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Washington State’s Money Follows the Person Project
[bookmark: _Toc162525779]Purpose:
The Purpose of this chapter is to educate staff about Roads to Community Living (RCL), what benefits the program has offered to participants and to provide instruction on how to utilize the services through the close of the project.  

Ask an Expert:
· The Project Director for Roads to Community Living is Julie Cope: julie.cope@dshs.wa.gov   
· Any questions regarding RCL can be directed to: DSHSALTSARCLReferrals@dshs.wa.gov 
· Rebecca Kaiser, R1 RCL Enrollment Specialist at rebecca.kaiser@dshs.wa.gov
· Amanda Speck, R2 RCL Enrollment Specialist at amanda.speck@dshs.wa.gov
· Desiree Vallejo, R3 RCL Enrollment Specialist at desiree.vallejo@dshs.wa.gov
· Samantha Dunham, RCL Quality Improvement Specialist at samantha.dunham@dshs.wa.gov
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[bookmark: _Toc162525781]What is Roads to Community Living?
Roads to Community Living (RCL) is a statewide demonstration project funded by a federal “Money Follows the Person (MFP)” grant. The grant was received by Washington State from the federal Centers for Medicare and Medicaid Services (CMS). The purpose of the RCL demonstration project was to investigate what services and supports will successfully help people with complex, long-term care needs transition from an institution to a community setting. 

Services and supports from the RCL demonstration project have proven successful and are being used to shape changes to Washington State’s long-term care system. This will result in more people with complex long-term care needs being able to remain independent or transition from institutional into community settings in Washington State. 

The RCL demonstration project has received approval to extend new RCL enrollments through the end of 2026; the last date for individuals to receive RCL services has also been extended through 12/31/2027. All new ALTSA RCL participants will be enrolled and managed by ALTSA HQ. RCL enrollment procedures for DDA remain unchanged. ALL RCL participants must be disenrolled by 12/31/2027. The grant will be closed out with all expenditures finalized, reconciled, and submitted to CMS by 09/30/2031.  
	
As part of sustainability planning, demonstration and supplemental services that have proven to be useful will be added to the state plan and/or waiver. Those supplemental or demonstration services with low or no utilization will be allowed to sunset with the program. This process has already started and will continue. The goal is to ensure a seamless transition in Home and Community Based Services (HCBS) available in existing state plan and waiver programs once RCL is no longer available.  
 
[bookmark: _What_services_are_][bookmark: _Toc162525782]What services are offered under RCL?  
Participants enrolled in this project have access to:

· All services currently available under the Medicaid State Plans: Medicaid Personal Care (MPC) and Community First Choice (CFC) and 
· Home and Community Services (HCS) and Developmental Disability Administration (DDA) Medicaid waivers (such as COPES)]; and
· RCL demonstration project services; and
· RCL Supplemental Services.

RCL project services are only available to the participant while in the institutional setting and during the project demonstration year (365 days after leaving the facility and residing in a community setting).  

All RCL project services must be authorized by HCS, Area Agency on Aging (AAA), or DDA case managers.  

For DDA: If the person is exiting an RHC, contact the RCL liaison in the DDA region where the person would like to live to determine what services are available.

[bookmark: _Toc162525783]What services are available through RCL for ALTSA Clients?
In addition to qualified services that are also available through state plan and waiver services [e.g. personal care [Individual Provider (IP), CDWA, agency caregiver, Adult Family Home (AFH), and Assisted Living facility (ALF)], Nurse Delegation, Adult Day Health, etc.], the following services are available for RCL participants when indicated in the plan of care and authorized by the case manager.

[bookmark: _Toc162525784]Client Training: Behavior Support Services:  H2019
Behavior Support services are for participants transitioning from institutional to community settings or requiring stabilization while residing in the community in those instances where the authorized Medicaid benefit amount, duration or scope of service does not meet the individual’s needs. To capture this in CARE, choose Client Training in the Treatments screen, indicate Client Training Behaviors Support in the comments and assign to the Behavior Support Services provider in the Supports table.

The behavior support provider will develop a behavior support plan within 30 days of the client’s assessment and provide this to the case manager. The behavior support plan will address things such as:
· Factors that are associated with an individual’s documented or identified behaviors.
· Written strategy of behaviorally specific interventions designed to address those behaviors and promote optimal functioning with recommendations for improving the client's overall quality of life, teaching methods and environmental changes designed to decrease the behaviors that may be impacting the client remaining or transitioning to a community setting.
· Direct interventions with the client to decrease the behavior that compromises their ability to remain in the community. This could include demonstrating and practicing new interventions and skills with formal and informal supports and significant others to support the individual in their community setting. 
· Case Consultation regarding escalating situations.
· Make recommendations for treatment and assisting with making referrals for community behavioral health services 


[bookmark: _Toc162525785]Community Choice Guiding (CCG): SA263
Payment for specialty services which provide assistance and support to ensure the participant’s successful transition to the community and/or maintenance of community living as authorized by HCS and/or AAA staff. CCG services may include, but are not limited to the following:
· Locating and arranging appropriate, accessible housing; including working with local housing authorities and other community resource providers when applicable. A CCG may assist a client with touring AFHs and ALs to determine whether this setting is preferred by the client. 
· When relevant, liaising with and among the client, nursing or institutional facility staff, case managers, housing providers (including AFH providers), medical personnel, legal representatives, formal caregivers, family members, informal supports and any other involved party.
· Necessary assistance to support the client’s community living, including assistance in settling disputes with landlord.
· Educating client on tenant rights, expectations, and responsibilities.
· Assisting client with filling out forms and obtaining needed documentation to aid in maintaining successful community living (forms may include initial and renewal voucher forms, lease agreements, etc.).
· Providing emergency assistance to avoid utility shut-off and/or eviction.
· Assisting client in developing a basic household budget.
· Assisting client with locating and arranging transportation resources to effectively connect with community resources. 
· Assisting client to locate and engage in community integration activities.
· Training or education to client about accessing community settings or health services. 
· Personal skill development for client and/or caregivers related to the individual’s care plan (including adult family home providers).
· Training or education to client about accessing community settings or health services.
· Assisting to find a qualified caregiver.  See additional information in Chapter 7d: COPESNote: CCGs do not have access to Carina but can assist clients with other tasks related to locating a potential IP and guiding the potential IP to CDWA for hiring, when authorized by the case manager.

  NOTE: Services such as pest eradication, janitorial services and packing/moving services must be performed by a contracted provider who holds the Community transition and Sustainability Services (CTSS) contract and paid directly via ProviderOne.  



[bookmark: _Toc162525786]Community Choice Guide Issuing a Payment: Client not Present SA266
Based on a client’s eligibility: 
· Shopping for necessary household goods/items or paying for rental deposits (to include first month rent), utility hookup fees, or rent/emergency rental assistance service when no client is present. This shopping/paying code will rarely be authorized without the accompanying SA263 CCG Services code.
· This service assists clients transitioning out of institutions or when needed to stabilize a client’s community living. 
· This service code is to compensate the provider for the time spent shopping/paying when no client is present. 
· The provider is also reimbursed for the authorized purchases after it is verified the client received the goods or service. Authorization for the item/service is under a separate service code and case managers will process the reimbursement(s) for these one-time goods and services supports to the CCG as timely as possible.  This reimbursement should not exceed 30 days after the CCG has provided an invoice/receipt as proof of the purchase. 
· If the client is present during shopping, SA263 Community Choice Guide should be authorized.

