance for I ndividuals with Physical Disabilit ies and/ or Acquired Brain 
I njur ies (ABI )  is governed under the I CWP Cont inuous Quality I m provem ent  (CQI )  
Com m it tee, which consists of Ut ilizat ion Review (UR) , cont ract ing agencies and 
case m anagers, and DCH staff. The I CWP CQI  Com m it tee m eets on a m onthly 
basis. Act ivit ies of the CQI  com m it tee include:  conduct ing, analyzing and report ing 
on part icipant  custom er sat isfact ion surveys;  providing t raining, reviewing sent inel 
events/ health and welfare of part icipants through r isk assessm ent , planning and 
prevent ion;  reviewing access data and reports;  reviewing procedures and reports 
regarding person-centered planning;  m edical records reviews;  perform ance reviews 
of case m anagem ent  staff;  claim  paym ent  reviews and m onitor ing of self-directed 
personal support  services (PSS)  opt ions. MFP staff will j oin with the CQI  Com m it tee 
in efforts to m onitor and im prove MFP services offered along with I CWP services 
(see Sect ion B.8 Quality Managem ent  System s) .  
 
The Departm ent  of Behavioral Health and Developm ental Disabilit ies has designed a 
num ber of MR/ DD Waivers I m plem entat ion Work Groups to address various issues 
associated with the NOW and COMP waivers. Each workgroup is led by a staff 
m em ber in the Division of Developm ental Disabilit ies with other staff of DBHDD 
serving as core staff for the workgroups. Mem bership in workgroups was expanded 
to include various com m unity stakeholders. Current ly there are waiver work groups 
that  focus on:  Transit ion to New Services, Billing System  and Prior Authorizat ion, 
New Rate St ructure and I ndividual Waiver Allocat ion Determ inat ion, Provider 
Applicat ion Developm ent / Revision, SI S Assessm ent  and I ndividual Budget  
Determ inat ion, Policy and Standards Developm ent / Revision, Part icipant  Direct ion, 
and the Quality Managem ent  St rategy. All of these groups have system  and service 
im provem ents as their  ult im ate goal.  
 
DCH assures that  MFP part icipants will receive the sam e or addit ional assurances as 
ident ified in sect ion B.8 Quality Managem ent  System s.  Sect ion B.8 Qualit y 

Managem ent  System ,  describes the safeguards available to MFP part icipants 
enrolled in these waivers, the roles and responsibilit ies of each agency or ent ity 
involved in quality m onitor ing, quality im provem ent  and rem edies for quality 
problem s experienced by MFP part icipants. The sect ion describes the reports that  
are regular ly generated and reviewed to m eet  the QMS assurances:  1)  level of care 
determ inat ions, 2)  service plans, 3)  ident ificat ion of qualified providers, 4)  
part icipant  health and welfare, 5)  waiver adm inist rat ive oversight  and evaluat ion of 
QMS, 6)  financial oversight  of the waivers, 7)  r isk m anagem ent  processes, 24/ 7 
em ergency backup and cr it ical incident  report ing system s.  
 
* NOTE:   Throughout  this Operat ional Protocol, older adults are served under the 
Elderly and Disabled Waiver, individuals with Physical Disabilit ies and/ or ABI  are 
served under the I ndependent  Care Waiver ( I CWP) , and persons with 
developm ental disabilit ies (DD)  are served under the NOW and COMP Waiver 
Program s.  
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A.1 Case Study: Older Adult 

This case study describes the t ransit ion process for Mrs. Ruth Habersham , a 79 
year old fem ale with short - term  m em ory loss, hearing loss in the left  ear, vision 
loss, m obilit y lim itat ions (walks slowly using a rollator- rolling walker) , dexter ity 
lim itat ions ( reduced range of m ot ion in the r ight  arm  due to shoulder replacem ent ) , 
and a history of heart  disease and reduced heart  funct ion due to a heart  at tack. 
Ruth has lim itat ions that  m eet  the qualificat ions for the Elderly and Disabled Waiver 
Program . Ruth current ly resides in Wesley Woods Nursing Hom e in Augusta, GA and 
is t ransit ioning into the Elderly and Disabled Waiver Program , and will be able to 
take advantage of several of the Money Follows the Person (MFP)  Supplem ental and 
Dem onst rat ion Services.  
 
This sect ion describes each of the following steps undertaken to reset t le Ruth in the 
com m unity:  1)  ident ificat ion/ referral, 2)  pre- t ransit ion planning, 3)  t ransit ion per iod 
(day 1 to day 365) , and 4)  post - t ransit ion (day 366 and beyond) . The descr ipt ion 
includes the agencies involved in these steps, roles and responsibilit ies at  each 
step, services and supports, opt ions and choices and backup provisions. This 
sect ion concludes with a descript ion of how Ruth would be accom m odated if she 
required a short - term  hospital or nursing facilit y/ rehab stay and how this stay 
would im pact  her MFP/ waiver services. 
 
Ruth Habersham , a 79 year old wom an, resides at  Wesley Woods Nursing Hom e in 
Augusta, GA. Ruth raised a fam ily for m ost  of her life. She was a t rained nurse and 
pract iced nursing interm it tent ly along with raising her fam ily and helping with the 
fam ily business. She has had several bypass surgeries and has reduced heart  
funct ion due to a heart  at tack. She suffers from  short - term  m em ory loss. Ruth has 
lived at  Wesley Woods for the last  6 m onths. She needs assistance with her ADLs 
and takes m eals at  the cafeter ia. Before entering Wesley Woods Nursing Hom e, 
Ruth and her husband, George, age 75, shared an apartm ent  in Augusta, Georgia. 
George provided the assistance that  Ruth needed on a daily basis. Six m onths ago, 
George was diagnosed with colon cancer and had to undergo surgery and several 
weeks of recovery at  a rehab center. Because George could no longer provide for 
Ruth’s care and because Ruth was Medicaid eligible, the decision was m ade to place 
Ruth in Wesley Woods Nursing Hom e. 
 
Ruth has been at  Wesley Woods for six m onths. During this t im e, George was 
released from  the rehab center, but  has not  fully recovered from  his surgery. He is 
start ing colon cancer t reatm ents. Due to George’s situat ion, Ruth felt  she would not  
be able to care for herself to the extent  that  she was able to with George’s 
assistance prior to his surgery. Though Ruth has m ade a few fr iends at  Wesley 
Woods Nursing Hom e and part icipates in a few of the social act iv it ies, she wants to 
m ove back to her hom e and wants to be with George, but  she knows that  she can’t  
care for him . Ruth’s children take her to church act iv it ies and fam ily out ings. Ruth 
has asked her adult  children for assistance in m oving back to her hom e. Ruth’s son, 
Kenneth (her Power of At torney)  doesn’t  think that  Ruth can live at  hom e without  
the care that  George previously provided. Kenneth’s concern was that  Ruth had a 
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good situat ion at  Wesley Woods and he didn’t  want  Ruth to lose it .  Both Kenneth 
and George expressed this concern to Ruth and the discharge planner.  
 
One day, Ruth received a brochure describing a program  called Money Follows the 
Person (MFP)  including inform at ion about  how she could call a MFP Transit ion 
Coordinator to discuss services that  would help her live at  hom e (see Appendix C:  

MFP Tri-Fold Recruit ing Brochure) . (Ruth received the brochure because she 
expressed a desire to return to the com m unity during a rout ine facilit y visit  with a 
long- term  care om budsm an) .  
 
The MFP brochure listed and described t ransit ion services that  were offered in the 
com m unity and available to older adults and to people with disabilit ies. MFP 
brochures were also sent  to Wesley Woods. A short  t im e later, the MFP TC m ade a 
presentat ion about  MFP to residents at  Wesley Woods. During the presentat ion, the 
MFP TC explained that  residents could m eet  with a Transit ion Team  to discuss 
relocat ion in the com m unity. The MFP TC also inform ed Wesley Woods’ residents 
during the presentat ion that  they could invite anyone they chose to at tend the 
m eet ing.  
 
The long- term  care om budsm an paid another visit  to Wesley Woods and in the 
process visited and spoke m ore with Ruth. Ruth told the om budsm an she was 
thr illed about  the possibilit y of m oving back to the senior liv ing apartm ent  she had 
previously shared with George, but  she was unsure about  how she would take care 
of herself and George at  hom e. Ruth expressed a desire to learn how the new MFP 
program  m ight  m ake this possible. The om budsm an helped Ruth schedule a 
m eet ing with the Transit ion Team . The Team  convened and Ruth invited George, 
their  son Kenneth and his wife, Janet )  the MFP Transit ion Coordinator (MFP TC) , the 
Wesley Woods discharge planner/ t ransit ion staff m em ber, and representat ives from  
Walton Opt ions for I ndependence and the Aging and Disabilit y Resource Center 
(ADRC)  in Augusta. 
 
Ruth m ight  have also been referred to the MFP project  through a AAA/ Gateway 
Case Manager, the nursing staff at  Wesley Woods, fr iends or other fam ily m em bers, 
or through out reach and m arket ing efforts that  could have led to self referral.   

2) Pre-transition/Discharge Planning 

At  the Transit ion Team  m eet ing, Ruth discussed her situat ion at  Wesley Woods and 
described the difficulty she had taking care of herself at  hom e and what  George had 
been doing to assist  her. She was worr ied about  taking care of herself and taking 
care of George (who was undergoing cancer t reatm ent ) . She was concerned about  
her short - term  m em ory loss. George, Ken and Janet  talked about  how m uch Ruth 
wanted to return hom e, but  they were concerned about  the help she needed and 
som e of the barr iers. Ruth’s m obilit y needed to be im proved, m aybe with a scooter 
to use inside and outside the hom e. The apartm ent  needed to be m odified to 
accom m odate the use of a scooter and to allow Ruth to stay in the scooter when 
using the kitchen and the bathroom . Because George could no longer provide 
assistance, Ruth needed help with ADLs including personal care, food preparat ion 
and m edicat ion m onitor ing. She also needed help cleaning house and needed help 
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with I ADLs. She needed som eone to check on her several t im es a day and som eone 
to take her to doctor and therapy appointm ents, including visit s to the audiologist  
for adjustm ents to her hearing aids.  
 
Informed Consent 

The Team  m em bers discussed services available under the Elderly and Disabled 
Waiver and under MFP, including personal support  services (PSS)  to help with 
personal care. The Nursing hom e discharge planner inform ed Ruth that  her bed at  
Wesley Woods m ay not  be available after she t ransit ioned, but  that  she would be 
placed in the next  available bed if she found that  she was not  able to live at  hom e, 
and had to return to the nursing facilit y. They discussed m odificat ions to the 
apartm ent  to accom m odate a scooter. During the discussion, the MFP TC explained 
Ruth’s r ights and responsibilit ies under MFP and explained the MFP services. Ruth 
was able to understand and gave her consent  to part icipate in MFP. Ruth was 
apprehensive, but  she wanted to m ove forward with the process. Ruth signed the 
Authorizat ion for Use or Disclosure of Health I nform at ion (see Appendix D1)  and 

the MFP Consent  for Part icipat ion (see Appendix D2) . The MFP TC com pleted the 
MFP Transit ion Screening Form  ( see Appendix G). The group began work on the 
prelim inary t ransit ion plan and the MFP TC arranged for a follow-up m eet ing with 
Ruth to further assess her needs and discuss the possibilit y for t ransit ion. The MFP 
TC and Wesley Woods discharge planner agreed to cont inue to work together to 
assist  Ruth.  
 
Person-Centered Planning 

The Transit ion Team  ( the MFP TC, a case m anager with the Elderly and Disabled 
waiver,  the Wesley Woods discharge planner, and a representat ive from  Walton 
Opt ions/ ADRC)  m et  with Ruth again at  Ruth’s request . The m eet ing also included 
George and Janet . The group discussed barr iers to m oving Ruth back to the 
Augusta Senior Living Apartm ents. The MFP TC and the waiver case m anager 
discussed how som e of Ruth’s needs would be addressed using the MFP program . 
Other services would be covered by the Elderly and Disabled Waiver through 
involving other com m unity agencies for assistance. The MFP TC let  Ruth, George 
and Janet  decide whether they wanted to follow up on com m unity referrals or 
whether they would like the MFP TC to assist  them  in m aking the calls.  The release 
of inform at ion allowed the MFP TC to obtain needed inform at ion about  Ruth to build 
a personal profile.  During person-centered planning, the group discussed Ruth’s 
personal goals, adapt ive st rengths, health/ nut r it ion, walking abilit y, m obilit y device 
needs, hearing and vision lim itat ions, her self-care, ADL and I ADL needs, 
specialized m edical equipm ent  needs (scooter, scooter rack for vehicle, hearing aid, 
supplies) , her recreat ion/ leisure interests, her t ransportat ion needs, her financial 
resources and the barr iers that  m ight  be encountered as she t ransit ioned. The MFP 
TC wrote up the results of the person-centered planning in the I ndividualized 

Transit ion Plan ( I TP)  ( see Appendix Q1 and Q2) .  Ruth’s I TP included a list  of the 
MFP Pre-  and Post -Transit ion Services she would receive (Part  A) , waiver services 
she needed (Part  B)  and any other State Plan Service she m ight  benefit  from  (Part  
C) .  
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Personal Support Services and Self-Direction 

The group also discussed how Ruth and George could choose to get  Ruth’s personal 
support  services (PSS)  through an agency that  would arrange for workers to com e 
to the Augusta Senior Living Apartm ents to assist  her. After six m onths, Ruth could 
choose to self-direct  her PSS services. Ruth and George as her representat ive could 
hire and select  Ruth’s PSS staff.  Ruth and George felt  that  hir ing Ruth’s PSS staff 
sounded overwhelm ing, but  that  in the future they agreed they m ight  think about  
self-direct ing part  of Ruth’s services.  
 
The MFP TC also referred Ruth and George to a peer supporter program  that  would 
connect  her with som eone else who had lived at  Wesley Woods and then 
t ransit ioned back hom e. Ruth and George were both interested in talking to 
som eone who was liv ing at  hom e using the Elderly and Disabled Waiver. The peer 
supporter program  was offered through Walton Opt ions for I ndependence, a Center 
for I ndependent  Living in Augusta. Peer supporters were a covered service through 
the MFP program .  
 
Case Manager Pre-Screening 

Ruth’s AAA Gateway staff com pleted a pre-screening for the Elderly and Disabled 
Waiver. Based on the screening process it  was determ ined that  Ruth m ay be 
eligible to receive services from  the Elderly and Disabled Waiver, and a referral was 
m ade to the AAA cont racted waiver case m anagem ent  agency for a full waiver 
assessm ent . Ruth didn’t  have difficulty com m unicat ing via telephone and expressed 
a desire to have a rem inder call before future m eet ings to help her rem em ber and 
prepare for the m eet ing.  
 
Elderly and Disabled Waiver Assessment and Developing the Service Plan 

A RN with the case m anagem ent  agency contacted Ruth to schedule a t im e to m eet  
with her to com plete the init ial assessm ent  and service plan. The case m anager 
received inform at ion that  the Transit ion Team  had collected in Ruth’s personal 
profile and the inform at ion from  the pre-screening. The RN case m anager received 
this inform at ion and com pleted assessm ents including;  the MDS-HC, Determ inat ion 
of Need-Revised (DON-R) , the Geriat r ic Depression Scale or Beck Depression 
I nventory or Cornell Scale, Environm ental Assessm ent , Caregiver Burden I nventory 
and Mini Mental Status. Once these assessm ents were com plete, the case m anager 
worked with Ruth (and George)  to develop the Service Plan for all the waiver 
services that  Ruth was to receive under the Elderly and Disabled Waiver. Ruth’s 
physician was asked to review the service plan and cert ified that  she m et  nursing 
level of care.  
 
24/7 Emergency Backup Plans 

Ruth’s service plan also included personal r isk t r iggers from  the MDS-HC. Each r isk 
was ident ified in the service plan with individualized cont ingency plans, 24/ 7 
em ergency phone contacts to the Care Coordinator and to each service provider. 
Ruth’s service providers were required to provide 24/ 7 em ergency backup services 
and to inst ruct  direct  care staff in Ruth’s care. The service plan also included 
em ergency plans for natural disasters, power outages and interrupt ions in rout ine 
care.  
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The Wesley Woods discharge planner assisted with obtaining necessary docum ents 
for the financial inform at ion to order a scooter for Ruth. The MFP TC obtained the 
necessary paperwork to obtain a scooter carr ier and had it  installed on the fam ily 
car so that  the scooter would go with Ruth when she and George m ade com m unity 
t r ips. The discharge planner and waiver case m anager m ade arrangem ents to m eet  
Ruth, George and Janet  at  hom e so they could assess Ruth’s situat ion. During the 
hom e assessm ent , Ruth described her daily rout ine and the kinds of help she 
believed she needed. George described what  he had been doing to assist  Ruth and 
the type of help he felt  she needed and the help he thought  he m ight  be able to 
provide. Janet  also discussed the help she thought  that  she and Ken m ight  be able 
to provide. Janet  indicated that  she was willing to act  as part  of Ruth’s 24/ 7 
em ergency backup, if her regular PSS worker failed to show up for work. The 
review of the apartm ent  space was com pleted and the group agreed that  the 
bathroom  door needed to be widened and the shower/ tub needed to be upgraded 
to a m odular tub unit  with a door that  would allow Ruth to sit  while showering and 
bathing.  

The service plan included PSS daily hours, delivery of a noon m eal and a 24/ 7 
em ergency system . MFP services included peer supporters and t r ial PSS, to allow 
Ruth to spend a few nights at  hom e with George to get  used to working with PSS 
staff, before she t ransit ioned. MFP covered m oving expenses- -a van that  George 
rented to help m oved Ruth’s personal belongings back to the apartm ent . MFP also 
provided for Caregiver Training for George and Janet , periodic contact  from  a long-
term  care om budsm an, the scooter carr ier for the fam ily vehicle and a m odular 
bathing unit  (purchased using funds in MFP Equipm ent  and Supplies budget )  
installed in the apartm ent . The MFP TC com pleted the Authorizat ion for MFP 

Services to authorize the purchase of these services (see Appendix S) .  The Augusta 
Senior Living Apartm ents m anager agreed to pay for widening the bathroom  door 
and for the installat ion of the new bathing unit . MFP covered the purchase of the 
m odular bathing unit . Because the bathing unit  cost  m ore than $1,000, the MFP TC 
obtained three quotes for the unit  from  three different  vendors using the Quote 

Form  for Equipm ent  & Supplies, Environm ental Modificat ions and/ or Vehicle 

Adaptat ions ( see Appendix T) .  
 
Each invoice for MFP services was paid by the Com m unity Transit ion Financial 
Service, or Fiscal I nterm ediary (FI ) . The Fiscal I nterm ediary provided financial 
services for paym ents for the MFP dem onst rat ion and supplem ental services for 
Ruth. The FI  paid service providers direct ly for services rendered based on her 
I ndividualized Transit ion Plan and invoiced properly ( for m ore detail,  see Appendix 

S:  Authorizat ion for MFP Services, Appendix U:  MFP Vendor Paym ent  Request  to 

TC, Appendix V:  MFP DCH DHR Vendor I m port  File) .   
 
The MFP TC contacted Departm ent  of Com m unity Health (DCH)  Mem ber Services 
and com pleted the necessary inform at ion to switch Ruth’s eligibilit y from  Wesley 
Woods to the Elderly and Disabled Waiver. Ruth’s next  SSI  m onthly check would go 
to paying her share of the apartm ent  rent  and helping her live back at  the 
apartm ent  with George. The MFP TC also arranged for Ruth to spend several nights 
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at  the apartm ent  working with PSS staff and the peer supporter before her 
discharge date. 
 
The Initial Quality Of Life (QOL) Survey 

The MFP TC arranged for the Quality of Life (QOL)  survey to be com pleted 
approxim ately 30 days pr ior to Ruth’s discharge date from  Wesley Woods. The 
surveyor contacted Ruth at  Wesley Woods and m ade arrangem ents to com plete the 
survey face to face.  

3) Transition Period (day 1 to day 365)  

On the day that  Ruth m oved out  of Wesley Woods Nursing Hom e the MFP TC 
assisted George to arrange for a van to help m ove her bed and personal belongings 
back to the apartm ent . The MFP TC com pleted the Discharge Day Checklist  ( see 
Appendix R) . The case m anager cam e to m ake sure that  everything was in place. 
Each day for the next  couple of weeks a peer supporter visited Ruth and helped 
t rain Ruth, George and Janet  on m anagem ent  of personal support  services (PSS) .  
 
The MFP TC checked on Ruth and George at  the end of the first  week in the 
apartm ent  to ensure that  all services in the service plan were occurr ing as arranged 
and to see if there was a need for any addit ional MFP services, equipm ent  or 
supplies. Things were progressing nicely for Ruth and George.  
 
The MFP TC visited with Ruth and George at  the end of the first  m onth to ensure 
that  Ruth was receiving all services in her service plan and to see if any addit ional 
services were needed. I f addit ional MFP t ransit ional services were needed, the MFP 
TC would com plete the Request  for Addit ional MFP Services (see Appendix X) .  The 
MFP TC and waiver case m anager cont inued to m onitor the services that  Ruth 
received and kept  in regular contact  with her service providers.  
 
The Follow-up Quality Of Life (QOL) Survey 

The MFP TC arranged for a surveyor to com plete the Follow-up Qualit y of Life (QOL)  
survey dur ing the 12 th m onth of Ruth’s com m unity placem ent . The surveyor 
contacted Mrs. Habersham  at  her apartm ent  and m ade arrangem ents to com plete 
the follow-up survey face to face.  
 
During the 12 th m onth of placem ent , the MFP TC and the case m anager m et  with 
Ruth, George and Janet  and explained the t ransit ion to the regular Elderly and 
Disabled waiver and what  changes, if any, they m ight  expect . Together, they 
updated the service plan and ident ified if Ruth needed addit ional waiver services or 
needed adjustm ents to current  services. The MFP TC left  her contact  num ber and 
asked Ruth, George or Janet  to contact  her if they had any quest ions. 

4) Post-Transition (day 366 and beyond) 

The t ransit ion to the Elderly and Disabled waiver occurred on day 366 without  any 
problem s. The case m anager checked periodically to see if any addit ional services 
were needed. The case m anager cont inued to m onitor the services that  Ruth 
received and kept  in regular contact  with her service providers.  
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5) Short-Term Hospitalizations or Nursing Facility/Rehab Stays 

MFP Re-enrollment Process  

I f Ruth needed to be hospitalized for any reason during the MFP dem onst rat ion for 
less than 30 days, she would not  be considered an inst itut ional resident . As soon as 
her condit ion stabilized, she would be able to return to the Augusta Senior Living 
Apartm ents and resum e MFP and waiver services. I f the hospital stay was 30 days 
or longer, she would be discharged from  MFP and would then be considered an 
inst itut ional resident . I n this case, the TC would com plete the Part icipant  

Enrollm ent  Status Change Form  (see Appendix Y)  to t rack the change in enrollm ent  
status and stop the MFP part icipant  ‘clock’ ( for details, see Appendix Z:  MFP Manual 

Tracking Database Screens) .  The MFP TC also would also com plete the MFP Sent inel 

Event  Report  (see Appendix AB) . I f Ruth was re-adm it ted to a nursing 
hom e/ inst itut ion and had a stay of over 30 days, she would NOT need to m eet  
another MFP 6 m onths inst itut ional residency requirem ent , but  she would be re-
evaluated for discharge to the com m unity and re-enrolled into the MFP program  to 
determ ine if any changes in the service plan were warranted to prevent  a re-
adm ission to an inst itut ion. For stays of longer than six m onths, inst itut ional 
residency requirem ents would apply and Ruth would need to be re-evaluated like a 
“new”  MFP part icipant .  
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A.1 Case Study: Physically Disabled and ABI 

This case study describes the t ransit ion process for Jam es Brown, a 35 year old 
physically disabled m ale liv ing in a nursing hom e with loss of m em ory sustained 
from  head and lower ext rem ity injur ies suffered in I raq, decreased 
at tent ion/ concent rat ion, headaches which cause vision distort ions, slow thinking 
and response, ir r itabilit y, and diagnosis with depression. Jam es uses a power 
wheelchair to get  around. He has lim ited upper body st rength, but  is able to 
perform  som e ADLs without  assistance. He can stand and walk very short  distances 
with the aid of a cane and he can do sit - to-stand t ransfers. Jam es has long- term  
m em ory loss and suffers from  headaches that  can cause him  to lose consciousness 
when m edicat ions are not  taken.  
 
This case study will descr ibe Jam es’ background and the following t ransit ioning 
steps undertaken to assist  Jam es to reset t le back into the com m unity:  1)  
background/ ident ificat ion/ referral, 2)  pre- t ransit ion planning, 3)  t ransit ioning and 
discharge and 4)  post - t ransit ion (30 days after discharge, 366 days after discharge 
and beyond) . The descript ion includes the agencies involved in these steps, roles 
and responsibilit ies at  each step, services and support  opt ions, choices and backup 
provisions. This sect ion concludes with a descr ipt ion of how Jam es would be 
accom m odated if he required a short - term  hospital or nursing facilit y/ rehab stay 
and how this stay would im pact  his MFP and waiver services. 
 
Jam es was a t ruck dr iver for three years. I n 2005 he was offered a job opportunity 
to dr ive t rucks in I raq with Holm es Const ruct ion Com pany, a pr ivate cont ractor, to 
dr ive their  t rucks in support  of “Operat ion I raqi Freedom .”   He excitedly accepted 
the offer with Holm es Const ruct ion. Jam es had been in I raq two weeks when a 
roadside bom b st ruck his vehicle. The dest ruct ion dest royed one third of the 
surrounding area, killing several people and cr it ically wounding Jam es. Jam es 
suffered dam age to over half of his body, including a closed head injury that  caused 
him  to lose consciousness. Jam es had extensive surgery to his lower spine and 
legs. He spent  6 m onths unresponsive and unaware of his surroundings at  Walter 
Reed Arm y Medical Center in Washington D.C. 
 
After Jam es’ condit ion stabilized, he was referred for a neuropsychological 
evaluat ion. The neuropsychiat ry evaluat ion determ ined he had severely injured his 
spinal cord causing loss of m obility and deficit s in his m em ory and judgm ent . These 
losses required supervision and 24/ 7 care. Holm es Const ruct ion Com pany paid 
Jam es’ hospital bill and m edical expenses;  however, Jam es did not  have health 
insurance to support  24/ 7 personal care support  he needed for act ivit ies of daily 
liv ing (ADLs) . With the assistance of the hospital discharge planner, Jam es’ m other, 
Sandra Brown, becam e his guardian and he applied for Medicaid. The hospital 
discharge planner assisted Ms. Brown with arrangem ents to get  Jam es t ransported 
hom e to Georgia. Together they found a placem ent  at  the Owens Nursing Hom e 
(ONH)  in At lanta. After several m ore m onths of therapy and t reatm ents at  Walter 
Reed, Jam es relocated to At lanta and m oved into ONH.  
 

Georgia Department of Community Health 
Office of Long Term Care 
Money Follows the Person  - 20 - 



MFP Operational Protocol 
 

Upon arr ival at  ONH, Ms. Brown signed several form s, including the nursing hom e 
adm ission packet . She also received a packet  with several brochures and 
pam phlets. After the long journey Jam es was t ired. He was taken to a pr ivate room  
funded for thir ty days by Holm es Const ruct ion Com pany. The next  day Jam es was 
int roduced to his environm ent  and started rehabilitat ion therapy. Jam es’ eligibilit y 
for Medicaid was approved and on the 31st day of his stay at  ONH, and he was 
m oved from  the pr ivate room  to a sem i-pr ivate room . Jam es was int roduced to a 
room m ate and his personal belongings were m oved into sm aller com pact  area, 
forcing Ms. Brown to place larger item s in storage. After six m onths of stay at  ONH 
with rehab therapy, Jam es’ condit ion gradually im proved. He learned to use a 
power chair for m obilit y and regained som e of his abilit y to speak. He becam e m ore 
involved with people in the facilit y, but  often exhibited irr itabilit y and frust rat ion 
towards fam ily and fr iends that  visited him .  
 
One day Jam es’ room m ate was taken to the hospital and replaced with a gent lem an 
that  required wound care and m ore personal care assistance. Jam es on the other 
hand m anages to do som e of his ADLs with difficult ies but  needs assistance in 
bathing, dressing and get t ing in and out  of bed. The disrupt ions from  the room m ate 
frust rated Jam es and caused him  to be verbally abusive to staff and other 
residents. Jam es started talking to fr iends and fam ily about  leaving the facilit y and 
liv ing with people his own age. Jam es spoke to his m other about  the situat ion. 
    
A few days later, the om budsm an visited Owens Nursing Hom e. The om budsm an 
was accom panied by a Money Follows the Person Transit ion Coordinator (TC) . Both 
int roduced them selves and talked with the resident  council about  MFP 
dem onst rat ion and com m unity opt ions. Jam es at tended the discussion, read the 
inform at ion given out  and talked with his m other about  m oving out  of the facilit y.  
Jam es and Ms. Brown m et  with the Social Worker and contacted the MFP TC 
through a toll free num ber. On speaker phone the MFP TC spoke to Jam es and Ms. 
Brown about  MFP t ransit ion services and applying for a waiver. Jam es was asked 
about  his wishes to live in a com m unity set t ing. He expressed why he wanted to 
m ove out  and stated he wanted to be with others his own age. The TC set  an 
appointm ent  to visit  with Jam es and Ms. Brown at  the nursing facilit y.  

2) Pre-Transition Planning  

At  the m eet ing, the TC m et  with Jam es, Ms. Brown, the LTCO and the social 
worker/ discharge planner at  ONH to explain the MFP program  in m ore detail and 
how MFP could assist  Jam es. The challenges of finding housing, different  liv ing 
arrangem ents, and MFP and waiver service opt ions were explained. The TC also 
explained that  som e services received in the nursing hom e would not  be available 
in the com m unity. The out reach booklet  about  hom e and com m unity services, 
Hom e and Com m unity Services:  A Guide to Medicaid Waiver Program s in Georgia 

(see Appendix E)  and a brochure about  Money Follows the Person dem onst rat ion 
services, (see Appendix C:  MFP Tri-Fold Recruit ing Brochure)  were reviewed with 
the group. They were inform ed that  MFP provided pre-  and post - t ransit ion services 
for 365 days and on day 366 part icipants cont inued to receive waiver services, but  
not  MFP services (see Sect ion B.1 Part icipant  Recruitm ent  & Enrollm ent ) . The group 
discussed Jam es’ personal goals and reviewed possible waiver services and opt ions. 
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Ms. Brown explained that  she has legal guardianship and provided the TC with a 
copy of the guardianship, but  stated that  she felt  that  he would do bet ter in a 
different  set t ing. Ms. Brown asked quest ions about  his personal support  needs and 
provider of his personal care. The TC explained that  personal support  services 
(PSS)  would help with Jam es’ personal care. The TC offered the group the 
opportunity to think about  their  decision and arranged to int roduce them  to a Peer 
Supporter.  The peer supporter had encountered sim ilar challenges as Jam es and 
would be available to share personal experiences about  reset t ling and liv ing in the 
com m unity. The TC closed the m eet ing and gave out  his contact  inform at ion and 
asked Jam es and Ms. Brown to call him  if they had quest ions.  
 
Informed Consent and Preliminary Transition Planning 

Angie, a Peer Supporter with the local Center for I ndependent  for Living (CI L) , 
visited Jam es two days later. Angie m et  with Jam es and shared her story of liv ing in 
a nursing hom e for over 15 years and finally t ransit ioning back into a com m unity 
set t ing. Angie explained that  Jam es would need to understand his decision and to 
accept  those things that  he would be responsible for doing when he left  the nursing 
hom e (such as cooking and taking his m edicat ions) . Together they talked about  
com m unity services and supports, act ivit ies in the com m unity, services that  he 
m ight  be eligible for and his freedom . 

A follow up visit  was scheduled by the MFP TC with Jam es, Ms. Brown and with their  
perm ission the LTCO was invited, the peer supporter Angie, the ONH social worker, 
and Billy and Ruth Ann White (Jam es’ fr iends) . During the m eet ing the TC explained 
Jam es’ r ights and responsibilit ies under the MFP program  and MFP services. Jam es 
and Ms. Brown understood and gave consent  to part icipate by signing the 
Authorizat ion for Use or Disclosure of Health I nform at ion (see Appendix D1)  and 
the MFP Consent  for Part icipat ion (see Appendix D2) . The MFP screening process 
was com pleted using the MFP Transit ion Screening Form  ( see Appendix G) . Jam es’ 
only incom e was SSDI . Budget  issues were discussed. Housing opt ions were 
discussed. Jam es wanted to live in At lanta, in south Fulton where he had grown up. 
His first  choice was to locate an apartm ent . Ms. Brown wasn’t  against  Jam es’ 
decision and offered that  he could live at  hom e. Billy and Ruth Ann White agreed to 
help Jam es look for an affordable apartm ent  and help him  m ove his personal 
belongings. The group reviewed and discussed available com m unity housing 
resources. They also discussed the room m ate m atch process, m onthly expenses 
required to sustain Jam es in a com m unity set t ing, and the role and responsibilit ies 
for each person assist ing with the t ransit ioning process.  

The MFP TC explained the I ndependent  Care Waiver Program  ( I CWP)  and assisted 
Jam es and Ms. Brown to com plete the applicat ion process. The I CWP applicat ion 
was subm it ted for processing and the TC contacted Georgia Medical Care 
Foundat ion (GMCF)  to arrange the assessm ent  to determ ine waiver eligibilit y.  

Jam es and Ms. Brown agreed to visit  a CI L center and m eet  with Angie and the MFP 
TC. Angie arranged t ransportat ion for Jam es to visit  the CI L. The MFP TC, Jam es 
and Ms. Brown at tended. Angie int roduced them  to other individuals with disabilit ies 
who had recent ly t ransit ioned into the com m unity and int roduced them  to several 
who were wait ing to t ransit ion. Jam es m et  Sally, a 49 year old fem ale with cerebral 
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palsy who had t ransit ioned 8 m onths previously from  an inst itut ion. Mark, a 30 year 
old quadriplegic, was injured in an autom obile accident . Mark’s sister Genie helped 
him  describe his t ransit ion experience and how his new adapt ive wheelchair  had 
enabled him  to live independent ly.  

During their  visit  at  the CI L, Jam es and Ms. Brown received inform at ion about  
problem s with accessing Housing Choice Vouchers for rental assistance in At lanta 
and Fulton County. Angie, the peer supporter, discussed with Jam es and his m other 
som e of the challenges regarding locat ing affordable housing in the At lanta and 
Fulton County areas. Jam es was told that  there were no Housing Choice Vouchers 
available from  the At lanta Housing Authority and none available from  the Fulton 
County Housing Authority. Neither housing authority would have Housing Choice 
Vouchers available before 2011. Most  housing authority signature propert ies and 
m ost  high- r ise apartm ent  buildings had wait ing lists of at  least  one year due to 
displacem ent  of current  residents as a result  of property rehabilitat ion const ruct ion.  

The MFP TC described an arrangem ent  that  MFP had with the Departm ent  of 
Com m unity Affairs (DCA)  that  reserved Housing Choice Vouchers for people just  
like Jam es t ransit ioning form  a nursing hom e (see Appendix AA:  Referral for 

Housing Choice Vouchers) . There was a Housing Choice Voucher available, but  it  
was available in Gwinnet t  County in the Norcross area. This would m ean that  Jam es 
would have to look for housing in Gwinnet t  County. While Jam es was determ ined to 
leave the nursing hom e, he decided not  to apply for the Housing Choice Voucher in 
Gwinnet t  County through the DCA program , because he didn’t  want  to live in 
Norcross. Angie described another housing opt ion;  Tax Credit  Housing—affordable 
housing units located in apartm ent  com plexes throughout  the m et ro area for 
persons with low incom e. Angie described how through pooling resources with a 
room m ate, Jam es m ight  qualify for a Tax Credit  unit .  Jam es indicated that  he was 
interested in pursuing this type of housing arrangem ent . The TC not ified the 
Am erican Red Cross to search for a suitable room m ate m atch for Jam es.  

During the housing search process, Angie and the MFP TC worked with Jam es to 
obtain a photo I D and com plete the MARTA Parat ransit  applicat ion process. Jam es 
received his MARTA Parat ransit  card and learned to schedule Parat ransit  t r ips to 
review apartm ents.  

Angie int roduced Jam es to Jerom e, a 34 year old m an with cerebral palsy. Like 
Jam es, Jerom e used a powerchair but  could walk very short  distances and could do 
sit - to-stand t ransfers. Jam es and Jerom e seem ed to ‘hit - it -off’ and were both 
interested in and willing to explore the room m ate opt ion. Jerom e was liv ing in a 
nursing hom e and was working with Angie to reset t le in At lanta. Angie worked with 
Jam es and Jerom e to understand what  their  expenses would be to live in the 
com m unity, i.e. for rent , ut ilit ies, phone, food, t ransportat ion, etc. She helped them  
ident ify the share of expenses each would be responsible for and how m uch they 
could expect  to spend on rent . This I ndependent  Living t raining helped Jam es and 
Jerom e to be m ore realist ic about  where they could afford to live. Angie showed 
Jam es and Jerom e how to use the Georgia Housing Search tool 
(www.GeorgiaHousingSearch.org)  to locate affordable housing in the m et ro area 
and how to contact  property m anagers to locate m ore inform at ion about  Tax Credit  

Georgia Department of Community Health 
Office of Long Term Care 
Money Follows the Person  - 23 - 



MFP Operational Protocol 
 

units. With coaching from  Angie, Jam es and Jerom e cont inued to search for alm ost  
four m onths for a two-bedroom , two-bath apartm ent . Several t im es, they ident ified 
apartm ents and m ade on-site visits only to find out  that  the apartm ent  was on the 
second floor with no elevator or that  the outside ent rance to the apartm ent  was up 
several stairs.  

They finally located a unit  in an apartm ent  com plex not  far from  the airport  in 
College Park. They were both fam iliar with the College Park area. On-site inspect ion 
reveled that  the apartm ent  had a zero-step ent rance and the inter ior doors, 
including the bathroom  door, were wide enough to accom m odate a powerchair. The 
apartm ent  was within easy t raveling distance using public t ransit  to a grocery store 
and not  far (by MARTA t rain)  from  Jam es m other ’s hom e in Oakland City. The m en 
liked the apartm ent  and locat ion and together com pleted the apartm ent  lease 
applicat ion and provided required incom e verificat ion. Jam es used MFP funds to 
m ake his security deposits. The m en received not ice that  their  applicat ion had been 
accepted by the apartm ent  m anager and that  the unit  would be available for 
occupancy in 30 days. Jam es used MFP funds to m ake ut ilit y deposits for elect r icity, 
phone and basic cable. The MFP TC com pleted the Authorizat ion for MFP Services 

(see Appendix S)  to authorize the pre- t ransit ion services and assisted Jam es and 
the apartm ent  m anager to com plete the Vendor Request  for Paym ent  to TC form  
(see Appendix U)  for  the security deposit .   

Waiver Assessment and Person- Centered Planning  

Jam es and Ms. Brown received not ificat ion from  Georgia Medical Care Foundat ion 
(GMCF)  that  a Registered Nurse was scheduled to com plete an assessm ent  to 
determ ine eligibilit y for the I ndependent  Care Waiver Program  ( I CWP) . The TC 
scheduled a planning m eet ing with the GMCF RN, Jam es, Ms. Brown, Billy and Ruth 
Ann ( fr iends of Jam es) , the ONH social worker, and the rehab specialist  at  ONH. 
Together they discussed Jam es’ circle of support , his personal goals, st rengths and 
abilit y to care for som e personal needs, health and nut r it ional needs, self-care, ADL 
and I ADL needs, t ransportat ion needs, his financial resources and his abilit y to take 
m edicat ions alone. The MFP TC wrote up the results of the person-centered 
planning in the I ndividualized Transit ion Plan ( I TP)  (see Appendix Q1 and Q2) .  

Jam es’s I TP included a list  of the MFP Services he would receive (Part  A) ,  waiver 
services he needed (Part  B)  and any other State Plan Service he m ight  benefit  from  
(Part  C) .  
 
The RN conducted and com pleted the face- to- face assessm ent  along with the 
Part icipant  Assessm ent  Form  (PAF)  and the DMA-6 form  was reviewed. Jam es 
signed the Release of I nform at ion and Freedom  of Choice form s. The RN developed 
the init ial service plan to docum ent  the am ount  and type of services that  Jam es 
needed.  
 
Two weeks later, Jam es received his approval let ter indicat ing that  he was accepted 
to receive I CWP services. Enclosed was a list  of available case m anagers. He was 
given two weeks to not ify Georgia Health Partnership (GHP)  of the case m anager 
selected. Jam es and Ms. Brown selected a case m anager and the TC subm it ted the 
docum entat ion to GHP. The I CWP case m anager conducted a face- to- face visit  with 
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the MFP TC, Jam es and Ms. Brown within three days at  ONH. The case m anager 
discussed the I CWP waiver program , services, her role and responsibilit ies, their  
r ights ( to include com plaint  and grievance processes as well as self-direct  opt ions)  
and choices in detail.  Together the group re- reviewed the I ndividualized Transit ion 

Plan ( I TP) , and developed the I CWP service plan to include:     

 Case Managem ent -  Jam es selected a case m anager to assist  with select ing 
I CWP service providers and coordinat ing PSS hours. 