See Resources section for the Community Choice Guide Activity Tracking and Shopping/Paying Tracking forms.  
For more information and guidance related to CCG services, please review COPES Ch 7d pgs 12-13

	
[bookmark: _Toc162525787] Community Transition Services- Items: SA296
Items may include, but are not limited to: 
· Goods necessary to establish a residence such as essential household items and furnishings.
· Goods needed to help stabilize community living for a client. 
· This service code can be utilized at any time during the enrollment and transition period for community transition goods as identified in the CARE plan.
For AFH Settings reference WAC 388-76-10685, and for Assisted Living Settings reference WAC 388-78A-3011 which outline resident unit furnishings in these settings. In the event a residential setting indicates they are unable to provide the required furnishings as outlined in WAC, notify the provider of their requirements as outlined in WAC, and also submit a referral to Residential Care Services (RCS) Complaint Resolution Unit (CRU) to document the provider’s inability to meet residential unit furnishings per WAC. Referrals can be made online  or via phone at 1-800-562-6078

Community Transition Services: SA297            
Services include: 
· Packing assistance
· Moving assistance
· Utility set up fees or deposits
· Non-recurring health and safety assurances such as pest eradication, allergen control and/or one time cleaning.
NOTE: Services such as pest eradication, janitorial services and packing/moving services must be performed by a contracted provider who holds the Community transition and Sustainability Services (CTSS) contract and paid directly via ProviderOne.  



· Rental deposits (all pre-tenancy funds required can be bundled as one deposit, staying within the service code limit)
· Non-recurring rental insurance

Goods & Services:  SA295
For services and supports after the client transitions out of an approved institutional setting which supports community living, use the SA295 service code.  This service code can be used for the purchase of necessary one-time goods or services where the authorized Medicaid scope of service does not meet the client’s needs. This service code should also be used to reimburse a CCG for Trial Visits. Excluded are rental subsidies.
NOTE:  A contract is not required if another payment mechanism is utilized. 
Options include: 
Using a client services HCS P-Card (state issued credit card available to HCS HQ staff); or
Authorizing a contracted provider to pay for rental deposits and community living set-up fees directly and be reimbursed (such as a CCG).
Unit compensation to the contracted provider for issuing payment does not count towards the CTS $5000 limit.  


[bookmark: _Toc162525790]Short-Term Rental Assistance
This supplemental service will cover up to 6 months of short-term rental assistance and associated utility expenses to bridge the gap between transition to the community and when federal, state, or local housing assistance is secured.  

To access this resource, case managers will need to utilize the established process for the ALTSA Bridge Subsidy as outlined in Chapter 5b.  

Emergency Rental Assistance: SA298
ERA is a one-time payment made directly to landlords on behalf of a client who is facing an immediate eviction due to non-payment of rent. As part of the assistance request, clients must demonstrate they are able to pay their rent going forward and maintain their independent housing as a part of their community setting stabilization. This resource should only be requested when there are no other community options to fully or partially meet the need. Please Reference Chapter 5b for additional Housing Resource policy information.

ERA does not include pre-tenancy deposits or move-in costs, including first month’s rent, required at move in. There are other resources that may cover these one-time expenses (e.g., service code SA297).

[bookmark: _Toc162525791]Environmental Modifications- In Home:  S5165 UA
Minor physical adaptations to an RCL participant’s in home setting as authorized in the plan of care to increase health, welfare and safety and provide greater independence. Must be of direct medical or remedial benefit to the participant, including but not limited to:
· Installation of ramps and grab bars
· Widening of doorways
· Modification of bathroom facilities
· Installation of specialized electric or plumbing systems.
· Installation of Assistive Devices
Excluded are adaptations or improvements that are of general utility and are not of direct benefit to the individual (e.g., carpeting, roof repair, central air conditioning, etc.).  See General Utility modifications for more information. Adaptations which add to the total square footage are also excluded.
Note: The Housing Modification Property Release Agreement (Form 27-147) is required for Environmental Modifications completed in residences which are not owned by the client. For more information see Chapter 7d: COPES.

[bookmark: _Toc162525792]Environmental Modifications- Residential:  S5165 UB
Minor physical adaptations to an RCL residential setting as authorized in a participant’s plan of care to increase health, welfare and safety and provide greater independence. Must be of direct medical or remedial benefit to the participant, including but not limited to:
· Installation of ramps and grab bars
· Widening of doorways
· Modification of bathroom facilities
· Installation of specialized electric or plumbing systems.
· Excluded are adaptations or improvements that are of general utility and are not of direct benefit to the individual (e.g., carpeting, roof repair, central air conditioning, etc.). See General Utility modifications for more information. Adaptations which add to the total square footage are also excluded.
[bookmark: _Environmental_Modifications-_Genera][bookmark: _Toc162525793]Environmental Modifications- General Utility Allowance:  S5165 U3
Minor general utility adaptations to an RCL resident’s home as authorized in a participant’s plan of care to increase health, welfare and safety and provide greater independence. Must be of direct medical or remedial benefit to the participant, including but not limited to:
· replacing hot water heaters
· minor roof repairs
· repair of drywall
· Repairs to specialized electric or plumbing systems.Note: The In home Environmental Adaptations General Utility and Repair Property Release Agreement (Form 27-147A) is required for clients who own their home or reside in a family owned home.  





Assistive Technology (Non-CFC):  SA075 U2   
AT Goods and AT Services must be:
1. In response to an assessed and documented need in the Client’s assessment and agreed to by the Client;
2. Authorized by the case manager to be implemented as part of and in accordance with a Client’s service plan;
3. Within the coverage and any specific parameters of the Client’s eligible program; and
4. A one-time AT Good or AT Service (not ongoing) that is not covered by Medicare, Apple Health, other insurances or resources.
AT Goods, including assistive equipment, are adaptive/assistive devices/items that increases a client’s independence or substitutes for human assistance with an ADL, IADL, or health-related task.  

[bookmark: _Hlk113804978]The list of RCL AT covered goods is in alignment with the CFC AT Covered Item List and is updated in the CFC Chapter of the Long Term Care Manual (Chapter 7b).  Further details, to include how to find and AT contracted provider, and limitations regarding this service, are located in the CFC Chapter.  

Technology Support Consultation and Technical Assistance H2014-U9
Technology Support Consultation and Technical Assistance services are for participants transitioning from an institutional stay to community setting. Individuals statewide who want to transition to community setting safely and independently will have access to receiving Technology Consultation and Technical Assistance along with their AT benefit.  

Technology Support Consultation will identify AT that could provide solutions to potential barriers to discharge. The Assistive Technology Provider will evaluate client’s environment and abilities and make referrals for appropriate assisted technology to the case manager. The use of Assisted Technology will support client with ADL’s and or IADL’s to help client’s community setting be more sustainable. 