 Personal Support  Services-  Perform  personal care tasks to assist  Jam es with 
ADLs.  

 Specialized Medical Equipm ent  and Supplies-  Jam es will need equipm ent  to 
funct ion at  hom e including specialized wheelchair seat ing, shower t ransfer 
bench, 17½  inch high toilet , grab bars, hand-held shower, special clothing 
and sim ple devices to assist  him  in personal care and with I ADLs. 

 Counseling-  Jam es would benefit  from  counseling services to assist  him  with 
his depression and adjust ing to live in the com m unity.  

 Non-Em ergency Transportat ion Services – Provide Jam es with t ransportat ion 
if needed to m edical appointm ents.  

 Self-Directed Personal Support  Services-  Provide Jam es with the opt ions to 
self-em ployee PSS.  

 Personal Em ergency Response System  (PERS)  – Provide Jam es with an 
elect ronic com m unicat ion device, a portable but ton to signal a response 
center if assistance is needed.  

The following MFP t ransit ion services were included in Jam es’ Transit ion Plan:  

 Peer Supporter – Angie will assist  Jam es with networking to build connect ions 
to individuals in the local com m unity and locate affordable and appropriate 
housing and accessible t ransportat ion.  

 Household Furnishings – Provide Jam es with assistance to obtain basic 
household furnishings ( table, lam ps, etc.)  and general setup for his 
apartm ent .  

 Household Goods and Supplies – Provide Jam es with basic household goods 
and supplies, cookware and toilet r ies for his apartm ent .  

 Moving Expenses – Assist  Jam es to rent  a U-Haul t railer to m ove his personal 
item s from  storage with the assistance of his fr iends.  

 Ut ilit y Deposit  – Assist  Jam es with ut ilit y deposits for his apartm ent .  

 Security Deposit  – Assist  Jam es with the securit y deposit  on his apartm ent . 

 Fiscal I nterm ediary/ Com m unity Transit ion Financial Service – Provide 
financial services for paym ents for the MFP pre-  and post - t ransit ion services 
obtained on behalf of Jam es.  
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The waiver Service Plan was approved and signed by Jam es and Ms. Brown. The 
Freedom  of Choice, Mem ber Rights and Responsibilit ies and the Mem orandum  of 
Understanding form s were also reviewed, approved and signed. 
 
Self–Directed PSS Training and 24/7 Emergency Backup  

Ms. Brown,  the MFP TC and the I CWP Case Manager all encouraged Jam es to m ake 
the choice to select  self-direct ion under I CWP. Jam es opted to self-direct  his PSS 
with Ms. Brown’s assistance. Jam es opted to be the em ployer of record for PSS 
services and to m anage his personal support  hours. Jam es’ case m anager provided 
t raining to Jam es, Ms. Brown, Billy and Ruth Ann about  the em ployer opt ion. 
I nform at ion was provided about  the differences between self-directed and provider-
m anaged PSS. The benefits, r isks and responsibilit ies were reviewed and discussed. 
Prior Approval was obtained by the case m anager for the I CWP services. Writ ten 
t raining m aterial and a copy of the service plan was provided to Jam es and Ms. 
Brown. Ms. Brown, Billy and Ruth Ann White agreed to be Jam es’ 24/ 7 em ergency 
backup, if the PSS staff didn’t  show up for work or if an em ergency occurred and 
assistance was needed ( for details, see Sect ion B.2 I nform ed Consent , 

Guardianship, Grievance/ Com plaint  and Crit ical I ncident  Report ing System s and 

Appendix AB:  MFP Sent inel Event  Report ) . Ms. Brown provided Jam es with a cell 
phone to com m unicate with everyone.  

 
Initial Quality of Life (QOL) Survey  

The MFP TC arranged for a surveyor to com plete the Quality of Life (QOL)  survey 
approxim ately 30 days pr ior to his discharge. The surveyor contacted Jam es and 
m ade an arrangem ent  to conduct  the survey face to face.  
 
MFP Fiscal Intermediary/Community Transition Financial Services 

With assistance from  Angie, Jam es found a room m ate (Jerom e)  and the two m en 
secured affordable housing. Jam es and Jerom e used the Georgia Housing Search 
(georgiahousingsearch.org)  website to locate available apartm ents near a MARTA 
bus line. Having obtained his MARTA Parat ransit  pass, Jam es was able to arrange 
for t ransportat ion to visit  several apartm ent  com plexes around At lanta with his 
prospect ive room m ate Jerom e and fr iends Billy and Ruth Ann White. Working with 
Angie, his peer supporter from  the CI L, Jam es found a Tax Credit  apartm ent  in 
College Park. MFP Equipm ent  and Supplies funds were used to obtain grab bars for 
each bathroom  and to install them  around the bathtub and com m ode. These funds 
were used to purchase a 17½  inch high, low- flow toilet  to replace the exist ing 
com m ode, a hand-held shower and a shower t ransfer bench for Jam es’ bathroom . 
The TC com pleted the Authorizat ion for MFP Services ( see Appendix S)  and the MFP 

DCH DHR Vendor I m port  File ( see Appendix V)  to get  these item s paid as pre-
t ransit ion services so they could be installed pr ior to the m ove. The apartm ent  
m anager was not  against  m aking m inor m odificat ion to the apartm ent  and agreed 
to install the grab bars, the new toilet  and the hand-held shower device. Angie and 
the TC coached Jam es on how to arrange to m ake the ut ilit y deposits. They assisted 
Jam es to obtain basic household furnishings. The TC assisted Jam es with finding a 
pr im ary care physician in the area near the apartm ent  and an appointm ent  was 
scheduled. Jam es received prescript ions for his m edicat ion. All MFP services were 

Georgia Department of Community Health 
Office of Long Term Care 
Money Follows the Person  - 26 - 



MFP Operational Protocol 
 

paid by the Fiscal I nterm ediary. The FI  invoiced DCH and received the approval 
from  the MFP office for the MFP expenses.  

3) Transitioning and Discharge Date  

Through the work of Angie, the peer supporter, Jam es was int roduced to a potent ial 
room m ate nam ed Jerom e, age 34. Like Jam es, Jerom e used a powerchair for 
m obilit y and was current ly liv ing in a nursing hom e in Rom e, Georgia, and seeking 
to relocate to At lanta. The gent lem en seem ed to ‘hit - it -off’ from  their first  
int roduct ion and agreed to work together to locate a suitable apartm ent .  
 
Once Jam es received not ificat ion that  his apartm ent  applicat ion had been accepted 
and the unit  would be ready for the m en in 30 days, the docum entat ion and 
inform at ion to term inate Jam es’ eligibilit y from  a nursing hom e resident  and change 
his status to a com m unity resident  was reviewed and discussed with Jam es and Ms. 
Brown. They were inst ructed to not ify the Social Security Adm inist rat ion and 
provide them  with a discharge date for Jam es. The TC and Ms. Brown arranged 
m onthly com m unicat ion for the TC to review any barr iers with Jam es that  he m ight  
be encountering and to answer quest ions or to address concerns. Addit ional post -
t ransit ion services could be obtained for Jam es during the 365 days of MFP using 
the Request  for Addit ional MFP Transit ion Services ( see Appendix X) .  The TC 
contact  inform at ion was provided to Jam es and Ms. Brown.  
 
On the date of Jam es’ discharge, Billy and Ruth Ann arr ived early with the U-Haul 
t ruck. The TC com pleted the Discharge Day Checklist  (see Appendix R)  and 
discussed Jam es’ service plan, 24/ 7 emergency backup system , and the TC’s 
contact  inform at ion was provided to him . The ONH charge nurse provided him  with 
his rem aining m edicat ion and reviewed the physician discharge orders. The social 
worker provided Jam es with his discharge docum ents. Billy and Ruth Ann White 
m oved Jam es’ clothing and personal item s to the U-Haul t ruck and Jam es left  ONH. 
Ms. Brown and Jam es’ case m anager and his new room m ate Jerom e (who had 
m oved in the previous day)  all greeted Jam es at  the apartm ent . Ms. Brown had 
cleaned and unpacked several item s that  were m oved from  storage to m ake things 
com fortable for the room m ates. The case m anager re- reviewed the service plan 
with Jam es and reviewed the service scheduled for him .  
 
The TC telephoned Jam es the following week at  the apartm ent . Jam es and Jerom e 
were get t ing along well.  Jam es stated that  he and his room m ate were enjoying 
learning to cook and prepare som e of their  own m eals. He also reported that  Angie 
had accom panied him  to the local Walgreens to get  his prescr ipt ions filled and 
things were going great . His fr iend Billy White was com ing by daily and som et im es 
had dinner with the room m ates. Jam es told the TC that  he enjoyed watching T.V., 
visit ing the CI L and the Side by Side Brain I njury Clubhouse in Stone Mountain. He 
enjoyed his visits with Billy and Jerom e. Jam es reported that  the installat ion of the 
new toilet  was com plete but  that  the installat ion of the grab bars in the bathtub and 
around the com m ode were m oving slowly, but  he didn’t  have any concerns because 
he was using sit - to-stand t ransfers on/ off the toilet  and using the shower t ransfer 
bench and hand-held shower device for showers.  
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4) Post-Transition on or before 30th day and day 366 and beyond  

The MFP TC contacted Jam es and Ms. Brown three weeks following Jam es’ 
discharge to discuss any concerns and/ or issues. Jam es and Jerom e, the new 
room m ate, were adjust ing well together. The TC asked Jam es a series of quest ions 
about  the I CWP waiver services that  he was receiving, personal support  services 
and liv ing accom m odat ions. When Jam es expressed a need for the hand held 
shower handle to be lowered, the TC ‘coached’ Jam es through the process of 
approaching the apartm ent  m anager and discussing the need to relocate the hand-
held shower. When it  was discovered that  several new parts were needed, the TC 
com pleted the Request  for Addit ional MFP Transit ion Services ( see Appendix X)  and 
the addit ional parts were purchased from  MFP funds rem aining in Equipm ent  and 
Supplies budget  (see Appendix B:  MFP Dem onst rat ion and Supplem ental Services 

Table) . Jam es discussed changes to his service plan with the TC and stated he had 
changed certain hours for personal care. He had requested that  he and Jerom e be 
approved to share personal support  hours, since Jerom e was also receiving I CWP 
services. The I CWP case m anager and Ms. Brown had approved the change. Jam es 
was inform ed that  his I CWP waiver services would cont inue beyond day 366 of the 
MFP dem onst rat ion program . A report  of the visit  was forwarded to DCH.  

5) Short-Term Hospitalizations or Nursing Facility/Rehab Stays 

MFP Re-enrollment Process  

I f Jam es needed to be hospitalized for any reason during the MFP dem onst rat ion for 
less than 30 days, he would not  be considered an inst itut ional resident . As soon as 
his condit ion stabilized, he would be able to return to the apartm ent  and resum e 
MFP and waiver services. I f the hospital stay was 30 days or longer, he would be 
discharged from  MFP and would then be considered an inst itut ional resident . I n this 
case, the TC would com plete the Part icipant  Enrollm ent  Status Change Form  ( see 
Appendix Y)  to t rack the change in enrollm ent  status and stop the MFP part icipant  
‘clock’ ( for details, see Appendix Z:  MFP Manual Tracking Database Screens) . The 
MFP TC also com pleted the MFP Sent inel Event  Report  (see Appendix AB) . I f Jam es 
was re-adm it ted to a nursing hom e/ inst itut ion and had a stay of over 30 days, he 
would NOT need to m eet  another MFP 6 m onths inst itut ional residency requirem ent , 
but  he would be re-evaluated for discharge to the com m unity and re-enrolled into 
the MFP program  to determ ine if any changes in the service plan were warranted to 
prevent  a re-adm ission to an inst itut ion. For stays of longer than six m onths, 
inst itut ional residency requirem ents would apply and Jam es would need to be re-
evaluated like a “new”  MFP part icipant .  
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A.1 Case Study: Developmental Disability 

This case study describes the t ransit ion process for Sally Mae Johnson, a 49 year 
old fem ale with m ild m ental retardat ion and severely involved cerebral palsy (CP) , 
who uses a power wheelchair. Ms. Johnson current ly resides in Cent ral State 
Hospital, a state I CF/ MR, and is t ransit ioning into the New Opt ions Waiver (NOW). 
She will also be able to take advantage of several of the Money Follows the Person 
(MFP)  pre-  and post - t ransit ion services. This sect ion describes each of the following 
steps undertaken to reset t le Ms. Johnson in the com m unity:  1)  
ident ificat ion/ referral, 2)  pre- t ransit ion planning, 3)  t ransit ion period (day 1 to day 
365) , and 4)  post - t ransit ion (day 366 and beyond) . The descr ipt ion includes the 
agencies involved in these steps, roles and responsibilit ies at  each step, services 
and supports, opt ions and choices, and backup provisions. This sect ion concludes 
with a descript ion of how Ms. Johnson would be accom m odated if she required a 
short - term  hospital or nursing facilit y/ rehab stay and how this stay would im pact  
her MFP and waiver services. 
 
Sally Mae Johnson is a 49 year old fem ale with m ild m ental retardat ion and 
severely involved CP. She uses a powerchair for  m obilit y and is Medicaid eligible. 
Her speech is difficult  to understand, but  she can m ake herself understood by using 
a com m unicat ion board on her lap t ray. She has resided at  Cent ral State Hospital 
(CSH)  in Milledgeville, Georgia for 27 years. A nat ive of Thom asville, Georgia, she 
lived with her m other, Mavis Johnson, unt il she was 22 years old. Approxim ately 
one year after graduat ing from  the Sem inole County Schools in Thom asville, she 
was adm it ted to CSH, because her m other could not  provide for her care.  
 
During the last  few m onths, Sally Mae Johnson has been inquir ing about  leaving 
CSH and has been asking quest ions about  group hom es, get t ing her own apartm ent  
or sharing an apartm ent  with her fr iend, Francis Jones, who also resides at  CSH. 
The Planning List  Adm inist rator at  Cent ral State Hospital had engaged Sally Mae, 
her m other, her fr iend Francis Jones, and Regional and CSH staff in discussions of 
opportunit ies and possibilit ies for t ransit ioning Sally Mae to the com m unity using 
the NOW waiver.  During these m eet ings, Ms. Johnson was provided with out reach 
m aterials about  the NOW waiver (see Appendix E:  Hom e and Com m unity Services:  

A Guide to Medicaid Waiver Program s in Georgia)  and out reach m aterials about  
Money Follows the Person services (see Appendix C:  MFP Tri-Fold Recruit ing 

Brochure) .  Ms. Johnson’s personal goals, waiver services and opt ions, and 
t ransit ion services available under MFP were described. The Planning List  
Adm inist rator explained the program  to Ms. Johnson and how the services would 
get  her reset t led into a qualified group hom e (of four or fewer unrelated persons) , a 
place of her own or a place she could share with her fr iend, Francis Jones. During 
the discussion, the Hospital Planning List  Adm inist rator discussed the changes that  
Ms. Johnson would m ost  likely experience m oving from  CSH to the com m unity.  

2) Pre-transition/Discharge planning 

Person-Centered Planning, Informed Consent and Guardianship 

Several person-centered planning m eet ings were conducted at  CSH. The planning 
group involved Ms. Johnson, the Hospital Planning List  Adm inist rator, the hospital 
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case expeditor, the social worker and her current  case m anager. The group assisted 
Ms. Johnson to locate and contact  fr iends and relat ives who Ms. Johnson wanted to 
involve in person-centered planning. During the inform ed consent  discussion, it  was 
discovered that  Sally Mae’s m other, Mavis Johnson, was Sally Mae’s legal guardian. 
This issue needed to be resolved, because Mavis Johnson, age 84, had recent ly 
suffered a serious heart  at tack and som e m ild dem ent ia and had m oved into a 
nursing hom e in Thom asville, as a Medicaid pat ient . Ms. Johnson told the group 
that  she didn’t  want  her m other to be her guardian any longer and felt  that  with 
help she could m ake her own decisions. The group discussed the process of 
term inat ing guardianship. Before m oving on, the group worked with Ms. Johnson to 
term inate guardianship. With guardianship term inated and inform ed consent  
obtained, the group reviewed the m edical records and gathered the inform at ion 
necessary to build a personal profile of Ms. Johnson.  
 
Early Involvement of the MFP Transition Coordinator/Case Expeditor 

The MFP Regional Transit ion Coordinator/ Case Expeditor (TC/ CE)  was contacted by 
the Hospital Planning List  Adm inist rator and asked to be involved, because the 
group wanted to determ ine what  MFP t ransit ion services could be used by Ms. 
Johnson for reset t lem ent .  
 
Developing the Transitional Plan 

A date was selected and the group ( the Transit ion Team )  was convened to com plete 
the Transit ion Plan and revise and re-develop the I ndividualized Services Plan 
( I SP) . Because Ms. Johnson had resided at  CSH for m ore than 20 years, she had an 
exist ing I SP, case files, m edical records and results of assessm ents. However, these 
assessm ents needed to be updated and the I SP needed to be redeveloped to 
include com m unity liv ing goals. These exist ing docum ents and m eet ing discussions 
were used to create the Transit ion Plan and to begin the process of redeveloping 
the I SP. The Transit ion Plan docum ented the need for services and the t im efram e in 
which services were needed. The Transit ion Plan included inform at ion about  Ms. 
Johnson’s com m unity liv ing opt ions and preferences (sharing an apartm ent  with her 
fr iend) ;  her funct ional needs, her m ot ivat ion to relocate and concerns she had 
about  m oving out  of CSH.  
 
The Team  explained the r ights and responsibilit ies under the waiver. Sally Mae 
signed the MFP Consent  for Part icipat ion (see Appendix D2) . They gathered 
inform at ion about  Ms. Johnson’s personal goals, adapt ive st rengths, 
health/ nut r it ion, m obilit y, com m unicat ion, social/ recreat ional skills and needs 
( including the need for an Augm entat ive and Alternat ive Com m unicat ion (AAC)  
device) , her self care, her specialized m edical equipm ent , her com m unity liv ing 
skills,  her vocat ional interests, her t ransportat ion needs, her financial resources, 
and barr iers that  m ight  be encountered as she t ransit ioned. Working together, the 
Planning List  Adm inist rator and Regional MFP TC/ Case Expeditor assigned specific 
tasks to Ms. Johnson and to each m em ber of the t ransit ion team  for pre-placem ent , 
post -placem ent  and follow-up act ivit ies that  needed to occur for a sm ooth 
t ransit ion. The Team  assisted Ms. Johnson to gather the required docum ents and 
com plete a Medicaid waiver applicat ion (see Appendix F:  Applicat ion for Mental 

Retardat ion or Developm ental Disabilit ies Services) .   
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The Planning List  Adm inist rator and MFP TC/ CE dist r ibuted copies of the Transit ion 
Plan with specific t ransit ional assignm ents to Ms. Johnson and to all persons having 
an assignm ent  to com plete. A discharge date was agreed upon and updates to 
assessm ents were scheduled with the I ntake and Evaluat ion Team  ( I &E Team ) . The 
MFP TC/ CE com pleted the MFP Authorizat ion for MFP Services ( see Appendix S)  and 
the MFP DCH DHR Vendor I m port  File ( see Appendix V) . The Transit ion Team  
reconvened to review the Transit ion Plan four weeks before the discharge date to 
m onitor any changes and follow the im plem entat ion of the MFP pre- t ransit ion 
services.  
 
Early Involvement of the Support Coordinator for MFP Participants 

Because the reserve capacity of the waiver was not  yet  exceeded, Ms. Johnson was 
not  placed on a waiver wait ing list . Ms. Johnson needed the assistance of a support  
coordinator to facilitate assessm ent , planning and arrangem ent  of waiver and MFP 
services. Once the Transit ion Plan was com pleted and the redevelopm ent  of the I SP 
was started, the Hospital Planning List  Adm inist rator provided Ms. Johnson with a 
list  of support  coordinat ion agencies. With assistance from  her support  network, Ms. 
Johnson selected a support  coordinat ion agency.  
 
Updating the Waiver Assessments  

Ms. Johnson’s Medicaid waiver applicat ion was received and processed and an 
appointm ent  was set  to update the inform at ion from  her Support  I ntensity Scale 
(SI S)  assessm ent . The I &E Team  also com pleted the Health Risk Screening Tool 
(HRST)  to ident ify potent ial r isks to Ms. Johnson’s health and safety and to plan for 
m anaging these r isks in the com m unity. The Hospital Planning List  Adm inist rator 
and the MFP TC/ CE supplied the I &E Team  m em bers with the profile inform at ion 
that  had been developed from  the Transit ion Plan.  
 
Each m em ber of the I &E team  m et  with Ms. Johnson, the Planning List  
Adm inist rator, the MFP TC/ CE and the support  coordinator to review and discuss 
the updated results of the assessm ents. Together they determ ined the 
individualized supports that  Ms. Johnson needed, including liv ing arrangem ents, 
staffing needs, and m edical supports, together with the em ploym ent , educat ional 
and leisure opportunit ies that  Ms. Johnson was interested in pursuing. Ms. Johnson 
was not ified that  she was eligible for the NOW waiver seven days after the I &E 
Team  com pleted their  assessm ents. Funding for her waiver ‘slot ’ was available 
through Money Follows the Person and she was not  placed on a waiver wait ing list .  
 
Redeveloping the Individual Service/Support Plan (ISP)  

A m eet ing was scheduled to rewrite Ms. Johnson’s current  I SP with new com m unity 
liv ing goals and MFP services. Ms. Johnson chose her fr iend, Francis Jones, and her 
uncle and aunt  to part icipate with her in the redevelopm ent  of her I ndividualized 
Service Plan ( I SP) . At  the m eet ing, the Planning List  Adm inist rator, the MFP TC/ CE 
and the support  coordinator discussed Ms. Johnson’s service opt ions under the 
NOW waiver and MFP supplem ental and dem onst rat ion services. The rewrit ten I SP 
included the following services:   
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 Support  Coordinat ion-Ms. Johnson was able to select  a case m anagem ent  
service. The support  coordinator’s task is to connect  Ms. Johnson with the 
com m unity services that  she needs and to m onitor these services. 

 Com m unity Living Supports- individually tailored supports that  assist  Ms. 
Johnson with personal care and protect ive oversight  and supervision. 
Com m unity Living Support  services include t raining in and personal 
care/ assistance with act ivit ies of daily liv ing (ADLs) , such as bathing, 
dressing, toilet ing, and t ransferr ing, and with inst rum ental act ivit ies of daily 
liv ing ( I ADLs) , such as personal hygiene, light  housework, laundry, m eal 
preparat ion, t ransportat ion, grocery shopping, using the telephone, and 
m edicat ion, m oney m anagem ent , basic first  aid, arranging and t ransport ing 
part icipants to m edical appointm ents, accom panying part icipants on m edical 
appointm ents, docum ent ing food and/ or liquid intake or output , rem inding 
part icipants to take m edicat ion, and assist ing them  with self-adm inist rat ion 
of m edicat ion.  

 Specialized Medical Equipm ent -  A new power wheelchair  was included in Ms. 
Johnson’s I SP to replace the one she has been using for seven years at  CSH. 
Arrangem ents were m ade for Ms. Johnson to receive a seat ing assessm ent , 
and power m obilit y assessm ent  pr ior to leaving CSH, with the understanding 
that  she would not  receive her new wheelchair and seat ing system  unt il she 
t ransit ioned out  of CSH. A Hoyer Lift  was also included in her I SP, for use at  
the apartm ent  when she t ransit ioned. The I SP also included an 
environm ental cont rol system  to allow her to cont rol locks on doors, door 
openers, lights, TV and room  tem perature. The I SP included a new AAC 
device for Ms. Johnson. Ms. Johnson’s new power wheelchair and specialized 
seat ing system  were covered by the State Medicaid Plan. The Hoyer Lift ,  the 
environm ental cont rols and AAC device were covered by the NOW waiver.  

 Adult  Speech and Language Therapy Services-  Because the I SP included a 
new AAC device for Ms. Johnson, Speech and Language Therapy services 
were obtained to evaluate her for the new AAC device, procure and 
custom ize her AAC device to m eet  her needs. The Speech and Language 
Pathologist  (SLP)  provided Ms. Johnson with technical assistance and t raining 
for learning to us her new AAC device.  

 Environm ental Accessibilit y Adaptat ion-provided Ms. Johnson with 
m odificat ions to her apartm ent , including rem oving cabinets under sinks in 
the kitchen and bathroom s for wheelchair  access and installing a switch-
operated door opener on the front  ent rance to her apartm ent  door 

 Vehicle Adaptat ion-Ms. Johnson’s uncle and aunt  own a full- sized van. This 
waiver service provided for the installat ion of a wheelchair lift  on the van so 
that  the uncle and aunt  (who are providing backup PSS services)  would be 
able to t ransport  Ms. Johnson to places she needed to go, including evenings 
and weekends or when parat ransit  is unavailable.  

The following one- t im e MFP pre and post - t ransit ion services were included (see 
Appendix B:  MFP Dem onst rat ion and Supplem ental Services Table) :  
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 Peer Com m unity Support -provided Ms. Johnson with visits from  a peer 
supporter, who assisted Ms. Johnson to m ake connect ions with other local 
people with disabilit ies, com m unity associat ions, including her local Center 
for I ndependent  Living and local events and services for people with 
disabilit ies.  

 Trial Visit -Personal Support  Services-provided Ms. Johnson with Personal 
Services and Supports (PSS)  staff for a two-night  t r ial v isit  to the com m unity 
pr ior to t ransit ioning 

 Household Furnishings-provided Ms. Johnson with assistance to obtain basic 
household furnishings (bed, table, etc)  to setup in her apartm ent  

 Household Goods and Supplies-provided Ms. Johnson with basic household 
goods and supplies, cook ware and toilet r ies for her apartm ent  

 Moving Expenses-assisted Ms. Johnson to rent  a U-Haul t railer to m ove her 
clothing and personal item s to her new apartm ent  (with the assistance of her 
uncle and aunt )  

 Ut ilit y Deposit -Assisted Ms. Johnson with funds to pay her ut ilit y deposit  on 
the apartm ent  

 Security Deposit -Assisted Ms. Johnson with funds to pay a security deposit  
on her apartm ent  

 Transportat ion-Assisted Ms. Johnson to pay for t ransportat ion during pre-
t ransit ion, to locate housing and connect  to other com m unity resources 

 Com m unity Transit ion Financial Services-provided financial services for 
paym ents for the MFP dem onst rat ion and supplem ental services obtained on 
behalf of Ms. Johnson 

 Equipm ent  and Supplies-Provided Ms. Johnson with a personal com puter,  
special adjustable com puter table, t rack-ball m ouse and specialized software 
and provided for t raining from  an assist ive technology specialist  from  Tools 

for Life.  

The redeveloped I SP included Ms. Johnson’s service plan, Personal Focus (personal 
goals for com m unity liv ing) , Act ion Plans, Sum m ary of Services (as listed above but  
in m ore detail) ,  updated assessm ent  inform at ion, r isks and plans to m anage r isks, 
24/ 7 em ergency backup plans, Transfer/ Discharge Sum m ary and the I SP Signature 
Page. The I SP included opt ions for Ms. Johnson to direct  her own PSS staff (she 
opted for co-em ployer/ em ployer of record) , budget  am ounts for all services, 
budgets for one- t im e MFP services, inform at ion about  filing com plaints and 
inform at ion about  updat ing the I SP (every 12 m onths or m ore often as needed) .  
 
Freedom of Choice Form 

The I &E team  was responsible for ensuring that  Ms. Johnson signed the Freedom  of 

Choice Form . Ms. Johnson signed a docum ent , the Freedom  of Choice form , 
indicat ing that  she had freely chosen her support  coordinator and her service 
providers. The Freedom  of Choice form  ensures that  Ms. Johnson will be given 
choices of support  coordinators and service providers both at  waiver onset  and as 
long as she is enrolled in waiver services. The I ntake and Evaluat ion team  
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explained these choices to Ms. Johnson. With assistance from  her support  
coordinator, MFP TC/ CE and support  network, Ms. Johnson selected the service 
providers she wanted to use for her services. The support  coordinator was 
responsible for ensuring that  she received all the services in the I SP in a t im ely 
m anner, ensured that  her health and safety was protected and developed 
appropriate goals and object ives designed to increase her independence in the 
com m unity.  
 
Self-Directed PSS Training and 24/7 Emergency Backup 

Ms. Johnson selected the co-em ployer opt ion—to becom e the em ployer of record 
for personal support  services (PSS)  to provide assistance with Act ivit ies of Daily 
Living (ADLs) . The support  coordinator and MFP TC/ CE provided t raining to Ms. 
Johnson, her fr iend and fam ily m em bers (uncle and aunt )  on the co-em ployer 
opt ion. She was provided inform at ion on self-direct ion that  highlighted the 
differences between self-directed and provider-m anaged. The benefits, r isks and 
responsibilit ies were covered, both verbally and through the m aterials in the NOW 

Handbook on Part icipant  Direct ion.  She decided that  she wanted her aunt  and uncle 
to be part  of her 24/ 7 em ergency backup in the event  that  her regular PSS staff 
person didn’t  show up for work or if she had a flat  on her powerchair and needed 
som eone to help her get  it  repaired/ replaced ( for details, see Sect ion B.2 I nform ed 

Consent , Guardianship, Grievance/ Com plaint  and Crit ical I ncident  Report ing 

System s and Appendix AB:  MFP Sent inel Event  Report ) . 
 
The MFP TC/ CE and the support  coordinator worked with Ms. Johnson to obtain 
needed docum entat ion and to begin the process to receive her SSI  paym ents 
(current ly going to CSH)  and helped her open a checking account .  
 
The MFP TC/ CE and the support  coordinator assisted Ms. Johnson to com plete an 
applicat ion for a MFP Referral Let ter for DCA Housing Choice Voucher Program  ( see 
Appendix AA) . Through a special arrangem ent  with the GA Departm ent  of 
Com m unity Affairs (DCA) , the MFP project  has reserved capacity for a num ber of 
Housing Choice Vouchers for  people just  like Sally Mae and Francis, t ransit ioning 
out  of a state inst itut ion to the com m unity. Under the Housing Choice Voucher  
program , Sally Mae could only qualify for a one-bedroom , one-bath unit  ( the sam e 
was t rue for Francis)  because neither wom an needed a live- in personal care 
at tendant .  Because Sally Mae wanted to live close to Francis, this m ade the housing 
search a m ore difficult  challenge—locat ing two units next  to each other or as a 
duplex. The MFP TC/ CE and support  coordinator worked with Sally Mae to com plete 
the applicat ion process. Sally Mae needed to obtain a photo I D, incom e verificat ion 
and a new social security card (hers had been lost ) .  DCA m anages the public 
housing in Baldwin County where Milledgeville is located. With the assistance of the 
MFP TC/ CE and support  coordinator, the Housing Choice Voucher  applicat ion was 
com pleted and subm it ted to DCA for processing (see Appendix AA:  Referral for 

Housing Choice Voucher) .  
 
While wait ing for the applicat ion to be processed, the Transit ion Team  helped Sally 
Mae and Francis search for housing opt ions in Baldwin County using the Georgia 
Housing Search tool (www.georgiahousingsearch.org) . As they located available 
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units, they did on-site visits to review am enit ies. After searching for alm ost  three 
m onths and not  locat ing anything that  m et  their  cr iter ia, they becam e aware of a 
newly com pleted affordable housing com plex, built  by a local Com m unity Housing 
Developm ent  Organizat ion (a local non-profit )  using HOME and Perm anent  
Support ive Housing Developm ent  funds awarded through DCA. The first  phase of 
the affordable housing com plex was already filled, but  the second phase of 
const ruct ion was com pleted but  unoccupied. These units were accessible and 
accepted vouchers, but  were reserved for m igrant  farm  workers. Together with 
DCA, the Transit ion Team  approached the developer, the Com m unity Housing 
Developm ent  Organizat ion, and asked if the reserve capacity units could be used by 
the two wom en with Housing Choice Vouchers.  The Com m unity Housing 
Developm ent  Organizat ion accepted the offer. This process took another 30 days to 
work through. During this t im e, Sally Mae received not ificat ion of her voucher. 
Francis received sim ilar not ificat ion. Short ly thereafter, Sally Mae received 
not ificat ion that  the Com m unity Housing Developm ent  Organizat ion had accepted 
her and reserved an accessible one bedroom , one bathroom  unit  with a zero-step 
ent rance and roll- in shower. Short ly after,  Francis received sim ilar not ice. Both 
wom en would have units next  door to each other in the new com plex. Sally Mae 
used MFP funds to m ake both security ( rent )  and ut ilit y deposits. The MFP TC/ CE 
com pleted the MFP Authorizat ion for MFP Services ( see Appendix S)  and assisted 
the apartm ent  m anager to com plete the MFP Vendor Paym ent  Request  to TC (see 
Appendix U)  to receive paym ent  for the securit y deposit , a pre- t ransit ion service. 
The MFP TC/ CE com pleted the MFP DCH DHR Vendor I m port  File ( see Appendix V)  
and the FI  paid the apartm ent  com plex and ut ilit y vendors. The DCH MFP office 
received an invoice from  the FI  (see Appendix O:  FI  I nvoice to DCH for Paym ent) .  
After verificat ion, the invoice was paid ( for m ore detail,  see Appendix I :  MFP 

Flowcharts and Text  Descript ions) .  
 
The MFP TC/ CE and support  coordinator helped Sally Mae to locate a new Prim ary 
Care Physician. The MFP TC/ CE and support  coordinator helped her schedule 
appointm ents with her current  doctor at  CSH and assisted her to get  prescript ions 
refilled, so she would have adequate supplies during the t ransit ion process. She 
was int roduced to a Com m unity Guide and a peer supporter. The com m unity guide 
and peer supporter int roduced Sally Mae to other people with disabilit ies like Sally 
Mae who were reset t led in the Milledgeville area. The com m unity guide and peer 
supported worked with Sally Mae to arrange for her to stay for two nights with a 
person who had a sim ilar situat ion to the situat ion that  Ms Johnson wanted, so that  
she could gain knowledge and skills in m anaging PSS staff and using technology for 
independent  liv ing.  
 
The Initial Quality Of Life (QOL) Survey 

The MFP TC/ CE arranged for the QoL surveyor to com plete the Quality of Life (QOL)  
survey approxim ately 30 days prior to Ms. Johnson’s discharge date. The surveyor 
contacted Ms. Johnson at  CSH and m ade arrangem ents to com plete the survey face 
to face.  
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MFP Pre-Transition Services and Community Transition Financial Services/Fiscal 
Intermediary 

As discussed earlier, Ms. Johnson received not ificat ion of approval for a Housing 

Choice Voucher .  Working with the MFP TC/ CE and support  coordinator,  she used 
MFP Transportat ion Services to visit  several apartm ent  com plexes with her fr iend 
Francis Jones. They located one bedroom , one bathroom  units next  door to each 
other in a newly const ructed affordable housing project  developed by a local 
Com m unity Housing Developm ent  Organizat ion.  
 
Ms. Johnson used MFP funds available to obtain basic household furnishings;  a 
com plete bed and bedding, dinning room  table and 2 chairs and several lam ps. She 
also obtained a washer and dryer for the apartm ent  and m ade arrangem ents for 
delivery after she m oved into the apartm ent . Using MFP Household Goods and 
Supplies funds, she obtained som e basic cooking utensils, dishes, silverware and 
basic supplies for the bathroom  (see Appendix B:  MFP Dem onst rat ion and 

Supplemental Services Table) .   
 
Each invoice for these MFP services was paid by the Fiscal I nterm ediary (FI ) . The FI  
provided financial services for paym ents for the MFP services for Ms. Johnson. The 
FI  paid service providers direct ly for services rendered based on the I SP and 
invoiced properly. The MFP TC/ CE com pleted the MFP Authorizat ion for MFP 

Services ( see Appendix S)  and the assisted vendors to com plete the MFP Vendor 

Paym ent  Request  to TC (see Appendix U)  to receive paym ent  for the services 
rendered. The MFP TC/ CE com pleted the MFP DCH DHR Vendor I m port  File ( see 
Appendix V)  and the FI  paid each vendor accordingly. The DCH MFP office received 
an invoice from  the FI  (see Appendix O:  FI  I nvoice to DCH for Paym ent ) . After 
verificat ion, the invoice was paid ( for m ore detail on these processes, see Appendix 

I :  MFP Flowcharts and Text  Descript ions) .   
 
Eligibility and SSI Changes 

The MFP TC/ CE assisted Ms. Johnson to com plete the Medicaid form  that  term inated 
inst itut ional eligibilit y and changed her status to receive Hom e and Com m unity-
Based Waiver Services. The MFP TC/ CE contacted the Departm ent  of Com m unity 
Health (DCH)  Mem ber Services in At lanta and Mem ber Services created a Lock- in 
Span for 365 days to indicate that  Ms. Johnson was receiving MFP services during 
that  period.  
 
Ms. Johnson received not ificat ion from  the Social Security Adm inist rat ion that  she 
would begin receiving her benefits direct ly deposited to her checking account  on the 
third day of the next  m onth. With all the pieces in place, preparat ions were m ade to 
m ove Ms. Johnson on the discharge date.  

3) Discharge/Transition Period (day 1 to day 365) 

On the discharge date (m oving day) , the MFP TC/ CE and support  coordinator and 
Ms. Johnson’s aunt  and uncle convened to review the I SP services, to discuss the 
24/ 7 em ergency backup system  and to assist  with the m ove. Ms. Johnson used the 
MFP Moving Expenses funds to rent  a U-Haul t railer large enough to m ove her 
personal property and item s she had obtained for the apartm ent . The m ove was 
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com pleted and Ms. Johnson was set t led in the apartm ent . The following day, 
Francis Jones was m oved into the apartm ent  next  door.  
 
On the discharge date, Cent ral State Hospital provided the following:   

 Case inform at ion from  the hospital record 
 Current  Medicaid card 
 A 30 day supply of current  m edicat ions (and rem aining supplies in the 

m edicat ion unit )  
 Personal clothing packed in suitcases and inventoried 
 A current  financial statem ent  
 Contact  inform at ion for fr iends, discharge planner, social worker and doctor 

at  Cent ral State Hospital 
 
The MFP TC/ CE checked on Ms. Johnson and Ms. Jones at  the end of the first  week 
to ensure that  all services in the I SP were occurr ing as arranged and to see if there 
was a need for any addit ional MFP services, equipm ent  or supplies. Things were 
progressing nicely for the both Ms. Johnson and Ms. Jones. The MFP TC/ CE called 
Ms. Johnson m onthly to ensure that  she was receiving all services in the I SP and to 
see if any addit ional services were needed. Ms. Jones received sim ilar calls. The 
MFP TC and support  coordinator cont inued to m onitor the services that  Sally Mae 
received and kept  in regular contact  with her service providers. The neighbors 
seem ed to be get t ing along well and had started a joint  project  to develop a raised 
flower bed/ vegetable garden with wheelchair access.  
 
The Follow-up Quality Of Life (QOL) Survey 

The MFP TC/ CE arranged for a surveyor to com plete the Follow-up Quality of Life 
(QOL)  survey during the 12 th m onth of Ms. Johnson’s new com m unity placem ent . 
The surveyor contacted Ms. Johnson at  her new apartm ent  and m ade arrangem ents 
to com plete the follow-up survey face to face.  

4) Post-Transition (day 366 and beyond) 

During the 12 th m onth of placem ent , the MFP TC/ CE and the support  coordinator 
m et  with Ms. Johnson and explained that  MFP services would end but  NOW waiver 
services would cont inue. Together, they updated the I SP and ident ified if Ms. 
Johnson needed addit ional waiver services or needed adjustm ents to current  
services. The MFP TC/ CE left  Ms. Johnson her contact  num ber as asked Ms. Johnson 
to contact  her if she had any quest ions or concerns. 
 
On day 366, MFP services ended but  NOW waiver services cont inued without  any 
interrupt ions. The revised I SP was operat ional and the support  coordinator ensured 
that  Ms. Johnson was receiving all services in the I SP and would check per iodically 
to see if any addit ional services were needed. The support  coordinator cont inued to 
m onitor the services that  both wom en received and kept  in regular contact  with 
their  service providers.  
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5) Short-Term Hospitalizations or Nursing Facility/Rehab Stays 

MFP Re-enrollment Process  

I f Sally Mae needed to be hospitalized for any reason during the MFP dem onst rat ion 
for less than 30 days, she would not  be considered an inst itut ional resident . As 
soon as her condit ion stabilized, she would be able to return to the apartm ent  and 
resum e MFP and waiver services. I f the hospital stay was 30 days or longer, she 
would be discharged from  MFP and would then be considered an inst itut ional 
resident . I n this case, the TC would com plete the Part icipant  Enrollm ent  Status 

Change Form  ( see Appendix Y)  to t rack the change in enrollm ent  status and stop 
the MFP part icipant  ‘clock’ ( for  details, see Appendix Z:  MFP Manual Tracking 

Database Screens) . The MFP TC/ CE also com pleted the MFP Sent inel Event  Report  

(see Appendix AB) . I f Sally Mae was re-adm it ted to a nursing hom e/ inst itut ion and 
had a stay of over 30 days, she would NOT need to m eet  another MFP 6 m onths 
inst itut ional residency requirem ent , but  she would be re-evaluated for discharge to 
the com m unity and re-enrolled into the MFP program  to determ ine if any changes 
in the service plan were warranted to prevent  a re-adm ission to an inst itut ion. For 
stays of longer than six m onths, inst itut ional residency requirem ents would apply 
and Sally Mae would need to be re-evaluated like a “new”  MFP part icipant .  
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A.2 BENCHMARKS 

Georgia’s MFP project  will m easure the progress of five benchm arks, two specifically 
required by CMS and three that  have been selected by the state. DCH and 
stakeholders ident ified these benchm arks to focus on last ing im provem ents and 
enhancem ents to the hom e and com m unity based long- term  care system  to bet ter 
enable m oney to follow the person from  the inst itut ion into the com m unity. 
Cont inuous reviews, part icipant  assessm ents, surveys, data collect ion, com m unity 
reviews, and stakeholder input  will provide feedback about  progress toward 
m eet ing the benchm arks and the services being provided. This feedback will be 
used to cont inuously adjust  project  act ivit ies to assure that  the benchm arks and 
stakeholder interests are m et . 
 
The two required benchm arks are:    
 
1 .  The projected num bers of eligible individuals in each target  group 

w ho w ill be assisted in t ransit ioning each fiscal year of the 

dem onstrat ion: 

 

This populat ion benchm ark target  for the MFP project  will allow DCH to t ransit ion 
618 consum ers from  inst itut ion care to com m unity-based set t ings. Focus will be 
placed on three specific populat ions:  

 
 Older adults 
 part icipants with developm ental disabilit ies  
 part icipants with physical disabilit ies/ ABI   
 

Table A.2.1 MFP Transitions by Target Group 

 

CY Older 

Adults 

DD Physical 

Disability/

ABI  

Totals 

2008 2 20 1 2 3  

2009 42 110 43 1 9 5  

2010 30 110 60 2 0 0  

2011 30 110 60 2 0 0  

Totals 1 0 4  3 5 0  1 6 4  6 1 8  

 
 
* NOTE:   Throughout  this Operat ional Protocol the Elderly and Disabled W aiver 

represents older adults, the I ndependent  Care W aiver ( I CW P)  represents 
individuals with Physical Disabilit ies and/ or ABI , and the NOW  and COMP W aiver 

Program s represent  individuals with developm ental disabilit ies.  
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2 . Georgia ant icipates increasing HCBS expenditures relat ive to 

inst itut ional long- term  expenditures under Medicaid for  each year of the 

dem onstrat ion program .  

 
The MFP dem onst rat ion project  offers Georgia the abilit y to increase the HCBS 
expenditures under Medicaid each year of the dem onst rat ion program  by 
t ransit ioning individuals out  of nursing hom es and I nterm ediate Care Facilit ies 
( I CF/ MRs) .  
 
As indicated in the table below:  
 
 DCH projects increases in Medicaid HCBS spending for all HCBS populat ions 

served over the next  four years 
 DCH ant icipates an overall expenditure increase, during the dem onst rat ion 

period, in all of the com m unity based program s by over $36 m illion, by 2011. 
 The enhanced FMAP will be used to reinvest  funds to the MFP dem onst rat ion 

and supplem ental services during the dem onst rat ion years.  
 
Table A.2.2 Total Georgia Medicaid HCBS Spending 

 

FFY HCBS Expenditures 

for all non-MFP 

Medicaid beneficiaries

MFP HCBS 

Expenditures 

Total HCBS Spending 

(Sum of MFP & non-

MFP spending) 

Annual 

Percentage 

Growth 

2006 Actual  $602,948,440.00 0 $602,948,440.02 NA 

2007 Actual $673,897,224.00 $17,195 $673,914,419.00  11.77% 

2008 Actual/Est. $804,687,940.09 $1,444,617 $806,132,557.09  19.62% 

2009 Estimated $885,210,031.95 $9,390,346 $894,600,377.95  10.97% 

2010 Estimated $928,470,531.65 $12,610,331 $941,080,862.65  5.2% 

2011 Estimated $975,944,058.23 $13,003,274 $988,947,332.23  5.09% 

Totals $4,871,158,225.92 $36,465,763 $4,907,623,988.92  

 
 
Three addit ional benchm arks that  have been selected by the State  

 

3 . I m proving Processes for  Screening, I dent ifying and Assessing 

Candidates for  Transit ioning to increase the rate of successful 

t ransit ions by 5 %  each year  of the dem onstrat ion. 

 
This benchm ark sets up indicators that  m easure the perform ance of Georgia’s 
system  for t ransit ioning part icipants. These indicators are designed to t rack and 
m easure outputs and outcom es of screening, assessm ent  and successful 
reset t lem ent  in the com m unity, based on the current  system  in place as com pared 
to the MFP system . To the best  of our knowledge, no such effort  to t rack the 
perform ance of Georgia’s t ransit ion system  has been undertaken. Because this is 
‘new terr itory,’ there m ay be a need to adjust  the perform ance indicators as m ore 
is known about  the ut ilit y of the indicator and how the indicator can be t racked.  
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For the purpose of this benchm ark, a successful t ransit ion is considered to be (1)  a 
Medicaid eligible older adult  or person with a disabilit y, (2)  who needs HCBS 
services to reside in the com m unity, (3)  who t ransit ions to a qualified com m unity-
based residence and (4)  who reset t les in the com m unity for a m inim um  of six 
m onths, with or without  interrupt ions in that  per iod due to short - term  inst itut ional 
adm issions. As funds are realized by the state based on the enhanced FMAP, these 
funds will be used to develop and refine a t ransit ion t racking system . The following 
lists several perform ance indicators that  can be t racked for each system  (current  
and MFP) :   
 

 Num ber of com pleted t ransit ion screenings 
 Num ber of com pleted I ndividualized Transit ion Plans/ Person Centered 

Descript ions  
 Num ber of qualified persons enter ing hom e and com m unity services 
 Num ber of successful t ransit ions (six m onths in com m unity)  
 Num ber of fully com pleted t ransit ions (365 days in the com m unity)  
 Others as indicated 

 
A t racking system  has been developed (see Appendix Z:  MFP Manual Tracking 

Database Screens)  to t rack successful t ransit ions. Key HCBS stakeholders from  
DCH, DHS, and DBHDD and key internal and external stakeholders from  HCBS 
init iat ives including MFP, Olm stead and the Nursing Hom e Diversion project  
part icipated in the developm ent . The m anual t racking database will be used to 
collect  and analyze data with the first  MFP screenings in Septem ber 2008.  
 
The MFP dem onst rat ion enables Georgia to enhance its t ransit ion system  through 
funding for Transit ion Coordinators and t ransit ion services. Under the t ransit ion 
program  in place prior to MFP, the state had cont racted with a pr ivate vendor to 
screen likely candidates for t ransit ioning from  nursing facilit ies. Potent ial candidates 
were ident ified through the use of the Minim um  Data Set  (MDS) . The screening and 
assessm ent  process included an interview to explain the t ransit ion process and 
provide inform at ion on hom e and com m unity based services.  
 
This early at tem pt  at  a t ransit ion system  will be com pared to the new MFP 
t ransit ion process. Perform ance data will be collected, analyzed, t rended and 
reported to the MFP TouchPoint  Project  Managem ent  m eet ing beginning in January 
2009. I t  will becom e a perm anent  report  to the MFP TouchPoint  Managem ent  Team . 
The following tables illust rate how the early at tem pt  to t rack t ransit ions and MFP 
t ransit ion t racking system  t rack perform ance data. The data used in the tables is 
projected because data will not  be collected unt il Septem ber 1, 2008. Num bers 
beginning in CY2010 represent  a slight  increase over CY2009. The num bers are 
projected based on MFP Benchm ark # 1 and will be corrected as real data becom es 
available.  
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Table A.2.3 Current Transition System 

 
System  Outputs CY2008 CY2009 CY2010 CY2011 
-Com pleted t ransit ion 
screenings 

NA NA  NA NA 

-Com pleted I ndividualized 
Transit ion Plans or Person 
Centered Descript ions 

NA NA NA NA 

-Persons entering hom e and 
com m unity services 

NA NA NA NA 

System  Outcom e      
-Reset t led for 6 m onths NA NA NA NA 

-Com pleted 365 days of MFP NA NA NA NA 

 
Table A.2.4 MFP Transition System 

 
 Actual Actual Projected Projected 
System  Outputs CY2008 CY2009 CY2010 CY2011 
-Com pleted t ransit ion 
screenings 

60 358 375 375 

-Com pleted I ndividualized 
Transit ion Plans or Person 
Centered Descript ions 

52 193 250 250 

-MFP part icipants enter ing 
HCBS waivers 

22 197 200 200 

System  Outcom e      
-Reset t led for 6 m onths 0 99 95%  95%  

Completed 365 days of MFP 0 22 90%  90%  

 
Com parison of the earlier  system  and the MFP t ransit ion system  will allow the state 
to t rack, analyze, and report  on the perform ance of the HCBS system . For exam ple, 
the t racking system  will be used to m easure how m uch of each of the outputs is 
needed to produce one successful t ransit ion. I n other words, once data is collected 
for each output  indicator for a calendar year and the num ber of successfully 
reset t led part icipants is known for that  calendar year, analysis of output  indicators 
will reveal how m any of each were needed to produce one successful outcom e 
under each system —a reset t lem ent  of at  least  365 days. Once this is known, 
system  outputs can be adjusted to produce desired outcom es.  
 

 

4 . Georgia w ill increase HCBS expenditures relat ive to inst itut ional long-

term  expenditures under Medicaid for  each year of the dem onstrat ion 

program .  
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The MFP dem onst rat ion project  offers Georgia the abilit y to increase the HCBS 
expenditures under Medicaid each year of the dem onst rat ion program  versus 
inst itut ional long- term  care by t ransit ioning individuals out  of nursing hom es and 
I nterm ediate Care Facilit ies ( I CF/ MRs) .  
 
As indicated in the table below:  
 

 DCH ant icipates an overall expenditure increase, from  2005, in all of the 
com m unity based program s by over $392 m illion by 2011. 

 The FY2011 HCBS long- term  care budget  is est im ated to increase to 40.2%  
com pared to the 30.3%  spent  in FY 2005.  

 
Table A.2.5 Long-Term Care Services- Rebalance Spending Process 

 

Fiscal Year LTC Institutional 
Expenditures 

% HCBS 
Expenditures 

% 

2005 Actual $1,340,391,812 69.7% $583,053,980.02 30.3% 
2006 Actual $1,346,965,550 69.1% $602,948,440.00 30.9% 
2007 Actual $1,251,368,659 65.0% $673,914,419.00 35.0% 

2008 Actual/Est. $1,283,614,256 61.4% $806,132,557.09 38.6% 
2009 Estimated $1,386,031,643 60.8% $894,300,377.95 39.2% 
2010 Estimated $1,427,709,804 60.3% $941,080,862.65 39.7% 
2011 Estimated $1,470,636,931 59.8% $988,947,332.23 40.2% 

     

 
5 . I ncrease opportunit ies for  self- directed care in a ll HCBS w aivers by 5 %  

per year of the dem onstrat ion project .  

 

Georgia’s opt ion for all HCBS part icipants to self-direct  personal support  services 
(PSS)  in the Medicaid HCBS program s is an available in each of the state’s current  
waivers. The MFP dem onst rat ion project  will build on these efforts with enhanced 
out reach, m arket ing and educat ion opportunit ies about  self-direct ion of services to 
candidates for t ransit ioning. This m easurable benchm ark will reflect  the state’s 
com m itm ent  to increasing consum ers’ knowledge, understanding and ut ilizat ion of 
self-directed services.  
 
The state’s current  self-directed opt ions are available to older adults, individuals 
with physical disabilit ies and those with m ental retardat ion/ developm ental 
disabilit ies.  

 Elderly and Disabled Waiver – offers self-directed Personal Support  
Services/ Personal Support  Extended and Financial Support  Services opt ions.  

 The New Opt ions Waiver (NOW) offers Natural Support  Training Services as a 
self-directed alternat ive to provider m anaged service delivery opt ions. 

 
 The I ndependent  Care Waiver Program  has Consum er-Directed Personal 

Support  Services and Financial Support  Services as an opt ional service 
delivery m echanism  for persons age 21-64 with physical disabilit ies or ABI . 
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I t  is Georgia’s goal for the MFP project  to expand understanding and awareness for 
Medicaid eligible persons to self-direct  services, increasing the num ber of persons 
choosing self-directed opt ion by 5%  per year. Data in the table below is projected 
based current  self-direct ion (CY 2008) .  
 
Table A.2.6 Self-Direction by Waiver 

 
Calendar 

Year 

Elderly &  

Disabled 

W aiver 

MRW P I CW P Totals 

CY2 0 0 8  70 145 52 267 
CY2 0 0 9  74 153 55 282 
CY2 0 1 0  78 161 58 297 
CY2 0 1 1  82 169 61 312 
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B.1 Participant Recruitment and Enrollment 

This sect ion describes how, when and by whom  MFP part icipants will be recruited 
for the MFP dem onst rat ion project . This sect ion also describes MFP screening, 
eligibilit y determ inat ion and assessm ent  processes, what  knowledge and skills 
recruiters have, recruit ing tools, screening processes and screening tools to ensure 
part icipants are appropriate candidates for t ransit ion, how and when MFP 
part icipants are inform ed of their  r ights and responsibilit ies, and MFP rollout  in the 
state. This sect ion concludes with a descript ion of policies for re-enrollm ent  in MFP 
after an inst itut ional stay. A draft  of the MFP recruit ing brochure is included (see 
Appendix C:  MFP Tri-Fold Recruit ing Brochure) .  The brochure text  contains specific 
inform at ion about  MFP and will be dist r ibuted as described later in this sect ion.  

MFP Transition Coordinators Recruitment Strategies 

MFP Transit ion Coordinators (TCs)  will recruit  older adults for the Elderly and 
Disabled Waiver Program  throughout  the state of Georgia. MFP TCs will recruit  
part icipants with physical disabilit ies and ABI  for the I ndependent  Care Waiver 
Program  ( I CWP) . MFP TCs within the Departm ent  of Behavioral Health and 
Developm ental Disabilit ies (DBHDD)  will recruit  individuals located in I CF/ MRs 
throughout  the state for the Mental Retardat ion Waiver Program s (NOW and 
COMP) .  
 
MFP will assist  with t ransit ioning individuals receiving Medicaid funding in a nursing 
hom e or I CF/ MR with a m ental health diagnosis, if the candidate m eets 
qualificat ions for Medicaid com m unity based services. MFP part icipants t ransit ioning 
out  of nursing hom es or I CF/ MRs will receive all State Plan services for which they 
are eligible and that  are appropriate to m eet  their  needs, including m ental health 
services, non-Medicaid federally funded services, state funded program s and local 
com m unity funded services. The state is not  seeking enhanced m atch for State Plan 
services provided to MFP part icipants. 
 
Addit ionally, as part  of ongoing Olm stead efforts,  DBHDD t racks individuals in state 
hospitals who have been there for m ore than 60 days and places them  on the 
Mental Health Planning List  when they are considered clinically ready for discharge. 
DBHDD has confirm ed it s com m itm ent  to cont inue it s t ransit ion efforts for 
individuals with Mental I llness with exist ing resources.  
 
The state has a cont ract  in place with a pr ivate vendor to perform  t ransit ion 
screenings to assess nursing facilit y m em bers ident ified by the Minim um  Data Set  
(MDS)  and link eligible part icipants to the Elderly and Disabled and I CWP waivers. 
For the NOW and COMP waivers, DBHDD staff perform s the sam e funct ions in 
I CF/ MRs. The lat ter efforts will be supplem ented with funding from  MFP, under the 
DCH/ DBHDD I nteragency Agreem ent , to enable the state to t ransit ion an addit ional 
est im ated 150 persons/ year into the NOW and COMP waivers. 
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The expanded funct ions of the MFP Transit ion Coordinators will great ly increase the 
scope of the current  pr ivate vendor cont ract . Therefore, the state will subm it  a 
request  for proposals (RFP)  to perform  the dut ies and responsibilit ies of MFP 
Transit ion Coordinators for Elderly and Disabled and I CWP waiver part icipants 
served by the dem onst rat ion project . Under the two cont racts (pr ivate vendor and 
DBHDD) , cont ractor responsibilit ies include:   
 

 Hir ing a team  of qualified t ransit ion coordinators (TCs) ,  
 Offering statewide t ransit ion services to persons with developm ental 

disabilit ies who wish to t ransit ion to a MRWP waiver 
 Offering statewide t ransit ion services to MFP part icipants who wish to 

t ransit ion to the I CWP waiver or Elderly and Disabled waiver, 
 Ensuring that  TCs have specialized knowledge in the following areas:   

o Working with older adults and people with physical disabilit ies and 
acquired brain injury (ABI ) , and developm ental disabilit ies 

o Eligibilit y for Money Follows the Person and Georgia’s waiver 
program s, 

o Am ericans with Disabilit ies Act  determ inat ions and im plicat ions for 
pract ice, 

o Health care and long- term  care, 
o Hom e and Com m unity Based waiver opt ions, 
o I ndependent  liv ing and required adaptat ion, 
o Com m unity and regional resources, 
o Person centered planning and individual care planning, 
o Power-of-at torney/ guardianship and inform ed consent , 
o Durable m edical equipm ent  and assist ive technology, and 
o Health I nsurance Portabilit y and Accountabilit y Act  (HI PAA)  and 

Protected Health I nform at ion 

To Recruit Older Adults 

The following MFP recruitm ent  and enrollm ent  st rategies will supplem ent  and 
expand current  Olm stead I nit iat ives and waiver processes. MFP TCs will 
com plem ent  and enhance the current  efforts of the DHS Division of Aging Services, 
Area Agencies on Aging (AAA/ Gateway Network)  including the Aging and Disabilit y 
Resource Centers (ADRCs) , waiver case m anagem ent  ent it ies, provider 
associat ions, the Office of the State Long-Term  Care Om budsm an, nursing hom e 
discharge planners/ social workers, nursing hom e resident  councils, advocates, and 
other points-of-ent ry as out lined below. Eligible older adults will enter the Elderly 
and Disabled Waiver Program .  

To Recruit Persons with Physical Disabilities and/or Traumatic Brain Injury 

The following MFP recruitm ent  and enrollm ent  st rategies will supplem ent  and 
expand current  Olm stead I nit iat ives and waiver processes. MFP TCs will 
com plem ent  and enhance the current  efforts to partner with ADRCs, Centers for 
I ndependent  Living (CI Ls) , Georgia Medical Care Foundat ion ( the assessm ent  ent ity 
for the I CWP waiver) , the I CWP provider network, the Brain and Spinal I njury Trust  
Fund Com m ission, and regional and local service provider networks. MFP TCs will 
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recruit  part icipants with physical disabilit ies/ ABI  for the I CWP waiver statewide. TCs 
will place special em phasis on recruit ing persons with physical disabilit ies and ABI  
in exist ing ADRC and CI L services areas:  At lanta, Decatur, Rom e, Macon (Middle 
Georgia) , Augusta/ Warrenton (East  Georgia) , Savannah (Coastal Georgia) , 
Gainesville and Bainbridge (Southwest  Georgia)  in an effort  to link MFP part icipants 
with peer supporters from  these networks. However, MFP will be funct ional in the 
three rem aining regions of the state ( i.e. the Southern Crescent , Lower 
Chat tahoochee and Southeast  Georgia regions)  throughout  of the grant  period. 
 

To Recruit Persons with Developmental Disabilities (MR/DD) 

MFP TCs within the Departm ent  of Behavioral Health and Developm ental Disabilit ies 
(DBHDD)  will recruit  individuals located in I CF/ MRs throughout  the state for the 
NOW and COMP waiver program s. Under the agreem ent  with DBHDD, the regional 
t ransit ion coordinators work with the case expeditors to provide the sam e services. 
MFP TCs/ CEs coordinate their  recruit ing efforts with DBHDD, the state’s DD Council,  
the Associat ion of Retarded Cit izens, and regional and local service provider 
networks. MFP TCs will assist  and oversee elem ents of the t ransit ion process. 
DBHDD act ively recruits individuals to t ransit ion from  I CF/ MRs or State Operated 
Hospitals. 

Recruiting and Screening Potential Participants 

Transit ion Coordinators will have experience in screening and arranging specialized 
services and supports for a specific target  populat ion and m ust  have excellent  
professional com m unicat ion skills. Under the two cont racts, Transit ion Coordinators 
(TCs)  will use (but  will not  be lim ited to)  the following st rategies to recruit :  

 obtain referrals from  point -of-ent ry system s,  
 obtain referrals through MDS data m ining,  
 obtain referrals from  part icipants, fam ily m em bers, caregivers, or guardians,  
 m ake init ial contact  with part icipants,  
 observe candidates in the inst itut ional set t ing for needs, st rengths, 

lim itat ions and docum ent  service needs,   
 conduct  face- to- face interviews with part icipants, fam ily/ support  networks 

and discharge planners (Social Workers and/ or Adm inist rators)  and  
 provide part icipants with inform at ion about  MFP (see Appendix C:  MFP Tri-

Fold Recruit ing Brochure)  and inform at ion about  HCBS waivers and 
com m unity resources (see Appendix E:  Hom e and Com m unity Services;  A 

Guide to Medicaid Services in Georgia) ,  
 obtain signed inform ed consent  from  part icipants or guardians to part icipate 

in the MFP dem onst rat ion, stat ing the part icipant ’s desire to enroll in MFP and 
t ransit ion into an exist ing waiver (see Appendix D1:  Authorizat ion for Use or 

Disclosure of Health I nform at ion and Appendix D2:   MFP Consent  for 

Part icipat ion) ,  
 be provided with access to all records that  exist  within the 

nursing/ inst itut ional facilit y, obtain perm ission to release records (see 
Appendix D1) ,  
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 use a screening tool (see Appendix G:  MFP Transit ion Screening Form ) , to 
build a personal profile of each MFP part icipant  that  includes m edical, 
financial, funct ional and psychosocial inform at ion, needs for housing, services 
and item s necessary to establish a com m unity-based residence,  

 facilitate referrals to the appropriate waiver networks to com plete pre-
screening, assessm ent  and required tasks for waiver services,  

 assist  part icipants to com plete an applicat ion for waiver services,  
 ensure person-centered planning is conducted consistent  with best  pract ices 

and ensure that  the results of person-centered planning are writ ten in the 
I ndividualized Transit ion Plan ( I TP)  ( see Appendix Q1:  I ndividualized 

Transit ion Plan and Appendix Q2:  MFP Guidelines for Com plet ing the I TP)  or 
the Person-centered Descript ion (PCD)  and that  all m em bers of the t ransit ion 
team  are aware of and com plete their  assigned dut ies.  

 m atch part icipant  needs to MFP pre and post - t ransit ion services available 

 m atch part icipant  needs to HCBS waiver services and com m unity resources, 
ensuring effect ive use of each type of service 

 educate and inform  MFP part icipants about  self-direct ion opt ions under the 
waiver program s 

 collaborate with the waiver ’s Transit ion Team  and case m anager to ensure 
the waiver assessm ent  and service plans are com pleted  

 assist  part icipants in secur ing personal ident ificat ion docum ents.  
 
Using a team  approach, TCs will m eet  with part icipants, fam ilies/ fr iends, discharge 
planners (Social Workers and Adm inist rators) , waiver case m anagers, and peer 
supporters to create and im plem ent  t ransit ion plans agreed upon by 
part icipants/ guardians. Transit ion plans will be developed using person-centered 
planning and circles of support .  Resources for t ransit ion will be ident ified including 
assistance with SSDI / SSI . Transit ion plans will address needs for personal services 
and supports, 24/ 7 em ergency backup, t ransportat ion, specialized m edical 
equipm ent , assist ive technology, housing, basic furnishings, and basic m oving 
costs. TCs will coordinate pre- t ransit ion services object ively with regards to a 
part icipant ’s needs, recognizing that  each person is different  even though their  
disabilit ies m ight  be sim ilar. TCs will int roduce MFP part icipants to peers who have 
successfully been reset t led in the com m unity. TCs m ay arrange, if applicable, for 
one or m ore overnight  stays with peers, so that  MFP part icipants will gain 
knowledge and understanding about  independent  liv ing.  

Waiting Lists for MFP Services 

Funding for the MFP program  is lim ited. There are a lim ited num ber of ‘slots’ of 
reserved capacity in each waiver. Therefore, only a certain num ber of part icipants 
receive services based on available funds. When reserved waiver capacity is 
exceeded, MFP uses a ‘first -com e- first -served’ approach to service delivery. The 
date of the init ial MFP screening will be used to pr ior it ize the MFP wait ing list . This 
date can be found on the first  page of the MFP Transit ion Screening Form  (see 
Appendix G:  MFP Transit ion Screening Form ) .  An MFP part icipant  will be selected 
from  the wait ing list , based on length of t im e on the wait ing list . With regard to 
waiver wait ing lists, the state will am end the MFP Operat ional Protocol to reflect  the 
Olm stead agreem ent , once the agreem ent  has been signed by the state.  
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MFP Enhancements to Current Recruitment Processes 

These MFP recruitm ent  and enrollm ent  st rategies will supplem ent  and expand 
current  Olm stead I nit iat ive and waiver processes:  

 Older Adults– Transit ion Coordinators will com plem ent  and enhance the 
current  efforts of the DHS Division of Aging Services, Area Agencies on Aging 
(AAAs) , ADRCs, waiver case m anager ent it ies, provider associat ions, 
om budsm en, nursing hom e discharge planners/ social workers, nursing hom e 
fam ily councils, advocates, and other points of ent ry to service system s 

 Persons with Physical Disabilit ies and/ or ABI  – TCs will partner with all of the 
above and Georgia Medical Care Foundat ion ( the assessm ent  ent ity for the 
I CWP waiver) ,  Centers for I ndependent  Living, the Brain and Spinal I njury 
Trust  Fund Com m ission, regional and local service provider networks. 

 Persons with MR/ DD – TCs will expand on the efforts of the Departm ent  of 
Behavioral Health and Developm ental Disabilit ies (DBHDD) , the state’s DD 
Council,  the Associat ion of Retarded Cit izens, regional and MR/ DD local 
service provider networks. 

Competencies of MFP Transition Coordinators  

Transit ion coordinators (TCs)  will receive init ial t raining pr ior to beginning 
t ransit ioning work with part icipants (see Sect ion B.3 Out reach, Market ing and 

Educat ion for a com plete descript ion of the state’s staff t raining plan) . MFP steering 
com m it tee m em bers, DCH, DHS, and DBHDD stakeholders will collaborate to 
develop t raining curr iculum  requirem ents and t raining sessions. I n addit ion to 
t raining for TCs, other groups will receive t raining, including HCBS case m anagers 
(Elderly and Disabled, I CWP, NOW and COMP) , DBHDD staff,  AAAs, ADRCs and the 
Georgia I ndependent  Living Network.  
 
Training sessions will develop the following com petencies (knowledge and skills) :   
 

 Scope and benchm arks of the MFP dem onst rat ion,  
 I ndependent  liv ing philosophy and part icipant  choice counseling,  
 Person-centered planning and circles of support ,   
 MFP eligibilit y cr iter ia, MFP screening tools and using MDS data,  
 I nform ed consent , com plaint  processes and cr it ical incident  report ing,  
 I nvolving guardians and persons who have durable power of at torney,  
 Eligibilit y cr iter ia for HCBS waivers and State Plan services,  
 HCBS waiver system s, service opt ions, self-directed service opt ions,   
 Tools for ident ifying affordable, accessible and integrated housing and 

developing relat ionships with com m unity housing providers,  
 Tools for working with Point -of-Ent ry system s- -AAA/ Gateway, ADRC, CI Ls, 

Regional DBHDD, 
 Access to advocacy system s such as Legal Aid and the Office of the State 

Long-Term  Care Om budsm an 
 Regional com m unity resources by disabilit y populat ion,  
 Transportat ion opt ions,  

Georgia Department of Community Health 
Office of Long Term Care 
Money Follows the Person  - 49 - 



MFP Operational Protocol 
 

 Team  approaches for working with waiver case m anagers and other 
professionals and advocates working on reset t lem ent ,  

 Authorizing MFP pre and post - t ransit ion service expenditures, report ing and 
docum entat ion,  

 Procurem ent  of specialized m edical equipm ent  and assist ive technology for 
independent  liv ing,  

 Custom er Service, follow-up and conduct ing the Quality of Life survey, and 
 MFP report ing and docum entat ion requirem ents, including m aintaining 

protected health inform at ion (PHI )  in accordance with HI PAA regulat ions.  

MFP Transition Coordinator Roles and Responsibilities 

Transit ion Coordinators:  

 Offer statewide t ransit ion services to part icipants with developm ental 
disabilit ies, older adults, and part icipants with physical disabilit ies/ ABI .   

 At tend DCH m andated t raining to gain knowledge about  MFP eligibilit y,  MFP 
dem onst rat ion services, hom e and com m unity-based waiver opt ions, other 
com m unity and regional resources, pr inciples of independent  liv ing, self-
directed care and person-centered planning.  

 At tend t rainings with the HCBS case m anagers, Division of Aging Services 
(DAS)  and Departm ent  of Behavioral Health and Developm ental Disabilit ies 
(DBHDD) , Area Agencies on Aging Area (AAAs) , Aging & Disabilit y Resource 
Center (ADRC)  and Georgia I ndependent  Living Network (GI LN) . 

 Obtain referrals of potent ial t ransit ioning candidates from  a variety of referral 
sources including, but  not  be lim ited to, inst itut ional staff, long- term  care 
om budsm en, Minim um  Data Set  (MDS) , point -of-ent ry system s, consum ers 
and fam ilies and from  the DBHDD t ransit ion team  for the MR/ DD populat ion. 

 Dist r ibute out reach, m arket ing and educat ional m aterials to the com m unity, 
part icipants and fam ilies/ fr iends, regarding the MFP and HCBS waiver 
program s. Review m aterial with part icipants/ representat ives and assist  with 
understanding available opt ions during face- to- face interviews. 

 Use the MFP Transit ion Screening Form  (see Appendix G)  to screen and 
conduct  face- to- face interviews with m em bers, fam ily/ support  networks, 
facilit y discharge planners (Social Workers and/ or Adm inist rators) , and 
om budsm en (at tendance based on m em ber’s approval)  and to explain the 
t ransit ion process and assess if the individual is interested in leaving the 
nursing facilit y or I CF/ MR. Build a personal profile of the part icipant , 
including gathering m edical, financial data, funct ional and psychosocial 
inform at ion, m em bers’ needs for pre and post -  t ransit ion services, housing, 
t ransportat ion and other com m unity services necessary to re-establish a 
com m unity-based residence.  

 Obtain signed inform ed consent  from  part icipants or authorized 
representat ives (guardians)  to part icipate in the Dem onst rat ion. The consent  
indicates the choices of the part icipant  and provides inform at ion/ access to all 
records (see Appendix D1:  Authorizat ion for Use or Disclosure of Health 

I nform at ion and Appendix D2:  MFP Consent  for Part icipat ion) . 
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 Provide links to peer support  network services, including links to persons with 
sim ilar experiences to provide support , knowledge and com m unity 
inform at ion about  reset t lem ent  in the com m unity using HCBS waiver 
services.  

 Assist  part icipants to secure personal ident ificat ion docum ents.  

 Assist  part icipants to com plete a waiver referral and follow-up with waiver 
case m anagers for approval.  

 Assist  part icipants in locat ing and securing housing, arranging security and 
ut ilit y deposits, and arranging for environm ental m odificat ions for 
accessibilit y.  

 Assist  part icipants to locate and obtain t ransportat ion, household furnishings, 
household goods and supplies.  

 Authorize all MFP dem onst rat ion services and t rack expenditures for 
m em bers in coordinat ion with the MFP Fiscal I nterm ediary and DCH, and 
m aintain accountabilit y and docum entat ion of act ivit ies, lim itat ion and caps, 
and supply docum entat ion to MFP project  staff as requested. 

 Contact  DCH Mem ber Services to change the part icipant ’s eligibilit y from  
nursing facilit y/ inst itut ional to com m unity based.  

 Assist  part icipants in stopping their  Social Securit y (SSI / SSDI )  checks from  
going to the inst itut ion.  

 Coordinate the procurem ent  of and availabilit y of equipm ent , supplies and 
services not  otherwise covered by Medicaid but  needed by the part icipant  to 
m aintain or im prove independence in the com m unity. This m ay include but  is 
not  lim ited to durable m edical equipm ent , assist ive technology devices and 
services, environm ental cont rol system s, and augm entat ive and alternat ive 
com m unicat ion (AAC)  devices.  

 Ensure coordinat ion of vehicle adaptat ions ( if needed)  not  otherwise covered 
by Medicaid to im prove part icipants’ access to the com m unity and 
independence, including the approval and issuance of vouchers for such 
adaptat ions.  

 Approve invoices for all MFP supplem ental and dem onst rat ion services. 

 Assist  part icipants by purchasing incidental item s allowed under the grant  
necessary for successful t ransit ion.  

 Arrange for the Quality of Life (QoL)  survey to be com pleted approxim ately 
30 days pr ior to discharge and arrange for the surveyor to conduct  the QoL 
Survey at  12 m onths post  com m unity placem ent .  

 Com plete the Discharge Day Checklist  ( see Appendix R) and m ake follow-up 
contact  with the part icipant  during the first  week and at  30 calendar days 
post  com m unity placem ent  and with the follow-up m onthly contact  during 
the MFP period.  

 Maintain records on all m em bers interviewed and t ransit ioned;  subm it  
reports and com pleted docum entat ion as requested by MFP project  staff.  
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 Successfully t ransit ion targeted num bers by populat ion.  

 Facilitate on-going com m unicat ion with waiver case m anagers.  

MFP Re-enrollment Process  

A MFP dem onst rat ion part icipant  is discharged from  MFP if the part icipant  is re-
inst itut ionalized for 30 days or m ore, in accordance with CMS guidelines. The 
part icipant  is then considered to be an inst itut ional resident . A part icipant  m ay 
reenter the dem onst rat ion without  m eet ing another six m onths inst itut ional 
residency requirem ent  if the inst itut ional stay is less than six m onths, but  the 
part icipant  will need to be re-evaluated for discharge to the com m unity to 
determ ine if any changes in the service plans are warranted to prevent  a re-
adm ission to an inst itut ion. The case m anager will conduct  a re-assessm ent  per 
waiver policy, for  inst itut ional stays of longer than six m onths. I nst itut ional 
residency requirem ents apply and the part icipant  will be re-evaluated like a “new”  
MFP part icipant .  

Money Follows the Person (see Appendix H: MFP Recruiting Text) 

Georgia Money Follows the Person helps people liv ing in nursing hom es and 
I nterm ediate Care Facilit ies for people with Mental Retardat ion ( I CF/ MRs)  to 
t ransit ion and reset t le into qualified residences in the com m unity. I f you have lived 
in a nursing hom e or I CF/ MR for at  least  six (6)  m onths, you m ay qualify for the 
MFP program . 
 
MFP offers t ransit ion services to qualified Medicaid eligible older adults, adults and 
children with physical disabilit ies, t raum at ic brain injury, developm ental disabilit ies 
and m ental retardat ion. 
 
MFP uses hom e and com m unity-based Medicaid waiver services and ‘one- t im e’ 
t ransit ion services to help people to reset t le in an apartm ent  or hom e or a group 
hom e with four or fewer unrelated adults. After receiving 365 days of MFP services, 
MFP part icipants will cont inue receiving services through the Medicaid Hom e and 
Com m unity Based Waiver Services (HCBS) , Medicaid State Plan services, non-
Medicaid federal funds such as the Social Services Block Grant  and the Older 
Am ericans Act , state funded program s, and local com m unity support  system s and 
funding, as long as they rem ain eligible.  
 
MFP part icipants m ay qualify for the following ‘one- t im e’ t ransit ion services to assist  
them :  
 

 Peer Com m unity Supports 
 Household Furnishings 
 Household Goods and Supplies 
 Moving Expenses 
 Ut ilit y Deposits 
 Security/ Rent  Deposits 
 Transit ion Supports 
 Trial Visit s for Personal Support  Services or Personal Care Hom es 
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 Transportat ion 
 Skilled Out -of-Hom e Respite 
 Caregivers Training 
 Long-Term  Care Om budsm an Services 
 Equipm ent  and Supplies 
 Vehicle Adaptat ions 
 Environm ental Modificat ions for Accessibilit y  

 
Persons eligible for MFP will not  be referred to a waiver program  wait ing list , 
provided the waiver has capacity. I f waiver services are available, MFP part icipants 
will enter a waiver im m ediately upon discharge from  the inst itut ion. Waiver services 
will cont inue to t ransit ioned individuals beyond the 365 day MFP dem onst rat ion 
period. Transit ioned individuals enter an appropriate waiver program  and receive 
waiver services as long as they m eet  the inst itut ional level of care cr iter ia for these 
services.  
 
I f you are interested and want  m ore inform at ion on Money Follows the Person, you 
can contact :  
 

 The Georgia Departm ent  of Com m unity Health Money Follows the Person 
project , at  404-651-6889 or 404-657-9323,  

 
 The Departm ent  of Hum an Services Division of Aging Services at  1-866-55-

AGI NG (552-4464) , or 
 

 The Office of the State Long-Term  Care Om budsm an at  1-888-454-5826. 
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B.2 Informed Consent, Guardianship, Grievance/Complaint and 
Critical Incident Reporting Systems 

This sect ion describes the inform ed consent , guardianship, gr ievance/ com plaint  and 
cr it ical incident  report ing system s in place for MFP part icipants entering current  
HCBS waivers under the Georgia Dem onst rat ion, including the Elderly and Disabled 
Waiver Program , the I ndependent  Care Waiver Program  ( I CWP)  and the NOW and 
COMP waivers. This sect ion describes procedures and form s used to fully inform  
part icipants and caregivers about  their  r ights and responsibilit ies in the MFP 
dem onst rat ion, including the opt ions (or requirem ents)  part icipants have after the 
one-year t ransit ion period. This sect ion ident ifies procedures for involving guardians 
before, during and after t ransit ion and procedures for inform ing guardians of MFP 
benefits and r isks and for reversing guardianship, when necessary. This sect ion 
concludes with a descript ion of the gr ievance/ com plaint  system , the ent it ies 
responsible for receiving and reviewing com plaints and cr it ical incident  reports, 
responding to problem s concerning com plaints and cr it ical events and invest igat ing 
part icipant  com plaints regarding violat ion of their  r ights.  

How Guardians are Appointed 

I n those cases where the part icipant  is unable to fully com prehend the opt ions or 
consequences of his or her choice, a guardian m ay act  on his or her behalf. Any 
com petent  person who agrees to serve as a guardian m ay be appointed to do so. 
Agencies and inst itut ions providing care and custody to an incapacitated individual 
are prohibited from  becom ing his/ her guardian. As a last  resort ,  the Departm ent  of 
Hum an Services (DHS)  m ay be appointed guardian. The Departm ent  of Com m unity 
Health (DCH)  and DHS assum e that  the individual is com petent , unless a court  has 
determ ined otherwise. Whenever a part icipant  has been adjudicated incapacitated, 
the guardian is inform ed about  the opt ions and acts on behalf of the part icipant  and 
m akes the final decision. Unt il the individual is deem ed incapacitated by the Court  
s/ he has the r ight  to part icipate in and m ake decisions regarding care and services.  

Informed Consent and Involving Guardians in MFP Transitions 

Strategies used to inform  potent ial MFP part icipants, fam ily m em bers, fr iends 
and/ or guardians include:  liberal opportunit ies to receive inform at ion about  MFP 
(see Sect ion B.1 Part icipant  Recruitm ent  and Enrollm ent ) ;  opportunit ies to discuss 
MFP opt ions and services with Transit ion Coordinators (TCs)  before signing the 
Authorizat ion for Release of I nform at ion and I nform ed Consent  Form  ( see Appendix 

D1 and D2) ;  opportunit ies to discuss t radit ional waiver opt ions and MFP t ransit ional 
services with the waiver case m anager during waiver assessm ent  (see Sect ion B.6 

Part icipant  Supports and Sect ion B.7 Self-Direct ion) ;  requirem ents for guardians;  
and waiver requirem ents for the developm ent  of service plans with input  from  MFP 
part icipants, fam ily m em bers, caregivers, fr iends and/ or a legal guardian.  
 
As described in B.1 Part icipant  Recruitm ent  and Enrollm ent ,  inst itut ionalized 
persons, fam ily m em bers, caregivers, fr iends and/ or guardians will be provided with 
easy to use, understandable inform at ion, or inform at ion in alternat ive form ats, 
about  MFP and core waiver services, eligibilit y cr iter ia, how to apply and what  to 
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expect . I nform at ion about  MFP is provided along with core waiver services through 
statewide Point -of-Ent ry partners including:  AAA/ Gateway networks, Aging and 
Disabilit y Resource Centers (ADRCs) , Centers for I ndependent  Living (CI Ls) , 
provider networks, and regional DBHDD service councils and providers. Potent ial 
MFP candidates have opportunit ies to receive and discuss inform at ion with MFP 
Transit ion Coordinators (TCs)  during face- to- face m eet ings and follow-up 
discussions. Once inst itut ionalized persons have received inform at ion about  MFP 
and have indicated interest  in MFP/ t ransit ioning, TCs will obtain consent  and release 
of inform at ion to determ ine if the part icipant  has a guardian or Durable Power of 
At torney (DPOA) . TCs will obtain copies of these legal docum ent (s)  and review 
them  to establish the extent  of the surrogate decision m aking power that  exists. 
During subsequent  developm ent  of I ndividualized Transit ion Plans (see Appendix 

Q1 and Q2) , TCs will involve part icipants, fam ily m em bers/ fr iends, caregivers and 
guardians in person-centered planning and circles of support .  
 