The participant will receive training and Technical Assistance from ATP to support transition from the institutional setting to their community setting to ensure that they can use they AT to meet their needs. 

To capture this in CARE, choose Other in the Treatments screen, indicate Assistive Technology Supports in the comments and assign to the Technology Support Services Provider in the Supports table.

The Technology Provider will develop a technology support plan with client by consultation with client and provide this to the case manager. The Assistive Technology Provider address things such as:
· Assessment of technology support environment and skill building strategies
· Technology support planning
· Recommendations for maximizing existing technology and incorporating additional technology resources to increase access, engagement, and utilization of assistive technology.
· Case consultation with case managers as well as client and formal or informal caregivers
· Coordinating the purchasing of Assistive Technology
· Installation of Assistive Technology devices and equipment 
· Education and training on incorporating technology use directly with the client 
· Education and training to DSHS staff regarding assistive device utilization, digital literacy, and functional limitation concerns
· Assistance considers site-specific circumstances and culture

[bookmark: _Other_services_available][bookmark: enrolling]Other services available under Roads to Community Living:
· Durable Medical Equipment (See Blanket code lists)
· Spec. Medical Equipment Service/repair: K0739
· Non-Medical Equipment and Supplies: SA421
· Client Training Medical: H2014-UC 
· Client Training Non-Medical: H2014-UD
· Technology Support Consultation and Technical Assistance: H2014-U9
· Non Medical Transportation: T2003
· Technical Assistance:  S5115-U6 
· Wellness Education SA080
· Home Delivered Meals: S5170
· Pantry Stocking: SA420 U1
· Personal Emergency Response System (PERS): 
	Service
	P1 Code

	PERS Installation Fee
	S5160

	PERS standard/basic unit
	S5161

	· Fall Detection add-on service (AT) to PERS standard/basic unit
	S5161 – U1

	· GPS add-on service (AT) to PERS standard/basic unit
	S5161 – U2 

	· Medication Mgmt System add-on (AT) to PERS standard/basic unit
	S5161 – U3



When in doubt, send questions and concerns to: DSHSALTSARCLReferrals@dshs.wa.gov
HQ RCL Staff are happy to help!

Are all of the RCL services available anywhere in the State of Washington?
Some services may be limited according to regional contractor availability. One of the goals of the RCL demonstration project is to help identify and expand contracted provider capacity and resource availability when the services and supports meet the RCL demonstration project criteria.

*If there is a specific client need for a contracted service provider that does not exist in their local area, notify the associated Area Agency on Aging contracts management team of this need.  

[bookmark: _How_do_I][bookmark: _Who_is_eligible][bookmark: _Where_can_individuals]Where may individuals receive services under RCL?
Places where individuals may receive services during the RCL 365 day post transition demonstration period are called qualified community settings. Qualified community settings under RCL include:
· The individual’s owned or leased home or apartment (including Supported Living when the client holds the lease) 
· A home or apartment owned or leased by the participant’s family; or
· Adult Family Home (AFH), Assisted Living Facility (ALF), Adult Residential Care (ARC), and Enhanced Adult Residential Care (EARC). 

[bookmark: _Who_is_eligible_3][bookmark: _Who_is_eligible_2][bookmark: _Toc162525796]Who is eligible for the RCL project?
The RCL demonstration project will transition the last individual onto RCL services on 12/31/2026. The last date for individuals to receive RCL services is 12/31/2027 therefore all RCL participants must be disenrolled by that date. For those RCL participants who may be re-institutionalized during their 365 day post transition demonstration period, they will be allowed to finish the remainder of their 365 day demonstration period on or before the 12/31/2027 project end date. The grant will be closed out with all expenditures finalized, reconciled and submitted to CMS by 09/30/2031.  
Individuals eligible for RCL are:
People of any age with a continuous, qualified stay of 60 days or longer in a qualified institutional setting (hospital, nursing home, ICF-ID); OR
Individuals in a psychiatric hospital with a continuous stay of 60 days or longer who are under the age of 22, or 65 and older.
AND each of the following:
Receiving Medicaid-paid inpatient services immediately prior to discharge, including most of the ACES N group, also known as MAGI (see exceptions below)
Interested in moving to a qualified community setting which includes the following:  In-Home, Adult Family Home (AFH), Assisted Living Facility (ALF), Adult Residential Care (ARC), and Enhanced Adult Residential Care (EARC); 
On the day of institutional transition to begin the 365 day demonstration year, RCL participants must be functionally and financially eligible for waiver or state plan services (or Fast Tracked).

Individuals who are not eligible for RCL are:
Individuals in the L04, L24, N21 and N25 state funded non-citizens medical benefits 
Individuals eligible and transitioning into a designated Residential Support Waiver (RSW) care setting.  
Individuals eligible and transitioning into an Enhanced Adult Residential Care - Specialized Dementia Care Program (SDCP) 
Individuals eligible and transitioning to Private Duty Nurse Adult Family Home setting (PDN AFH)
Individuals enrolled in Program of All-Inclusive Care for the Elderly (PACE). 
Individuals must choose which program is most appropriate to meet their needs.


[bookmark: _Toc162525797]How to request RCL Enrollment for a qualified individual
1. Create an email and send to DSHSALTSARCLReferrals@dshs.wa.gov  including the following client information:
· Client name
· Client ACES ID
· Qualified institutional admission date   
· Individual may be enrolled early for RCL, when the institutional stay is expected to exceed 60 days
· Include any requests for transition planning support (if needed)

After the RCL enrollment request is received and processed, an email reply will be sent with the RCL Participant form attached.  A copy of this form is given to the client and submitted to DMS (Example of RCL participation form is located under the Resources section)

HCS Headquarters staff will complete RCL enrollment procedures, including adding the RCL RAC.

[bookmark: _Toc162525798]Authorizing RCL services for HCS clients 
Once the HCS individual is enrolled in RCL on the RCL Enroll/Disenroll screen, the case worker may authorize pre-transition services while the participant is a resident in the qualified institutional setting:
1. Have the individual or their representative complete the Consent for Services (DSHS 14-012) form, assisting as necessary.
2. Document in the CARE assessment, a SER and/or the Sustainability Goals screen in CARE the service(s) being authorized, and/or the items to be purchased,
3. Following all procedures in the Social Services Authorization Manual, authorize necessary services. List all RCL services on the appropriate screen(s) in CARE. For example, if an individual is authorized RCL Client Training: Behavior Support services, “Client Training/Waiver” should be included in the Treatment screen, choosing the appropriate provider type and frequency on the Provider List.  In the “Supports” screen connect this treatment to contracted Professional Support provider as a paid task.