Working with waiver case m anagers (CMs) , TCs will ident ify current  waiver 
part icipants who have successfully reset t led in the com m unity and who have 
guardians. TCs will ask these guardians, if interested, to visit  with guardians of 
inst itut ionalized persons considering t ransit ion under MFP. Visits with guardians of 
successfully reset t led waiver part icipants will help guardians considering t ransit ion 
to understand and weigh both the benefit s and r isks of reset t lem ent . Discussions 
between guardians, part icipants, TCs and CMs m ay be enough to m ove the process 
forward. I f not , an om budsm an will be called in to assist  at  the request  of the 
part icipant . For exam ple, if a person in a nursing hom e indicates interest  in 
reset t lem ent  in the com m unity, but  the guardian is opposed and will not  allow the 
process to m ove forward, an om budsm an m ay be asked to intervene. LTC 
om budsm en educate guardians about  the part icipant ’s Bill of Rights and when 
necessary, can refer the part icipant / consum er to free legal assistance ( i.e. At lanta 
Legal Aid Society)  for addit ional legal help to reverse guardianship. On the other 
hand, if any m em ber of the t ransit ion team believes that  a part icipant / consum er is 
actually opposed to com m unity placem ent , but  the part icipant ’s guardian is for such 
a placem ent , a long- term  care om budsm an m ay be asked to intervene for the 
purpose of working with the guardian regarding the part icipant ’s preference to 
cont inue inst itut ional placem ent  and educat ing the guardian about  the lim its of 
guardianship.  

 
Following waiver enrollm ent  and reset t lem ent  to the com m unity, TCs visit  with 
part icipants, fam ily m em bers, caregivers and guardian to ensure that  part icipants 
are receiving all MFP and t radit ional waiver services as specified in the service plan. 
When reset t led part icipants have guardians, TCs follow-up with the guardian to 
answer any quest ions and/ or provide addit ional inform at ion about  gr ievance and 
com plaint  processes. TCs are expected to leave their  contact  inform at ion and the 
contact  inform at ion for waiver case m anagers and ask guardians to call with 
quest ions or if problem s arise.  
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Informed Consent for Older Adults and Persons with Physical 
Disabilities/ABI  

Under the Elderly and Disabled Waiver Program  and I ndependent  Care Waiver 
Program , part icipants are inform ed about  MFP and waiver services available during 
the init ial face- to- face assessm ents conducted by the case m anager. Part icipant  
choices are docum ented on a standardized Author izat ion for Use or Disclosure of 

Health I nform at ion (see Appendix D1)  and MFP Consent  for Part icipat ion ( see 
Appendix D2) . The state assures that  each individual found eligible for the waiver 
will be given free choice of all qualified providers of each service included in his or 
her writ ten service plan. Choice of provider is docum ented on the writ ten service 
plan. The Freedom  of Choice form s, signed during init ial face- to- face assessm ents, 
are m aintained for a m inim um  of three years by the case m anagem ent  agency.  

Informed Consent for Persons with Developmental Disabilities  

Under the NOW and COMP Waiver Program s, as part  of enrolling in waiver services, 
each part icipant  signs a docum ent  indicat ing Freedom  of Choice. Although this 
signature docum ents the choice of com m unity services, it  also docum ents that  the 
part icipant  has choice of providers and support  coordinators both at  waiver onset  
and as long as enrolled in waiver services. The I ntake and Evaluat ion team  explains 
this choice to each part icipant .  
 
I n this process, the intent  is to inform  and to docum ent  that  the part icipant  and his 
or her guardian will be (1)  inform ed of alternat ives and services available under the 
waiver and (2)  given the choice of either inst itut ional or Hom e and Com m unity-
Based Services. An overview of services is offered and is designed to m ake the 
part icipant  reasonably fam iliar  with service opt ions. The presentat ion of such 
inform at ion is designed to m atch the level of com prehension for each individual.  
Once this inform at ion has been provided, the I ntake and Evaluat ion team  is 
responsible for seeing that  each part icipant  and/ or his or her representat ive sign a 
docum ent  indicat ing Freedom  of Choice and for witnessing the signature(s) .  
 
The original signed docum entat ion of Freedom  of Choice is m aintained by the 
I ntake and Evaluat ion team  for at  least  five years. Copies are also m aintained by 
the or iginal provider(s)  for at  least  five years. A copy of the form  is m aintained in 
the part icipant ’s record for at  least  five years 

Quality Improvements to Informed Consent 

At  MFP statewide stakeholder forum s, part icipants reported that  there existed a 
good deal of confusion regarding issues of inform ed consent , power of at torney and 
guardianship. Am ong the issues reported were:  

 A false stereotype by som e that  all persons in inst itut ions are incom petent  
 The lack of augm entat ive and alternat ive com m unicat ion devices for 

com m unicat ing with m em bers who have com m unicat ion difficult ies 
 Lim ited understanding of the proper uses of power of at torney and 

guardianship. 
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To address these issues, TCs, advocates and stakeholders will work together to:  
 Develop pr inted m aterials in laym en’s language that  can be dist r ibuted to 

m em bers 
 Develop addit ional t raining for all partners in the MFP project  on the basic 

pr inciples of power of at torney and guardianship 
 Develop t raining for legal professionals, advocates, residents and their  fam ily 

m em bers on the appropriate uses of the sam e. 

Grievance and Complaint Processes for Older Adults and Persons with 
Physical Disabilities/ABI 

Under the Elderly and Disabled Waiver Program , The Georgia Departm ent  of Hum an 
Services (DHS)  Division of Aging Services (DAS) , and the Departm ent  of 
Com m unity Health share the responsibilit y for overseeing the report ing of and 
response to gr ievances and com plaints. Under I CWP, the Departm ent  of Com m unity 
Health is responsible for overseeing the report ing of and response to gr ievances 
and com plaints. At  the local level of the Elderly and Disabled Waiver, the state has 
designated case m anagem ent  agencies to operate the gr ievance/ com plaint  system . 
 
At  the init ial face to face assessm ent , the case m anager advises part icipants of 
their  r ights including their  r ight  to voice com plaints and gr ievances. Exam ples of 
com plaints or gr ievances that  m ay be reported are:  poor provider perform ance, 
aides not  report ing as scheduled, lack of supervision, or allegat ions of abuse, 
neglect , or exploitat ion. These com plaints or gr ievances would then be addressed 
by the case m anager. Allegat ions of abuse, neglect  and exploitat ion m ust  be 
reported to either the DCH Healthcare Facilit y Regulat ion Division or Adult  
Protect ive Services (APS)  if the part icipant  resides in a non- inst itut ional set t ing, as 
required by law. I n an effort  to ensure that  part icipants and/ or caregivers receive 
consistent  and object ive t reatm ent  when grievances are reported, case m anagers   
im m ediately intervene to work with the part icipants and provider to facilitate an 
acceptable resolut ion for the waiver part icipant . Resolut ion m ay involve facilitat ing 
a case conference with the client , the provider, and other supports such as fam ily 
m em bers in order to address all relevant  details associated with the com plaint . I f 
the problem  cannot  be resolved, a gr ievance com m it tee is convened to address the 
concerns and a solut ion is recom m ended within seven days.  
 
All com plaints are categorized according to type ( i.e. m issed visits or lack of 
supervision)  and m aintained on a com plaint  log held at  the case m anagem ent  
agency. A br ief note docum ent ing the resolut ion to the com plaint / gr ievance is 
included on the log. All com plaints are reviewed m onthly to ident ify t rends and to 
develop a plan of act ion for follow up. Waiver program  m anagers review these 
m onthly com plaint  reports and develop needed policy and/ or procedure revisions. 
Waiver program  m anagers will forward these m onthly reports to the MFP Project  
Director when these reports involve MFP part icipants.  
 
When applicable, com plaints/ gr ievances are referred to the Office of State Long-
Term  Care Om budsm an as well as the DCH Healthcare Facilit y Regulat ion Division, 
the agency which gives the license/ perm it  to operate. Waiver part icipants and 
caregivers are inform ed by case m anagem ent  that  the filing of com plaints is not  a 
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prerequisite or subst itute for a Fair Hearing. I f the gr ievance process is unable to 
resolve the differences, the part icipant / caregiver is provided with inform at ion on 
init iat ing a request  for fair  hearing with the state agency.  

Grievance and Complaint Processes for Persons with MR/DD 

Under the NOW and COMP Waiver Program s, any part icipant  (or his/ her guardian or 
parent )  or staff m em ber m ay file a com plaint  alleging that  a part icipant ’s r ights 
have been violated. A person who considers filing such a com plaint  is encouraged to 
resolve the m at ter inform ally by discussing it  first  with the persons involved, or 
Program  Consum ers’ Rights staff, as specified in the Program ’s Qualit y 
I m provem ent  Plan. The part icipant  is not  required to use the procedures 
established in lieu of other available rem edies, including the r ight  to direct ly contact  
the Personal Advocacy Unit  at  the Departm ent  of Behavioral Health and 
Developm ental Disabilit ies or to subm it  a writ ten com plaint  to the Regional 
Coordinator, Program  Director or Governor ’s Advisory Council.  Waiver part icipants 
are inform ed that  the filing of com plaints is not  a prerequisite or subst itute for a 
Fair Hearing.  
 
I n order to ensure that  such internal quality im provem ent  invest igat ions and 
m onitor ing act ivit ies are com pleted fully and in an in-depth m anner, to encourage 
candid evaluat ions, and to ensure that  adequate correct ive act ion is taken in all 
cases, all review act ions taken and all docum entat ion rem ain confident ial. A 
Consum ers’ Rights Subcom m it tee reviews services from  all program s cont racted by 
the Departm ent  either direct ly or indirect ly. The Consum ers’ Rights Subcom m it tee 
funct ions as a part  of the program ’s ongoing quality im provem ent  process, as 
described in the Program ’s Quality I m provem ent  Plan.  
 
The com plaint  is filed with the Consum ers’ Rights Subcom m it tee of the consum er’s 
program , and it  m ay be filed on a form  provided by the program . I f the consum er 
states the com plaint  orally, specific assistance is given in proceeding with the 
com plaint  and com plet ing the form . Com plaints m ay be m ade by telephone to 
consum ers’ r ights staff persons, who m ay com plete the form . Staff m em bers whose 
alleged conduct  gave r ise to the com plaint  m ay be inform ed of the com plaint . 
 
As soon as possible, but  within seven business days after the com plaint  is filed, the 
Consum ers’ Right  Subcom m it tee invest igates the com plaint , resolves it  if possible, 
com pletes a disposit ion report , and files it  with the Qualit y I m provem ent  
Com m it tee’s records. I f after interviewing the com plainant  it  is found that  the 
com plaint  does not  state an allegat ion that , if t rue, would const itute a violat ion of 
regulat ions or other applicable law, the com plaint  m ay be rejected in writ ing. I n 
cases of such reject ion, the original reject ion not ice is filed in the Quality 
I m provem ent  Com m it tee’s records, and a copy is sent  to the com plainant . I n all 
invest igated com plaints, the staff em ploys the invest igatory m ethod deem ed m ost  
suitable to determ ine the facts. 
 
The Program ’s Quality I m provem ent  Com m it tee com pletes a br ief disposit ion report  
on each invest igated com plaint  and forwards to DBHDD for approval.  The report  
states the part ies involved, the com plaint ,  and whether the com plaint  was resolved 
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or not .  The original report  is filed on form s provided by DBHDD in the Com m it tee 
records, and a copy is sent  to the DBHDD Regional Coordinator, the Director of the 
Program , and to the Departm ent ’s Quality I m provem ent  Com m it tee through the 
Personal Advocacy Unit . The com plainant  is not ified of the act ion taken by the 
Com m it tee. I f the com plaint  is rejected or is not  resolved by the Com m it tee to the 
sat isfact ion of the consum er (or his guardian or parent  of a m inor)  or the 
com plainant , either the consum er or the com plainant  m ay file a writ ten request  for 
a review of the com plaint . The request  m ay be rejected without  a review if either 
the com plaint  or the request  for review is not  filed in a t im ely fashion, or if the 
com plaint  does not  state an allegat ion that , if t rue, would const itute a violat ion of 
these regulat ions or other applicable law.  
 
Within five working days after the conclusion of the review, the reviewer subm its a 
writ ten report  of the review. The consum er or the com plainant  m ay appeal the 
reject ion or other decision by filing a writ ten request  for review with the Regional 
Coordinator or his/ her designee.  
 
Within ten working days of the filing of the request  for review, the Regional 
Coordinator, or designee, issues a disposit ion of the appeal. The Regional 
Coordinator m ay reject  the request  in writ ing without  a review if either the 
com plaint  or the request  for review is not  filed in a t im ely fashion, or if the 
com plaint  does not  state an allegat ion that , if t rue, would const itute a violat ion of 
State regulat ions or other applicable law.  
 
The consum er or the com plainant  m ay appeal the Regional Coordinator ’s reject ion 
or other decision by filing a writ ten request  for review with the Director of the 
DBHDD Division of Developm ental Disabilit ies. Upon the filing of such a request , the 
Regional Coordinator is not ified, and the Regional Coordinator shall im m ediately 
t ransm it  to the Director a copy of the Regional Coordinator’s reject ion or decision, 
together with a copy of the previous reviewer’s recom m endat ions, the Program  
Director ’s decision, and other docum ents used in the review, if any. 
 
Within ten working days of the filing of the request  for review, the Director or 
his/ her designee issues a disposit ion of the appeal. This decision of the Director or 
his designee is based upon a review of the request  for review and the docum ents 
forwarded by the Regional Coordinator;  no evident iary hearing is conducted by the 
Director or his designee. I n the decision, the Director or his/ her designee m ay 
affirm , reverse, or m odify the Regional Coordinator ’s reject ion or other decision, or 
s/ he m ay return the case to the Regional Coordinator.  I f the Director or his 
designee returns the case to the Regional Coordinator, the Director or his/ her 
designee specifies the m at ters to be addressed in the further proceedings and the 
period within which those proceedings shall be concluded. I n no event  is the period 
for com plet ing the further proceedings, including the reviewer’s subm ission of an 
addit ional report ,  the Regional Coordinator ’s issuance of another reject ion or other 
decision, and the Director ’s or his/ her designee’s issuance of a decision, m ore than 
14 working days. The original of the Director’s or his/ her designee’s decision is filed 
in the Director ’s records, and copies are sent  to the Regional Coordinator and to the 
com plainant . The decision of the Director is final. 
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I n addit ion to the filing of com plaints about  alleged violat ions of consum er’s r ights 
under DBHDD regulat ions or other applicable law, a waiver part icipant  or fam ily 
m em ber/ representat ive m ay subm it  gr ievances/ com plaints about  waiver service 
access and delivery to the support  coordinator and/ or to the DBHDD Regional 
Office. The support  coordinator works with the waiver part icipant  or fam ily 
m em ber/ representat ive and the provider in an at tem pt  to resolve the problem . I f 
resolut ion is not  possible, the support  coordinator presents the 
gr ievances/ com plaints to the DBHDD Regional Office in the weekly m eet ings or, if 
urgent , by phone. The Regional Office staff review the gr ievances/ com plaints and 
work with providers to resolve them  and invest igate as needed. The DBHDD 
Regional Office m ay require a correct ive act ion plan to assure resolut ion of the 
problem . The support  coordinator m onitors the correct ive act ion plan. The official 
filing of a com plaint / gr ievance by a waiver part icipant  or a fam ily 
m em ber/ representat ive requires a response in wr it ing from  the Regional Office 
within 30 days of the filing.  
 
Providers are required to provide persons served with inform at ion about  their  r ights 
at  the onset  of services and annually thereafter. The inform at ion includes how the 
consum er m ay voice com plaints or gr ievances. This inform at ion is provided in a 
m anner the person/ fam ily can understand, and is docum ented. The person/ fam ily 
m em ber signs a statem ent  that  this inform at ion was given to him / her and 
explained so s/ he could understand it .  The providers are required to have policies 
and pract ices which allow the com pilat ion and review of reports concerning the 
num bers of gr ievances and com plaints, the response t im e in resolving them , and 
the final resolut ion for im proving the system ’s responsiveness to consum er 
concerns.  
 
I f a person believes his/ her r ights of choice of service(s)  or provider(s)  have been 
violated, s/ he follows the process of voicing this gr ievance or com plaint  to the 
support  coordinator. I f the person is dissat isfied with the outcom e, s/ he m ay 
elevate his/ her gr ievance or com plaint  to the Regional Office, and if not  resolved at  
the Regional Office, m ay carry the gr ievance or com plaint  further to the DHR Office 
of Developm ental Disabilit ies. Waiver part icipants are inform ed that  the filing of 
gr ievances/ com plaints is not  a prerequisite or subst itute for a Fair Hearing.  
 

Critical Incident Reporting Systems 

Georgia’s MFP cr it ical incident  report ing system s will serve part icipants through the 
exist ing HCBS waivers, including the Elderly and Disabled Waiver Program , the 
I ndependent  Care Waiver Program  ( I CWP)  and the NOW and COMP Waiver 
Program s. This sect ion describes how cr it ical incidents are reported and 
invest igated and the processes for receiving and reviewing cr it ical incident  reports, 
assuring follow up is im plem ented, and how incident  reports are used for program  
im provem ents.  
 
Crit ical incidents are defined in each 1915c waiver applicat ion and include factors 
that  threaten or result  in failure to m aintain a safe and hum ane environm ent  for 
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consum ers. Chief am ong those factors that are defined as cr it ical incidents are 
allegat ions of abuse, neglect , exploitat ion, m edicat ion errors, deaths, allegat ions of 
cr im inal act ivity, unexpected absences from  resident ial facilit ies, and injury to 
part icipants. Under state law, all health care providers and their  staff/ volunteers 
are m andated reporters of abuse, neglect ,  and/ or exploitat ion. These incidents are 
reported to waiver program  m anagers at  the operat ing agency (DHS, DBHDD, or 
DCH) . For incidents involving MFP part icipants, TCs will com plete an MFP Sent inel 

Event  report  and subm it  to the DCH MFP Office.  

Critical Incident Reporting Systems for All Populations  

Under the Elderly and Disabled Waiver Program , the Departm ent  of Hum an 
Services (DHS)  and DCH share the responsibilit y for overseeing the report ing of and 
response to cr it ical events. Under the MR waiver program s, the Departm ent  of 
Behavioral Health and Developm ental Disabilit ies (DBHDD)  and the DCH share the 
responsibilit y for overseeing the report ing of and response to cr it ical events. Under 
the I ndependent  Care Waiver Program  ( I CWP) , the Georgia Departm ent  of 
Com m unity Health is responsible for overseeing the report ing of and response to 
cr it ical events.  
 
All waiver program s require the following in response to cr it ical incidents:  

 Calling 911 or other em ergency num bers to obtain im m ediate m edical or law 
enforcem ent  intervent ions if needed 

 Provision of im m ediate and ongoing m edical intervent ion if required 
 I m m ediate im plem entat ion of m easures to protect  the health, safety and/ or 

r ights of the individual, including relocat ion of the part icipant  to another 
facilit y or program  if needed 

 As appropr iate, not ificat ion to fam ily, guardian, next  of kin, or em ergency 
contact  indicated in the part icipant  service record 

 Report ing of the incident  to the waiver operat ing agency (DHS, DBHDD, or 
DCH)  

 As appropriate, addit ional report ing of the incident  to licensure and/ or 
cert ificat ion agencies, Adult  or  Child Protect ive Services, local law 
enforcem ent  agencies, and DCH Program  I ntegrity 

 I nvest igat ion of the incident  by the provider agency and case m anager at  a 
m inim um  and any of the above ent it ies as applicable 

 Writ ten report  of the findings of the invest igat ion to the operat ing agency 
 Subm ission of a writ ten plan of act ion 
 As needed, on-site inspect ion of the facilit y/ program  to assure the plan of 

act ion is im plem ented 
 Review of all incidents in regular ly scheduled joint  m eet ings of DCH, DHS, 

and DBHDD  
 Analysis of incident  data to ident ify system ic changes needed to prevent  

recurrences, such as revision to state policies and procedures. 
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B.3 Outreach, Marketing, Education and Training 

This sect ion describes plans to conduct  out reach, m arket ing, educat ion, and staff 
t raining that  will enable stakeholders, professionals and com m unity m em bers to 
refer eligible older adults and people with disabilit ies to MFP screening system s 
(points-of-ent ry) .  This sect ion descr ibes how the state and regional MFP team s will 
leverage form al and inform al relat ionships and knowledge of com m unity resources 
to m ove the MFP agenda and goals forward and facilitate the t ransit ion of 
part icipants to com m unity liv ing. This sect ion concludes with exam ples of out reach, 
m arket ing, and educat ion m aterials used in the program . 

Inclusion of MFP in Current Outreach, Marketing, and Education Efforts 

The overall goal of current  out reach, m arket ing, and educat ion is that  all points-of-
ent ry and inform at ion and referral networks will provide accurate inform at ion about  
HCBS waiver program s and accurate inform at ion about  MFP. For exam ple, Area 
Agencies on Aging (AAAs)  will provide inform at ion seekers with inform at ion about  
Elderly and Disabled Waiver services, and if the person doesn’t  qualify, the AAA will 
m ake a referral to another m ore appropriate waiver or state service. Depending on 
the inform at ion seeker’s situat ion, s/ he will be directed to the appropr iate point -of-
ent ry. To achieve this goal, the state is focused on developing system at ic out reach 
through all points-of-ent ry and I nform at ion & Referral networks.  
 
The state conducts out reach, m arket ing, and educat ional presentat ions, provides 
booklets and inform at ional brochures, uses public service announcem ents (PSAs) , 
and posts inform at ion on its public websites to inform  the com m unity about  hom e 
and com m unity-based waiver services (HCBS) . I nform at ion about  the MFP 
Dem onst rat ion Project  and how it  works will be added to already exist ing out reach, 
m arket ing, educat ion, and t raining undertaken by the state. For exam ple, 
Com m unicat ions Services at  DCH will assist  the MFP project  in preparing and 
releasing press releases about  MFP. Out reach inform at ion about  MFP will be added 
to exist ing DCH Medicaid Division Office of Long- term  Care web pages, fact  sheets, 
and other out reach and m arket ing m aterials. Project  partners in the Departm ent  of 
Hum an Services and the Departm ent  of Behavioral Health and Developm ental 
Disabilit ies will work to prom ote MFP through sim ilar channels.  

MFP Targeted Outreach and Marketing 

Targeted out reach will proceed through a proact ive process of face- to- face 
com m unicat ion, relat ionship building, presentat ions, inform at ional forum s, 
interagency m eet ings, t raining presentat ions, m arket ing and out reach m aterials 
(Appendix C:  MFP Tri-Fold Recruit ing Brochure and Appendix E:  Hom e and 

Com m unity Services, A Guide to Medicaid Services in Georgia) ,  writ ten m aterials 
available in plain English for bet ter understanding for persons with cognit ive 
im pairm ents, m aterials t ranslated into Spanish and French (but  not  lim ited to only 
these languages as provided by DHS’s Lim ited English Proficient  and Sensory 
I m paired Custom er Services Office) , and m aterials m ade available in alternat ive 
form ats for individuals with sight , visual, and hear ing im pairm ents.  
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Efforts will focus on providing inform at ion about  MFP along with inform at ion about  
all HCBS waiver services and opt ions. MFP will be m arketed to a broad range of 
ent it ies. Out reach, m arket ing, and educat ion will be targeted to:  
 

 Georgia Healthcare Associat ion, hands-on hospital and facilit y/ inst itut ional 
discharge planners, social workers, and rehabilitat ion hospitals,  

 CI L networks, advocacy organizat ions, and caregiver support  groups,  
 Peer support  networks including People First  Georgia, the ARC of Georgia, 

Side by Side Brain I njury Clubhouse, Com m unity Fr iendship network, 
Com m unity Service Boards, and fam ily m em bers of inst itut ionalized 
residents,  

 Point–of-ent ry system s, AAA/ Gateway, ADRCs, CI Ls, Service Link Resource 
Centers, Regional DBHDD offices, waiver and other com m unity based service 
providers who provide inform at ion and referral to all HCBS waivers,   

 Professionals doing m em bers’ eligibilit y determ inat ion, including the DHS 
Division of Fam ily and Children Services (DFCS)  staff who resolve m em bers’ 
eligibilit y/ benefit s issues associated with m oving part icipants from  nursing 
hom es and inst itut ions to HCBS waivers, 

 Select ive physician offices, cr isis intervent ion services, Georgia Behavioral 
Health Link,  

 State and regional housing authorit ies, public housing authorit ies, and the 
Departm ent  of Com m unity Affairs, 

 Legal and judicial officials and the Office of Civil Rights (OCR) , 
 Om budsm an staff and volunteers, and  
 Senior Centers, Meals on Wheels, and Com m unity Mental Health Centers.  

 
MFP will supplem ent  and expand current  Olm stead I nit iat ive and waiver out reach, 
m arket ing and educat ion st rategies:  

Outreach to Older Adults 

Transit ion Coordinators (TCs)  will com plem ent  and enhance the current  out reach, 
m arket ing and educat ion efforts of the DHS Division of Aging Services, Area 
Agencies on Aging (AAAs) , ADRCs, waiver case m anager ent it ies, provider 
associat ions, om budsm en, nursing hom e discharge planners/ social workers, nursing 
hom e fam ily councils, advocates, and other points-of-ent ry to service system s. 

Outreach to Persons with Physical Disabilities/ABI 

TCs will partner with all of the above and Georgia Medical Care Foundat ion ( the 
assessm ent  ent ity for the I CWP waiver) , Centers for I ndependent  Living, the Brain 
and Spinal I njury Trust  Fund Com m ission, rehabilitat ion and veterans hospitals,  and 
regional and local service provider networks to enhance the out reach, m arket ing, 
and educat ion being done by each ent ity. 

Outreach to Persons with Developmental Disabilities 

TCs will expand on the out reach, m arket ing, and educat ion efforts of DBHDD, the 
state’s DD Council,  People First  Georgia, the Associat ion of Retarded Cit izens, 
Com m unity Service Boards, regional and local service provider networks. 
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MFP Outreach and Recruiting using HCBS Booklets 

MFP Transit ion Coordinators (TCs)  and Regional Transit ion Staff (DBHDD)  will 
dist r ibute the HCBS booklet , Hom e and Com m unity Services, A Guide to Medicaid 

Waiver Program s in Georgia (see Appendix E) , along with inform at ion about  MFP, as 
a m ethod of out reach. For older adults and persons with disabilit ies residing in 
nursing facilit ies or I CF/ MRs, receipt  of this booklet  m ay be the first  contact  with a 
TC or a Regional Transit ion Staff person. The booklet  describes Georgia’s HCBS 
waiver program s for older adults, persons with physical disabilit ies, developm ental 
disabilit ies. The booklets are intent ionally designed to be very br ief and sim ple 
regarding waiver eligibilit y requirem ents, and are not  specific to any sub-
populat ion. The booklet  is available in several languages and in alternat ive form ats 
for persons who are blind/ low vision. The booklet  is writ ten in plain English to assist  
persons with cognit ive/ language challenges. Local recruiters will determ ine what  
form ats are needed to ensure accom m odat ions are m ade for individuals with 
various disabilit ies. For out reach to persons who are deaf,  local recruiters will have 
sign language interpreters available to assist  at  face- to- face m eet ings to develop 
prelim inary t ransit ion plans, and during subsequent  t raining sessions.  
 
The booklet , Hom e and Com m unity Services:  A Guide to Medicaid Waiver Program s 

in Georgia ( see Appendix E)  provides general inform at ion about  the following areas:  
 

 Com m unity Alternat ives 
 Medicaid 
 How to Apply for Medicaid Hom e and Com m unity-Based Waiver 

Services 
 Each Medicaid Waiver program  
 Money Follows the Person (MFP)  
 What ’s covered and not  covered by Medicaid 
 I ndividual’s Rights and Responsibilit ies 
 Contact  I nform at ion (e.g. county health departm ents, Area Agencies 

on Aging and other aging ent ry points, Regional DBHDD offices and 
the Social Secur ity Adm inist rat ion)  

 
Addit ional inform at ion about  MFP will be dist r ibuted along with this booklet  (see 
Appendix H) . The booklet  is widely dist r ibuted to nursing hom es, Centers for 
I ndependent  Living (CI Ls) , I CF/ MRs, Area Agencies on Aging (AAA) , Aging and 
Disabilit y Resource Centers (ADRCs) , and Senior Centers. MFP TCs and Regional 
Transit ion Staff (DBHDD)  will dist r ibute the booklet  and MFP specific m aterials in 
their  respect ive state regions, based on targeted out reach st rategies. I n addit ion to 
the recruit ing efforts (see Sect ion B.1 Part icipants Recruitm ent  and Enrollm ent )  of 
MFP TCs and Regional Transit ion Staff (DBHDD) , the state uses Peer Supporters, 
state agencies, AAAs, ADRCs, CI Ls, professional and non-professional networks 
(see Sect ion B.4 Stakeholder I nvolvem ent ) , advocacy agencies/ individuals, and 
om budsm en to dist r ibute m arket ing and out reach m aterials specific to the MFP 
dem onst rat ion program .  
 
DBHDD will provide Regional Transit ion Staff with an elect ronic file version of the 
booklet  and MFP m aterials. Local out reach team s will add local contact  inform at ion 
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and arrange for pr int ing and dist r ibut ion. The inform at ion ident ifies the MFP 
dem onst rat ion program  as a collaborat ive effort  between the state, the Federal 
Governm ent , and local com m unit ies. Local contact  inform at ion will ensure that  
response is t im ely and reflect ive of the locally coordinated MFP act ivit ies.  

MFP Informational Recruiting Brochure 

A MFP recruit ing brochure will be pr inted and dist r ibuted as indicated below. The 
MFP inform at ional brochure will be used to recruit  part icipants, fr iends/ fam ily 
m em bers, and guardians. See B.1 Part icipant  Recruitm ent  and Enrollm ent  for  m ore 
inform at ion on how recruit ing, screening and enrollm ent  occur. The MFP 
inform at ional brochure covers the following areas:   
 

 MFP one- t im e t ransit ion services,  
 person-centered planning and circles of support ,  
 developing a prelim inary t ransit ion plan,  
 enrollm ent  in HCBS waivers,  
 part icipant  services and supports,  
 self-direct ion,  

 
The brochure will be the pr im ary tool used to recruit  MFP part icipants. MFP TCs and 
Regional Transit ion Staff will recruit  part icipants in targeted locat ions (nursing 
hom es, I CF/ MRs, inpat ient  facilit y lobbies, resident  councils, etc.) . MFP com m unity 
t ransit ion team s ( i.e. MFP t ransit ion coordinators, MR/ DD Regional t ransit ion staff,  
peer support  networks, om budsm en, waiver case m anagers, com m unity vendors 
and providers)  will dist r ibute the MFP inform at ional brochure according to their  
out reach and m arket ing st rategies based on their  targeted populat ions. MFP TCs 
and Regional Transit ion Staff will use the inform at ional brochure to recruit  potent ial 
part icipants during the face- to- face interviews to explain MFP and HCBS waiver 
services.  
 
To m arket  the MFP dem onst rat ion program  and to develop rapport  with groups in 
the com m unity, t ransit ion team s will dist r ibute the MFP inform at ional brochures to 
discharge planners’ and social workers’ offices, AAAs, ADRCs, CI Ls, SOURCE 
network offices, senior centers, county health departm ents, targeted com m unity 
organizat ions, nursing facilit y staff and adm inist rators, and hospital discharge 
planners. I npat ient  facilit y partners m ust  be fam iliar with the project  as a first  step 
in establishing t rust  with potent ial MFP dem onst rat ion part icipants. The brochure 
will ident ify the state and local program s that  are part icipat ing.  
 
As an educat ion/ t raining tool, state MFP project  staff and local team s will encourage 
healthcare t rade associat ions and other appropriate groups to m ake MFP 
inform at ional brochures available to invite these ent it ies to part icipate in the 
Georgia MFP dem onst rat ion program . The brochure will be used widely by state 
staff, m em bers of the Georgia MFP Steering Com m it tee, other interested 
stakeholders, and var ious com m unity liaisons to m eet  personally with the inpat ient  
facilit y staff to review the project  and discuss the t ransit ion process.  
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Effective Use of Media  

General part icipant  recruitm ent  Public Service Announcem ents will be developed 
and used for recruit ing. Narrat ive exam ples will be provided to radio and television 
stat ions and other m edia out lets throughout  the life of the Money Follows the 
Person project . The following is a sam ple narrat ive for a PSA:   

 
Long- term  care services and supports can be provided in lots of different  

ways. I f you or a loved one lives in a nursing hom e and you wish to live at  

hom e, you m ay be able to get  the help you need to m ove back hom e. To 

learn m ore about  the Georgia Money Follows the Person Com m unity 

Transit ion project  in your area call ______________ at  ______________, or 

visit  our website at  ________________.  
 
The state will supply a generic press release about  MFP that  can be used to subm it  
to regional publishers of newspapers, bullet ins, newslet ters and websites. Local 
team s m ay m ake m odificat ions to the general narrat ive to fit  the character ist ics of 
their  regions. A state- level press release will use a sim ilar narrat ive as that  of the 
public service announcem ent .  Recruitm ent  efforts to the general populat ion m ay 
generate high levels of telephone t raffic from  individuals interested in avoiding a 
nursing facilit y stay rather than calls from  individuals already residing in a nursing 
facilit y. Local t ransit ion team s will ant icipate their  unique com m unity’s needs, write 
their  own protocols to handle phone inquir ies, and develop a process to redirect  
callers who request  inform at ion related to the MFP dem onst rat ion.  

 
The creat ion of a link to the Georgia Money Follows the Person Dem onst rat ion 
project  on the DCH website dem onst rates to potent ial part icipants, their  
com m unit ies and fam ilies, that  the project  is state and federally sanct ioned. Topics 
covered on the site are the sam e as topics covered in the MFP I nform at ional 
Brochure to ensure consistency of inform at ion and to provide the abilit y to easily 
navigate and locate inform at ion about  MFP and HCBS Waivers. I nform at ion about  
Dem onst rat ion act ivit ies will be regular ly updated beginning in Novem ber 2008. The 
site also contains links to relevant  reports, studies, resources, organizat ions, 
program s and DCH/ DHR and com m unity services.  

Current Education and Training and MFP 

Training of MFP t ransit ion coordinators and MR/ DD regional t ransit ion staff is 
covered in the OP sect ion, B.1 Part icipant  Recruitm ent  and Enrollm ent .   
 
System at ic, ‘cross-waiver’ t raining is current ly done by each system  for it s 
partners. MFP will provide each system  vet ted t raining m aterials about  MFP, pr ior to 
the beginning of the Dem onst rat ion, to enable system  professionals, m anagers and 
front  line staff to m ake appropriate referrals of eligible individuals for MFP 
screening. For exam ple, in the Departm ent  of Hum an Services (DHs) , the Division 
of Aging Services (DAS)  conducts quarter ly t raining at  each of the 12 regional Area 
Agencies on Aging and provides ‘cross-waiver’ t rainings to the AAAs, ADRCs and 
service provider networks. Centers for I ndependent  Living (CI Ls)  and ADRCs are 
ideal agencies to receive cross-waiver t raining that  would help them  m arket  and 
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educate consum ers about  MFP/ waivers. MFP will link with DAS to develop and 
provide MFP t raining through DAS to AAA/ Gateway/ ADRCs/ service provider 
networks to t rain professionals, m anagers and front - line staff to m ake appropriate 
referrals for MFP screenings. I n addit ion, MFP TCs will work closely with AAAs, 
ADRCs, CI Ls and service provider field staff to im plem ent  MFP and link MFP 
part icipants to local com m unity resources. Because CI Ls provide a num ber of core 
services ( i.e. inform at ion and referral, peer support , advocacy, independent  liv ing 
skills t raining) , MFP TCs will be t rained to inform  part icipants about  local CI Ls and 
link part icipants with CI L peer support  networks for assistance during t ransit ion.  
 
The Departm ent  of Behavioral Health and Developm ental Disabilit ies (DBHDD)  
provides on-going and system at ic cross-waiver t rainings through its regional 
offices. MFP state staff will work with DBHDD staff to develop MFP t raining m aterials 
that  can be delivered along with exist ing t raining. DBHDD offers specific t raining on 
t ransit ioning within hospitals,  designed to help professionals m ake appropriate 
referrals and provide pre- t ransit ion services. DBHDD will include MFP inform at ion in 
t raining it  provides on waiver service opt ions designed for providers and fam ilies. 
DBHDD t rains providers to understand differences in waivers and the language used 
to describe support  services. DBHDD has developed a ‘Tool Kit ’ for t raining 
personnel involved in t ransit ion and will develop MFP inform at ion as part  of the 
‘Tool Kit . ’    
 

MFP Specific Training 

Som e MFP t raining will be basic and delivered to all audiences, while other t raining 
will be core and related/ supplem ental for staff involved in var ious aspects of 
t ransit ion. General t raining on MFP waiver opt ions and services, part icipant  
benefits, referrals, eligibilit y cr iter ia, and how MFP interacts with t radit ional waivers 
will be developed for recruit ing and t raining MFP part icipants, fam ily/ fr iends, 
caregivers and general audiences.  
 
Training will be developed for and delivered to each of the following audiences 
based on the following pr ior ity and based on MFP deploym ent :  1)  point -of-
ent ry/ I &R personnel,  2)  eligibilit y determ inat ion/ gate-keepers, 3)  personnel 
involved in t ransit ion—transit ion coordinators, targeted discharge planners and 
NF/ inst itut ional staff, 4)  nursing facilit y adm inist rators, 5)  cont racted vendors and 
service delivery personnel, and 6)  part icipants and their fam ilies. MFP t raining will 
be integrated into exist ing t raining and ongoing due to high staff turnover. A 
‘speaker’s bureau’ will be developed to facilitate state-wide t raining based on 
geographic area and t raining topic. This speaker’s bureau will be supported by the 
developm ent  of appropriate t raining m aterials.  
 
Training m aterials already in use will be m odified to include inform at ion about  MFP 
so that  professionals, m anagers and front - line staff will have the knowledge and 
skills necessary to m ake appropriate referrals for MFP screenings.  
 
Core t raining topics will include (but  are not  lim ited to)  the following:   

 History of Transit ioning in Georgia, MFP, Benchm arks and Scope 
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 MFP one- t im e t ransit ion services,  
 part icipant  r ights and responsibilit ies,  
 inform ed consent ,  
 screening and m atching needs to MFP services 
 person-centered planning and the individualized t ransit ion plan,  
 resources for reset t lem ent  ( i.e. SSI / SSDI ) ,  
 enrollm ent  in HCBS waivers,  
 part icipant  services and supports,  
 self-direct ion,  
 Medicaid eligibilit y and the role of DFCS 
 Conduct ing the Quality of Life Survey 
 housing and rental subsidy program s, and  
 accessing local t ransportat ion opt ions. 

 
Related/ Supplem ental t raining topics will include (but  are not  lim ited to)  the 
following:  

 int roduct ion to disabilit y and working with older adults 
 working with peer support  networks 
 working with guardians and the lim its of guardianship 
 DME and assist ive/ adapt ive technology and services 
 Non-Medicaid and com m unity resources. 

 
MFP will develop and deliver t raining using the following t raining delivery m ethods, 
as needed (subject  to funding and budget  approval) :  1)  face- to- face scr ipted 
PowerPoint  slide presentat ions, 2)  Lunch-and-Learn sessions, 3)  using distance-
learning technology to develop and deliver t raining, and 4)  using peer supporters 
with disabilit ies to provide t raining.  
 
Training for Transit ion Coordinators will be developed and delivered beginning in 
Septem ber 2008. Training for TCs will be scheduled, evaluated and t racked. 
Training will be developed and delivered for t raining point -of-ent ry networks, 
discharge planners and other inst itut ional staff, and nursing facilit y after TCs have 
received init ial t raining. Training for MFP part icipants and fam ily/ fr iends and 
caregivers will be developed and delivered as needed throughout  the life of the 
project .  