For RCL services that do not have a distinct treatment, follow this guide as to which treatments to choose:
	RCL Service
	Treatment Screen

	Community Choice Guiding
	Community Integration

	Community Transition Goods & Services to include One Time Pantry Stocking
	Other

	Client Training: Behavior Support
	Client Training/Waiver

	Non Medical Transportation
	Other

	Technology Support Consultation & Technical Assistance
	Other


	
When the participant is approaching a transition date from a qualified institution:
1. Complete the CARE assessment including all transition services authorized and move it to current.  Reminder: an assessment can be moved to Current status with an authorized paid service.  Many RCL participants receive a variety of services to support transition planning and these are authorized prior to personal care starting.  
2. Ensure all services and identified equipment are delivered and in place at the time of transition.
3. Send care planning documentation to the participant and any individuals involved in care planning, as necessary, per instructions in Chapter 3.
4. Follow instructions as outlined in the LTC Manual to obtain approval on the plan of care, send all required documents/forms to the individual/representatives and providers, and complete required documentation of these activities.Tip:  As a best practice, it is helpful for the individual to visit their new setting prior to transition to determine if additional supports or services will be needed. Additional equipment may be identified, or it could be as simple as rearranging items for easier access to prevent falls. 
For example, if a person is returning to their own home after a hip replacement, they may need items in the kitchen moved to a new place so they can reach them without falling when they are home alone (for example, pots and pans that are kept in a low cabinet may need to be relocated). This could include a home evaluation by OT/PT or a home visit with a CCG or other contracted provider.


Upon confirmation of participant’s transition from the institution:
Update the following fields on the RCL Enroll/ Disenroll screen in CARE:
1. Enter the discharge date in the “Actual discharge date” field (this must match with the discharge date on the NFCM screen). 
· Please note: The individual’s 365 day/demonstration year clock does not begin until this field is complete. 

2. The “Projected end date” field will populate with an auto calculated RCL year-end date,
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3. Discharged To (setting type).
[image: Text

Description automatically generated with low confidence]

4. Indicate whether or not the participant is receiving ALTSA Housing resources as part of their transition plan 
Review LTC Manual Ch 5b for more information regarding ALTSA Housing resources
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5. Indicate whether or not the participant is receiving managed Medicaid services (N series or enrolled with a Managed Care plan for apple health benefits). 
Review LTC Manual Ch 22 for more information regarding managed Medicaid services
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6. Create a new entry on the Residence screen with updated address information.

7. On the Care Plan screen, ensure “Roads to Community Living” is the selected program in the “Client chosen program” field.

8. Update the RCL RAC end date.  Ensure the RCL RAC end date matches the “Projected end date” field date from the RCL Enroll/Disenroll screen
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9. Using the 14-443, notify the Public Benefits Specialist of the discharge date from the nursing facility and complete the RCL portions of 14-443, including the RCL 365 day end date, which is located in the RCL Enroll/disenroll screen. (Reminder the RCL 365 day end date needs to match the RCL RAC end date).  For Managed Medicaid participants the RCL Demonstration period is communicated via NFLOC in ProviderOne and documented in the client tab in Barcode under Customer Information Notes.  See Chapter 10: Nursing Facility Case Management and Relocation for more information about the NFLOC screen in ProviderOne.

10. Create the authorization(s) and send a Planned Action Notice
· Note:  Planned Action Notices (PAN) must be completed and provided to the participant and their representative when ALTSA makes a decision regarding eligibility, service, or denial/termination of a provider. The PAN includes information regarding the planned action and appeal rights.

11. As a best practice, it is highly recommended to schedule a joint case staffing between the case worker and AAA/Residential Care Case Manager to facilitate a smooth transition. 

12. Transfer the case to the AAA or Residential Care Case Manager per local policy. Refer to existing Case Transfer Guidelines in Chapter 5 of the LTC Manual. Make sure to note on the Case Transfer form that the individual is an RCL participant and include the projected end date of their 365 day demonstration year as detailed on the RCL Enroll/Disenroll screen and as indicated on the RCL RAC screen.

When in doubt, send questions and concerns to: DSHSALTSARCLReferrals@dshs.wa.gov
HQ RCL Staff are happy to help!

Important note: The case worker should closely monitor all financial letters during the 365 day  RCL demonstration  period. If the participant receives a termination letter, contact the financial worker immediately. Eligibility should not be terminated due to changes in functional or financial status. Participants who were eligible for RCL at discharge are eligible for RCL until the end of their 365 day demonstration service year regardless of change in functional or financial status.






[bookmark: _Toc162525799]Authorizing RCL services for Individuals enrolled in DDA 
While the person is still in the DDA facility, the CRM shall:
1. Determine eligibility for RCL (see the eligibility requirements).
1. If the individual is eligible for RCL, offer RCL as an option for receiving services.
1. Enroll the individual in RCL on the Enroll/Disenroll screen in CARE.
1. Have the individual/representative complete the Participant Information Form, assisting as necessary.
1. DDA staff at the RHC and in the regional offices will work together with the individual/guardian to produce a budget and plan.

[bookmark: _How_much_can]When the participant is approaching discharge from the facility, the DDA CRM shall:
1. Complete the DDA assessment.
1. Following all CARE notification protocols, distribute necessary assessment related documents (PAN, Service Summary, etc.).
1. Notify the financial worker that the individual is an RCL participant on the RCL version of the DSHS 15-345 in Barcode and include the following:
The date of discharge from the institutional setting onto RCL services.
The setting that RCL services will take place (in-home, AFH, etc.).
The new address.
A request to complete the Authorized Representative (AREP) screen in ACES per normal procedures so the CRM can receive the financial letters.
A request that the financial worker open a waiver program in ACES.

Upon confirmation of the participant’s transition from the institution:
Update the following fields on the RCL Enroll/ Disenroll screen in CARE:
1. Actual Discharge Date (this must also be updated on the NFCM screen if discharging from a nursing facility). 
Please note: The individual is not considered to be on their 365 day demonstration period until this field is complete. 
1. Discharged To (setting type).
1. Indicate whether or not the participant is receiving personal care services upon discharge.
1. Indicate if the participant is in the ACES N05 group (check in ACES if you are unsure).
1. Update the Residence screen with the current address information. 
1. Update the Projected End Date for the RCL RAC (it should be 365 days from the Actual Discharge Date; it is not based on the Start Date that was entered for pre-transition services).

Note: The DDA CRM should closely monitor all financial letters during the 365 day demonstration period. If the participant receives a termination letter, contact the financial worker immediately. Eligibility should not be terminated due to changes in functional or financial status. Participants are eligible for RCL until the end of their demonstration service year regardless of a change in status.



[bookmark: _What_if_the][bookmark: _What_if_the_1][bookmark: _Instructions_for_HCS][bookmark: _Instructions_for_HCS_1][bookmark: _How_much_can_1][bookmark: _How_much_can_2]How much may I spend on RCL services?
RCL services can only be authorized for a MAXIMUM of 365 days following discharge from an institutional setting. Services may be used during the demonstration year and are intended to be intensive, if needed, at the beginning of transition, and to lessen over time. Case managers must also plan for services which are necessary for maintenance of community living after the end of the 365 day period.  

Since one of the goals of the project is to promote flexibility and develop individualized and person-centered transition plans, spending guidelines are dependent on the participant’s circumstances and needs. (The DDA Assessment and rates calculator will be used to determine the funding available for individuals enrolled in RCL through DDA.)