Nursing Home Staff Training   

Local t ransit ion team s ( i.e. MFP TCs, regional t ransit ion staff with DBHDD, 
om budsm en, and peer supporters)  will be asked to do presentat ions about  MFP to 
nursing hom e and inst itut ional staff as part  of their  out reach, m arket ing and 
recruit ing st rategies. Trainings will build on nursing hom e/ inst itut ional staff 
knowledge to enable them  to m ake appropriate referrals for MFP screenings, 
understand independent  liv ing philosophy and the dignity of persons with significant  
disabilit ies. Staff will be t rained to provide residents with accurate and t im ely 
inform at ion about  com m unity liv ing and waiver opt ions. Staff will receive basic 
t raining in:  
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 How to obtain assist ive technology for independent  liv ing, including 
environm ental cont rol system s, augm entat ive and alternat ive 
com m unicat ion (AAC)  devices, ADL equipm ent  and specialized com puter 
access equipm ent  so that  MFP TCs can help part icipants cont rol their  
environm ents, com m unicate their choices, accom plish personal care and 
m ake requests for inform at ion about  reset t lem ent  through HCBS waivers  

 How to obtain durable m edical equipm ent  so that  residents who are 
t ransit ioning will be t rained, if appropriate, on the equipm ent  before they 
leave the nursing hom e  

 How to work effect ively with Center for I ndependent  Living counselors, peer 
support  networks, case m anagers and t ransit ion coordinators to ensure 
effect ive t ransit ions 

 How to assist  m em bers with appropriate use of durable power of at torney 
and guardianship.  
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B.4 Stakeholder Involvement 

This sect ion describes the roles and responsibilit ies of consum ers/ part icipants, 
inst itut ional, and other key stakeholders in the design, im plem entat ion, and 
evaluat ion of the Georgia MFP dem onst rat ion project .  
 
Beginning in 2004 with the Nursing Hom e Transit ion Grant , the Departm ent  of 
Com m unity Health (DCH)  has been engaged in Long- term  Care system s 
t ransform at ion with a broad coalit ion of Georgia stakeholders. Georgia has taken 
concrete steps to create new and sustainable public processes designed to involve 
stakeholders in HCBS waiver research, planning, im plem entat ion, and evaluat ion.  
 
DCH received not ice of MFP funding in May 2007 and re-convened it s MFP steering 
com m it tee on June 22, 2007. The steering com m it tee, form ed to prepare the 
Georgia MFP applicat ion Call to Act ion,  decided to retain the broad coalit ion used to 
create the MFP applicat ion in an effort  to use stakeholders’ expert ise and leverage 
resources outside DCH. To obtain broad stakeholder involvem ent  in the 
developm ent , im plem entat ion, and evaluat ion of the Georgia dem onst rat ion, a 
series of stakeholder forum s were planned. I n addit ion to the large and diverse 
steering com m it tee, a purposeful sam ple of Hom e and Com m unity Based Service 
(HCBS)  waiver part icipants (part icipants/ guardians, fam ily m em bers/ caregivers)  
were recruited, from  which system at ic data could be collected and analyzed for 
input  into system  requirem ents for the MFP OP. Eight  stakeholder forum s were 
convened in five different  regions of the state. During these stakeholder forum s, 
part icipants were asked to engage in various types of act ivit ies ( i.e. idea generat ion 
and consensus building)  and focused discussions. As is the case with 
part icipat ion/ act ion research m ethods, several steps were used to collect , analyze, 
synthesize and report  on the results of stakeholder engagem ent .  
 
The purpose  of statewide stakeholder forum s was to act ively engage current  HCBS 
waiver part icipants, inst itut ionalized Georgians considering reset t lem ent , fam ily 
m em bers, caregivers, professional advocates, and other key stakeholders in a 
public process designed to create, im plem ent , evaluate, and im prove the MFP 
dem onst rat ion. I t  is the responsibility  of these stakeholders to provide input  that  
can be used to produce an MFP Operat ional Protocol,  MFP policies and procedures, 
operat ional ( im plem entat ion)  guidance and program  evaluat ion guidance.  
 
Stakeholder forum s were conducted in the following m anner:    
 

Step 1:  Targeted stakeholder out reach and recruitm ent  was undertaken. 
Step 2:  Forum  facilitators (MFP staff m em bers)  developed act ivity and 

discussion guides used to conduct  stakeholder forum s. 
Step 3:  Stakeholder forum s were convened around the state. 
Step 4:  Stakeholder input  and com m ents were collected and content  

analyzed. 
Step 5:  Reports were prepared and reviewed by stakeholders. 
Step 6:  System / custom er requirem ents were generated. 
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Step 7:  MFP Operat ional Protocol was prepared and reviewed by 
stakeholders. 

Step 8:  Stakeholders were asked to part icipate in work groups to develop 
MFP processes. 

Step 9:  MFP Policy & Procedures will be reviewed by work groups and 
revised based on stakeholder input . 

Targeted Outreach and Recruiting 

A purposeful sam ple of waiver custom ers/ consum ers (current  waiver users and 
persons considering reset t lem ent ) , fam ily m em bers, and caregivers were recruited 
to part icipate in custom er/ consum er forum s. Targeted out reach and recruitm ent  
was undertaken with the assistance of Centers for I ndependent  Living (CI Ls) . CI Ls 
sent  out  a Let ter of I nvitat ion prepared by MFP staff m em bers and m ade follow-up 
phone calls to interested waiver part icipants.  
 
Five custom er/ consum er forum s at  Centers for I ndependent  Living (CI L)  and ADRC 
sites were convened. CI Ls and ADRCs were selected because they represent  the 
five geographic regions of the state, are cross-disabilit y in or ientat ion, deliver core 
t ransit ion services, are knowledgeable about  current  HCBS waiver services, and 
create long- term  relat ionships with waiver part icipants successfully reset t led in 
their  respect ive com m unit ies.  
 
Fift y- five custom ers/ consum ers have part icipated in five custom er/ consum er 
forum s. A post  pr ior i analysis of direct  part icipat ion indicated that  they were a m ix 
of both fem ale and m ale, som ewhat  cross-disabilit y in or ientat ion (m ost  had 
various physical disabilit ies) , but  representat ive of all populat ions targeted by MFP:  
older adults, persons with physical disabilit ies and t raum at ic brain injury (PD/ ABI ) ,  
and persons with developm ental disabilit y or m ental retardat ion. Eleven 
part icipants were wait ing for a waiver slot  or housing to reset t le in the com m unity. 
Part icipants were liv ing in a num ber of different  types of housing and were using 
several different  waivers. A m ajor ity of part icipants were using the I ndependent  
Care Waiver Program  ( I CWP) . Table B.4.1 sum m arizes the dem ographic inform at ion 
gathered during stakeholder forum s.  
 
Table B.4.1 Customer/Consumer Involvement/Demographics 

 
Locat ion &  Date 

 

 

Category 

Disability 

Connect io

ns, Macon 

1 1 / 1 6 / 0 7  

disABI LI TY 

Link, 

Decatur 

1 2 / 0 7 / 0 7  

W alton 

Opt ions, 

Augusta 

0 1 / 1 1 / 0 8  

LI FE, 

Savannah 

0 1 / 1 8 / 0 8  

BAI N, 

Bainbridge 

0 1 / 2 5 / 0 8  

Total 

Gender       

Females 5 4 10 1 4 24 
Males 5 9 6 6 5 31 

Total 10 13 16 7 9 55 

 
Prim ary Disability       

Elder 1 0 0 1 0 2 
Blind 1 2 1 0 0 4 

Physical Disability/ ABI  6 9 13 5 7 40 
Developmental Disability 2 1 2 1 1 7 
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 Mental Health 0 1 0 0 1 2 

Total 10 13 16 7 9 55 

 
Living Situat ion       

Nursing Home 1 0 2 4 3 10 
Assisted Living Facility 0 0 4 0 1 5 

Personal Care Home 0 1 1 0 1 3 
Apartment  5 4 2 2 4 17 

 House 4 6 7 1 0 18 
Not  disclosed 0 2 0 0 0 2 

Total 10 13 16 7 9 55 

 
 

W aiver Use       
Wait ing (housing/ slot )  1 0 0 4 6 11 

SOURCE 3 2 0 0 0 5 
CCSP 0 0 2 1 0 3 
I CWP 4 8 9 2 0 23 

MRWP 0 1 1 0 0 2 
Not  using a waiver 2 2 4 0 3 11 

Total 10 13 16 7 9 55 

 
 
Steering com m it tee m em bers part icipated in four steering com m it tee forum s prior 
to im plem entat ion. Steering Com m it tee m em bers represented a m ix of 
consum ers/ advocates, professionals from  various state agencies, service providers, 
vendors, and policy, planning, and com pliance and evaluat ion professionals. Not  
every steering com m it tee m em ber part icipated in every work session, but  analysis 
indicated that  a m ix of these professionals had part icipated in the four stakeholder 
forum s. The total num ber of consum ers/ advocates in these four Steering 
Com m it tee forum s varied between 3 and 16 persons. Like professionals and 
providers, not  every consum er/ advocate part icipated in each forum  work session, 
but  analysis indicated that  consum ers/ advocates represented 25%  to 40%  of all 
at tendees at  each of the four steering com m it tee forum s. Table B.4.2 sum m arizes 
the dem ographic inform at ion gathered during steering com m it tee forum s to date 
 
Table B.4.2 Steering Committee Stakeholder Forum Demographics 

Locat ion &  Date 

 

 

 

Category 

At lanta, GA, 

Dept . of 

Com m unity 

Health 

0 6 / 2 2 / 0 7  

Macon, GA 

Disability 

Connect ions 

1 1 / 1 6 / 0 7  

Decatur, GA 

County 

DFACS 

Office 

1 2 / 1 8 / 0 7  

Macon, GA 

Middle GA 

AAA 

0 4 / 8 / 0 8  

AAA/ Gateway/ ADRC 1 1 1 5 
Consum er/ Advocate/ Om budsm an 3 18 12 10 

Dept . of Comm unity Health (DCH) 3 5 3 4 
Dept . of Human Resources (MHDDAD/ DAS) 4 8 2 6 

Providers/ Vendors 1 6 9 2 
Housing-Dept . of Comm unity Affairs/ PHA/ HUD 0 2 2 1 

Com pliance/ Evaluat ion (GMCF)  0 1 1 0 

Total 12 41 30 28 

 
The MFP Steering Com m it tee is com posed of representat ives from  all stakeholder 
groups including:  
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 Georgia state agencies  -  the DCH Director of Long- term  Care, MFP program  
staff and several HCBS waiver program  m anagers, representat ives from  the 
Departm ent  of Hum an Services Division of Aging Services (DAS) , and 
representat ives from  the Departm ent  of Behavioral Health and 
Developm ental Disabilit ies (DBHDD) ;  

 Partnering organizat ions such as Area Agencies on Aging, the Gateway 
Network, Aging and Disabilit y Resource Connect ions (ADRCs) , and the 
Georgia Council on Aging;   

 Legal and professional disabilit y advocates including the Georgia Council of 
Developm ental Disabilit ies (GCDD) , Georgia Legal Aid Society, Georgia 
Advocacy Office, People First  of Georgia, the Associat ion of Retarded Cit izens 
of Georgia, Georgia Centers for I ndependent  Living, the director of the 
Georgia I ndependent  Living Network (GI LN)  and several om budsm en from  
around the state;    

 Vendors and service providers;   

 Housing representat ives from  At lanta Public Housing Authority, the 
Departm ent  of Com m unity Affairs and Housing and Urban Developm ent ;   

 State com pliance and evaluat ion professionals.  

Out reach to the Social Security Adm inist rat ion, the Georgia Departm ent  of 
Labor and Division of Vocat ional Rehabilitat ion is cont inuing in an effort  to 
solicit  part icipat ion from  these groups. Finally, out reach to regional 
t ransportat ion planners is underway to involve these providers. For a com plete 
list ing, see Appendix A:  Georgia’s MFP Stakeholders List ing by Com pany Nam e.   

Stakeholder Forums 

Using the MFP Operat ional Protocol I nst ruct ion Guide supplied by the Centers for 
Medicare & Medicaid Services (CMS) , MFP staff m em bers and key inform ants 
prepared a Workgroup Facilitator Guide for use at  each stakeholder forum . The 
act ivity and discussion guide was developed based on inform at ional needs specified 
in the MFP Operat ional Protocol I nst ruct ion Guide, Sect ions A, B and C.  The 
act ivit ies and discussion quest ions were used to generate qualitat ive com m ents 
about  the ‘current  state’ and the ‘desired state’ of HCBS waiver services, with 
part icular focus on how MFP should be designed and operat ionalized.  

Systematic Data Collection 

At  the beginning of each stakeholder forum , MFP staff m em bers m ade a br ief 
presentat ion about  MFP, the integrated m odel for service delivery, project  scope, 
and t im elines. To leverage the knowledge of stakeholders at  each forum , groups of 
m ore than 15 were sub-divided to encourage m ore part icipat ion. Facilitators (MFP 
staff m em bers)  m oderated groups of 12 to 15 part icipants, using the Workgroup 

Facilitator Guide.  Each stakeholder forum  lasted approxim ately 3 hours.  

Analysis, Reporting and Development of MFP 

Facilitators worked together to analyze stakeholder input  in a process referred to as 
content  analysis. This involved sift ing and sort ing com m ents and preparing topical 
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sum m aries. Sum m aries were revised based on reviews with stakeholders. Using the 
sum m ary reports, system  requirem ents were generated for the MFP Operat ional 
Protocol. These requirem ents can be found throughout  the sect ions of the MFP OP. 
System  requirem ents becam e the basis for designing the MFP OP. The MFP OP was 
reviewed by steering com m it tee m em bers on April 8, 2008, at  a forum  in Macon, 
Georgia. The protocol was subsequent ly revised and represented the ideas and 
views of all stakeholders (custom ers/ consum ers/ professionals/ advocates)  regarding 
the developm ent  and operat ion of the MFP dem onst rat ion.  

Ongoing and Future Stakeholder Involvement 

Ongoing stakeholder involvem ent  has proceeded using sim ilar m ethods. For 
exam ple, consum ers, advocates and professionals were form ed into five work 
groups to discuss and develop MFP processes, staffing, and the roles and 
responsibilit ies of MFP Transit ion Coordinators. The MFP housing coalit ion work 
group has undertaken several init iat ives to increase access to affordable, 
accessible, and integrated housing. MFP service codes, service lim itat ions, and 
reim bursem ent  rates were drafted by the Mem ber Tracking and Fiscal Services 
work group.  
 
The developm ent  of MFP Policies and Procedures proceeded using sim ilar m ethods 
to act ively engage steering com m it tee m em bers, waiver part icipants, fam ily 
m em bers, and caregivers. Work group sessions m ay cont inue to be conducted 
using a variety of m ethods, including conference calls and m eet ings, if m ajor 
revisions to policies and procedures are needed.  
 
Steer ing com m it tee sessions will be open to the general public in an effort  to 
m aintain t ransparency. I n addit ion to work groups, the MFP steering com m it tee will 
m eet  on a regular basis, m ost  likely quarter ly, to review im plem entat ion and 
provide guidance on dem onst rat ion evaluat ion.  
 
Through the four years of the dem onst rat ion, stakeholders will be asked to provide 
input  using forum s, work groups, surveys, interviews, observat ions, and t rainings. 
During im plem entat ion, successfully reset t led waiver part icipants, fam ily m em bers, 
and caregivers will be asked to provide encouragem ent  and support ,  such as 
sharing experiences, to MFP m em bers reset t ling in the com m unity.  
 
As needed, to insure full part icipat ion of stakeholders, m eet ings will be held 
throughout  the state in accessible venues and t ransportat ion costs incurred by 
consum ers will be reim bursed, if requested. These part icipatory m ethods 
st rengthen MFP, em power full and direct  consum er part icipat ion, and assist  the 
state to ident ify areas of developm ent  and im provem ent . Openness, t ransparency 
and sustainabilit y are the hallm arks of Georgia MFP. Methods that  act ively engaged 
stakeholders are necessary to produce the highest  qualit y t ransit ion program s and 
services.  
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B.5 Benefits and Services  

This sect ion describes the current  Hom e and Com m unity Based Service (HCBS)  
waiver delivery system s in place for part icipants enter ing the MFP dem onst rat ion. 
MFP will use the Medicaid 1915c waiver services and MFP t ransit ion services to help 
people reset t le in the com m unity. Current  HCBS waivers include the Elderly and 
Disabled waiver program , the I ndependent  Care Waiver Program  ( I CWP)  and the 
NOW and COMP Waivers. This sect ion ident ifies procedures for service delivery for 
each populat ion that  will be served through the MFP dem onst rat ion and 
m echanism s in place to ensure that  MFP part icipants rem ain eligible for Medicaid 
HCBS waivers after the 365 day dem onst rat ion period. Populat ions targeted include 
qualified Medicaid recipients who have resided in an inst itut ional set t ing ( i.e. 
nursing hom e, I CF/ MR)  for a period of at  least  six m onths and who have expressed 
interest  in reset t lem ent . Current  HCBS waivers serve older adults, persons with 
physical disabilit ies, persons with t raum at ic brain injury, and persons with 
developm ental disabilit ies or m ental retardat ion.  
 
MFP will assist  with t ransit ioning individuals receiving Medicaid funding in a nursing 
hom e or I CF/ MR with a m ental health diagnosis, if the candidate m eets 
qualificat ions for Medicaid com m unity based services. MFP part icipants t ransit ioning 
out  of nursing hom e or I CF/ MRs will receive all State Plan services for which they 
are eligible and that  are appropriate to m eet  their  needs, including m ental health 
services, non-Medicaid federally funded services, state funded program s, and local 
com m unity funded services. The state is not  seeking enhanced m atch for State Plan 
services provided to MFP part icipants. 
 
Addit ionally, as part  of ongoing Olm stead efforts,  the Departm ent  of Behavioral 
Health and Developm ental Disabilit ies (DBHDD)  t racks individuals in state hospitals 
who have been there for m ore than 60 days, and when they are considered 
clinically ready for discharge, they are placed on the Mental Health Planning List . 
DBHDD has confirm ed it s com m itm ent  to cont inue it s t ransit ion efforts for 
individuals with Mental I llness with exist ing resources.  

Person-Centered Planning and Individualized Transition Plans under MFP 

Once MFP candidates have been ident ified, recruited, and have com pleted inform ed 
consent , MFP Transit ion Coordinators (TCs)  com plete the MFP Transit ion Screening 

Form  ( see Appendix G)  dur ing subsequent  face- to- face discussion with each 
prospect ive part icipant  and anyone the part icipant  wants to include. TCs will use 
person-centered planning to ident ify preferences and goals to be included in the 
I ndividualized Transit ion Plan ( I TP)  (see Appendix Q1 and Q2) .  During the pre-
t ransit ion period, TCs link MFP part icipants with com m unity resources, including 
housing and t ransportat ion, and with Peer Support  Services as appropriate. I t  is the 
TC’s responsibilit y to assist  the part icipant  through person-centered planning. The 
part icipant  should lead person-centered planning to the extent  possible. The TC’s 
role is to assist  the part icipant  to ident ify personal and com m unity resources and to 
select  MFP services that  m atch needs and rem ove barr iers. The TC will m ake the 
referral to an appropriate waiver, review funct ional independence, discuss needed 
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assistance with ADLs/ I ADLs, personal support  services needs, accessibilit y needs 
and t ransportat ion needs. Part icipants will have the freedom  to choose 
representat ives to help them  with the planning process (e.g. om budsm an, fam ilies, 
caregivers, or fr iends) . 
 
The results of person-centered planning are used to create the I ndividualized 

Transit ion Plan ( I TP)  and later are used in the part icipant ’s service plan. I t  is the 
TC’s responsibilit y to refer the part icipant  to the appropriate waiver and m ake 
contact  with the appropriate waiver case m anagem ent  agency. I t  is the TC’s 
responsibilit y to coordinate m eet ings and interviews between the part icipant  and 
the waiver case m anager and assessm ent  team .  
 
TCs provide, or arrange for, a wrap-around set  of supports to prepare the MFP 
part icipant  to t ransit ion and work with waiver case m anagers to ensure adequacy of 
services and supports and part icipant  sat isfact ion. TC act ivit ies include 
responsibilit y for assem bling and facilitat ing the t ransit ion team  for each 
part icipant , coordinat ing the array of services and providers that  will be needed on 
or short ly after the m ove to the com m unity, and arranging the t im e-sensit ive 
t ransit ion services that  are needed in order for the part icipant  to reset t le, including 
everything from  internal adm inist rat ion of HCBS assessm ents, to support ing the 
part icipant  in ident ifying a personal support  network. Self-direct ion is the 
cornerstone of the t ransit ion m odel.  
 
HCBS waiver assessm ents are conducted as out lined in 1915c docum ents. Each 
HCBS waiver uses a different  assessm ent  tool to determ ine waiver eligibilit y and to 
plan for services and supports. TCs will use the MFP Screening Tool to gather 
inform at ion about  part icipants’ goals, service needs, and inform at ion for discussion 
with the appropriate waiver case m anager. Along with waiver assessm ent  
inform at ion, inform at ion from  the MFP screening will be used to develop the waiver 
service plan.  
 
The Long-Term  Care Om budsm an program  current ly serves only persons in long-
term  care inst itut ions. Under MFP, om budsm en will part icipate in t ransit ion planning 
while the part icipant  rem ains in the long- term  care facilit y, if requested. The LTCO 
post - t ransit ion services will be offered to all MFP part icipants in the Elder ly and 
Disabled and I CWP Waiver program s, with the except ion of those t ransit ioning into 
a licensed group set t ing (om budsm en m ake regular ly scheduled visits to these 
locat ions) . I f this MFP service is selected, the om budsm en will m ake periodic 
contact  with part icipants to review the quality of services, m onitor sat isfact ion, 
ensure safety and part icipant  choice, and protect  part icipant  r ights.  
 
The Fiscal I nterm ediary (FI )  -  Com m unity Transit ion Financial Services listed as a 
dem onst rat ion service will provide financial service for paym ents for the MFP 
dem onst rat ion and supplem ental services offered to m em bers enrolled in the 
dem onst rat ion project  at  a fee of 18 percent  of total dem onst rat ion and 
supplem ental services used, as listed in the individualized t ransit ion plan for 
services per m em ber. The TCs will author ize and t rack all MFP dem onst rat ion and 
supplem ental services for m em bers and coordinate with the FI  and DCH. The TCs 
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and DCH will m aintain docum entat ion using a m anual t racking database (see 
Appendix Z:  MFP Manual Tracking Database Screens)  and ensure accountabilit y for 
ut ilizat ion of MFP dem onst rat ion and supplem ental services ( for m ore detail,  see 
Appendix S:  Authorizat ion for MFP Services, Appendix T:  Quote Form  for Equipm ent  

& Supplies, Environm ental Modificat ions and/ or Vehicle Adaptat ions, Appendix U:  

MFP Vendor Paym ent  Request  to TC, Appendix V:  MFP DCH DHR Vendor I m port  

File, Appendix X:  Request  for Addit ional MFP Services and Appendix Y:  MFP 

Part icipant  Enrollm ent  Status Change Form ) .  

Home and Community Based Services for Older Adults 

I t  is the TC’s responsibilit y, after com plet ing the MFP Screening Form , to refer the 
part icipant  to the appropriate waiver through the Area Agency on Aging (AAA)  
Gateway network. Gateway staff will perform  the screening and refer to the case 
m anagem ent  agency to have the init ial assessm ent  com pleted ( for process detail,  
see Appendix I :  MFP Process Flowcharts and Text  Descript ions) . The Gateway 
network is already established statewide and offers an extensive database of 
inform at ion about  services for the elderly and persons with all types of disabilit ies.  
 
The Elderly and Disabled Waiver program  operates under a CMS hom e and 
com m unity-based waiver (1915c) . The program  assists individuals who are Aged, 
Blind, or Disabled, and/ or funct ionally im paired, to cont inue to live in their  own 
hom es and com m unit ies as an alternat ive to nursing facilit y placem ent . I ndividuals 
served by the program s are required to m eet  the sam e level of care for adm ission 
to a nursing facilit y and be Medicaid eligible or potent ially Medicaid eligible and in 
som e cases, receiving Supplem ental Security I ncom e (SSI ) .  
 
Goals: The Elderly and Disabled Waiver program  is a consum er-or iented program  

with the following goals:  
 

 To provide quality services, consistent  with the needs of part icipants, that  
are effect ive in im proving/ m aintaining the m em ber's independence and 
safety in the com m unity as long as possible 

 To provide cost -effect ive services 
 To involve the m em ber, fam ily m em bers, caregivers and/ or guardians in the 

provision and decision m aking process regarding m em ber care 
 To dem onst rate com passion for those served by t reat ing them  with dignity 

and respect  through providing qualit y services. 
 
Object ives:  Elderly and Disabled waiver object ives are to:  prom ote independence 
through self-directed services;  to enhance quality and im prove health services and 
outcom es through the efforts of the Quality Managem ent  St rategy Workgroup;  and 
to cont inue to provide program s and services that  will assist  individuals to reside in 
their  hom e and com m unity as an alternat ive to nursing hom e placem ent . 
 
Organizat ional St ructure :  The Departm ent  of Com m unity Health Medicaid 
Division oversees the perform ance of the waiver and is responsible for provider 
enrollm ent , reim bursem ent , and ut ilizat ion review. The Departm ent  of Hum an 
Services Division of Aging Services is responsible for the day- to-day operat ion of 
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the waiver program . The Area Agency on Aging (AAA)  serves as the point  of contact  
for m em bers, service providers, and representat ives. The DHS Division of Fam ily 
and Children Services determ ines Medicaid eligibilit y and m em ber cost  share ( if 
any)  for potent ially Medicaid eligible m em bers.  
 
Service Delivery Method :  The waiver program  offers a variety of services as an 
alternat ive to inst itut ional care as indicated on the Table that  follows. A system  of 
coordinated com m unity care and support  services are im plem ented to assist  
funct ionally im paired individuals to live in their  own hom es or with their  fam ilies. As 
a way to prom ote independence and freedom  of choice, there is a self-directed 
service which is available for m em bers who are eligible or m em bers m ay opt  for 
t radit ional service delivery. 

Services to Be Offered to Older Adults 

Older adults will receive the full range of the qualified HCBS services included in the 
waiver in which they are enrolled and the MFP dem onst rat ion and supplem ental 
services as indicated in the Table below for 365 days. See Appendix B:  MFP 

Dem onst rat ion and Supplem ental Services Table for a delineat ion of reim bursem ent  
rates and service lim itat ions.  
 

Home and Community Based Services for Persons with Physical 
Disabilities/ABI 

Part icipants with physical disabilit ies or t raum at ic brain injur ies (ABI )  will be 
assisted in t ransit ioning by TCs. I t  is the TC’s responsibilit y after com plet ing the 
MFP Screening Form  to contact  Georgia Medical Care Foundat ion (GMCF)  to conduct  
the waiver assessm ent . Once the m em ber has been approved for I ndependent  Care 
Waiver Program  ( I CWP)  Services, the m em ber is responsible for select ing an 
approved I CWP case m anager.  
 
Up to the level of reserved capacity, there is no wait ing list  for MFP part icipants 
enrolled in the I CWP waiver program . When reserved capacity is exceeded, MFP 
uses a ‘first -com e- first -served’ approach to service delivery. The date of the init ial 
MFP screening will be used to pr ior it ize the MFP wait ing list . The I CWP waiver will 
be am ended to have reserved capacity of 100 slots per year for persons 
t ransit ioning from  long- term  care facilit ies to the com m unity through Money Follows 
the Person. The state will request  budget  increases for the addit ional slots needed 
for reserved capacity for I CWP through 2011. With regard to waiver wait ing lists, 
the state will am end the MFP Operat ional Protocol to reflect  the Olm stead 
agreem ent , once the agreem ent  has been signed by the state.  
 
The I CWP program  offers services to eligible Medicaid recipients who are severely 
physically disabled or with t raum at ic brain injury, between the ages of 21 and 64, 
and m eet  one of the following cr iter ia:  
 
a.  Are m edically stable enough to leave the hospital, but  cannot  do so without  the 

support  services available through this program . 
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b.  Will be adm it ted to a hospital on a long- term  basis without  the support  
services available through this program . 

c.  Are at  im m ediate r isk of nursing facilit y placem ent . 
 

The services offered through I CWP are a supplem ent  to the care that  can be provided 
to individuals by their  fam ily and fr iends in the com m unity.  
 

Goals: The I ndependent  Care Waiver ( I CWP)  program  is a consum er-oriented 
program  with the following goals:  

 To provide quality services, consistent  with the needs of persons with severe 
physical disabilit ies and/ or ABI , that  are effect ive in im proving/ m aintaining 
part icipant  independence and safety in the com m unity as long as possible. 

 To provide cost  effect ive services. 

 To involve part icipants, fam ily m em bers, caregivers and/ or guardians in the 
provision and decision m aking process regarding services, care, safety and 
health.  

 To coordinate the enrollm ent  of a specified num ber of part icipants who are in 
a nursing hom e and are assessed and m eet  the eligibilit y cr iter ia of the 
waiver and have expressed a desire to reside in the com m unity.  

 To provide the opt ion to self-direct  personal support  services to part icipants 
and/ or their  guardian who express a desire to self-direct  a port ion of their  
services and are ident ified as having the abilit y to do so.  

Organizat ional St ructure: The Departm ent  of Com m unity Health Medicaid 
Division is responsible for the adm inist rat ion and operat ion of the waiver. DCH is 
responsible for the developm ent  of all program  policies and procedures and 
assuring that  they are writ ten in accordance with all federal regulat ions that  govern 
the waiver.  
  
The Departm ent  cont racts with GMCF to conduct  the assessm ents of all waiver 
applicants to determ ine if they m eet  the criter ia for I CWP waiver services. GMCF is 
also responsible for the evaluat ions and re-evaluat ions of all I CWP m em bers.  
 
Service Delivery Method :  The waiver program  offers a variety of services as an 
alternat ive to inst itut ional care. I n addit ion to the core services, I CWP covers 
specialized m edical equipm ent  and supplies, counseling, and hom e m odificat ion. 
I CWP does not  pay for room  and board. The applicant , the case m anager, and the 
applicant ’s fam ily and/ or fr iends work together as a planning team  to establish a 
service plans. The plan describes the applicant ’s present  circum stances, st rengths, 
needs, the services required, a list ing of the providers selected, and a projected 
budget . 

Services to Be Offered to Persons with Physical Disabilities/ABI 

Persons with Physical disabilit ies/ ABI  will receive the full range of the qualified 
HCBS services included in the waiver in which they are enrolled and the MFP 
dem onst rat ion and supplem ental services as indicated in the Table below for 365 
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days. See Appendix B:  MFP Dem onst rat ion and Supplem ental Services Table for  a 
delineat ion of reim bursem ent  rates and service lim itat ions.  
 

Home and Community Based Services for Persons with Developmental 
Disabilities   

Two HCBS waivers for persons with MR/ DD provide for the inclusion of supports 
needed beyond the t ransit ion process – the New Opt ions Waiver (NOW) and the 
Com prehensive (COMP)  waiver. I ndividualized supports will be ident ified through 
the person-centered planning process and included in budget  and purchase 
planning.  
 
Transit ion Coordinators/ Case Expediters (TC/ CEs)  will assist  and oversee elem ents 
of the t ransit ion process. The Departm ent  of Behavioral Health and Developm ental 
Disabilit ies (DBHDD)  act ively assists individuals to t ransit ion from  I CF/ MRs or State 
Operated Hospitals into the com m unity. MFP will support  the DBHDD t ransit ion 
process. The program  has reserved capacity of 150 slots per year for persons that  
t ransit ion from  I CF/ MRs to the com m unity through the Money Follows the Person 
Dem onst rat ion Grant .  The state will request  budget  increases for the addit ional 
slots needed for reserved capacity in the NOW and COMP waivers through 2011. 
 
TC/ CEs are responsible for assist ing in the screening of eligible individuals. A 
person-centered team  planning process is used to ident ify an individual’s 
preferences, st rengths, capacit ies, needs and desire to t ransit ion into the 
com m unity. Others within the team  could include persons who are closest  to the 
individual (e.g. fam ily m em bers, fr iends and hospital staff) .  
 
The MR/ DD service st ructure has Regional Transit ion staff. Since 1993, a regional 
st ructure has been in place to provide access to long- term  care for consum ers with 
developm ental disabilit ies. Five regional offices plan for, m anage, and m onitor all 
direct  services delivered in that  region. These offices are the cent ral point  for case 
expedit ing, intake and evaluat ion, and facilitat ion of support  coordinat ion. Regional 
t ransit ion staff ( state em ployees)  includes:  

Case Expediters in each regional office are charged with act ively assist ing 
consum ers toward com m unity placem ent  with appropriate supports.  

 I ntake and Evaluat ion-  Conducts face- to- face init ial screening to determ ine 
service need and prelim inary eligibilit y ( screening provides presum ed 
eligibilit y or ineligibilit y;  a com prehensive evaluat ion is intended to confirm  
eligibilit y status)  of the individual for MR/ DD services. The screener 
com pletes an I ntake Screening Sum m ary,  which docum ents the individual 
and fam ily circum stances related to the need for services, the services 
actually needed, and the t im efram e in which the services are needed. 

 Planning List  Adm inist rators or I  & E Managers are responsible for m anaging 
the MR/ DD Transit ion List . This list  ident ifies individuals that  are receiving 
assistance to t ransit ion from  I CF/ MRs into the com m unity.  
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 Support  Coordinat ion-  The system  of support  coordinat ion (case 
m anagem ent )  is the state’s m echanism  for ensuring that  recipients of 
services are provided access to the inform at ion and services they need on an 
ongoing basis. This system  custom izes services by ident ify ing appropriate 
paid, com m unity, and natural supports, m aintaining the health and safety of 
the consum ers being t ransit ioned, and developing appropriate goals and 
object ives to increase level of independence.  

Part icipants who t ransit ion from  I CF/ MRs will also have access to services through 
Aging and Disabilit y Resource Centers (ADRCs)  which provide another avenue to 
access inform at ion and services and is closely linked to DD regional case 
expediters. 
 
The NOW and COMP waivers will m ake available a wide range of quality of care and 
qualit y of life services that  are sufficient ly flexible to allow custom izat ion based on 
personal needs and preferences. These include t radit ional agency directed services 
as well as innovat ive, self-directed services. 
 

These program s are separate hom e and com m unity-based waivers for people with 
developm ental disabilit ies such as aut ism , cerebral palsy, or epilepsy that  require 
the level of care provided in an I nterm ediate Care Facilit y for the Mentally Retarded 
( I CF/ MR) . Both the NOW and COMP waivers offer personal choice and cont rol over 
the delivery of waiver services by affording opportunit ies for m any of the services 
to be available for self-direct ion. 
  
Both waiver program s will offer services and support  that  enable individuals to 
rem ain liv ing in their  own or fam ily hom e and part icipate in com m unity life. 
However, it  is ant icipated that  the m ajor ity of individuals that  t ransit ion from  
I CF/ MRs will be enrolled in the COMP program , which offers com prehensive and 
extensive waiver services to enable individuals with urgent  and intense needs to 
avoid inst itut ional placem ent . Both waivers offer individualized budget ing, enhanced 
flexibilit y in service delivery, and increased opportunit ies for self-direct ion and 
com m unity connect ions.  

Services to Be Offered to Persons with Developmental Disabilities 

Persons with MR/ DD will receive the full range of the qualified HCBS services 
included in the waiver in which they are enrolled. All will also be offered MFP 
Dem onst rat ion and Supplem ental Services as indicated in the Table below. See 
Appendix B:  MFP Dem onst rat ion and Supplem ental Services Table for a delineat ion 
of reim bursem ent  rates and service lim itat ions.  
 
Transit ioned part icipants will receive HCBS waiver services as long as they m eet  
waiver cr iter ia. Part icipants will receive all State Plan services for which they are 
eligible and that  are appropriate to m eet  their  needs, including m ental health 
services, non-Medicaid federal funded services, state funded program s, and local 
com m unity support  system  funded services. See Table B.5.1 for sum m ary of these 
services. The state is not  seeking enhanced m atch for State Plan services provided 
to MFP part icipants.



Table B.5.1 Benefits and Services for MFP Participants by Waiver 

Elderly/Disabled Waivers 
(CCSP/SOURCE) 

Independent Care Waiver Program 
(ICWP) 

New Options Waiver Program 
(NOW) 

Comprehensive Waiver Program 
(COMP) 

 Adult Day Health  Adult Day Care   Adult Occupational Therapy Svs  Adult Occupational Therapy Svs 

 Alternative Living Services   Behavior Management   Adult Physical Therapy Services  Adult Physical Therapy Services 

 Emergency Response Services   Case Management 
 Adult Speech and Language 

Therapy Services 
 Adult Speech and Language 

Therapy Services 

 Enhanced Case Management  Consumer-Directed PSS  Behavioral Supports Consultation   Behavioral Supports Consultation  

 Financial Management Services   Counseling  Community Access   Community Access  

 Home Delivered Meals  Enhanced Case Management  Community Guide  Community Guide 

 Home Delivered Services  Environment Modification  Community Living Support  Community Living Support 

 Out-of-Home Respite  Fiscal Intermediary   Environmental Access Adaptation   Community Residential Alternative  

 Personal Support Services 
(PSS)/(PSSX)/ Consumer Directed  

 Personal Emergency Monitoring  Financial Support Services  Environmental Access Adaptation  

 Skilled Nursing Services  Personal Emergency Response  Individual Directed Goods and Svs  Financial Support Services 

 
 Personal Emergency Response 

Installation 
 Natural Support Training   Prevocational Services 

  Personal Support Services  Prevocational Services  Specialized Medical Equipment 

  Respite Services  Respite Services  Specialized Medical Supplies 

  Skilled Nursing  Specialized Medical Equipment  Support Coordination 

 
 Specialized Medical Equipment and 

Supplies  
 Specialized Medical Supplies  Supported Employment 

  Vehicle Adaptation  Support Coordination  Transportation   

   Supported Employment  Vehicle Adaptation   

   Transportation    

   Vehicle Adaptation    

Other Non-Medicaid Services 
 Adult Protective Services  Adult Protective Services  Adult Protective Services  Adult Protective Services 

 Caregiver Supports  Social Services Block Grant Svs  State Funded Services  State Funded Services 

 Older Americans Act Services  State Funded Services   

 Social Services Block Grant Svs    

 State Funded Services    



B.6. Consumer Supports  

The following sect ion ident ifies the organizat ions (state, regional and local agencies, 
cont racted agencies, etc.)  that  provide pre- t ransit ion and t ransit ion services 
( including case m anagem ent )  to MFP part icipants under each HCBS waiver for three 
specific Medicaid eligible targeted populat ions (older adults,  persons with 
developm ental disabilit ies, persons with physical disabilit ies and/ or acquired brain 
injury) .  I t  describes the work and qualificat ions of MFP Transit ion Coordinators 
(TCs)  and how they collaborate with waiver case m anagers.  
 
I n addit ion, this sect ion descr ibes the roles and responsibilit ies of the state, local, 
and cont ract  agencies for providing 24/ 7 em ergency back-up to MFP part icipants for 
all services available, including:  direct  service workers, t ransportat ion, equipm ent  
repair/ replacem ent  and other cr it ical health or support ive services.  
 
As indicated above, Georgia’s Money Follows the Person program  is a statewide 
dem onst rat ion project , focused on three specific Medicaid eligible populat ions who 
are current ly residing in an inst itut ional set t ing for a m inim um  of six m onths. The 
MFP dem onst rat ion will build upon and supplem ent  the state’s current  Olm stead 
I nit iat ive that  assists persons to t ransit ion from  facilit ies back to the com m unity by 
linking them  to exist ing waivers.  

Description of Two MFP Contracts and an Interagency Agreement 

Cont ract  # 1- - I nit ially, the state had a cont ract  in place with a pr ivate vendor to do 
assessm ents and assist  with referrals to HCBS waivers. I n order to operat ionalize 
the MFP program  by the start  date of Septem ber 1, 2008, this contact  was 
expanded to m eet  the roll-out  requirem ents of MFP.  
 
Cont ract  # 2- -Because the expanded funct ions of the Transit ion Coordinators will 
great ly increase the scope of the current  pr ivate vendor cont ract , the state will 
subm it  a request  for proposals (RFP)  for a cont ractor to perform  the dut ies and 
responsibilit ies of Transit ion Coordinators for Elderly and Disabled and I CWP waiver 
part icipants served by the dem onst rat ion project . The RFP for this cont ract  was 
released in July 2009. This new cont ract  will require the cont ractor to hire qualified 
Transit ion Coordinators to perform  that  funct ion for older adults and persons with 
physical disabilit ies.  
 
I nteragency Agreem ent - -For MR/ DD populat ions t ransit ioning into the NOW and 
COMP waivers, the current  I nteragency Agreem ent  with the Departm ent  of 
Behavioral Health and Developm ental Disabilit ies (DBHDD)  was expanded to 
support  the current  efforts to t ransit ion individuals with MR/ DD through MFP. 
DBHDD already perform s Transit ion Coordinator funct ions in I CF/ MRs statewide;  
their  current  efforts will be supplem ented with funding from  MFP to enable the state 
to t ransit ion MFP part icipants into the NOW and CHSS/ NOW waivers. 
 
To develop and m anage this process, DCH will do the following:   
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 oversee execut ion of the RFP process for TCs for the Elderly and Disabled and 
I CWP applicants,  

 provide the operat ional policies and procedures for t ransit ion coordinat ion for 
all applicants,  

 conduct  program m at ic reviews, m onitor ing, quality assurance and quality 
im provem ent  for the t ransit ion coordinat ion efforts, 

 pay all invoices subm it ted after review and approval of the deliverables,  
 provide on-going guidance and project  coordinat ion within DCH and with the 

Departm ent  of Hum an Services and the Departm ent  of Behavioral Health and 
Developm ental Disabilit ies,  

 ident ify appropriate inform at ion, resources and technical assistance 
necessary for the cont ractors to com plete assigned tasks, and 

 conduct  financial and program m at ic audits.   
 
Under the two cont racts (pr ivate vendor cont ract  and DBHDD I nteragency 
Agreem ent ) , cont ractor responsibilit ies include:   

 hir ing a team  of qualified t ransit ion coordinators (TCs) ,  
 offer ing statewide t ransit ion services to persons with m ental retardat ion 

and/ or developm ental disabilit ies who wish to t ransit ion to the NOW and 
COMP waivers,  

 offer ing statewide t ransit ion services to MFP part icipants who wish to 
t ransit ion to the I CWP waiver or the Elderly and Disabled Waiver, 

 ensuring that  TCs have specialized knowledge in the following areas:   
o Working with older adults and people with physical disabilit ies and 

acquired brain injury (ABI ) , and developm ental disabilit ies 
o Eligibilit y for Money Follows the Person and Georgia’s waiver 

program s, 
o Am ericans with Disabilit ies Act  determ inat ions and im plicat ions for 

pract ice, 
o Health care and long- term  care, 
o Hom e and Com m unity Based waiver opt ions, 
o I ndependent  liv ing and required adaptat ion, 
o Com m unity and regional resources, 
o Person centered planning and individual care planning, 
o Power-of-at torney/ guardianship and inform ed consent , 
o Durable m edical equipm ent  and assist ive technology, and 
o Health I nsurance Portabilit y and Accountabilit y Act  (HI PAA)  and 

Protected Health I nform at ion 
 
The cont ractors and TCs will be required to at tend t rainings with the Hom e and 
Com m unity Based (HCBS)  waiver case m anagers, DHS Division of Aging Services 
(DAS) , DBHDD Division of Developm ental Disabilit ies, Area Agencies on Aging 
(AAA) , Aging and Disabilit y Resource Connect ions (ADRCs) , and the Georgia 
I ndependent  Living Network (GI LN) .  

MFP Transition Coordinator Qualifications 

The m ost  im portant  qualificat ion for MFP Transit ion Coordinators is a desire to 
assist  elders and persons with various disabilit ies to reset t le in the com m unity and 
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understand the barr iers these individuals encounter in reset t lem ent . Work 
experience with at  least  one of the populat ions served under the MFP 
Dem onst rat ion is st rongly preferred.  
 
The ideal qualificat ions for an MFP TC working with older adults includes experience 
working in various com m unity-based agencies, including Senior Centers, the 
AAA/ Gateway network including Aging and Disabilit y Resource Centers (ADRCs) , 
SOURCE network, Georgia Council on Aging, and/ or experience providing 
com m unity services to elders. Knowledge of the barr iers to reset t lem ent  and 
knowledge of senior housing opt ions is preferred. Knowledge of waiver services 
offered under the Elderly and Disabled Waiver is preferred.  
 
The m ost  im portant  qualificat ion for MFP TCs serving persons with physical 
disabilit ies and/ or Traum at ic Brain I njury is a desire to assist  these persons to 
reset t le in the com m unity and an understanding of the barr iers to reset t lem ent . 
Experience working with persons with physical disabilit ies and/ or ABI  in a non-
inst itut ional or com m unity-based set t ing is preferred. Experience providing 
com m unity services to persons with physical disabilit ies/ ABI  is preferred. 
Knowledge of physical disabilit y and ABI  is preferred. Working experience in a 
Center for I ndependent  Living, ADRC, Georgia Medical Care Foundat ion ( the 
assessm ent  ent ity for the I CWP waiver) , the Brain and Spinal I njury Trust  Fund 
Com m ission, or regional and local service provider networks or experience 
providing com m unity-based waiver services is preferred. Knowledge of housing 
opt ions or experience providing housing services for persons with physical 
disabilit ies and/ or ABI  is highly preferred. Knowledge of services offered under the 
I ndependent  Care Waiver Program  ( I CWP)  is preferred. 
 
The m ost  im portant  qualificat ion for MFP TCs serving persons with developm ental 
disabilit ies is a desire to assist  these individuals to reset t le in the com m unity and an 
understanding of the barr iers to reset t lem ent . Work exper ience in the MR/ DD 
system  is preferred. Under the agreem ent  with DBHDD, MFP TCs work as Regional 
Com m unity Transit ion Coordinators/ Case Expediters. Case Expediters in each 
regional office are charged with act ively recruit ing and assist ing part icipants toward 
com m unity placem ent  with appropriate supports. MFP TCs/ CEs coordinate their 
efforts with DBHDD, the state’s DD Council, the Associat ion of Retarded Cit izens, 
and regional and local MR/ DD service provider networks. Experience providing 
com m unity services to persons with MR/ DD is preferred. Knowledge of housing 
opt ions or experience providing housing services for persons with MR/ DD is 
preferred. Knowledge of services offered under the NOW and COMP waivers is 
preferred. A qualified Mental Retardat ion Professional is preferred.  

Collaboration between Transition Coordinators and Waiver Case Managers  

After com plet ing the MFP Screening with the part icipant , TCs play an im portant  role 
in the t ransit ion process and in building a collaborat ive relat ionship with waiver 
case m anagers (CMs) . TCs collaborate with CMs to ensure a sm ooth t ransit ion to 
waiver services. To develop early partnerships, TC’s and CM’s geographic service 
areas will be m atched as closely as possible. After recruitm ent  and init ial screening, 
TCs will m ake appropriate referrals to waiver CMs for assessm ents. Pr ior to the CM 

Georgia Department of Community Health 
Office of Long Term Care 
Money Follows the Person  - 85 - 



MFP Operational Protocol 
 

conduct ing the waiver assessm ent , TCs will screen MFP part icipants and provide 
waiver CMs with baseline inform at ion about  the part icipant , including goals, 
disabilit y diagnosis, funct ional abilit ies, cognit ive/ language funct ion, needed 
personal support  services, fam ily/ support  network, equipm ent , housing, and 
t ransportat ion needs.  
 
CMs conduct  the assessm ents for waiver services. Beyond com plet ing the 
assessm ent , CMs play a ‘behind the scenes’ role during the pre- t ransit ion period, 
assist ing TCs with inform at ion and collaborat ing on the developm ent  of plans for 
pre and post - t ransit ion services. CMs assist  TCs to plan for and establish r isk 
m anagem ent  system s, including 24/ 7 em ergency backup system s. TCs follow-up 
with MFP part icipants at  30 days to ensure that  service plans have been 
im plem ented.  
 
Training of TCs and CMs is cr it ical. TCs and CMs will be t raining together and 
t rained to work collaborat ively using team  approaches when possible. Both TCs and 
CM need specialized knowledge in waiver services/ opt ions, t ransit ion, self-direct ion, 
following service budgets, procurem ent  of specialized m edical equipm ent  and 
assist ive technology devices, arranging for peer supports, locat ing housing and 
t ransportat ion, and obtaining other com m unity resources.  

24/7 Emergency Backup  

Georgia’s MFP em ergency backup system  will serve part icipants though the exist ing 
HCBS waivers. As described in each 1915c waiver applicat ion, em ergency backup 
system s are unique to each waiver, but  include com m on elem ents. What  follows is 
an abbreviated descript ion of how 24/ 7 em ergency backup plans are developed in 
service plans and how part icipants use them . 

24/7 Emergency Backup for Older Adults and Persons with Physical 
Disabilities and/or ABI  

Under the Elderly and Disabled Waiver Program  the Georgia Departm ent  of Hum an 
Services (DHS)  Division of Aging Services (DAS) , the Departm ent  of Com m unity 
Health, and waiver case m anagers share the responsibilit y for overseeing the 
report ing of and response to the need for em ergency back-up. Likewise, under the 
NOW and COMP waivers, em ergency back-up system s are a shared responsibilit y of 
DCH, DBHDD, and waiver case m anagers. Under the I ndependent  Care Waiver 
Program  ( I CWP) , the Georgia Departm ent  of Com m unity Health and case m anagers 
are responsible for overseeing the report ing of and response to em ergency back-up 
needs.  
 
I n all waivers, inform at ion from  the init ial assessm ent  and reassessm ents is used to 
ident ify r isks to waiver part icipant  health and safety. Each ident ified r isk is included 
in the service plan with individualized cont ingency plans for em ergency back-up.  
 
Each part icipant  is provided with 24/ 7 em ergency phone contacts for the waiver 
case m anager and for service providers. Vendors/ agencies are required to provide 
24/ 7 backup for direct  care staff and to inst ruct  direct  care staff on part icipant  
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needs and preferences. Part icipants using self-directed opt ions m ust  ident ify at  
least  two individuals ( i.e. fr iends, fam ily m em bers, etc)  in their  em ergency plans to 
assist  them  in the event  that  provider staff doesn’t  show up. The service plan 
includes plans for equipm ent  failures, t ransportat ion failures, natural disasters, 
power outages, and interrupt ions in rout ine care. For providers agencies, 24/ 7 on-
call backup is m andated. I n addit ion, som e part icipants receive an Em ergency 
Response Services (ERS)  system . The ERS system  m onitors the part icipant ’s safety 
and provides access to 24/ 7 em ergency intervent ion for a m edical or environm ental 
cr isis.  The ERS is connected to the part icipant ’s telephone and program m ed to 
signal a response once act ivated form  a device that  is worn or at tached to the 
part icipant . ERS hom e units are program m ed to dial a toll- free num ber to access a 
cent ral m onitor ing stat ion. Monthly test ing of the ERS is undertaken by ERS 
providers and a bat tery backup is provided.  
 
Case m anagem ent  agencies docum ent  all em ergencies. Case m anagers t r iage each 
incident  and request  addit ional em ergency response, if needed. When there is an 
im m ediate threat  to the health, safety, and/ or welfare of the waiver part icipant ,  
case m anagers m ay im m ediately (within 24 hours)  relocate the m em ber to another 
set t ing. As with cr it ical incidents, use of the 24/ 7 em ergency backup system  is 
reported to waiver program  m anager in the appropriate waiver operat ing agency. 
The waiver program  m anagers will forward these m onthly reports to the MFP 
Project  Director.  Addit ionally for MFP part icipants, MFP TCs m ust  com plete the MFP 

Sent inel Event  Report  (see Appendix AB)  for each event  and forward the com pleted 
docum ent  to the MFP Project  Director who will invest igate the event  and take 
appropriate correct ive act ion. 

24/7 Emergency Backup Persons with Developmental disabilities 

Under the NOW and COMP waivers, DBHDD uses a standardized process for 
report ing and response to the need for em ergency back-up. Service plans ident ify 
r isks using assessm ent  reports from  the Health Risk Screening Tool (HRST) . Act ion 
plans for each ident ified r isk are prepared, with efforts to m inim ize r isks and 
ident ify if supports interfere with what  is m ost  im portant  to the part icipant . Service 
plans detail the provider agency's backup plans for staff coverage and capacity to 
provide addit ional staff on an interm it tent  basis. Service plans cover equipm ent  and 
t ransportat ion failures and em ergency backup plans for self-directed opt ions. I n 
these instances, the service plan also specifies an individual backup plan to address 
cont ingencies such as em ergencies occurr ing when a support  worker’s failure to 
appear when scheduled presents a r isk to the part icipant ’s health and welfare. The 
service plan of any waiver part icipant  who part icipant -directs m ust  include an 
assessment  of r isk and specify an individualized r isk m anagem ent  plan. The case 
m anager ensures that  the service plan m eets all requirem ents for waiver 
part icipants who opt  for self-direct ion. Part icipants, fam ily m em bers of part icipants 
and/ or guardians, or any other persons m ay init iate reports of cr it ical incidents to 
case m anagers, providers and/ or the DBHDD I nvest igat ion Sect ion.  
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Quality Improvements to Emergency Backup Systems 

Current ly, all Area Agencies on Aging m aintain toll- free num bers for access to 
em ergency back-up services for aging persons and persons with disabilit ies.  
 
Statewide hot lines for em ergency assistance for MR waiver part icipants are already 
in place, offer ing help to waiver part icipants in cr isis, just  as 9-1-1 offers 
em ergency assistance above and beyond the part icipant ’s individualized em ergency 
backup plan. The state of Georgia has a single toll- free phone num ber to connect  to 
local services for m ental health, developm ental disabilit ies, and addict ive diseases. 
The Georgia Crisis & Access Line (GCAL) , 1-800-715-4225, is funded by DBHDD. 
The website, www.m ygcal.com , offers users a list  of providers and services. I n the 
past , there have been num erous num bers throughout  the state, which caused a 
considerable am ount  of confusion. Now, MFP part icipants will only need to know 
one num ber:  1-800-715-4225. GCAL is m anaged and operated by Behavioral 
Health Link (BHL) , an At lanta-based health and cr isis call center. DBHDD and BHL 
have worked diligent ly to increase statewide awareness of GCAL, and MFP 
part icipants will benefit  from  this statewide service (see Sect ion B.8 Quality  for  
m ore details) . 
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B.7 Self-Direction or Participant Direction 

This sect ion describes the self-direct ion support  system s in place for MFP 
part icipants enter ing current  HCBS waivers under the Georgia Dem onst rat ion, 
including the Elderly and Disabled Waiver Program , the I ndependent  Care Waiver 
Program  ( I CWP)  and the NOW and COMP Waiver Program s. Each waiver provides 
part icipants with opportunit ies and supports for self-direct ion. This sect ion begins 
with a descript ion of MFP pre- t ransit ion services, part icipant -centered service plan 
developm ent , service plan im plem entat ion and m onitor ing, and self-direct ion 
approaches, goals, and decision-m aking authority. This sect ion includes a 
descript ion of procedures for voluntary and involuntary switches from  self-direct ion 
and describes the agencies responsible for part icipant  counseling. This sect ion 
concludes with recom m endat ions for im provem ent  to self-direct ion using the 
Georgia MFP dem onst rat ion, based on com m ents received from  statewide forum s 
with stakeholders.  

Self-Direction for Older Adults and Persons with Physical Disabilities/ABI 

Part icipants, fam ily m em bers and caregivers receive their init ial inform at ion about  
self-direct ion opt ions during init ial screening conducted by Transit ion Coordinators 
(TCs) . TCs com plete the MFP Transit ion Screening Form  ( see Appendix G)  that  
guides them  through referral to an appropriate waiver, assessm ent  of resources, 
assistance needed with ADLs/ I ADLs, personal support  services needs, housing 
needs, accessibilit y needs, and t ransportat ion needs. The MFP Transit ion Screening 

Form  also gathers inform at ion about  the part icipant ’s health, therapies, specialized 
m edical equipm ent  and assist ive technology needs, and com m unity reset t lem ent  
needs for basic household goods and furnishings (see Appendix G) . The MFP 

Transit ion Screening Form  inform at ion is used to m ake an appropriate referral to a 
HCBS waiver. TCs refer part icipants to appropriate waivers and m ake contact  with 
waiver case m anagers, advising them  of the m em ber’s desire to self-direct  care. 
TCs coordinate m eet ings and interviews between the part icipant  and the waiver 
case m anagem ent  agency and the waiver assessm ent  team . Waiver assessm ents 
are conducted by waiver case m anagers as out lined in each of the state’s 1915c 
approved waivers.  
 
TCs use person-centered planning to ident ify preferences and goals for inclusion in 
the part icipant ’s I ndividualized Transit ion Plan ( I TP)  (see Appendix Q1 and Q2)  
including the part icipant ’s desire to self-direct  their  care. 
 
The Elderly and Disabled waiver and I CWP waiver provide for em ployer authority 
and budget  authority over PSS. Once enrolled in a waiver, the part icipant  m ay 
select  and interview PSS providers, choose qualified provider(s)  and/ or becom e the 
em ployer of record, and select  a Financial Managem ent  Service (FMS) . The 
part icipant  then hires, t rains, schedules, m anages, and discharges PSS staff. The 
opt ions are sim ilar for part icipants enter ing the NOW and COMP waivers. These 
waivers provide part icipants with em ployer authorit y, including a co-em ployer 
opt ion, and budget  authority, to select  and m anage nearly all waiver services. 
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Under the Elderly and Disabled and I CWP waivers, part icipants can choose self-
direct ion, but  only for personal support  services. The self-directed budget  is the 
waiver allocat ion assessed by need and reduced by Financial Managem ent  Services 
(FMS)  and other selected services. The waiver part icipant  or his/ her 
fam ily/ guardian is inform ed by the case m anager that  the self-directed budget  
includes the funds needed for Financial Managem ent  Services (FMS)  and that  the 
m onthly FMS rate is protected and not  subject  to self-direct ion. The case m anager 
assists the waiver part icipant  or fam ily/ guardian with the developm ent  of the self-
directed budget .   
 
I f an I CWP waiver m em ber decides to t ransit ion into the Consum er Directed Care 
(CDC)  opt ion, the assessm ent  agency, Georgia Medical Care Foundat ion (GMCF)  
subm its the Prior Authorizat ion budget  for personal support  services (PSS)  hours to 
the fiscal interm ediary (FI )  and to the case m anager. I f the m em ber opts to enter 
into the t radit ional agency provided services, GMCF subm its the PA to the case 
m anager only. 
 
The service plans of waiver part icipants/ guardians who opt  for self-direct ion and 
becom e the em ployer of record m ust  specify support  worker qualificat ions required 
to m eet  the needs of the waiver part icipant . I n these instances, the service plan 
also specifies an individual backup plan to address cont ingencies such as 
em ergencies occurr ing when a support  worker’s failure to appear when scheduled 
presents a r isk to the part icipant ’s health and welfare. The service plan of any 
waiver part icipant  who self-directs m ust  include an assessm ent  of r isk and specify 
an individualized r isk m anagem ent  plan. The case m anager ensures the service 
plan m eets all requirem ents for waiver part icipants who opt  for self-direct ion.   

Self-Direction for Persons with Developmental Disabilities  

Under NOW and COMP, the process is sim ilar. For waiver part icipants opt ing for 
self-direct ion, the support  coordinator reviews the roles and responsibilit ies of the 
part icipant  and/ or his or her fam ily/ representat ive. Part icipants can choose the co-
em ployer opt ion and/ or budget  author ity to m anage approved services.  
 
Under all waivers, the case m anagers educate, m entor and coach part icipants in 
em ployer tasks and m anagem ent  of self-directed service budgets. Part icipants can 
select  a Financial Managem ent  Service (FMS) . The FMS t rains 
part icipants/ guardians, provides technical support , provides payroll,  account ing, 
budget  assistance, twice m onthly statem ents and handles worker tax/ insurance 
deduct ions. FMS provide background checks for potent ial PSS direct  service 
workers.   

Procedures for Voluntary and Involuntary Switches from Self-Direction 

Part icipants m ay voluntarily choose to return to the t radit ional agency directed 
services if they determ ine that  they lack the interest  or abilit y to self-direct  their  
services. To assure that  they return to the t radit ional waiver services while 
m aintaining cont inuity of care, com m unicat ion with the case m anager (CM)  is 
cr it ical. The CM will educate the part icipant  on giving adequate not ice to their  
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worker(s) .  This will provide the CM t im e needed to follow standard procedures to 
switch the opt ion. When voluntary switches occur, the part icipant  and/ or guardian 
contacts the case m anager, who brokers services with a waiver enrolled provider 
agency selected by the part icipant , updates the service plan, and rem oves the 
enrollm ent  in the Financial Managem ent  Service on the PA and service plan. The CM 
assures and m onitors the health and welfare of the part icipant  during the t ransit ion.  
 
I n the Elderly and Disabled and I CWP waivers, the part icipant  m ay be involuntar ily 
switched from  self-direct ion to provider-m anaged services for any of (but  not  
lim ited to)  the following reasons:  1)  failure to m eet  responsibilit ies and/ or ident ified 
health and safety issues for part icipant , 2)  failure to m aintain m axim um  cont rol 
over daily schedule, 3)  inabilit y to com plete accurately and t im ely all FMS 
docum ents, to m anage budget—leading to over use of PSS budget  for 2 consecut ive 
m onths, 4)  use of state backup plan one or m ore t im es per m onth for 2 consecut ive 
m onths, 5)  not  m eet ing the goals of the Service Plan for 2 consecut ive quarters. 
The case m anager plans and im plem ents return to t radit ional services, reports 
health, safety, fraud, or abuse concerns to appropriate state agencies.  
 
When rem oval from  the self-directed opt ion occurs, the part icipant  will return to the 
t radit ional agency directed opt ion without  loss, reduct ion or interrupt ion of services. 
A switch from  self-directed services does not  term inate the part icipant  from  the 
waiver program . The case m anager m aintains com m unicat ion with the part icipant  
to ensure a sm ooth t ransit ion from  one service opt ion to the other and educates the 
part icipant  (or guardian)  on how to give adequate not ice to the em ployees. This 
provides the case m anager with t im e needed to follow standard procedures to 
switch the self-directed opt ion, broker services with a waiver enrolled provider 
agency, rem ove the FMS services, and update the part icipant ’s service plan to 
reflect  the change. The case m anager not ifies the financial m anagem ent  service 
provider of the change. There is no appeal process if,  based on stated eligibilit y 
cr iter ia, the case m anager term inates the part icipat ion in self-directed services and 
returns the part icipant  to the t radit ional agency-directed opt ion. However, 
part icipants can always appeal any reduct ion in services or any term inat ion of 
services. Providing init ial enrollm ent  cr iter ia are m et , after one year from  the date 
of the re-ent ry into the t radit ional opt ion, part icipants m ay be eligible to re-enter 
the self-directed services opt ion.  

Education on Self-Direction 

MFP part icipants will be provided with current  inform at ion available to waiver 
part icipants through their case m anager as indicated in 1915c waivers. Part icipants 
are provided with educat ional m aterials for the developm ent  of services budgets, 
t raining on household expenses and budgets, understanding differences between 
wants and needs, financial literature about  the use of fiscal interm ediar ies, 
literature about  the requirem ents for service budgets, billing procedures, t im e 
sheets and docum entat ion of services, and equipm ent  ( i.e. a fax m achine)  to assist  
in m anagem ent  tasks. Part icipants enter ing the Elderly and Disabled and I CWP 
waivers receive the Consum er-Directed Opt ion Em ployer Manual.  Part icipants 
enter ing the NOW and COMP waivers will receive the Handbook on Part icipant  

Direct ion.  
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Financial Management Agencies under Contract with the State 

There is current ly one financial m anagem ent  agency enrolled with the Georgia 
Medicaid Program . However, any willing and capable provider is eligible to enroll at  
any t im e. Stakeholder feedback indicates that  there m ay be other providers 
interested in enrolling in this service. 

System for Monitoring and Documenting the Number of MFP Participants 
Choosing Self-Direction 

MFP will obtain this inform at ion using MMI S data reports and from  case 
m anagem ent  organizat ions that  report  data to the state about  self-directed care.  

Opportunities for Quality Improvements to Self-Direction 

During state-wide stakeholder forum s, steering com m it tee m em bers and waiver 
part icipants reported that :  
 

 More educat ion and t raining about  self-direct ion is needed. Nursing hom e 
and inst itut ional residents wanted inform at ion about  self-direct ion that  was 
accurate and easy to understand. Often consum ers were not  aware of their  
r ights to self/ consum er/ part icipant -direct .   

 
To address stakeholders concerns, MFP will work with waiver staff to ensure that  
accurate and ‘user- fr iendly’ inform at ion about  self-direct ion is created and provided 
during recruit ing, screenings and assessm ents/ re-assessm ents. Reviews and 
updates to exist ing self-directed m aterials will be undertaken, including revisions to 
the Consum er-Directed Opt ion Em ployer Manual.  I n addit ion, MFP will work with 
waiver program  m anagers, Georgia MFP partners, and steering com m it tee 
m em bers to ensure that  Transit ion Coordinators are t rained and that  out reach and 
state-wide t raining is conducted on an on-going basis for part icipants, their  
guardians, professionals, and providers.  

    
 Addit ional opt ions for self-direct ion are desired under the I CWP and Elderly 

and Disabled waivers. 
 

To that  end, MFP will work with waiver program  m anagers, steering com m it tee 
m em bers and external stakeholders to create the system s and infrast ructure 
needed to support  the m ove to I ndependence Plus designat ion for the Elderly and 
Disabled waiver and I CWP during applicat ion renewal.  

 
 There is concern about  the lim ited num ber of Financial Managem ent  Services 

providers. 
 

As indicated previously, MFP staff will work with waiver staff to research the 
availabilit y of addit ional FMS providers in other states and encourage them  to enroll 
in Georgia as well.  

 
 There is a need to increase the availabilit y and visibilit y of qualified persons 

to render services for persons who wish to self/ consum er/ part icipant -direct .  
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 I n an effort  to address these issues, MFP staff will work with and assist  the waiver 

specialists to expand efforts to increase the availabilit y of providers through 
cert ificat ion of direct  support  professionals and Cert ified Medicat ion Aides in all 
waivers, as has been done with MR program s. The DBHDD, the Governor ’s Council 
of Developm ental Disabilit ies, and the Departm ent  of Adult  and Technical Educat ion 
launched a direct  support  professional cert ificate t raining program  at  four state 
technical colleges.  

 
This very successful program  has cont inued to expand with new classes at  
addit ional colleges being added each quarter. React ion to the cert ificat ion program  
has been ext rem ely posit ive from  part icipants (Direct  Support  Professionals)  and 
their  em ployers. The Office of Developm ental Disabilit ies has ident ified desired 
outcom es for the Direct  Support  Professional Cert if icat ion Program , specifying 
indicators and developing data collect ion procedures used in the m easurem ent  of 
these outcom es. Results are used by DBHDD and other stakeholders in decision 
m aking regarding future funding, expansion, and incent ives for the cert ificate 
program .  

 
Statewide t rainings and individual provider technical assistance on m edicat ion 
adm inist rat ion ( including docum entat ion)  have been presented by Division of DD 
and Office of Provider Cert ificat ion staff.  Representat ives from  the Division and 
other experts in the field are working with the Georgia Board of Nursing and the 
Georgia Board of Exam iners of Licensed Pract ical Nursing to support  a change in 
Georgia law that  would provide for t rained individuals without  registered or pract ical 
nursing licenses to adm inister m edicat ion in licensed resident ial set t ings. I n 2006, 
the General Assem bly passed and the Governor signed legislat ion creat ing a 
t raining curr iculum  and cert ificat ion program  for Cert ified Medicat ion Aide. The 
Departm ent  of Technical Adult  Educat ion has im plem ented the t raining program . 
The legislat ion is writ ten to sunset  in 2011, at  which t im e determ inat ions about  
cont inuing the use of m edicat ion aides in Georgia would be m ade. Prior to 2011, 
MFP will work with stakeholders and advocates to ensure that  the legislat ive 
changes becom e perm anent  and consider expansion of the services to addit ional 
set t ings.  

Georgia Department of Community Health 
Office of Long Term Care 
Money Follows the Person  - 93 - 



MFP Operational Protocol 
 

B.8 Quality Management System  

Georgia’s MFP Dem onst rat ion uses exist ing HCBS waivers. MFP part icipants will be 
afforded the sam e level of safeguards as those available to part icipants enrolled in 
exist ing waivers, as described in 1915c Appendix H;  Elderly and Disabled Waiver 
(Num ber:  GA.0112.90R2, Am endm ent  Num ber:  GA.0112.R05.01, Effect ive Date:  
10/ 01/ 07) ;  the I ndependent  Care Waiver Program  ( I CWP, Waiver Num ber:  
4170.90.R2, Effect ive Date 12/ 31/ 2005) , the Mental Retardat ion Waivers 
(MRWP/ NOW, Waiver Num ber:  GA.12.01.00, Effect ive 10/ 01/ 07)  and 
Com prehensive Supports Waiver Program  (CHSS/ COMP, Waiver Num ber:  
GA.10.00.00, Effect ive 10/ 01/ 07) . 
 
Through an ongoing process of discovery, rem ediat ion and im provem ent , the state 
assures that  each waiver provides for system - level, m id- level and front - line QMS 
st rategies. DCH further assures that  all problem s ident ified through it s discovery 
processes are addressed in an appropriate and t im ely m anner, consistent  with the 
severity and nature of the problem . DCH cont inues to im plem ent  and im prove the 
Quality Managem ent  St rategy for each waiver as specified in 1915c Appendix H.  
 
For exam ple, under the Elderly and Disabled waiver, DCH has established a num ber 
of Qualit y Managem ent  St rategy (QMS)  workgroups to ensure an ongoing focus on 
cont inuous quality im provem ent  in the operat ion, results, and perform ance of 
waiver program s. The purpose of the QMS workgroups is to assign roles and 
responsibilit ies for QMS, standardize processes, develop and im plem ent  m onitor ing 
tools for discovery, perform ance indicators for data collect ion and analysis, 
st rategies for rem ediat ion, and opportunit ies for cont inuous quality im provem ent .  
 
The I CWP Cont inuous Quality I m provem ent  (CQI )  Com m it tee, which consists of 
Ut ilizat ion Review, cont racted agencies, case m anagem ent , and DCH staff, m eets 
on a m onthly basis. The CQI  com m it tee is charged with oversight  of the ent ire 
I CWP waiver program . Act ivit ies of the CQI  com m it tee include:  conduct ing, 
analyzing, and report ing on part icipant  custom er sat isfact ion surveys;  providing 
t raining, reviewing sent inel events/ health and welfare of part icipants through r isk 
assessm ent , planning and prevent ion;  reviewing access data and reports;  reviewing 
procedures and reports regarding person-centered planning;  m edical records 
reviews;  perform ance reviews of case m anagem ent  staff;  claim  paym ent  reviews;  
and m onitor ing of self-directed PSS opt ions.  
 
I n the Departm ent  of Behavioral Health and Developm ental Disabilit ies, the Division 
of Developm ental Disabilit ies (DD)  has designed a num ber of new MR/ DD Waiver 
I m plem entat ion Work Groups to address various issues associated with the NOW 
and COMP waivers. Each workgroup is led by a staff part icipant  in the Division of 
DD, with other staff of DBHDD serving as core staff for the workgroups. 
Mem bership in workgroups was expanded to include various com m unity 
stakeholders. Current ly there are waiver work groups that  focus on:  Transit ion to 
New Services, Billing System  and Prior Authorizat ion, New Rate St ructure and 
I ndividual Waiver Allocat ion Determ inat ion, Provider Applicat ion 
Developm ent / Revision, SI S (Support  I ntensity Scale)  Assessment  and I ndividual 
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Budget  Determ inat ion, Policy and Standards Developm ent / Revision, Part icipant  
Direct ion, and the Quality Managem ent  St rategy. Although only one of the groups is 
specifically targeted at  quality m anagem ent , each of these groups has system  and 
service im provem ent  as its ult im ate goal.  
 
DCH assures that  MFP part icipants will receive the sam e assurances as all waiver 
part icipants as ident ified in this sect ion. This sect ion describes the safeguards 
available to MFP part icipants enrolled in these waivers, the roles and responsibilit ies 
of each agency or ent ity involved in quality m onitor ing, quality im provem ent , and 
rem edies for quality problem s experienced by MFP part icipants. This sect ion 
describes the reports that  are regular ly generated and reviewed to m eet  the QMS 
assurances:  1)  level of care determ inat ions, 2)  service plans, 3)  ident ificat ion of 
qualified providers, 4)  part icipant  health and welfare, and 5)  waiver adm inist rat ive 
oversight  and evaluat ion of QMS.  

1. Level of Care (LOC) Determinations 

Under the Elderly and Disabled Waiver,  com pleted assessm ents guide level of care 
determ inat ions. An MDS-HC tool provides com parat ive data that  is t racked m onthly 
by case m anagem ent  agencies to determ ine variance in the percent  of waiver 
part icipants m eet ing LOC cr iter ia and number of part icipants recert ified annually 
based on a statewide benchm ark set  by DCH. DCH m onitors agency com pliance 
with the benchm ark. Agencies that  fall below 5%  of the statewide average are 
required to subm it  an act ion plan for rem ediat ion and im provem ent  to DCH. The 
Division of Aging Services (DAS)  and DCH m eet  quarter ly to review t rend data and 
subm it ted act ion plans. 
 
DCH staff conducts annual reviews using the State Monitor ing Guide as a discovery 
tool to review and analyze approxim ately 10%  of waiver claim s statewide for 
accuracy of LOC determ inat ions. When problem s are ident ified, case m anagers are 
responsible for developing act ion plans for correct ion. DAS staff provides ongoing 
technical assistance and t raining to case m anagers in the assigned regions to 
resolve level of care eligibilit y quest ions and im plem ent  st rategies for cont inuous 
quality im provem ent .  
 
Case m anagers are required to m aintain a copy of the part icipant ’s LOC. They are 
required to conduct  m onthly quality assurance m onitor ing of LOC determ inat ions, 
to verify congruence of inform at ion and level of care eligibilit y. Case m anagers 
review the individual’s LOC annually and when the part icipant ’s health changes 
im pact  LOC. Failure of the case m anager to accurately com plete the LOC can result  
in a request  for refund by DCH.  
 
Under I CWP the cont ract ing agency conducts face to face assessm ents and 
reassessm ents using the Pat ient  Assessm ent  Form  (PAF)  and DMA-6. These 
assessm ent  tools are used to support  the Nursing Hom e and Hospital Level of Care 
determ inat ion. Quarter ly and annually thereafter, the cont ract ing agency reviews 
the DMA-6 pr ior to the part icipant ’s anniversary date to ensure that  part icipants 
rem ain eligible for the program . The I CWP Program  Specialist  m eets m onthly with 

Georgia Department of Community Health 
Office of Long Term Care 
Money Follows the Person  - 95 - 



MFP Operational Protocol 
 

the cont ract  agency to review part icipant  records, including LOC, to assure that  the 
LOC are t im ely and accurate.  
 
Under the NOW and COMP waivers, DBHDD m aintains an elect ronic database, the 
Waiver I nform at ion System  (WI S) , to assist  with LOC discovery process. This real-
t im e database reports any LOCs that  are not  com pleted in a t im ely m anner. The 
Division of DD reports m onthly com pliance levels for each region to DCH. DCH 
reviews each report  and provides feedback to DBHDD as needed. A correct ive 
act ion plan is required for any region that  falls below a 90%  com pliance level in any 
given m onth. Any negat ive t rends are noted and, as necessary, plans for 
rem ediat ion and im provem ent  are developed and im plem ented. These rem ediat ion 
and im provem ent  st rategies and im plem entat ion results are discussed with DCH in 
the quarter ly DBHDD/ DCH m eet ings.  
 
DBHDD I nform at ion & Evaluat ion ( I &E)  staff m eets at  least  quarter ly. The LOC 
process and WI S data are discussed. Any negat ive t rends are noted and, as 
necessary, plans for rem ediat ion and im provem ent  are developed and 
im plem ented. Rem ediat ion and im provem ent  st rategies and im plem entat ion results 
are discussed with DCH in the quarter ly DBHDD/ DCH m eet ings. DBHDD cont racts 
with an external evaluat ion agency to conduct  I ndividual Records Audits on a yearly 
basis. Docum entat ion regarding the LOC process is considered as part  of this 
external review. Approxim ately 10%  of all waiver records are reviewed.  
 
Regional Offices are assigned the task of reviewing discovery data as well as 
ident ificat ion and rem ediat ion of underlying problem s that  lead to negat ive findings. 
Each Regional Office reviews and approves I ndividual Service Plans and Level of 
Care docum entat ion. The Division of DD m onitors the rem ediat ion process. 
 
The DBHDD uses a Web-Based Managem ent  System  to record and t rack:   

 I nit ial Applicat ion for Services data 
 Date  of com plet ion of various parts of the process  
 Copy of Applicat ion, I ntake Screening Sum m ary and ancillary notes and 

test ing required to determ ine eligibilit y with schedule and com plet ion dates 
 I nit ial and annual LOC assessm ents (with assessm ent  reports from  approved 

inst rum ents)  including:   
o Supports I ntensity Scale 
o Health Risk Screening Tool 
o Social Work, Nursing, Psychological and Therapy Assessm ents 
o DMA-6 (LOC determ inat ion form )  

 
The Web-Based Managem ent  System  provides DBHDD follow-up data including 
pending LOC expirat ions, part icipants’ t ransfers across regions and part icipants’ 
discharge from  services. Regional Offices review and evaluate the LOC data 
collected. Protocols on review of LOC reports are under developm ent  by the LOC 
redevelopm ent  workgroup. The Division of Developm ental Disabilit ies is researching 
best  pract ice quality m anagem ent  st rategies for m onitor ing LOC decisions and 
addressing inappropriate LOC determ inat ions. Several LOC quality indicators have 
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been established and a review and rem ediat ion protocol has been designed 
including ident ificat ion of the part ies/ ent it ies responsible for im plem entat ion.  

2. Service Plan Description and Service Delivery 

Under the Elderly and Disabled waiver, part icipants and their  representat ives have 
the r ight  and responsibilit y to part icipate in the developm ent  of the service plan 
with the RN and case m anager. The Elderly and Disabled waiver service plan is 
reviewed with the part icipant  within 60 days of adm ission and at  least  every four 
m onths thereafter.  
 
The Division of Aging Services (DAS)  along with the DCH Ut ilizat ion Review (UR)  
Team  uses a system  of m onitor ing the Elderly and Disabled waiver service plans 
statewide to ensure that  service units are im plem ented according to service plans. 
DAS random ly m onitors 10%  of service plans for im plem entat ion and UR conducts 
reviews of service plan im plem entat ion with 90%  of providers every two years. DAS 
and DCH m eet  quarter ly to review any negat ive findings and t rends. Plans for 
rem ediat ion and im provem ent  are developed and im plem ented. DAS m onitors 
100%  of statewide Area Agencies on Aging (AAA)  for part icipant  assessm ent / re-
assessm ent  and service plan developm ent  and im plem entat ion. DAS uses a 
discovery process with providers as well.  DAS collects and analyzes service delivery 
inform at ion from  each provider. DAS reviews 100%  of service orders authorizing 
service types, frequency, and cost  of services. DAS also collects data on the percent  
of service units delivered com pared to service units ordered. Collected data is 
com piled into a report . During joint  quarter ly m eet ings, DAS provides the report  to 
DCH, detailing statewide service delivery, including the percent  of service plans 
reviews com pleted t im ely, percent  of annual service plan reassessm ents com pleted 
t im ely, percent  of service units delivered com pared to service units ordered, and 
percent  of part icipants offered choice between services and inst itut ional care. AAAs 
that  fall below a threshold of 90%  com pliance are required to subm it  an act ion plan 
detailing rem ediat ion for im provem ent .  
 
Under I CWP, service plan developm ent  begins at  the init ial visit  between the 
cont ract ing agency, the part icipant , fam ily or guardian. As m ent ioned in the I CWP 
1915c applicat ion, Appendix D, part icipants have the r ight  and responsibilit y to 
part icipate in the developm ent  of their  services plan and the select ion of their  
service providers. Case m anagers review these service plans m onthly and quarter ly 
and m ake revisions as necessary. I n order to ensure service units are developed 
and im plem ented according to the service plan, the DCH Ut ilizat ion Review team  
conducts 90%  reviews of all providers statewide every two years. DCH m eets 
quarter ly with the cont ract ing agency to review any negat ive t rends, and when 
necessary develops plans for rem ediat ion for quality im provem ent . The CQI  
com m it tee m onitors correct ion plans and ident ifies opportunit ies for quality 
im provem ents.  
 
Under the NOW and COMP waivers, support  coordinators facilitate m eet ings with 
part icipants/ representat ives for the developm ent  of service plans. A random  sam ple 
of service plans is reviewed by state DBHDD office staff on a quarter ly basis. 
Weaknesses ident ified in service plans are noted and t rended. Statewide t raining on 
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service plan developm ent  and im plem entat ion is conducted by DBHDD and 
cont racted staff. I nput  is sought  from  stakeholders including support  coordinat ion, 
assessm ent , and service provider staff regarding the content  and presentat ion 
form at  of service plan t raining. Regional Office staff review five to ten percent  of all 
service plans on a m onthly basis. Audit  results are shared with support  coordinat ion 
agencies (providers)  and DBHDD, with the expectat ion that  providers address 
ident ified issues.  
 
Support  coordinators m onitor and report  on service delivery to docum ent  that  
services detailed in the plan are being delivered as prescribed. Negat ive provider 
rat ings, reported by support  coordinators and/ or part icipants/ representat ives are 
reviewed by the Health and Hum an Rights Coordinator in the Division of 
Developm ental Disabilit ies. Findings are t rended by type and provider. Trends are 
reported to DBHDD staff and decisions are m ade regarding rem ediat ion and quality 
im provem ent . More inform at ion on support  coordinat ion oversight  can be found in 
the sect ion ent it led Part icipant  Health and Safety. 
 
The Web I nform at ion System  (WI S)  provides reports related to the m anagem ent  of 
service plans and service delivery. The “Part icipant  I SP Expirat ion Report ”  is 
reviewed by Operat ions Analysts in the Regional DBHDD Offices. The “Part icipant  
I SP Due Report ”  is used as a workload m anagem ent  tool that  projects service plans 
due within the next  30, 60, and 90 days. These service plan com pliance reports are 
shared with DCH. A full descript ion of the role of the new WI S data m anagem ent  
system  and its role in quality m anagem ent  of the I SP is included in the annual 
report  to CMS. 
 