When utilizing RCL Services:
· Document in the CARE Assessment, a SER or the Sustainability Goals screen:
· How the services or supports being authorized are of direct benefit to the participant’s successful transition and community living. 
· Ensure services authorized are consistent with needs identified in the CARE assessment.
· The process followed that demonstrates that any equipment purchased is in addition to that supplied by Medicare/Medicaid and does not replace it. 

Follow all purchasing protocols as instructed by headquarters. Note: 
Receipts for all purchases must be included in the participant’s electronic case record (ECR). Attach all receipts/bids to the Packet Cover Sheet (02-615).
Documentation that the participant received the goods purchased must be in the participant’s ECR.
Services can be reauthorized at the end of the Maximum Length of Service included on the Service Code Data Sheet. 
For example, if additional services are needed after authorizing Client Training: Behavior Support services for a three month period of time, three additional months may be authorized.
Service maximums are cumulative for each service per occurrence. For example, if the service limit for a given code is $5000, all the goods purchased over the maximum length of service per the Service Code Data Sheet cannot total more than $5000 without an ETR during a transition.  See Service Code Data sheets for detailed information.

ETR Considerations Personal Care:
HQ ETRs will only be used for additional necessary personal care hours or daily residential rate. 

Community Transition or Sustainability Services: 
If authorizations for a necessary service/item exceed the maximum amount allowable, you must complete a local ETR prior to exceeding the maximum limit. Each region will use their local ETR process for RCL services.
Bathroom Equipment:
Follow all procedures to request bathroom equipment through the ETR process as outlined in the Social Services Authorization Manual.  Please reference bathroom equipment ETR protocol in COPES Ch 7d pgs 22-24

Chapter 3: Assessment and Care Planning has detailed information on the Exception to Rule (ETR) Process.

[bookmark: _Actions_for_HCS,][bookmark: _Toc162525800]Actions for HCS, AAA and DDA to prepare for the end of the RCL 365 day service period   
[bookmark: _How_do_I_1]Approximately 30-60 days prior to the end of the individual’s 365 day service year, the CM/CRM/CNC should check in with the RCL participant and ensure the client continues to be stable in their community setting.  This is an important period of time to determine if the client is in need of any of the RCL package of services prior to the demonstration year ending.  Does the client require an updated assessment? If so, follow usual assessment procedures.  Ensure that any necessary steps are taken in order for the participant to maintain successful community living, including an evaluation of functional and financial program eligibility for services after the participant’s 365 day demonstration period has expired. 

NOTE: The assessment may be moved to Current prior to the end of the 365 day demonstration  period. However, in order to maximize the enhanced match received for RCL services, end date the RCL RAC on the Projected End Date and open the new RAC identifying the on-going service program(s) starting the day after the RCL Projected End Date. The RCL RAC should be assigned for the maximum length of time based on the Projected End date which takes into account any disenrollments and re-enrollments which  pushed the Projected End Date out beyond the original 365 days (You can use a custom tickler as a reminder to change the RAC at the appropriate time).  When ending the RCL RAC and starting the on-going program(s) RAC mid-month, this action may require modifying/splitting of the service payment line, please review P1 Social Services Manual for procedure steps.

At the conclusion of the participant’s 365 day demonstration period, the CM/CRM:
1. Add the Disenrollment Date to the RCL Enroll/Disenroll screen in CARE.
2. Indicate “Has completed 365 day RCL participation period” as the Disenrollment Reason in CARE
[image: A picture containing diagram
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3. Amends the end date of the RCL RAC (HCS 3100 or DDA 3701) and adds the on-going applicable state plan/waiver HCBS RAC the individual is eligible to receive based on functional and financial eligibility (see Note above).  
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4. Follow instructions as outlined in Chapter 3: Assessment and Care Planning to obtain approval of the plan of care, send all required documents/forms to the individual, representatives and providers (including PANs), and complete required documentation of these activities. 

5. For Classic Medicaid participants, Notify the PBS on a DSHS 14-443 (for HCS/AAA) or a DSHS 15-345 (for DDA) in Barcode and include:  
1. The date of the disenrollment from RCL services.
1. The program the participant is functionally eligible for (state plan/Medicaid waiver), and this program start date.  
1. The setting of the services (in-home, AFH, etc.).
1. Update the address, if necessary.

For individuals who are managed Medicaid and enrolled with a Managed Care Plan (also known as the MAGI, ABP or MCS group), additional steps must occur as part of transition planning for the end of the RCL 365 day service period.
1. 90 days prior to the end of the 365 day demonstration year, begin pursuing a disability determination, if enrolling the individual onto a waiver program (i.e., COPES, New Freedom, Basic +, Core, Community Protection, or CIIBS) or prepare to transition the client to  ABP-CFC only.
1. 60 days prior to the end of the 365 day demonstration year: If the RCL client is utilizing waiver services or is wishing to access Waiver services after RCL expires, assist the client with submitting a LTSS application for a financial determination of waiver services (i.e., COPES, New Freedom, Basic +, Core, Community Protection, or CIIBS).
1. 30 days prior to the end of the 365-day service period, the case worker should review eligibility status with the Public Benefits Specialist.

Public Benefits Specialists must follow instructions as outlined in the Apple Health Medicaid Manual.


[bookmark: _Toc162525801]What are the case worker’s responsibilities with the RCL program?
HCS/AAA: Once a participant is enrolled in the RCL program, the case worker provides primary case management, including the authorization of RCL services.  

DDA: The designated CRM and regional RCL liaison will continue to work collaboratively throughout the duration of the grant process. The assigned CRM will assume primary responsibility for requesting waiver approval and authorizing waiver services for eligible individuals at the end of the first year of grant participation.

How often do I need to assess the participant?
As outlined in Chapter 3: Assessment and Care Planning, the CM/CRM/CNC will use professional discretion to determine if an updated assessment is needed during the course of the client’s 365 day RCL service year.  The Annual assessment will likely be completed within the RCL service year.  A general check in with the client within 60 days prior to the end of the RCL 365 day service year is recommended to plan for the transition onto waiver or state plan services when the RCL services end. 

If a participant needs to be re-admitted into an institutional setting:
For nursing facility admissions, follow all protocols in the Ch 10 Nursing Facility Case Management and Relocation chapter (making sure to update the NFCM screen in CARE with the admit date and facility name). For other institutional admissions (acute care hospital, State Psychiatric Hospital etc.) please note the following:
· For an institutional stay less than 30 days, do not disenroll the participant (the RCL 365 day service period continues uninterrupted) and do not end date the RCL RAC.
· Keep services which will support the RCL enrollee’s return to the community in place.  This could include Community Choice Guide services and Client Training Services.  
· For an institutional stay greater than 30 days, the participant must be disenrolled in CARE following all disenrollment procedures:
1. Record the Disenrollment Date and Reason
The Disenrollment Date is the date of re-admission to the institution once the stay has extended beyond 30 days (backdating to accurately reflect the readmission date is acceptable).
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Choose “Reinstitutionalized for greater than 30 days” in the Disenrollment Reason field of the RCL Enroll/ Disenroll screen in CARE.
Choose from the drop down the reason the participant was reinstitutionalized.