DBHDD and DCH assessm ent  staff m eets at  least  quarter ly. The LOC process and 
WI S reports are discussed. Negat ive t rends are noted and, as necessary, plans for 
rem ediat ion and im provem ent  are developed and im plem ented. Plans for 
rem ediat ion, im provem ent  st rategies, and im plem entat ion results are discussed 
with DCH in the quarter ly DBHDD/ DCH meet ings. The annual I ndividual Records 
Audit  by an external contacted agency includes a review of service plans. I ndividual 
Service Plans ( I SPs)  are assessed for com pleteness and quality. The review agency 
reports findings to the Division of Developmental Disabilit ies. Findings of the review 
becom e the focus of statewide t raining in the following year.  
 
The Nat ional Core I ndicators (NCI )  project  serves as the basis of a new 
perform ance m easurem ent  system  for DBHDD and as benchm arks of Georgia’s 
perform ance against  the perform ance of other states. DBHDD’s Office of Cont inuous 
Quality I m provem ent  and Evaluat ion has partnered with the Division of 
Developm ental Disabilit ies to develop and conduct  a survey, report  results, and 
review quality im provem ent  st rategies using the NCI . I ndividual and fam ily surveys 
are conducted;  results of the surveys are used to determ ine part icipant / fam ily 
sat isfact ion with all waiver services, including support  coordinat ion services and 
MFP supplem ental dem onst rat ion services. 
 
DBHDD cont inues to cont ract  for t raining and technical assistance related to 
processes and protocols for ensuring that  part icipants t ransit ioning from  
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inst itut ional set t ings have the services and supports they need, including MFP 
supplem ental dem onst rat ion services, so they can experience the com m unity life 
envisioned in their  I ndividual Services Plans. The focus of technical assistance is on 
50 to 100 part icipants t ransit ioning from  state operated I CF/ MRs to waiver services 
annually. Stakeholders cont inue to be involved in the process, including 
part icipants, their  fr iends and fam ily, I CF/ MR and com m unity staff, support  
coordinators, and I &E staff. I nform at ion gained is dissem inated and incorporated 
into new processes and protocols regarding person-centered planning and 
part icipant  t ransit ion.  
 
The DBHDD Waiver I m plem entat ion QMS workgroup has ident ified several 
opportunit ies for quality enhancem ents. The QMS workgroup is undertaking a 
redesign of the Web-based Managem ent  System  to record and t rack data required 
for discovery and follow-up including:  
 

 Convert  I SP to elect ronic form at  
 Provide secure elect ronic signatures 
 Record and t rack I SP due dates, m eet ing schedules, and dates of actual 

m eet ings 
 Sort  I SP scheduling issues by:  

o Service provider, region, support  coordinat ion Agency, and support  
coordinator 

o Tim e and locat ion of I SP m eet ings 
o Cancellat ions and reasons for cancellat ion 

 Maintain assessm ent  data from  Supports I ntensity Scale (SI S) . Support  
coordinat ion staff are adm inister ing the SI S. The process of com paring SI S 
indicated supports against  actual services and supports provides discovery 
data and results in the developm ent  of higher quality I SPs and m ore effect ive 
service delivery statewide. 

3. Identification of Qualified Providers 

Under the Elderly and Disabled Waiver, DCH has the final responsibilit y for 
approving Medicaid provider applicat ions. Medicaid provider num bers are assigned 
by a cont ract ing agency. The Healthcare Facilit y Regulat ion Division (HFR)  verifies 
annual recert ificat ion of licensure or cert ificat ion and addresses licensure violat ions 
that  m ay occur.  
 
For the Elderly and Disabled waiver program , the Departm ent  of Hum an Services 
Division of Aging Services (DAS)  m aintains a Provider Enrollm ent  System  to verify 
that  provider agencies m eet  required licensure and/ or cert ificat ion standards to 
assure that  providers are qualified and able to m eet  the service needs of the waiver 
part icipants pr ior to recom m ending them to DCH for enrollm ent . For providers not  
required to be licensed by HFR, DAS verifies adherence to waiver requirem ents. 
DAS uses the Provider Enrollm ent  System  to m onitor and im prove provider 
enrollm ent . Data is collected and analyzed on the length of t im e the provider has 
been in business, licensure verificat ion to conduct  business in the state, standing 
with the offices of the Secretary of State and I nspector General, com pliance with 
state licensing, funding, and regulatory ent it ies associated with enrollm ent  in 
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Medicaid and non-Medicaid services, provider enrollm ent  applicat ions, support ing 
docum entat ion, and results of site visits. DAS verifies, on a periodic basis, that  
providers cont inue to m eet  required licensure and/ or cert ificat ion standards and/ or 
adhere to other state standards and reports finding to providers for rem ediat ion.  
 
The Healthcare Facilit y Regulat ion Division m onitors, inspects and licenses or 
registers pr im ary health care, long- term  care and resident ial child care program s. 
HFR cert ifies various health care facilit ies to receive Medicaid and Medicare funds. 
HFR ensures that  provider facilit ies, services and program s m eet  state and other 
m andatory requirem ents and prepares reports regarding provider deficiencies in 
licensure and cert ificat ion. These reports are reviewed by DAS provider specialists 
who are responsible for ensuring that  providers m aintain licensure and/ or 
cert ificat ion and adhere to waiver policies and procedures. Addit ionally, DAS 
provider specialists obtain and review inform at ion on providers from  the Office of 
the State Long-Term  Care Om budsm an, from  DCH Program  I ntegrity reports, and 
from  DAS Program  I ntegrit y reports. DAS provider specialists use this inform at ion 
to m easure provider com pliance with waiver rules and regulat ions. The provider 
specialists offer technical assistance and t raining to providers and ensure that  
providers develop and im plem ent  act ion plans for rem ediat ion and im provem ent .  
 
Providers receive ongoing t raining and technical assistance. Waiver program  
specialists and cont racted staff deliver t raining to provider staff twice each year. 
The Elderly and Disabled waiver program  Pre-Enrollm ent  t raining sessions are 
conducted by DAS office staff and cont ractors on a m onthly basis. For providers 
who have subm it ted an applicat ion and received a site visit ,  DAS conducts a 
quarter ly New Provider Training session. New Provider Training covers standards 
and HFR rules and regulat ions. Providers with deficiency areas discovered during 
Ut ilizat ion Review (UR)  audits are required to at tend addit ional t rainings. Other 
events t r igger t raining, including provider change of ownership and the hir ing of 
new em ployees.  
 
Under I CWP,  the State Provider Enrollm ent  (PE)  unit  is responsible for screening all 
provider applicat ions upon init ial request  to be a Medicaid provider. The PE unit  
ver ifies the license and/ or cert ificat ion of the init ial provider enrollm ent  applicat ion. 
The I CWP program  specialist  reviews all applicat ions and the determ inat ion m ade 
by the PE unit  and m akes the final determ inat ion. Program  specialists work with the 
HFR to verify annual recert ificat ion of licensure or cert ificat ion and to address any 
licensure violat ions that  m ay occur throughout  the year. HFR m onitors, inspects 
and licenses or registers pr im ary health care, long- term  care and resident ial child 
care program s. HFR cert ifies various health care facilit ies to receive Medicaid and 
Medicare funds. HFR ensures that  provider facilit ies, services and program s m eet  
state and other m andatory requirem ents. HFR prepares reports regarding provider 
deficiencies in licensure and cert ificat ion. These reports are reviewed by I CWP 
program  specialists who are responsible for ensuring that  providers m aintain 
licensure and/ or cert ificat ion and adhere to waiver policies and procedures. The 
DCH Program  I ntegrity (PI )  unit  conducts reviews on I CWP providers. During PI  
reviews, the service plan is reviewed in relat ion to the paym ents m ade to the 
provider. When there are discrepancies in the num ber of hours billed by the 
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provider and the actual num ber of hours em ployees worked, penalt ies are placed 
on the provider,  including recoupm ent  of over-paym ents.  
 
Under the NOW and COMP waivers, agencies provide proof of appropriate licensure 
to HFR prior to being approved as waiver providers. Provider applicat ions are 
evaluated by designated staff in the DBHDD Provider Cert ificat ion Unit .  I f approval 
is recom m ended by the Provider Cert ificat ion Unit , applicat ions are forwarded to 
DCH for final review and approval. 
 
At  the system s level, DBHDD policy requires m ost  direct  service provider agencies 
( i.e., all providers cont ract ing with DBHDD through and it s regional offices, or 
receiving funding in an am ount  of $250,000 or m ore per year)  to be qualified and 
appropriately accredited through one of several nat ionally recognized accreditat ion 
agencies ( i.e. JCAHO, CARF, etc) , based on the scope of services provided. Policy 
requires all rem aining direct  service providers to be cert ified by DBHDD. Providers 
under accreditat ion are reviewed by the accreditat ion bodies at  least  every three 
years and providers under cert ificat ion are reviewed by DBHDD every two years 
and m ust  be in com pliance with all DBHDD core standards before cert ificat ion is 
granted. Regional DBHDD offices are responsible for evaluat ing network providers 
within their  region. Each region reviews provider accreditat ion and cert ificat ion 
status annually at  the t im e of cont ract  renewal.  
 
DBHDD uses a variety of discovery m echanism s that  t r igger reviews of perform ance 
and act ion plans for rem ediat ion and im provem ent . These include part icipant  death 
and/ or ser ious incident  report , failure of a provider to m eet  re-accreditat ion or re-
cert ificat ion, aggregated reviews conducted by support  coordinators that  indicate 
negat ive perform ance t rends, concerns received by DBHDD from  any credible 
source, negat ive results from  DBHDD consum er and fam ily sat isfact ion surveys, 
and/ or failure to m eet  DBHDD core standards during Special Reviews.  
 
Front  line staff ( support  coordinators)  com plete site visit s on all resident ial set t ings 
pr ior to part icipants m oving into any set t ing. Sites m ay not  be occupied unt il all 
requirem ents are sat isfied. Support  coordinators docum ent  and report  to DBHDD 
Regional Offices that  providers are properly licensed or no longer properly licensed 
as a rout ine part  of the support  coordinat ion m onitor ing process.  
 
DBHDD state and regional staff discuss findings from  the review of var ious 
discovery sources. Given the findings, staff m ay decide on any num ber of 
rem ediat ion and quality im provem ent  processes. I f serious health and safety 
concerns are ident ified, DBHDD, in collaborat ion with DCH, m ay decide to revoke 
the agency’s provider num ber, cease doing business with the agency, and m ove the 
part icipants to qualified provider agencies. I f there are concerns relat ing to 
paym ent  by Medicaid for services not  docum ented as rendered, the inform at ion is 
forwarded to the Program  I ntegrity Unit  in DCH, which conducts its own 
invest igat ion. I nform at ion about  the act ivit ies of DBHDD, including provider issues, 
is shared with DCH at  the Joint  Quarter ly Meet ing. DCH m ay request  addit ional 
inform at ion as necessary. 
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To im prove provider perform ance, DBHDD has established a Provider Profile 
System . The Provider Profile System  captures inform at ion about  each provider and 
about  regional provider resources, including the num ber of consum ers served, 
num bers of serious incidents and deaths, cont ract  com pliance, financial status, and 
accreditat ion/ cert ificat ion status. Updates to the system  are m ade m onthly by 
regional offices. This provider profiling system  contains im portant  aggregate 
inform at ion for region and state decision m akers.   
 
To im prove provider perform ance, DBHDD has established a statewide Coordinator 
of Provider Training and Developm ent . The Coordinator of Provider Training and 
Developm ent  is located within the Division of Developm ental Disabilit ies Services, 
and has the responsibilit y of developing a st rong and stable com m unity provider 
system  based on best  evidence-based pract ices in the field of disabilit ies. I nit ial 
provider t raining and developm ent  init iat ives include workforce developm ent , 
establishm ent  of a provider forum , and im provem ents in provider database, 
enrollm ent , cert ificat ion, and licensure. Addit ional init iat ives are to be ident ified 
through t rend analysis.  
 
To im prove the perform ance of direct  support  professionals, DBHDD, the Governor ’s 
Council of Developm ental Disabilit ies and the Departm ent  of Adult  and Technical 
Educat ion, launched a direct  support  professional cert ificate t raining program  at  
four state technical colleges. The very successful program  has cont inued to expand 
with new classes at  addit ional colleges being added each quarter. React ion to the 
cert ificat ion program  has been ext rem ely posit ive from  part icipants (Direct  Support  
Professionals)  and their em ployers. The Division of Developm ental Disabilit ies has 
ident ified desired outcom es for the Direct  Support  Professional Cert ificat ion 
Program , specifying indicators and developing data collect ion procedures used in 
the m easurem ent  of these outcom es. Results are used by DBHDD and other 
stakeholders in decision m aking regarding future funding, expansion, and incent ives 
for the cert ificate program .  
 
The Division of DD’s Provider Applicat ion Developm ent  workgroup has undertaken a 
redesign of the provider enrollm ent  system . The workgroup has created a list  of the 
st rengths/ capacit ies that  successful service provider organizat ions should be 
expected to have (by individual waiver service) . I n concert  with stakeholders, the 
workgroup has developed an applicat ion that  can docum ent  that  an applicant  
provider is qualified. Changes are being m ade to the applicat ion review and 
approval process to assure that  applicat ions and approvals are efficient  and that  
qualified providers are approved and available to begin service provision in a pre-
determ ined length of t im e.  

4. Participant Health and Welfare 

I nform at ion from  the MDS-HC is used to ident ify r isks to the Elderly and Disabled 
Waiver part icipant ’s health and welfare. Each ident ified r isk is included in service 
plan with individualized cont ingency plans. Under the Elderly and Disabled waiver 
program , each r isk t r igger from  the MDS-HC is ident ified on the service plan with 
individualized service plans to m inim ize r isks. Part icipants/ guardians receive 
inform at ion about  the part icipant ’s civil r ights and responsibilit ies from  case 
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m anagers and providers upon adm ission to the waiver. They are inform ed of the 
r ight  to be free from  m ental, verbal, sexual, and physical abuse, neglect , 
exploitat ion, isolat ion and corporal or unusual punishm ent  and how com plaints 
and/ or concerns are reported. 
 
The Elderly and Disabled waiver program  case m anagem ent  agencies docum ent  
em ergencies and com plaints. Case m anagers im m ediately report  incidents to the 
Healthcare Facilit y Regulat ion Division via telephone, if the provider is licensed and 
regulated by HFR. Case m anagers also prepare a writ ten report  of the incident  and 
send it  to HFR. Non- licensed ent it ies are reported to DHS Adult  Protect ive Services 
(APS) . When there is an im m ediate threat  to the health, safety, and/ or welfare of 
the waiver part icipant , case m anagers im m ediately (within 24 hours)  relocate the 
m em ber to another set t ing.  
 
Provider agencies are responsible for conduct ing an invest igat ion of cr it ical 
incidents/ events and report ing their  findings within five working days to case 
m anagem ent  agencies and if applicable, to HFR, the Office of the State Long- term  
Care Om budsm an, Adult  Protect ive Services, local law enforcem ent , the 
part icipant ’s physician, fam ily, and/ or guardian. When indicated, findings are 
reported to appropriate cert ificat ion and/ or licensing boards. I t  is the responsibilit y 
of the provider agency to have writ ten policies and procedures that  address steps 
the agency takes to prevent  abuse, neglect , and exploitat ion;  act ions the agency 
takes when such incidents are reported;  and act ions the agency takes to prevent  
future occurrences of such incidents. During provider agency invest igat ions of 
cr it ical incidents/ events, case m anagers m ay be asked to m onitor the agency and 
part icipant  and follow-up on discoveries/ reports/ allegat ions of abuse, neglect , or 
exploitat ion.  
 
Case m anagers also m aintain a m onthly provider ‘com plaint  log.’ The com plaint  log 
docum ents non-com pliance issues that  jeopardize the health and safety of 
part icipants. Act ion plans to rem ediate deficiencies are prepared and im plem ented 
by the case m anagers and the Area Agencies on Aging. I f necessary, services are 
re-brokered with another provider to ensure that  health and safety needs of 
part icipants are being m et . For part icipants using Alternat ive Living Services (ALS) , 
case m anagers com plete a checklist  of review and m onitor ing cr iter ia at  each face-
to- face visit  with the part icipant . The checklist  perform ance indicators cover 
com pliance with policies and procedures, standards for part icipant  health and 
safety, docum entat ion of RN supervision, m edicat ion adm inist rat ion, incident  
report ing and follow-up, part icipant  condit ion, and environm ental safety. Case 
m anagers work with providers to im plem ent  act ion plans to rem ediate poor 
perform ance. Case m anagers aggregate data from  com plaint  logs and checklist  
reviews and report  findings to the AAA. I f issues cannot  be resolved, case 
m anagers report  findings to DAS for further act ion. DAS, in concert  with HFR and 
the DCH Long- term  Care Office, will t ransfer a part icipant  into a safer set t ing, if the 
part icipant  is found to reside in an ALS that  jeopardizes his/ her health and safety.  
 
Under  I CWP, r isks to health and welfare are ident ified during the init ial assessm ent  
and are reassessed at  least  annually. During the assessm ent , the Part icipant  
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Assessm ent  Form  (PAF)  is used to assess r isks, and these ident ified r isks are 
addressed with act ion plans. Case m anagers provide part icipants with a list  of 
approved providers. Part icipants or guardians select  providers. Providers are 
required to have procedures in place to ident ify backup staff for em ergency 
situat ions. The case m anager docum ents these backup staffing plans in the service 
plan.  
 
The case m anager m eets with the part icipant  no less than once a m onth. Case 
m anagers are t rained to observe and docum ent  cr it ical incidents and report  them  to 
the cont ract ing agency nurse. The nurse does a face to face assessm ent  to 
determ ine im pact  on part icipant  health and safety. Case m angers also keep 
com plaint  logs. Com plaints are reported to I CWP Program  Specialists and the 
Program  I ntegrit y (PI )  unit .  PI  m aintains a toll free num ber that  is m ade available 
to part icipants. Part icipants are provided a list  of phone num bers for I CWP Program  
Specialists, the cont ract ing agency, and other agencies that  are available to assist  
them . Case m anagers are m andated reporters of abuse, neglect , and/ or 
exploitat ion. Case m anagers report  all unexpected deaths for invest igat ion and 
follow-up with Departm ent  of Com m unity Health and local police. 
 
All cases of neglect  and abuse are required to be reported to the Departm ent  of 
Com m unity Health and the cont ract ing agency within 24 hours. A follow-up report  
is required in three working days from  the case m anager and/ or provider agency. 
The state requires that  a thorough invest igat ion be com pleted and subm it ted to 
DCH within two weeks. A Plan of Correct ion is requested at  that  t im e. DCH staff and 
the cont ract ing agency review these reports and if the Plan of Correct ion is 
inadequate, the case m anager is not ified and the Plan is corrected. I f the com plaint  
involves care of a part icipant , HFR is not ified to invest igate. I f the m at ter cannot  be 
resolved based on the report  subm it ted by the case m anager, DCH requests the 
Program  I ntegrit y unit  to invest igate and report  findings. The DCH staff and the 
cont ract ing agency nurse review these reports and rem edial act ions for quality 
im provem ents, including revisions to policy, t raining, and/ or technical assistance.  
 
The CQI  com m it tee reviews all part icipant  sent inel events including deaths of 
part icipants. I n addit ion, the I CWP CQI  com m it tee conducts an annual part icipant  
sat isfact ion survey. The com m it tee uses the results for discovery. The com m it tee 
uses survey results to develop a num ber of st rategies for quality im provem ents, 
including new and revised policy, t raining, and technical assistance. The com m it tee 
also funct ions as first  line support  for part icipant ’s com plaints.  
 
Under NOW and COMP, DBHDD m aintains safe and hum ane environm ents for 
waiver part icipants to prevent  abuse, neglect  and exploitat ion. Risks to health and 
welfare are assessed using the Health Risk Screening Tool (HRST) . RNs review r isk 
assessm ent  and HRST inform at ion for all waiver part icipants and assure that  
service plans contain corresponding health and/ or program m at ic st rategies that  
specifically and effect ively address ident ified r isks. I f service plans don’t  adequately 
address r isks, plans are returned to the support  coordinat ion agency for revisions. 
Quality t rends are reported to the I nform at ion & Evaluat ion Manager. Trends are 
discussed with the Division of DD and targeted t raining or other rem ediat ion and 
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quality im provem ent  st rategies are developed to address service plan quality.  
Support  coordinators m onitor the health and welfare of part icipants.  
 
A Crit ical I ncident  Report ing system  is used to collect  and analyze data. Reports are 
reviewed for ident ificat ion of t rends related to part icipant  health and welfare. The 
DBHDD I nvest igat ions Sect ion is responsible for the final review of and response to 
cr it ical incidents and events that  affect  waiver part icipants. The com m unity provider 
is responsible for conduct ing an adm inist rat ive review of reports pr ior to the 
I nvest igat ive Sect ion’s reviews and for im plem ent ing any needed correct ions after 
incidents have been invest igated. Trends are com m unicated to DCH and when 
findings indicate that  part icipant  health and/ or welfare is com prom ised, DBHDD and 
DCH staff work collaborat ively for quick resolut ion. 
 
The Division of Developm ental Disabilit ies has established a statewide network of 
approxim ately 40 Hum an Rights Com m it tees (HRCs) . A coordinator from  Health and 
Hum an Rights works with the network of Hum an Rights Com m it tees to serve 
part icipants in 36 MR/ DD Service Areas. Hum an Rights Com m it tees are groups of 
local cit izens who provide independent  oversight  as a local interm ediary st ructure in 
m at ters related to the r ights of cit izens with developm ental disabilit ies who reside 
in the state of Georgia. Exam ples of types of issues/ concerns to be reviewed by 
HRCs include:  m ist reatm ent , abuse, neglect , exploitat ion, m isuse of 
pharm aceut icals, rest raints and behavioral program s and intervent ions. Volunteer 
m em bership includes m edical professionals, pharm acist / m edicat ion experts, self 
advocates, other advocates, parents, other fam ily m em bers, law enforcem ent  
personnel,  business people, and representat ives of faith-based organizat ions. 
I ssues heard by HRCs receive follow-up with docum entat ion of resolut ion. Division 
of DD staff com m unicates with local HRC leadership on a m onthly basis. The 
Division of DD uses HRC inform at ion as discovery, to t rack t rends m onthly, and to 
respond system ically with rem ediat ion and quality im provem ent  as needed. The 
Division of DD com m unicates with region staff m onthly regarding issues and 
concerns ident ified through the HRCs. 
 
The Division of DD is developing a Division cert if icat ion process. The review process 
is led by the Provider Cert ificat ion Unit  staff, but  the review team  includes external 
stakeholders:  providers, people with disabilit ies, fam ily part icipants, and provider 
agency board part icipants. The schedule for reviews will be every two to three 
years. Developm ent  and test ing on this proposal have already begun between staff 
in the Division of DD and the Provider Cert ificat ion Unit . Other internal and external 
stakeholders ( including providers)  have joined in the design process. A redesigned 
and m ore efficient  and effect ive provider review process is near ing com plet ion.  

5. Waiver Administrative Oversight and Evaluation of QMS 

For all waivers, The Departm ent  of Com m unity Health (DCH)  Medicaid Division 
m aintains ult im ate authorit y and responsibilit y for all waiver operat ions by 
exercising oversight  over the perform ance of waiver funct ions by other state and 
local/ regional non-state agencies. For this reason DCH has been and cont inues to 
be an act ive part icipant  in QMS Workgroups. DCH part icipates with workgroups to 
develop quality perform ance indicators. DCH determ ines the roles and 
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responsibilit ies of persons involved in m easuring perform ance and m aking 
im provem ents. DCH works with QMS workgroups to establish processes and 
st rategies for rem ediat ion and im provem ent .  
 
DCH retains oversight  to ensure that  state perform ance thresholds are m et  or 
exceeded by all levels of the QMS, including level of care, service plans and 
delivery, quality providers, health and welfare, em ergency backup system s, incident  
report  m anagem ent  system s, and financial accountabilit y. DCH receives inform at ion 
and reports on all QMS processes and part icipates in periodic evaluat ion and 
revision of the QMS.  
 
Under the Elderly and Disabled Waiver, DAS provides copies of analysis and reports 
to DCH. DCH conducts m onitor ing and analysis of the Division, the AAAs, case 
m anagers, and service provider act ivit ies. Correct ive Act ion Plans are required 
whenever perform ance indicator variances do not  m eet  state norm s. DCH Program  
I ntegrity provides addit ional m onitor ing and invest igat ion and reports findings to 
DCH. DCH and DAS m eet  at  least  quarter ly to review program  perform ance, 
m onitor ing reports, act ion plans for rem ediat ion, and opportunit ies for quality 
im provem ent . DCH clar ifies the roles of the ent it ies responsible for m aking 
im provem ents in system s perform ance and sets specific t im elines for 
im plem entat ion.  
 
Under I CWP, DCH Program  I ntegrity (PI )  reviews approved units of services for 
I CWP part icipants and m onitors paym ents m ade in accordance with approved units. 
The CQI  com m it tee is charged with oversight  of the ent ire I CWP waiver program . 
Act ivit ies of the CQI  com m it tee include:  conduct ing, analyzing and report ing on 
part icipant  custom er sat isfact ion surveys;  providing t raining, reviewing sent inel 
events/ health and welfare of part icipants through r isk assessm ent , planning and 
prevent ion;  reviewing access data and reports;  reviewing procedures and reports 
regarding person-centered planning;  m edical records reviews;  perform ance reviews 
of case m anagem ent  staff;  claim  paym ent  reviews;  random  audits of cont ract ing 
agencies;  and m onitor ing of self-directed PSS opt ions.  
 
Under NOW and COMP,  DBHDD is the operat ing authority. DCH and DHR staff m eet  
at  least  quarter ly to oversee the operat ion of the waiver program . This quality 
m anagem ent  body (DCH/ DBHDD)  reviews reports, follows up on ident ified issues, 
and rem ediates problem s. The two departm ents hold addit ional m onthly m eet ings 
to discuss issues related to provider perform ance, rem ediat ion, and quality 
m anagem ent  st rategies. DCH Program  I ntegrity provides addit ional m onitor ing and 
invest igat ion to assist  in assuring program  com pliance. 

6. Financial Oversight of the Waivers 

For all waivers, The Departm ent  of Com m unity Health (DCH)  Medicaid Division 
m aintains ult im ate authorit y and responsibilit y for financial accountabilit y to CMS 
and the execut ive and legislat ive branches of state governm ent  ( for process detail 
related to the integrat ion of MFP and HCBS waiver services and financial processes, 
see Appendix I :  MFP Flowcharts and Text  Descript ions, Appendix N:  New CMS-1500 

Claim  Form , Appendix O:  FI  I nvoice to DCH for Paym ent , Appendix V:  MFP DCH 
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DHR Vendor I m port  File  and Appendix Y:  Part icipant  Enrollm ent  Status Change 

Form ) .  
 
The DHS Division of Aging Services (DAS)  m onitors the day- to-day operat ions and 
financial accountabilit y for the Elderly and Disabled Waiver. DAS uses the Aging 
I nform at ion Managem ent  System  (AI MS)  to collect  financial data, including m onthly 
Service Authorizat ions for part icipant  services and paym ent  data from  the DCH 
fiscal interm ediary. This data is analyzed m onthly by DAS to assure statewide 
program  expenditures are within budget  allocat ion. The AAAs are required to review 
expenditures versus allocat ion m onthly. DAS uses a Client  Health Assessm ent  Tool 
(CHAT)  to collect  specific data on program  act ivit ies including num ber of 
part icipants adm it ted or discharged, act ive part icipant  counts and part icipants 
pending Medicaid who will ret roact ively im pact  the waiver budget . The AAAs are 
responsible for reviewing part icipant  costs that  are above a pre-determ ined 
threshold and request ing just ificat ion from  the care coordinat ion agency. DAS and 
the AAAs are responsible for reviewing the care coordinat ion lapse report  quarter ly 
to assure expenditures are within the allocated budget .  
 
MFP will j oin the DAS Financial Accountabilit y Team  at  regular scheduled m eet ings 
to develop and im plem ent  the following opportunit ies for quality enhancem ent :   
 

 Review of average expenditures for waiver program s to ensure that  
expenditures do not  exceed the average cost  per part icipant  statewide;  the 
average length of stay statewide;  the average de-authorizat ion rate 
statewide and the percent  of services billed without  docum entat ion of service 
delivery. 

 Ut ilizat ion Review of services rendered, including MFP dem onst rat ion and 
supplem ental services, according to service plan. Com pliance indicators 
include the percent  of service units billed without  adequate docum entat ion 
and proven fraudulent  billing.  

 
Under I CWP, financial accountabilit y is m onitored and reviewed by the I CWP CQI  
com m it tee. All part icipant  services require pr ior authorizat ion from  the cont ract ing 
agency. Agency nurses are responsible for approving part icipant  service plans for a 
period of 365 days. Service unit  procedure codes are entered into the Medicaid 
Managem ent  I nform at ion System  (MMI S) . Approved units are at tached to budgets 
entered into MMI S. Correct ions can be m ade to entered inform at ion to ensure that  
paym ents are m ade correct ly. Edits prevent  provider over billing/ over paym ent  and 
can be m ade to part icipant  inform at ion, including:  dates of services, date of bir th, 
num ber of approved units, and approved rates ( for m ore details, see Appendix I :  

MFP Flowcharts and Text  Descript ions) .  DCH Program  I ntegrity (PI )  conducts 
reviews of I CWP providers. PI  reviews service plans, approved service units,  
delivered service units, and paym ents m ade to each provider. When discrepancies 
in service units billed ( i.e. hours of PSS billed)  and actual service units delivered 
( i.e. PSS em ployee hours worked)  are found, PI  places penalt ies on providers, 
including recoupm ent  of over paym ents.  
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Under NOW and COMP, DBHDD is responsible for daily operat ions and 
accountabilit y is m onitored and reviewed by DCH ( for m ore detail,  see Appendix I :  

MFP Flowcharts and Text  Descript ions) .  Under NOW and COMP, the Program  
I ntegrity Unit  (PI )  is responsible for conduct ing the survey of provider services and 
billing to ensure the integrit y of the paym ents that  have been m ade by Medicaid to 
providers for waiver services. PI  will annually review a random  sam ple of a 
m inim um  of 50 of the waiver service provider records. PI  will also review upon 
request  or report  any agency suspected of fraud. The 50 records are representat ive 
of all service provider types. The sam ple represents about  1%  of all m em bers 
served. PI  reviews records to ensure com pliance with program  policies.  
 
When PI  perform s a records review of a service provider agency the records are 
reviewed for docum entat ion of all services rendered by all disciplines, to include 
dates of services and signatures of sam e, supervision of services as required, 
copies of support  coordinator ’s m onitor ing docum entat ion on records, service plan 
copies, DMA-6, DMA-80, t raining docum entat ion for disciplines as required, 
Freedom  of Choice form s, billing records, aide worksheets, and issues of recovery 
of reim bursem ent . Each provider of services is given a prelim inary statem ent  of 
deficiencies found, and is inform ed that  they will receive the official report  from  
DCH, with request  for refund let ter if applicable. I n-hom e assessm ents are 
conducted with part icipants and significant  others/ caretakers. Assessm ents include 
a review of services, dut ies of disciplines, supplies, m edical equipm ent , adapt ive 
devices and use of sam e, environm ental m odificat ions, condit ion of hom e, 
appearance of client  , funct ional abilit ies, m ental and em ot ional status, assistance 
required, unm et  needs, overall assessm ent , and plan/ recom m endat ions regarding 
cont inued care for recipient . 
 
An exit  conference is conducted following a survey. All client  recorded deficiencies 
are detailed at  that  t im e. Any issues of recovery of reim bursem ent  are detailed. 
This is the prelim inary report  to the providers and they are inform ed that  the official 
report  will be forthcom ing. Any provider quest ions and concerns are addressed at  
this conference. I n cases of recipient  recom m endat ions m ade to the Departm ent  
(adverse act ions) , from  the UR auditor and agreed with by the Departm ent ’s 
program  m anager or DMA analyst , a recipient  let ter is sent  to the 
client / representat ive, not ifying of sam e, with inst ruct ions on how to appeal the 
act ion. 
 
All provider UR reports are com pleted and sent  to each applicable provider, with a 
request  for a correct ive plan for all deficiencies cited. Recipient  let ters and let ters of 
recovery are forwarded as applicable. Follow up to ongoing recovery process is 
conducted as warranted. Follow up reviews are conducted as warranted in cases of 
m ajor provider noncom pliance to program  policies, m ajor recoupable deficiencies 
cited, m em ber safety issues, etc. 

7. Emergency Backup Systems 

Em ergency backup system s are unique to each waiver;  24/ 7 em ergency backup 
plans are developed and deployed based on r isks assessed in service plans.  
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Under the Elderly and Disabled Waiver Program  the Division of Aging Services 
(DAS)  and the Departm ent  of Com m unity Health share the responsibilit y for 
overseeing the report ing of and response to em ergencies and cr it ical events. Under 
the I ndependent  Care Waiver Program  ( I CWP) , the Georgia Departm ent  of 
Com m unity Health is responsible for overseeing the 24/ 7 em ergency backup 
system .  
 
I nform at ion from  the MDS-HC is used to ident ify r isks to the Elderly and Disabled 
Waiver Program  waiver part icipant ’s health and safety. Each ident ified r isk is 
included in the service plan with individualized cont ingency plans. This is sim ilar in 
the I ndependent  Care Waiver Program  ( I CWP) . Part icipant  r isks are addressed with 
act ion plans using the Care Path.  The part icipant ’s physician signs off on the 
LOC/ Care Path plan. Under the Elderly and Disabled waiver program , each r isk 
t r igger from  the MDS-HC is ident ified on the service plan with individualized 
cont ingency plans to m inim ize r isks. Part icipants/ guardians receive inform at ion 
about  the part icipant ’s civil r ights and responsibilit ies from  case m angers and 
providers upon adm ission to the waiver. They are inform ed of the r ight  to be free 
from  m ental, verbal, sexual, or  physical abuse, neglect , exploitat ion, isolat ion, and 
corporal or unusual punishm ent , and how com plaints and/ or concerns are reported. 
 
Each part icipant  is provided with 24/ 7 em ergency phone contacts for the case 
m anager and for service providers. Vendors/ agencies are required to provide 24/ 7 
backup for direct  care staff and to inst ruct  direct  care staff on part icipant  needs and 
preferences. Part icipants using self-directed opt ions m ust  ident ify at  least  two 
individuals ( i.e. fr iends, fam ily m em bers, etc)  in their  em ergency plans to assist  
them  in the event  that  PSS staff doesn’t  show up. PSS em ployees m ust  agree to 
the plan. The service plan includes plans for equipm ent  failures, t ransportat ion 
failures, natural disasters, power outages, and interrupt ions in rout ine care. For 
providers agencies, 24/ 7 on-call backup is m andated. I n addit ion, each part icipant  
receives equipm ent  and t raining to use an Em ergency Response Services (ERS)  
system . The ERS system  m onitors part icipant ’s safety and provides access to 24/ 7 
em ergency intervent ion for a m edical or environm ental cr isis.  The ERS is connected 
to the part icipant ’s telephone and program m ed to signal a response once act ivated 
from  a device that  is worn or at tached to the part icipant . ERS hom e units,  installed 
by a licensed Low Voltage Cont ractor, are program m ed to dial a toll- free num ber to 
access a cent ral m onitor ing stat ion. Monthly test ing of the ERS is undertaken by 
ERS providers and a bat tery backup is provided.  
 
Case m anagem ent  agencies docum ent  em ergencies and com plaints. Part icipants 
and/ or guardians report  incidents to case m anagers within three days. Case 
m anagers t r iage each incident  and request  addit ional em ergency response, if 
needed. Case m anagers im m ediately report  the incident  to Healthcare Facilit y 
Regulat ion if the provider is licensed and regulated by HFR. Case m anagers prepare 
a writ ten report  of the incident  and send it  to HFR. Non- licensed ent it ies are 
reported to DHS Adult  Protect ive Services (APS) . When there is an im m ediate 
threat  to the health, safety, and/ or welfare of the waiver part icipant ,  case 
m anagers im m ediately (within 24 hours)  relocate the m em ber to another set t ing. 
Provider agencies are responsible for conduct ing an invest igat ion of cr it ical 
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incidents/ events and report ing their  findings within five working days to case 
m anagem ent  agencies and if applicable, to HFR, the Office of the State Long- term  
Care Om budsm an, Adult  Protect ive Services, local law enforcem ent , the 
part icipant ’s physician, fam ily, and/ or guardian. When indicated, findings are 
reported to appropriate cert ificat ion and/ or licensing boards. I t  is the responsibilit y 
of the provider agency to have writ ten policies and procedures that  address steps 
the agency takes to prevent  abuse, neglect , and exploitat ion;  act ions the agency 
takes when such incidents are reported;  and act ions the agency takes to prevent  
future occurrences of such incidents. During provider agency invest igat ions of 
cr it ical incidents/ events, case m anagers m ay be asked to m onitor the agency and 
part icipant  and follow-up on discoveries/ reports/ allegat ions of abuse, neglect , or 
exploitat ion.  
 
Under NOW and COMP, DBHDD is responsible for the 24/ 7 em ergency backup 
system . Serious r isks are ident ified based on discussions during the I ndividual 
Service Plan m eet ing and inform at ion obtained from  assessm ents and team  
m em bers. Clear and specific protocols are developed to support  ident ified r isks, 
including plans for 24/ 7 em ergency backup. Specific quest ions to be asked in the 
I SP process regarding various com m on r isks include:   

•  Chronic and acute health problem s 
•  Need for assistance to evacuate in an em ergency 
•  Vulnerabilit y to injury by hot  water 
•  Need for assistance with personal finances 
•  Docum entat ion of a person’s abilit y to be without  supervision for short  
periods 
•  Potent ial dangers associated with choking 
•  Potent ial dangers associated with household chem icals 

The checklist  of com m on r isks and dangers int roduces the conversat ion on other 
r isks specific to the individual.  
 
The individual’s Health Risk Screening Tool is reviewed for health, safety, and 
behavioral r isks. The annual assessm ents are reviewed for inform at ion regarding 
r isks, and all team  m em bers are encouraged to br ing up r isks or concerns not  
ident ified in these various reviews and assessm ents. This discussion provides the 
team  with the opportunity to honest ly and collaborat ively ident ify and discuss r isks 
while listening to and respect ing the individual’s perspect ive.  
 
An act ion plan or protocol m ust  be developed for each ident ified r isk. The Act ion 
Plan/ Protocol describes the r isk and details the act ions that  will be taken to protect  
the individual from  the r isk and provide for 24/ 7 em ergency backup. The 
Act ion/ Protocol becom es part  of the I ndividual Service Plan and includes clear and 
specific inform at ion descr ibing the ident ified r isk, what  staff (part icular ly direct  
support  professionals)  need to know about  that  r isk, and specifies the act ions to be 
taken to protect  the individual. The DBHDD’s Guide for Developing an I ndividual 
Service Plan rem inds staff to “ consider ways in which the individual’s health and 
safety m ay be in jeopardy, align and develop supports that  will help m inim ize r isks, 
and ident ify if those supports interfere with what  is m ost  im portant  to the 
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individual. Part icipat ing in this process provides the set t ing for creat ive problem  
solving.”   
 
The locat ion of the specific r isk Act ion Plan/ Protocol is docum ented in the I SP Risk 
Plan. ( i.e., in an Act ion Plan in the I SP, a m edical protocol located in the individual’s 
notebook, an em ergency evacuat ion protocol located in the hom e/ center,  a 
Behavior Support  Plan in the individual’s file at  the group hom e, etc.) . All protocols 
and plans m ust  be accessible to direct  support  staff at  all t im es. 
 
Assessm ent  of Other Concerns/ Problem s 

I n addit ion to the assessm ent  of health and safety r isks, other service delivery 
problem s and concerns are addressed in the service plan developm ent  process. For 
exam ple, the plan details the provider agency’s 24/ 7 em ergency backup plan for 
assuring coverage and supervision in the event  that  a direct  staff person does not  
report  for his/ her shift .  Necessary staff- to-consum er rat ios are docum ented. The 
agency ident ifies its capacity to provide addit ional staff response when needed on 
an interm it tent  basis for cont ingencies such as when a waiver part icipant  is ill and 
needs ext ra care or when an individual’s behavior threatens the safety of herself or 
others.  
 
Any adm inist rat ive concerns regarding the individual’s services are discussed in the 
service plan developm ent  process. For exam ple, if it  is determ ined that  a 
part icipant  has outgrown or otherwise needs addit ional adapt ive equipm ent , the 
I ndividual Service Plan will note the need for further assessm ent  and include a goal 
with t im elines for obtaining any addit ional or replaced equipm ent . Waiver 
part icipants or their  fam ilies/ representat ives who opt  for self-direct ion and becom e 
the em ployer of record of support  workers are required to have an individual 24/ 7 
em ergency backup plan to address cont ingencies such as em ergencies occurr ing 
when a support  worker’s failure to appear when scheduled presents a r isk to the 
part icipant ’s health and welfare. The 24/ 7 em ergency individual backup plan is 
specified in the I SP.  
 