A client can be immediately re-enrolled to access RCL services to support their transition and return to the community.  This will ensure the client can access the remainder of their RCL demonstration period. The RCL RAC can be extended to reflect the ongoing RCL services which will support this transition.


When in doubt, send questions and concerns to: DSHSALTSARCLReferrals@dshs.wa.gov
HQ RCL Staff are happy to help!

[bookmark: _What_is_the_1]What is the procedure for RCL participants who have received services but who choose not to receive personal care services in the community?
In order for participants to remain on the RCL program for the full 365 days post institutional transition, they must accept an RCL paid service from the RCL community transition and sustainability package of services.  For those participants who choose to decline all paid services in addition to declining personal care services, follow the Termination of Services guidelines and procedures as outlined in Chapter 5: Case Management.  In addition, update the RCL screen to formally disenroll the participant from RCL on the RCL Enroll/Disenroll screen in CARE following all disenrollment procedures.  

[bookmark: _Can_RCL_participants_1]Can RCL participants choose not to participate in the RCL project?
HCS/AAA: Yes. When a participant or their representative wants to withdraw from the RCL project, work with the participant to resolve issues, if possible. If the participant still wishes to disenroll in RCL but wants to continue to receive state plan or waiver services, a CARE assessment and financial eligibility determination must be completed to establish the participant’s eligibility for the appropriate Medicaid waiver or state plan program.  

DDA: Yes. If a participant wishes to withdraw from the project, they may return to an RHC that has a vacancy. The participant may request to return to the same living unit if it is available.

RCL services for all participants must end by day 366 (on or before day 365). At that time, they must be transitioned to the waiver or state plan services available to them based on their financial and functional eligibility.  

[bookmark: _How_do_I_5][bookmark: _Toc162525802]How do I disenroll an RCL participant? 
An RCL participant is an individual who moved out of an institution on the RCL program and started their 365 day demonstration year. An RCL participant must be disenrolled when they:
a. Reach the end of their RCL 365 day participation period
b. Return to an institution for longer than 30 days (they can re-enroll later to utilize the days remaining in their 365 day service year)
c. Move out of state (an RCL participant moving to a state with an MFP grant may be eligible to enroll in that state’s MFP program. Click here for a current list of MFP states/Project Directors.)
d. No longer want the service(s) 
e. Deceased
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1. Enter the Disenrollment Date on the RCL Disenroll screen in CARE
1. For participants who returned to an institution for greater than 30 days, use the admission date (backdate)
1. For participants who died while on RCL, use the date of death
1. For participants who reach the end of their service year, the date should not extend beyond the 365 days of RCL eligibility. (The day of discharge is Day 1; the disenrollment date must be on or before the “Projected End Date” on the RCL Enroll/Disenroll screen in CARE.)
2. End date the RCL RAC and select the applicable Medicaid waiver or state plan RAC based on the individual’s functional and financial eligibility (no payment correction is necessary if the individual discharged onto the RCL program and was receiving RCL services).
3. Send the participant a Planned Action Notice updated with approved on-going program(s). 
4. Notify the Public Benefits Specialist using Form 14-443 (HCS/AAA) or a DSHS 15-345 (DDA) in Barcode and include: 
1. The date of the disenrollment from RCL services.
1. Which program the participant is functionally eligible for (state plan/waiver) and the start date for this new program (if applicable.)

[bookmark: _What_is_the_2]What is the process to re-enroll a participant who has been disenrolled for a reason other than completing their 365 days in the community?
Note regarding reenrollments: 
A new 60 day length of stay is not required.
A new Consent form (14-012) does not need to be signed by the individual.

1. If the participant was disenrolled due to returning to an institution for greater than 30 days:
1. Prior to authorizing any transition services, create a new enrollment on the RCL Enroll/Disenroll screen in CARE by clicking on the “plus (+) button.
1. The Enrollment date can be as early as one day following the Disenrollment Date if transition planning begins immediately, or it can be as late as the same day as the subsequent Actual Discharge Date if no transition services were utilized.
1. Re-enrollment restarts the RCL “clock”, recalculating the Projected End Date.
1. This process can be followed as needed throughout the participant’s RCL service year until there is no time remaining on the RCL “clock”:
Complete SER note of the re-enrollment.
Upon transition, follow all other instructions regarding transitioning from the institution including entering all the required information on the Enrollment screen and NFCM screens in CARE.


[bookmark: _Can_clients_who][bookmark: _What_are_the][bookmark: _Can_HCS_or][bookmark: _When_and_how][bookmark: _What_about_Contracting?][bookmark: _Toc162525803]What about Contracting? 
All LTC contracts are executed through the AAA unless other local agreements are in place that state otherwise. RCL services are contracted utilizing the same procedures as other client service contracts. Obtain a list of current contracted providers from your local AAA office. Notify your regional ALTSA HQ Resource and Development team member and/or local AAA Contract Managers if you find there is a network capacity need for contracted providers in your area. 

For DDA contracts, refer to the DDA RCL Coordinator with questions. 


Note: In addition to specific contracted duties, each provider is responsible for reporting any instances of abuse, neglect, or exploitation of a vulnerable adult or child.
[bookmark: _Possible_Information_to][bookmark: OLE_LINK3][bookmark: OLE_LINK4][bookmark: rules] 
[bookmark: _Frequently_Asked_Questions][bookmark: faqs]Note: All IPs must be currently employed with Consumer Direct Care Network (CDWA) before becoming a paid provider for a participant who is being served in the RCL project.  
[bookmark: _Can_RCL_Participants]
[bookmark: _How_is_the]How is the project evaluated?
The Centers for Medicare and Medicaid Services (CMS) requires regular reports on RCL participants in their demonstration year.  In addition, CMS evaluates grantees semi-annual reporting to monitor progress and identify challenges and improvement opportunities with participating state’s MFP programs. 


[bookmark: _How_do_I_][bookmark: provider][bookmark: casemanagement][bookmark: _How_much_can_][bookmark: _Toc162525804]Resources
Information about the Money Follows the Person RCL Project 

Public website: Roads to Community Living (RCL) | DSHS (wa.gov)
Federal website: Money Follows the Person | Medicaid

WAC 388-106-0250-0265

RCL Enrollment Form (managed by HCS HQ)  		

		

[bookmark: _Hlk142303466]Client Services Purchasing Card Process (HCS Only):

		

DMS Packet Cover form:




[bookmark: _Toc525727017][bookmark: _Toc525727117][bookmark: _Toc528758284][bookmark: _Toc528759432][bookmark: _Toc528760027][bookmark: _Toc20407396][bookmark: _Toc162525805]

Revision History
	DATE
	MADE BY
	CHANGE(S)
	MB #

	4/2024
	Julie Cope
	· Included form of 27-147A for General Utility and Repair Allowance.  
· Added Description of Technology Support Consultation and Technical Assistance service (H2014 U9)
· Added Service Code Data Sheet links for Pantry Stocking (SA420-U1)
· Included additional direction for NFLOC communication for RCL enrolled participants of MAGI or MCS Medicaid programs into ProviderOne.

	

	11/2023
	Amanda Speck
	· Clarification on SA266 Purchasing and CCG reimbursement timeliness. 
· Included additional service information for: Trial Visits, Pantry Stocking & Non Medical Transportation
· Amendment of SA297, SA296 and Environmental Modification service code purchase limits without ETR.
	

	08/2023
	Stephanie VanPelt 
	· [bookmark: _Hlk142327462]Added Emergency Rental Assistance information
· Added P-card information and guide
· Added Environmental Modification General Utility Allowance information
· Updated RCL project dates
· Updated DMS packet cover form 02-615
	H23-071

	09/2022
	Stephanie VanPelt
	Included RCL Referral shared email box
Removed detailed description of RCL eligible settings. 
Updated RCL enrollment/disenrollment instructions to reflect CARE Web migration
Aligned RCL case management and transfer procedures with the State Plan and Chapter 5.
	H22-042

	5/2022
	Stephanie VanPelt
	Extended RCL Project through 12/31/2026
	H22-028

	06/2021
	Stephanie VanPelt
	· Updated RCL qualified and unqualified community settings.
· Updated RCL eligibility criteria from 90 days to 60 days continuous qualified institutional stay.
· Addition of Residential Unit Furnishings WACs and guidance
	H21-050

	03/2021
	Stephanie VanPelt
	· The RCL  project has been extended through 12/31/2022 
· Updated language in the eligibility section to reference the state funded non-citizens medical benefit instead of the acronym AEM and updated language related to PACE program

	H21-018


	8/2020
	Stephanie VanPelt
	Updated RCL Expert Contact information
Clarified Services available to RCL Participants
Added CCG Tracking Forms in Resource Section
	H20-031
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Transforming lives

This form is used by the case worker to submit final invoice(s) and/or receipts to the Hub Imaging Unit (HIU)
for imaging. Final invoices and receipts submitted after an authorized service is complete must be included in the
client’s electronic case record (ECR).

Complete all fields, selecting the RAC / funding source associated with the final invoice or receipt(s) you are
submitting. Note: The quote and the delivery verification are not the final invoice. Follow your local office’s policy
regarding quote, delivery verification, internal request documents, fax cover sheets, etc.

Include with the final invoice or receipt(s), all supporting documents including, but not limited to, the following:

¢ Recommendation from the client’s healthcare provider for authorized medical equipment and supplies or from a
professional evaluation for assistive technology.

e The Therapy Evaluation for Bed Transfer / Positioning Device Form used for bed rails.

e Denial from insurance of covered medical equipment or supplies, if required, and the denial is not available in
ProviderOne.

¢ A signed Housing Modification and Property Release form and drawings or other documentation for an
authorized environmental modification.

Client’s Name ACES ID Authorizing Case Manager's Name
Check RAC / Funding Source Check RAC / Funding Source
] Community First Choice (CFC) ] Washington Roads
[] CFC Ancilla_ry Services (use.d.for Residential [] Com_munity Transition and Sustainability
Support Waiver (RSW) Recipients Services
] COPES Waiver ]
] Roads to Community Living (RCL) ]

Definitions

e Delivery verification: A document from a delivery company showing a delivery was completed to a specific
address. It does not include a description of the contents of the box or the rate of the item.

¢ Invoice: A document verifying the item or service was delivered or performed as agreed. It must include the
final, actual price of the item or service. The authorization is finalized and the status changed to “approved”
based on the final invoice. The invoice amount may or may not be identical to the quote (see additional
information below regarding purchases using a third-party purchaser).

¢ Receipt: A document acknowledging that an entity has received money in payment following a sale of goods or
provision of a service. All receipts must include the date of purchase and the final sales price.

e Purchases made by a third-party purchaser (e.g., Community Choice Guide): The authorization is created
based on the anticipated total amount of the purchase. The purchaser does not submit a quote. The receipt is
used to finalize the authorization, including changing the status to Approved and it becomes part of the client’s
ECR. The rate the authorization is created in Reviewing status will likely vary from the final, actual rate of the
authorization in Approved status.

¢ Quote: The vendor’s agreement to provide the item or service and the anticipated price prior to the delivery of
the item or service. An authorization is created in Reviewing status based on the quote (see additional
information regarding purchases from a third-party purchaser).

PACKET COVER SHEET - SOCIAL SERVICES
DSHS 02-615 (REV. 02/2023)






image3.emf
27-147A FINAL.pdf


27-147A FINAL.pdf
ﬂii( Departnent of Sl In-Home Environmental Adaptations General Utility

& Health Services

R —— and Repair Property Release Agreement

To be completed for modifications to the residence of individuals enrolled in an Aging and Long-Term Support
Administration (ALTSA*) program, including the installation of necessary equipment, that directly affects the interior or
exterior of the dwelling. This form must be signed before work begins.

CLIENT'S NAME CLIENT’S PROVIDERONE ID CASE MANAGER’S NAME CASE MANAGER’S EMAIL

CLIENT’S RESIDENCE ADDRESS (WHERE REPAIR WILL TAKE PLACE) (INCLUDE CITY, STATE, AND ZIP CODE)

PROPERTY OWNER’S NAME PROPERTY OWNER’S PHONE PROPERTY OWNER'’S EMAIL

PROPERTY OWNER’S MAILING ADDRESS (IF DIFFERENT THAN RESIDENCE CITY STATE  ZIP CODE

1. General Utility and Repair Allowance: Minor general utility adaptations to a resident’'s home as authorized in a
participant’s plan of care to increase health, welfare, and safety and provide greater independence. Must be of
direct medical or remedial benefit to the participant, including, but not limited to:
¢ Replacing hot water heaters
e Minor roof repairs
e Repair of drywall
e Repairs to specialized electric or plumbing systems

Note: When the General Utility Allowance is used along with Environmental Modifications, this document
does not substitute for DSHS form, 27-147.

2. The General Utility and Repair to be installed / completed is:

Who will be responsible to complete the General Utility or Repair?

a. [] Alicensed and bonded contractor with a current DSHS contract (See Sections 1 and 2 below).

b. [] Property Owner / Manager (See Sections 2 and 3 below).

c. [] Client/ Legal Representative (including work completed independently, or if a contractor is paid using private
funds (See Sections 2 and 3 below).

1. Work Performed under this agreement by a DSHS contracted provider (See Sections 1 and 2a above)

e The owner / manager reserves the right to approve the quality of finished work, and will be notified upon

completion. Any complaints must be forwarded to Insert Case Manager's Name within 10 calendar days of
notification by the client’s case worker of completion of work.

e Any defects in workmanship or materials must be reported within one year from the date of completion or as
specified in state law.

2. Work Performed under this Agreement by an entity other than a DSHS contracted provider
(See Sections 2b or 2c above)

| release DSHS / ALTSA or AAA from all liability, and waive all claims, related to injuries or property damage
related to installation or use of equipment or modifications paid for in whole or in part DSHS / ALTSA or
AAA. Further, | will defend, indemnify, and hold harmless DSHS / ALTSA or AAA for any claims by third
parties relating to the installation and use of the equipment. | am requesting this modification or installation
of this equipment at my own risk, | understand all risks involved, and am voluntarily undertaking the
responsibility of this project.

| understand that this means that | cannot sue DSHS / ALTSA or AAA, and that | may be held responsible
for any injuries caused by this project or the use of this equipment.