Emergency Backup Plan for MFP Services 

MFP Contracted Services 

For cont racted services ( i.e. Peer Com m unity Support , Tr ial Visits, cont racted 
Moving Services, etc.) , the MFP TC recruits vendors, agencies, and/ or cont ractors to 
provide these services. Each needed service is included in the part icipant ’s 
I ndividualized Transit ion Plan ( I TP)  and authorized using the MFP Authorizat ion for 

Pre and Post -Transit ion Services.  After the service is rendered, the TC receives an 
invoice form  the vendor/ agency/ cont ractor and t ransm its this inform at ion to the 
Fiscal I nterm ediary (FI ) . The FI  pays the invoice. Cont ingencies for em ergency 
backup are included in the t ransit ion plan. I f the vendor, agency, or cont ractor 
cannot  provide a scheduled service to the MFP part icipant , the vendor, agency or 
contactor is required to call the part icipant  and t ry to reschedule the service with 
the part icipant . I f that  is not  sat isfactory to the part icipant , the vendor, agency, or 
cont ractor will offer a back-up service for the or iginally scheduled service. I n 
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addit ion to arranging alternat ives with the MFP part icipant , the vendor, agency, or 
cont ractor is expected to contact  the Transit ion Coordinator with this inform at ion. 
 
MFP Fee-For-Services 

Fee- for-service purchases (such as Household Furnishings, Household Goods and 
Supplies, etc.)  are m ade through the Fiscal I nterm ediary. One- t im e goods and/ or 
services needed by the MFP part icipant  are discussed during the developm ent  of the 
t ransit ion plan. The Transit ion Coordinator includes needed goods and/ or services in 
the I ndividualized Transit ion Plan ( I TP)  and authorizes these services using the MFP 

Authorizat ion for MFP Services (see Appendix S) . The part icipant  and TC work 
together to locate and determ ine the cost  of the goods and/ or services. The TC 
authorizes the purchase of the goods and/ or services and provides the 
docum entat ion that  specifies how they m eet  the t ransit ion goals in the t ransit ion 
plan. The TC obtains and delivers the goods/ services and t ransm its the invoice 
inform at ion to the Fiscal I nterm ediary using the MFP DCH DHR Vendor I m port  File 

(see Appendix V) .  A paid invoice or receipt  that  provides clear evidence of the 
purchase m ust  be kept  with the part icipant ’s t ransit ion plan to support  all goods 
and/ or services purchased along with the Vendor Paym ent  Request  to TC (see 

Appendix U) . The Fiscal I nterm ediary also t racks the purchases. I f a vendor fails to 
provide the purchased goods and/ or services, the TC is responsible for canceling 
the t ransact ion and/ or obtaining a refund from  the vendor. The TC and MFP 
part icipant  m ust  locate another vendor willing to supply the goods and/ or services.  
 

Quality Improvements to the Critical Incident Reporting Systems 

The Division of Developm ental Disabilit ies has established a statewide network of 
approxim ately 40 Hum an Rights Com m it tees (HRCs) . A coordinator from  Health and 
Hum an Rights works with the network of Hum an Rights Com m it tees to serve 
part icipants in 36 MR/ DD Service Areas. Hum an Rights Com m it tees are groups of 
local cit izens who provide independent  oversight  as a local interm ediary st ructure in 
m at ters related to the r ights of cit izens with developm ental disabilit ies who reside 
in the state of Georgia. Exam ples of types of issues/ concerns to be reviewed by 
HRCs include:  m ist reatm ent , abuse, neglect , exploitat ion, m isuse of 
pharm aceut icals, rest raints and behavioral program s and intervent ions. Volunteer 
m em bership includes m edical professionals, pharm acist / m edicat ion experts, self 
advocates, other advocates, parents, other fam ily m em bers, law enforcem ent  
personnel,  business people, and representat ives of faith-based organizat ions. 
I ssues heard by HRCs receive follow-up with docum entat ion of resolut ion. Division 
of DD staff com m unicates with local HRC leadership on a m onthly basis. The 
Division of DD uses HRC inform at ion as discovery, to t rack t rends m onthly, and to 
respond system ically with rem ediat ion and quality im provem ent  as needed. The 
Division of DD com m unicates with region staff m onthly regarding issues and 
concerns ident ified through the HRCs. 

QMS and the Development of Qualified Personal Support Services Staff 

DBHDD, the Governor’s Council of Developm ental Disabilit ies, and the Departm ent  
of Adult  and Technical Educat ion, launched a direct  support  professional cert ificate 
t raining program  at  four state technical colleges. The very successful program  has 
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cont inued to expand with new classes at  addit ional colleges being added each 
quarter. React ion to the cert ificat ion program  has been ext rem ely posit ive from  
part icipants (Direct  Support  Professionals)  and their  em ployers. The Division of 
Developm ental Disabilit ies has ident ified desired outcom es for the Direct  Support  
Professional Cert if icat ion Program , specifying indicators and developing data 
collect ion procedures used in the m easurem ent  of these outcom es. Results are used 
by DBHDD and other stakeholders in decision m aking regarding future funding, 
expansion, and incent ives for the cert ificate program .  
 
Statewide t rainings and individual provider technical assistance on m edicat ion 
adm inist rat ion ( including docum entat ion)  have been presented by Division of DD 
and Provider Cert ificat ion staff. Representat ives from  the Division and other experts 
in the field are working with the Georgia Board of Nursing and the Georgia Board of 
Exam iners of Licensed Pract ical Nursing to support  a change in Georgia law that  
would provide for t rained individuals without  registered or pract ical nursing licenses 
to adm inister m edicat ion in licensed resident ial set t ings. I n 2006, the General 
Assem bly passed and the Governor signed legislat ion creat ing a t raining curr iculum  
and cert ificat ion program  for Cert ified Medicat ion Aide. The Departm ent  of Technical 
Adult  Educat ion has im plem ented the t raining program . The legislat ion is writ ten to 
sunset  in 2011, at  which t im e determ inat ions about  cont inuing the use of 
m edicat ion aides in Georgia would be m ade.  
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B.9 Housing  

This sect ion describes the state’s plans and processes for ver ify ing that  all 
residences into which MFP part icipants are placed m eet  MFP statutory definit ions for 
“qualified residences,”  housing qualit y standards or state and local codes as 
applicable, and physical condit ions standards of any financing source assist ing in 
the developm ent  of the unit  or providing rental assistance for the m em ber to live in 
the unit .  This sect ion describes the state’s plans and processes for ensuring that  all 
housing providers will be fully licensed and/ or cert if ied, as appropriate, by state or 
local ent it ies. This sect ion concludes with a descript ion of the state’s plan to 
increase access to affordable, accessible, integrated housing for individuals with 
disabilit ies.  

Qualified Residences 

MFP Transit ion Coordinators are required to t ransit ion eligible MFP part icipants to a 
qualified residence. Under MFP, a qualified residence includes:  
  

 a hom e owned or leased by the t ransit ioning individual or the individual's 
fam ily m em ber, or  

 an apartm ent  leased to the t ransit ioning individual, with lockable access and 
egress, and which includes liv ing, sleeping, bathing, and cooking areas over 
which the individual or the individual's fam ily has dom ain and cont rol 

 a residence, in a com m unity-based resident ial set t ing, in which no m ore than 
four unrelated individuals reside 

 Housing Quality Standards (HQS)  will be followed for all housing with 
developm ent  or rental assistance funding through the U.S. Departm ent  of 
Housing and Urban Developm ent  and used by MFP part icipants. HQS 
inspect ions will be com pleted by the applicable state or local ent ity 
adm inister ing the HUD funds.  

 
MFP part icipant  residency will be t racked during the dem onst rat ion using an 
indicator on the MMI S system , the m em bers’ county code.  

Qualified Residences/Providers 

MFP part icipants t ransit ion into exist ing Medicaid 1915c waiver services. HCBS 
waiver services will be used along with MFP t ransit ion services to help people 
reset t le in the com m unity. Elderly MFP part icipants will enter the Elderly and 
Disabled waiver program ;  part icipants with physical disabilit ies and/ or ABI  will 
enter the I ndependent  Care Waiver Program  ( I CWP) ;  and part icipants with 
developm ental disabilit ies will enter the NOW and COMP waivers. The state has 
processes and m echanism s in place for verifying that  all qualified residences into 
which MFP part icipants m ay be placed will be fully licensed and/ or cert ified, as 
appropriate, by state or local ent ity. The sect ion descr ibes the state’s processes for 
ensuring that  all housing providers are fully licensed and/ or cert ified, as 
appropriate, by state or local ent it ies.  
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For exam ple, under the Elderly and Disabled waiver program , the Departm ent  of 
Hum an Services (DHS)  Division of Aging Services (DAS)  m aintains a Provider 
Enrollm ent  System  to ver ify that  provider agencies m eet  required licensure and/ or 
cert ificat ion standards to assure that  providers are qualified and able to m eet  the 
service needs of the waiver part icipants pr ior to recom m ending them  to DCH for 
enrollm ent . For providers not  required to be licensed by the Healthcare Facilit y 
Regulat ion Division of DCH (HFR) , DAS verifies adherence to waiver requirem ents. 
DAS uses the Provider Enrollm ent  System  to m onitor and im prove provider 
enrollm ent . Data is collected and analyzed on the length of t im e the provider has 
been in business, licensure verificat ion to conduct  business in the state, standing 
with the offices of the Secretary of State and I nspector General, com pliance with 
state licensing, funding, and regulatory ent it ies associated with enrollm ent  in 
Medicaid and non-Medicaid services, provider enrollm ent  applicat ions, support ing 
docum entat ion, and results of site visits, if applicable. DAS ver ifies, on a periodic 
basis, that  providers cont inue to m eet  required licensure and/ or cert ificat ion 
standards and/ or adhere to other state standards and reports finding to providers 
for rem ediat ion.  
 
HFR m onitors, inspects, and licenses or registers pr im ary health care, long- term  
care, and resident ial child care program s. HFR also cert if ies var ious health care 
facilit ies to receive Medicaid and Medicare funds. HFR ensures that  provider 
facilit ies, services, and program s m eet  state and other m andatory requirem ents. 
HFR prepares reports regarding provider deficiencies in licensure and cert ificat ion. 
These reports are reviewed by DHS provider specialists who are responsible for 
ensuring that  providers m aintain licensure and/ or cert ificat ion and adhere to waiver 
policies and procedures. Addit ionally, DHS provider specialists obtain and review 
inform at ion on providers from  the Office of the State Long- term  Care Om budsm an, 
from  DCH Program  I ntegrity reports, and from  DHS Program  I ntegrity reports. DHS 
provider specialists use this inform at ion to m easure provider com pliance with 
waiver rules and regulat ions. DHS provider specialists provide technical assistance 
and t raining to providers and ensure that  providers develop and im plem ent  act ion 
plans for rem ediat ion and im provem ent .  
 
Front  line waiver staff (case m anagers)  use a checklist  to docum ent  the presence of 
a current  license and com pliance with perm it ted capacity, HFR rules and 
regulat ions, and com pliance with waiver policies and procedures for all enrolled 
providers annually and/ or at  site visits. Non-com pliance is reported to DAS and HFR 
for follow-up, rem ediat ion and resolut ion.  
 
Providers receive ongoing t raining and technical assistance. Waiver program  
specialists and cont racted staff provide t raining to provider staff twice each year. 
The Elderly and Disabled waiver program  Pre-Enrollm ent  t raining sessions are 
conducted by DAS office staff and cont ractors on a m onthly basis. For providers 
who have subm it ted an applicat ion and received a site visit ,  DAS conducts a 
quarter ly New Provider Training session. New Provider Training covers standards 
and HFR rules and regulat ions. Providers with deficiency areas discovered during 
Ut ilizat ion Review (UR)  audits are required to at tend addit ional t rainings. Other 
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events t r igger t raining, including provider change of ownership and the hir ing of 
new em ployees.  
 
Under I CWP,  the CQI  com m it tee conducts on-site hom e reviews of a stat ist ically 
significant  num ber of part icipants (usually 10%  or 60 to 100 random ly chosen 
onsite visits per year) . Perform ance cr iter ia are m easured for service plan goals, 
declines/ im provem ents in part icipant  health status against  I CWP eligibilit y cr iter ia, 
and reassessm ents of required service plans to determ ine needed PSS hours, 
supplies, equipm ent , addit ional services and supports to m eet  service plan goals. 
Deficiencies discovered are com m unicated to appropriate part ies and plans for 
rem ediat ion are developed and im plem ented. The com m it tee m onitors correct ion 
plans and ident ifies opportunit ies for quality im provem ents.  
 
Under the NOW and COMP waivers, agencies provide proof of appropriate licensure 
to HFR prior to being approved as waiver providers. Provider applicat ions are 
evaluated by designated staff in the DBHDD Provider Cert ificat ion Unit .  I f approval 
is recom m ended by the Provider Cert ificat ion Unit , applicat ions are forwarded to 
DCH for final review and approval. 
 
At  the system s level, DBHDD policy requires m ost  direct  service provider agencies 
( i.e., all providers cont ract ing with DBHDD through the division and its regional 
offices, or receiving funding through the division, in an am ount  of $250,000 or 
m ore per year)  to be qualified and appropriately accredited through one of several 
nat ionally recognized accreditat ion agencies ( i.e. JCAHO, CARF, etc) , based on the 
scope of services provided. Departm ent  policy requires all rem aining direct  service 
providers to be cert ified by DBHDD. Providers under accreditat ion are reviewed by 
the accreditat ion bodies at  least  every three years and providers under cert ificat ion 
are reviewed by DBHDD every two years and m ust  be in com pliance with all DBHDD 
core standards before cert ificat ion is granted. Regional DBHDD offices are 
responsible for evaluat ing network providers within their  region. Each region 
reviews provider accreditat ion and cert ificat ion status annually at  the t im e of 
cont ract  renewal.  
 
DBHDD uses a variety of m echanism s that  t r igger reviews of perform ance and 
act ion plans for rem ediat ion and im provem ent . These include part icipant  death 
and/ or ser ious incident  report , failure of a provider to m eet  re-accreditat ion or re-
cert ificat ion, aggregated reviews conducted by support  coordinators that  indicate 
negat ive perform ance t rends, concerns received by DBHDD from  any credible 
source, negat ive results from  DBHDD consum er and fam ily sat isfact ion surveys, 
and/ or failure to m eet  DBHDD core standards during Special Reviews.  
 
Front  line staff ( support  coordinators)  com plete site visit s on all resident ial set t ings 
pr ior to part icipants m oving into any set t ing. Sites m ay not  be occupied unt il all 
requirem ents are sat isfied. Support  coordinators docum ent  and report  to DBHDD 
Regional Offices that  providers are properly licensed or no longer properly licensed 
as a rout ine part  of the support  coordinat ion m onitor ing process.  
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DBHDD and regional staff discuss findings from  the review of various sources. 
Given the findings, staff m ay decide on any num ber of rem ediat ion and quality 
im provem ent  processes. I f ser ious health and safety concerns are ident ified, 
DBHDD, in collaborat ion with DCH, m ay decide to revoke the agency’s provider 
num ber, cease doing business with the agency, and m ove the part icipants to 
qualified provider agencies. I f there are concerns relat ing to paym ent  by Medicaid 
for services not  docum ented as rendered, the inform at ion is forwarded to the 
Program  I ntegrit y Unit  in DCH, which conducts it s own invest igat ion. I nform at ion 
about  the act ivit ies of DBHDD, including provider issues, is shared with DCH at  the 
Joint  Quarter ly Meet ing. DCH m ay request  addit ional inform at ion as necessary. 
To im prove provider perform ance, DBHDD has established a Provider Profile 
System . The Provider Profile System  captures inform at ion about  each provider and 
about  regional provider resources, including the num ber of consum ers served, 
num bers of serious incidents and deaths, cont ract  com pliance, financial status, and 
accreditat ion/ cert ificat ion status. Updates to the system  are m ade m onthly by 
regional offices. This provider profiling system  contains im portant  aggregate 
inform at ion for regions and state decision m akers. Waiver part icipants and their  
fam ilies will soon have access to this inform at ion to assist  them  in decision m aking 
regarding provider choice.  

Increasing Access to Affordable, Accessible and Integrated Housing 

The Housing Coalit ion work group is com prised of representat ives from  the 
Departm ent  of Com m unity Affairs (DCA) , the Departm ent  of Com m unity Health 
(DCH)  MFP project , the Departm ent  of Behavioral Health and Developm ental 
Disabilit ies, and representat ives from  the Departm ent  of Hum an Services Division 
of Aging Services. DCA adm inisters the program s of the Georgia Housing and 
Finance Authority, non-m et ro public housing authorit ies, and other housing 
organizat ions in an effort  to coordinate resources to im prove access to affordable, 
accessible, and integrated housing. While access to hom e and com m unity based 
services has increased, access to housing cont inues to be a m ajor barr ier. The MFP 
dem onst rat ion project  will provide opportunit ies for 618 Medicaid individuals liv ing 
in inst itut ions to reset t le in their com m unit ies. However, the success of MFP is 
dependent  on access to affordable, accessible, and integrated housing. The Housing 
Coalit ion work group will assist  in planning and discussions, needs assessm ent , 
rem oving policy barr iers, developing rental subsidy program s, developing state-
wide referral m echanism s, and increasing access to affordable, accessible, and 
integrated housing for HCBS waiver part icipants, including MFP part icipants.  
 
DCA is tasked with preparing a plan to address Georgia’s affordable housing needs 
using available funds, federal and state, as received through the HOME I nvestm ent  
Partnership (HOME) , Housing Choice Vouchers, Com m unity Developm ent  Block 
Grant  (CDBG) , Em ergency Shelter Grant  (ESG) , and Housing Opportunit ies for 
Persons with AI DS (HOPWA) program s. The Annual Act ion Plan for Consolidated 
Funds (ConPlan)  describes how state, local, pr ivate, and federal resources will be 
used to increase the supply of affordable housing and econom ic opportunit ies for 
low and m oderate incom e Georgians, including Medicaid eligible older adults and 
persons with disabilit ies. The stated prior it ies are:   
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 To increase the access of Georgia’s special need populat ions to a cont inuum  
of housing and support ive services which address their  housing, econom ic, 
health and social needs. 

 To increase the access of Georgia’s older adult  populat ion to a cont inuum  of 
housing and support ive services which address their  housing, econom ic and 
social needs. 

 Future discussion and planning will occur to address specific ConPlan to assist  
Medicaid eligible older adults and persons with disabilit ies t ransit ioning from  
nursing hom es and other state inst itut ions to the com m unity using HCBS 
waiver services. 

 
The Housing Coalit ion work group will work with DCA to expand rental subsidies 
and housing opt ions for older adults and persons with disabilit ies. Working with 
DCA, the Housing Coalit ion partners will undertake planning for the following long-
range and near- term  init iat ives:  
 
Long-range Initiatives 

 Rem ove regulatory barr iers to affordable, accessible housing in Georgia 
o Cont inue im plem entat ion of the Georgia Planning Act  of 1989, through 

the state’s Minim um  Planning Standards, requir ing each jur isdict ion to 
exam ine issues related to the provision of adequate and affordable 
housing (MFP Transit ion Coordinators (TCs)  will be encouraged to 
report  housing needs in their  com m unit ies)  

o Encourage local governm ents to amend zoning ordinances and land 
use cont rols that  create barr iers to affordable, accessible and 
integrated housing 

 Review and discuss ideas of how to address lim itat ions of federal regulat ions 
on the use of HOME funds  

 I m plem ent  recom m endat ions in Analysis of I m pedim ents to Fair Housing 
Choice in Georgia 

 Research the feasibilit y of affordable assisted liv ing projects for frail elder ly 
 Encourage com m unit ies though Com m unity HOME I nvestm ent  Program  

(CHI P)  to target  developm ent  of affordable, accessible and integrated 
housing for older adults and people with disabilit ies.  

 
To im plem ent  long- range init iat ives, Housing Coalit ion partners will work 
collaborat ively through planning discussions and various public processes as 
out lined in the ConPlan Cit izen Part icipat ion and Consultat ion Process.  
 
Near-term Initiatives 

 Work with DCA and m et ro Public Housing Authorit ies to discuss and 
st rategize future plans that  incorporate the following:  

o Expand rental opportunit ies for MFP and HCBS part icipants  
o I m plem ent  and expand perm anent  support ive housing (PSH)  opt ions 
o Expand Housing Choice Vouchers for MFP part icipants (see Appendix 

AA:  Referral for Housing Choice Voucher)  
o Develop MOUs with Public Housing Authorit ies (PHAs)  for rental 

vouchers for MFP part icipants 
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o Create Bridge Subsidy Program s with PHAs 
o I m prove access to exist ing rental assistance program s 
o I ncrease targeted out reach to Medicaid eligible older adults, people 

with disabilit ies  
o I ncrease Housing Educat ion and awareness of Housing Search Tools 
o Expand hom e ownership and hom e m odificat ion program s  
o Expand funding for the Hom e Access (HA)  Program   
o Prom ote hom e ownership for MFP part icipants using vouchers 

Near-Term Strategies and Activities 

Implement and Expand Permanent Supportive Housing Programs (PSHP) 

The purpose of this program  is to produce funding for the product ion of affordable 
rental housing with accom panying support ive services for eligible Hom eless Tenants 
through the allocat ion of federal HOME and State Housing Trust  Fund for the 
Hom eless m onies. I n addit ion, project  based rental assistance (Housing Choice 
Vouchers-HCV)  are available for 100%  of PSHP units occupied by eligible Hom eless 
Tenants within DCA’s HCV service area. To assist  the MFP init iat ive, DCA has 
expanded the definit ion of an eligible Hom eless Tenant  to include an individual who 
has a pr im ary night t im e residence that  is an inst itut ion (e.g. nursing hom es, 
hospitals, I CF/ MRs that  provide an inappropriate residence for individuals that  could 
be bet ter suited for com m unity integrat ion with support  services) . Present ly, 
support ive housing units in Macon and Augusta are also available to MFP 
consum ers. PSH projects under const ruct ion or under review with prelim inary 
com m itm ents include locat ions in Savannah, At lanta, Fort  Valley, Rom e, and 
Colum bus. The total num ber of units com pleted or under const ruct ion is 225 with 
203 units under review.  
 
Expand Low Income Housing Tax Credit/HOME Rental Housing Loan Programs 

Low I ncom e Housing Tax Credit / HOME Rental Housing Loan program s provide 
equity and low interest  loans, respect ively, for  the product ion of affordable rental 
housing. All first  floor units are accessible with 5%  fully adapted for individuals with 
disabilit ies. An addit ional 2%  are set -aside for visually/ hearing challenged. The 
program s are com pet it ively allocated statewide. The 2007 and 2008 Qualified 
Allocat ion Plan, which governs the allocat ion of both resources, includes provisions 
to encourage the set -aside of units for individuals with special needs. Developers 
m ust  provide an agreem ent  with a local service provider(s)  for referral of potent ial 
tenants to the property. Through the MFP init iat ive, greater coordinat ion between 
service providers and project  developers m ust  occur to enhance access to these 
set -aside units by MFP consum ers.  
 
Expand the Housing Choice Voucher (HVC) Programs 

DCA adm inisters allocat ion of Housing Choice Vouchers in 149 or Georgia’s 159 
count ies. To assist  the MFP init iat ive, DCA has reserved 106 Housing Choice 
Vouchers for use by MFP part icipants (see Appendix AA:  Referral for Housing Choice 

Vouchers) .  The tenant -based rental assistance program  assists households to rent  
safe, decent , and sanitary dwelling units in the pr ivate rental m arket . MFP 
part icipants are eligible for the program  because m ost  MFP part icipants do not  have 
incom es that  exceed 50%  of the area m edian incom e as adjusted for fam ily size. 
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The Housing Coalit ion will work with DCA to evaluate alternat ives to encourage 
enhanced access to these voucher resources by MFP and HCBS part icipants. I n 
addit ion, the MFP program  is com m it ted to developing discussions with m et ro PHAs, 
those not  under the auspices of DCA, in an effort  to reach out  to these m et ro PHAs 
for addit ional voucher resources for MFP part icipants. I n consultat ion with DCA, MFP 
com m unity t ransit ion partners and Transit ion Coordinators will approach these 
PHAs to develop plans for allocat ions and prior it ies for MFP part icipants. I n 
consultat ion with DCA and PHAs across the state, the Housing Coalit ion will discuss 
m echanism s that  can be used to develop extensive regional interagency 
coordinat ion and cooperat ion to expand the num ber of available Housing Choice 
Vouchers. MFP TCs will work with housing developers to prom ote the need for very 
low incom e subsidized rental housing opt ions for MFP part icipants. MFP will use 
MMI S data to t rack and report  the num ber of part icipants using Housing Choice 
Vouchers each year during the MFP Dem onst rat ion Project .  
 
Create PHA Partnerships 

Centers for I ndependent  Living (CI Ls)  and Aging and Disabilit y Resource 
Connect ions (ADRCs)  cont inue to play im portant  roles in reset t ling people with 
disabilit ies and older adults in their  com m unit ies. MFP TCs will work with their  local 
ADRCs and CI Ls to develop m echanism s to establish agreem ents with local Public 
Housing Authorit ies (PHAs) . Partnerships will focus on developing rental vouchers 
and will em phasize the need for PHAs to pr ior it ize housing needs for persons 
t ransit ioning from  state inst itut ions and nursing facilit ies (MFP part icipants) , the 
creat ion of wait ing list  preferences for these individuals, and the inclusion of 
addit ional rental vouchers in the PHA Adm inist rat ive Plans.  
 
Create Bridge Rental Subsidy Programs 

Bridge rent  subsidy program  plans will be reviewed to use rental assistance 
resources – such as HOME or funding from  hum an service agencies – to provide 
tem porary rental assistance unt il a person receives a Housing Choice Voucher. 
Plans for br idge subsidies would help MFP part icipants obtain affordable housing 
while they apply for and/ or wait  for a perm anent  Housing Choice voucher. I n 
consultat ion with DCA, Housing Coalit ion work group partners will explore ways to 
work with local governm ents that  receive HOME funds direct ly from  HUD and PHAs 
to (1)  ident ify funds for Bridge Subsidy Program s, (2)  partner with PHAs to develop 
st rong linkages, and (3)  create Housing Choice Voucher wait ing list  preferences for 
persons t ransit ioning from  state inst itut ions and nursing facilit ies (MFP part icipants)  
to be included in the Adm inist rat ive Plan. With plans to work with DCH and PHAs for 
possible adequate supplies of vouchers, MFP part icipants can reset t le and the 
br idge subsidies can cont inue to be recycled am ong MFP part icipants in need of 
rental assistance.  
 
Improve Access to Existing Rental Assistance Programs 

Housing Coalit ion work group partners will work with DCA and PHAs to expand the 
definit ion of “disabled household”  to include unrelated adults with disabilit ies liv ing 
together, extend housing search t im es beyond 120 days, and allow vouchers to be 
used in congregate set t ings, group hom es (with 4 or fewer unrelated adults)  and in 
room m ate situat ions.  
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Increase Housing Education and Access to Housing Search Tools 

The research tool available at  www.GeorgiaHousingSearch.org provides MFP 
part icipants and all Georgians with access to inform at ion about  affordable rental 
housing opportunit ies, including those that  have certain accessibilit y features. I t  
also provides secure, behind the scenes access to addit ional housing inform at ion 
that  would be beneficial to assist  MFP candidates. MFP Transit ion Coordinators 
(TCs)  m ust  part icipate in Confident ialit y Training to gain access to the secure 
sect ions of the site. MFP state staff will work with DCA, local PHAs and other state 
housing program s to educate and inform  about  MFP, the need for affordable, 
accessible and integrated housing and the need for rental subsidies (vouchers)  for 
MFP part icipants.  
 
Expand the Home Access (HA) (Environmental Modification) Program 

The Georgia State Housing Trust  Fund for the Hom eless received a $300,000 
annual increase in the SFY 2007 budget  to expand the HA program  for accessibilit y 
m odificat ions at  owner-occupied hom es in which a person with a physical disabilit y 
resides. MFP supplem ental dem onst rat ion service funding for environm ental 
m odificat ions will augm ent  funding available through the HA program  and expand it  
to serve MFP part icipants. MFP TCs will work with local Centers for I ndependent  
Living (CI Ls)  and Aging and Disabilit y Resource Connect ions (ADRCs)  to assist  them  
in becom ing local cont ract  adm inist rators for the HA program . I n addit ion, the 
Credit  Able Program  ( loan guarantee program )  will be leveraged to fund 
accessibilit y m odificat ions needed by MFP part icipants. 
 
Promote Home Ownership for MFP Participants using Vouchers 

Through the Hom e ownership opt ion of the Housing Choice Voucher (HCV)  
program , MFP part icipants using vouchers will receive inform at ion about  the use of 
voucher paym ents to pay for hom e ownership m ortgages. Through consultat ion, 
discussions and planning with DCA and other local public housing authorit ies 
adm inister ing the HCV program , MFP TCs m ay have the opportunity to prom ote this 
opt ion to MFP voucher recipients. I n addit ion, the CHOI CE opt ion under the Georgia 
Dream  Hom eownership Program  could be used to enhance down paym ent  
assistance for MFP part icipants. 
 
Through long- range init iat ives and near- term  st rategies and act ivit ies, the Housing 
Coalit ion work group partners will collaborate with PHAs and DCA to leverage state, 
local,  pr ivate, and federal resources to increase the potent ial supply of affordable, 
accessible and integrated housing to reset t le Medicaid eligible older adults and 
persons with disabilit ies.  
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B.10 Continuity of Care Post-Demonstration 

This sect ion describes procedures used before, during and at  the end of the 12 
m onth MFP dem onst rat ion to ensure that  MFP part icipants cont inue their  eligibilit y 
for Medicaid HCBS waiver services, including how MFP part icipants enter each HCBS 
waiver program  and how cont inuing eligibilit y is determ ined. This sect ion concludes 
with a descript ion of opt ions that  exist  if the individual no longer qualifies because 
they do not  m eet  nursing facilit y/ inst itut ional level-of-care cr iter ia or do not  qualify 
under Georgia Medicaid financial cr iter ia for com m unity-based waiver services.  
 
MFP will use exist ing Medicaid 1915c waiver services and MFP t ransit ion services to 
help part icipants reset t le in the com m unity. Each MFP part icipant  will t ransit ion into 
a current  HCBS waiver and will receive MFP services in addit ion to the waiver 
services as ident ified in Sect ion,  B.5 Benefits and Services.  MFP part icipants will be 
enrolled into one of the four waivers:  the Elderly and Disabled waiver program , the 
I ndependent  Care Waiver Program  ( I CWP)  or the NOW or COMP waivers. Because 
MFP part icipants will be served through exist ing waivers, procedures and 
m echanism s for service delivery are already in place to ensure that  MFP 
dem onst rat ion part icipants can cont inue to be served under Medicaid HCBS waivers 
after the 365th day of dem onst rat ion services, as long as they cont inue to m eet  
waiver eligibilit y requirem ents. Current  HCBS waivers serve each targeted MFP 
populat ion:  the elderly, persons with physical disabilit ies, persons with t raum at ic 
brain injury, and persons with developm ental disabilit ies or m ental retardat ion. MFP 
part icipants from  these populat ions have resided in an inst itut ional set t ing ( i.e. 
nursing hom e, I CF/ MR)  for a period of at  least  six m onths and have expressed an 
interest  in reset t lem ent .  
 
Cont inuity of care post - t ransit ion will be assured for each dem onst rat ion part icipant  
through each of the following MFP m echanism s:   
 
Transit ion screening—these processes will be adapted to gauge the likelihood of a 
successful t ransit ion for each MFP part icipant . Using the MFP Transit ion Screening 
Form  (see Appendix G:  MFP Transit ion Screening Form ) ,  MFP TCs will gather 
inform at ion about  the candidates background, personal goals, resources, and 
funct ional needs in order to closely m atch the person to the m ost  appropriate HCBS 
waiver. During the screening process, MFP TCs will also ident ify individuals for 
whom  a t ransit ion is either not  feasible or is m edically cont ra- indicated and 
com pare these findings to how far MFP, along with the waiver and state plan 
services, can go to accom m odate the needs of the individual.  
 
Person-Centered Planning Process—will be used to assist  the part icipant  to re-
connect  or to connect  to com m unity resources for the first  t im e. Person-centered 
planning will assist  the MFP TC to help the part icipant  discover what  s/ he wants, 
resources (both personal and com m unity) , and who can assist  them  in term s of 
circles-of-support . This person-centered planning process will ensure successful 
reset t lem ent  and help the MFP part icipant  reconnect  to the com m unity in a m anner 
that  will sustain the part icipant  long after the MFP dem onst rat ion is ended. 
 

Georgia Department of Community Health 
Office of Long Term Care 
Money Follows the Person  - 122 - 



MFP Operational Protocol 
 

The results of person-centered planning will be captured in the I ndividualized 

Transit ion Plan ( I TP)  (see Appendix Q1 and Q2) . MFP TCs will write and im plem ent  
the I TP. The I TP should help reduce the overall t im e needed to m ake a successful 
t ransit ion by ident ifying and rem oving barr iers to reset t lem ent  and by facilitat ing 
assessm ent  and service planning through coordinat ion with waiver staff, waiver 
services, and MFP services to ensure a sm ooth t ransit ion and ent rance into an 
appropriate HCBS waiver. MFP part icipants t ransit ioning out  of nursing hom es or 
I CF/ MRs will receive all State Plan services for which they are eligible and that  are 
appropriate to m eet  their  needs, including m ental health services, non-Medicaid 
federally funded services, State funded program s, and local com m unity funded 
services. The state is not  seeking enhanced m atch for State Plan services provided 
to MFP part icipants. 
 
Qualit y of Life Survey—results of the QoL survey will assist  both the MFP and waiver 
program s to im prove the quality of their  services. The QoL results will help to 
ensure that  evaluat ive findings are used to im prove overall t ransit ion services in the 
state. Long- range, operat ional changes will result  from  QoL findings.  

Services That Continue Beyond the Demonstration 

The state will assure that  HCBS waiver services will cont inue to t ransit ioned 
individuals, as appropriate, beyond the dem onst rat ion period. Transit ioned 
individuals enter ing an appropriate 1915c hom e and com m unity based waiver 
program  will cont inue to receive services as long as they cont inue to m eet  eligibilit y 
cr iter ia. Once t ransit ioned, part icipants will cont inue receiving HCBS waiver 
services, and if appropriate and applicable, Medicaid State Plan services, non-
Medicaid federally funded services, state funded program s, and local com m unity 
support  system s and funding. Ut ilizat ion reviews, consum er input , and 
appropriat ion of funds by the General Assem bly will also im pact  on cont inuat ion of 
MFP services beyond the dem onst rat ion period.  
 
The state considers MFP an opportunity to test  the feasibilit y of cont inuing 
dem onst rat ion and supplem ental services, future inclusion in waivers, and/ or 
addit ion of services to current  HCBS waivers. The state has conceived benchm ark 
# 3 in an effort  to com pare MFP t ransit ion processes to current  t ransit ion processes 
the state has in place. With data collected from  Benchm ark # 3 (and all 
benchm arks)  and the data t racking the state will engage in throughout  the MFP 
dem onst rat ion, the state will be able to m easure the effect iveness of and 
understand how MFP services have im proved the state’s abilit y to reset t le older 
adults and persons with various types of disabilit ies in the com m unity. 
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C.1 Organizational Structure 

Overall authorit y, adm inist rat ion, oversight  and supervision of Georgia’s MFP 
dem onst rat ion program  reside in the Medicaid Division in the Departm ent  of 
Com m unity Health (DCH) , Long- term  Care sect ion.  
 
The MFP Project  Director and Researcher/ Planner are em ployed by DCH. DCH is 
responsible for adm inister ing and im plem ent ing Georgia’s MFP dem onst rat ion 
program  in accordance with the approval of this operat ional protocol by CMS. The 
Project  Director provides direct  m anagem ent  of the MFP project  under the 
supervision of the Director of the DCH Long- term  Care sect ion. The 
Researcher/ Planner perform s com plex and com prehensive research for the MFP 
project  under the supervision of the MFP Project  Director.   
 
A Project  Coordinator,  em ployed by the Departm ent  of Behavioral Health and 
Developm ental Disabilit ies, m anages act ivit ies in DBHDD and serves as a liaison to 
the Project  Director with lim ited responsibilit ies.  
 

Ge orgia ’s  MFP D e m onst ra t ion Orga n iza t iona l Cha rt

Dep art m ent  o f Com m u nit y Healt h

Direct or,  Lo ng  Term  Care

Dep art m ent  o f Com m u nit y Healt h

Proj ect  Dir ect or,

Mone y Foll ows t h e Perso n Dem o nst rat io n

Dep art m ent  o f Com m u nit y Healt h

Researcher / Pla nn er,

Mone y Foll ows t h e Perso n Dem o nst rat io n

Dep art m ent  o f Com m u nit y Healt h
Medicaid  Chi ef

Dep art m ent  o f Com m u nit y Healt h

Com m issioner

MFP St eeri n g Com m it t e e

Dep art m ent  o f Hum a n S ervices
Dep art m ent  o f Be havi oral  He alt h  & 

Devel opm ent al  Disa bilit ies

Dep art m ent  o f Com m u nit y Healt h
Part -t im e Fina ncial  Assist ance

Mone y Foll ows t h e Perso n Dem o nst rat io n
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C.2 Staffing Plan 

Authority for the adm inist rat ion and supervision of the MFP Program  will reside in 
the Medicaid Division of the Departm ent  of Com m unity Health (DCH) , the recipient  
of the MFP grant  award. DCH is responsible for ensuring the grant  is im plem ented 
according to the operat ional protocol design approved by CMS, to include t racking 
expenditures and MOE targets, financial report ing, sem i-annual progress reports, 
and coordinat ion with the nat ional cont ractors for technical assistance and 
evaluat ion. 
 
The MFP grant  funding enables Georgia to further enhance its Olm stead I nit iat ives. 
The state will subm it  a request  for proposal (RFP)  to perform  the dut ies and 
responsibilit ies of MFP Transit ion Coordinators. Transit ion Coordinators will screen 
and assist  those m em bers residing in inst itut ions want ing to t ransit ion by 
ident ifying m em ber’s needs for one- t im e t ransit ion services and hom e and 
com m unity based services necessary.  See sect ion B.2 Benchm arks and B.6 

Consum er Supports for specific details. 
 
The MFP Project  Director and Project  Researcher/ Planner, both em ployees of DCH, 
will be responsible for carrying out  the responsibilit ies residing in DCH and for 
interagency coordinat ion in the im plem entat ion of the program , under the 
supervision of the Director of DCH Long- term  Care sect ion. For resum es and job 
descript ions of project  staff,  see Appendix J1:  MFP Project  Director Resum e and 

Appendix J2:  Resum e for MFP Project  Planner .   

The MFP Project  Director responsibilit ies include:  
 oversees execut ion of the RFP process to hire t ransit ion coordinator 

cont ractor  
 ident ifies appropr iate inform at ion, resources, and technical assistance 

necessary for the awarded cont ractor to com plete assigned tasks 
 provides the operat ional policies and procedures 
 conducts program m at ic reviews and audits, m onitor ing, quality assurance, 

and quality im provem ent  
 reviews and approves the DCH private vendor’s cont ract  deliverables related 

to the dem onst rat ion project   
 m onitors grant  expenditures against  approved lim its  
 provides on-going guidance and project  coordinat ion within DCH and the 

Departm ent  of Hum an Services (DHS)  and Departm ent  of Behavioral Health 
and Developm ental Disabilit ies (DBHDD)   

 reviews part icipant  service plans to ensure program  requirem ents are m et  
 establishes prior authorizat ion lim its 
 sets reim bursem ent  rates 
 perform s ut ilizat ion m anagem ent  funct ions and reviews consum er survey 

data  
 conducts statewide stakeholder forum s. 

The Elderly and Disabled waiver program  is a joint  effort  between DCH and DHS, 
and the Mental Retardat ion waiver program s day- to-day m anagem ent  is a joint  
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effort  of DCH and DBHDD. The I ndependent  Care Waiver Program  ( I CWP)  is 
m anaged by the Long- term  Care sect ion of DCH.  
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C.3 Billing and Reimbursement Procedures 

Pending final cost  and t im e est im ates for system s changes and the availabilit y of 
funding, the Departm ent  of Com m unity Health will determ ine whether claim s for 
the MFP dem onst rat ion will be processed through its exist ing MMI S system  (MFP 
I m plem entat ion Ticket  8720)  or by a m anual process of invoicing ( for process 
detail,  see Appendix I :  MFP Flowcharts and Text  Descript ions) . I rrespect ive of the 
decision, m onitor ing procedures will be in place to ensure against  duplicat ion of 
paym ent  and fraud.  

Addit ionally, DCH will query and check edits and audit  processes for providers of 
services, m em bers’ eligibilit y and lock- in span ( to prevent  overlapping spans) , t rack 
MFP span for enhanced m atch not  to exceed a total of 365 days, and reference data 
( i.e. procedure codes, rates and lim itat ions)  during the adjudicat ion process for 
validat ion to allow claim s to process and pay providers (see Appendix Z:  MFP 

Manual Tracking Database Screens) .  Claim s will either pay as approved, suspend, 
or be denied based on MFP and waiver service reim bursem ent  validat ion processes 
(see Appendix O:  FI  I nvoice to DCH for Paym ent , Appendix S:  Authorizat ion for MFP 

Services, Appendix V:  MFP DCH DHR Vendor I m port  File  and Appendix Y:  

Part icipant  Enrollm ent  Status Change Form ) . 
 
Providers will receive a Rem it tance Advice (RA)  of all claim s status subm it ted and 
processed through MMI S. Financial data for each claim  will be ext racted from  MMI S 
to com plete the MFP financial report ing requirem ents.  
 