IN-HOME ENVIRONMENTAL ADAPTATIONS GENERAL UTILITY AND REPAIR PROPERTY RELEASE AGREEMENT Page 1 of 2
DSHS 27-147A (03/2024)





3. All Work Performed under this Agreement (See Sections 1 and 2 above)

The modification or installation of equipment is a reasonable accommodation for the client (listed above, per Fair
Housing Standards). The modification or installation of equipment being proposed to the client’s residence is
necessary to ensure the client’s health, welfare, and safety and to enable the client to function with greater
independence.

The property owner / manager agrees that:
e State funding for equipment or modification will only be utilized as authorized by the client’'s case worker.

e The property owner will be responsible for all testing, maintenance, or repairs necessary prior to, during, or after
work performed. Examples include, but are not limited to:

o Mold testing and remediation.

o Asbestos testing and abatement. Abatement can include either removal or encapsulation of asbestos.

o Repairs required due to water or pest damage.

o General repairs that would benefit anyone residing in the house that are not specific to the client’s condition.

e The client, DSHS / ALTSA or AAA will not be required to restore or repair the property when the client vacates,
including if the client takes portable equipment with them when they move. Examples of portable equipment
include, but are not limited to, a track lift system or a portable metal ramp if steps were left intact below the ramp.

By signing below, | acknowledge that | fully understand and agree to the above terms.

PROPERTY OWNER / CLIENT'S SIGNATURE (REQUIRED) DATE

A photocopy of this agreement shall be considered as valid as the original.
Only DSHS / ALTSA can modify this form.

* All references to “ALTSA” includes both Home and Community Services (HCS) and the local Area Agency on Aging
(AAA).

IN-HOME ENVIRONMENTAL ADAPTATIONS GENERAL UTILITY AND REPAIR PROPERTY RELEASE AGREEMENT Page 2 of 2
DSHS 27-147A (03/2024)
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RCL Enrollment - BLANK.pdf
Client Name: ACES ID:

Washington State Department of Social and Health Services

Roads to Community Living Tra n Sfo rm I n g

Participant Information and Enroliment IveS

Roads to Community Living (RCL) is a statewide, demonstration project funded by a “Money
Follows the Person” grant. The grant was received by Washington State from the federal
Centers for Medicare and Medicaid Services (CMS). The purpose of the RCL demonstration
project is to investigate what services and supports will successfully help people with complex,
long-term care needs transition from an institution to a community setting.

You meet eligibility criteria and have been enrolled into this program effective the date you
left the nursing facility or hospital.

Please read this Roads to Community Living (RCL) Participant Information form carefully. We
would like you to understand what RCL is, what will happen during the project time period,
and what it means for you. Your participation is voluntary and does not take away any of your
legal rights.

As part of RCL, you understand you may get extra services to assist you:

e Develop a transition plan that outlines the services and supports you will need to
move and live in the community.

o Some of these services and supports will come from existing state programs.

o Additional services and supports that are not currently available through
existing programs may be authorized and funded by Roads to Community
Living (RCL).

e Resolve concerns, questions or problems that could delay you from safely moving to,
or remaining in, the community. This includes finding solutions if unforeseen
difficulties arise while on RCL.

e Choose which service and support options available through the project work best
for you.

e Identify and help plan for possible risks the move may present to you.

As part of the Roads to Community Living project you will:

e Be able to provide feedback and evaluation of the project before, during, and after
the project.

e Become part of Roads to Community Living for one year, beginning on the date you
leave the facility.

e Transition to the DSHS/ALTSA services for which you are functionally and financially
eligible when the project period ends.
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Financial and eligibility considerations:

e You will not receive any money for participating in the Roads to Community Living
project.

e As with other Medicaid programs, the following rules apply to RCL:

o Financial participation
o Medicaid eligibility
o CARE Assessment
o Fair hearing rights (with the exception of RCL services which end at the
conclusion of the project period)
Confidentiality:

e Your identity in this project will be confidential and your records will be kept private
as far as permitted by law.

e Although the results of the Roads to Community Living project may be published,
your name, or any other identifiable references to you, will not be included without
your explicit consent.

e Any records obtained as a result of your participation in the Roads to Community
Living project may be reviewed by Department of Social and Health Services (DSHS)
or other governmental agency representatives, such as the Center for Medicare and
Medicaid services or any of their contractors for the project.

If you decide to opt out of the Roads to Community Living project prior to the end of the
project year:

e Services or supports funded by the Roads to Community Living project may end.

e If you decide not to continue in the project, please contact the Systems Change
Specialist or your assigned case manager as soon as possible to let them know of
your decision.

e If we do not hear from you, you will remain on the RCL program for the full project
period.

Project Contact Information:

Roads To Community Living Enrollment Specialist: Julie Cope Phone: 360-725-2529
Email: Julie.Cope@dshs.wa.gov

Case Manager: Phone:
Email:

\% 5 Client Name:

4
% copmun™® ACES ID:





		Client Name: 

		CID: 

		Specialist Name: Julie Cope

		Specialist Phone Number: 360-725-2529

		Specialist Email: Julie.Cope@dshs.wa.gov

		CM Name: 

		CM Phone: 

		CM Email: 
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Overview

Client Services Purchasing Card 

		

		The Client Services purchasing card (P-Card) is a purchasing resource that may be used to procure Community Transition Services which are defined as non-recurring goods or services necessary to assist individuals establish, resume, or stabilize a home or community-based setting. This P-card will be utilized when all other methods of payment or authorizations have been exhausted and can only be authorized and approved by HCS Headquarters Staff.







HCS Case Manager: 

		

		The case manager works with the client to identify, and document needed goods and services.  After all other payment methods have been exhausted, the case manager may send a P-Card request to DSHSALTSARCLREFERRAL@dshs.wa.gov for HQ review and include the following information:  

· Client Name

· ACES ID

· Describe the good or services necessary to support the client.

· Identify why other payment methods cannot be used.

· Provide the date(s) of the service or good procurement.

· Attach quotes or bids for the goods or service. 

· Confirm supervisory approval for State Funded Service package use (WA Roads)

The Case Manager ensures that all client services are documented in the CARE assessment and assigned in the supports screen.    

After HQ authorizes the goods/services with the P-Card, the Case Manager verifies that services were received by the client and documents this action in a SER. 



Note: Purchases made with P-Card are included within the total limits available by HCBS Program or Service Package (RCL, CFC, COPES, WA Roads, etc) and are therefore subject to Exception to Rule/Policy.  





HCS Headquarters: 

		

		HQ Staff will maintain a purchasing log and submit all required documentation to the Card Custodian and will send service receipt(s) to the Electronic Client Record. HCS HQ Staff will:

1. Provide consultation and P-Card determination prior to authorization. 

2. Completes purchasing transaction with Vendor using P-Card information.

3. Creates authorization in P1 selecting “Reviewing” as the business status. 

a. Authorizes the service using the appropriate code: SA635, SA637, SA638. 

b. Moves Authorization to Approved status once service invoice has been received.
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