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Waiver Service Definitions Extracted from Waiver Application Amended May 1 2007

Support Coordination:

Support Coordination – Support Coordination shall mean case management services that assist the enrollee in identifying, selecting, obtaining, coordinating, and using both paid services and natural supports to enhance the enrollee’s independence, integration in the community, and productivity as specified in the enrollee’s plan of care.  Support Coordination shall be person-centered and shall include, but is not limited to, ongoing assessment of the enrollee’s strengths and needs; development, evaluation, and revision of the plan of care; assistance with the selection of service providers; provision of general education about the waiver program, including enrollee rights and responsibilities; and monitoring implementation of the plan of care and initiating individualized corrective actions as necessary (e.g., reporting, referring, or appealing to appropriate entities).  It shall also include at least one face-to-face contact with the enrollee per calendar month.  If the enrollee receives a residential service, the Support Coordinator shall have at least one face-to-face contact with the enrollee in the enrollee’s place of residence each quarter.

Support coordinators shall be responsible for ongoing monitoring of the provision of services included in the individual's plan of care.

Support coordinators shall initiate and oversee the process of assessment and reassessment of the individual's level of care and the review of plans of care at such intervals as specified.

Respite:

Respite – Respite shall mean services provided to an enrollee when unpaid caregivers are absent or incapacitated due to death, hospitalization, illness, or injury, or when unpaid caregivers need relief from routine caregiving responsibilities.  Respite may be provided in the enrollee’s place of residence, in a Family Model Residential Support home, in a Medicaid-certified ICF/MR, in a home operated by a licensed residential provider, or in the home of an approved respite provider.  The Respite provider may also accompany the enrollee on short outings for exercise, recreation, shopping or other purposes while providing respite care.

An enrollee receiving residential services (i.e., Supported Living, Residential Habilitation, Medical Residential Services, or Family Model Residential Support) shall not be eligible to receive Respite as a service.  The cost of room and board shall be excluded from Respite reimbursement if Respite is provided in a private residence.  Respite shall be limited to a maximum of 30 days per enrollee per year.

Providers who receive the per diem reimbursement rate for Respite shall be responsible for the cost of any Day Services needed while the person is receiving Respite services.

An enrollee receiving Respite shall be eligible to receive Individual Transportation Services.

FFP will not be claimed for the cost of room and board except when provided as part of respite care furnished in a facility approved by the State that is not a private residence.

Respite care will be provided in the following location(s).  (Check all that apply):

   X   
Individual's home or place of residence

   X   
Family Model Residential Support

        
Medicaid certified Hospital

        
Medicaid certified NF

   X   
Medicaid certified ICF/MR

       
Group home 

   X   
Licensed respite care facility

   X  
Other service definition (Specify): 

   X  
Home operated by a licensed residential provider
   X  
Home of an approved respite provider
Residential Habilitation:

Residential Habilitation – Residential Habilitation shall mean a type of residential service having individualized services and supports that enable an enrollee to acquire, retain, or improve skills necessary to reside in a community-based setting including direct assistance with activities of daily living (e.g., bathing, dressing, personal hygiene, eating, meal preparation), household chores) essential to the health and safety of the enrollee, budget management, attending appointments, and interpersonal and social skills building to enable the enrollee to live in a home in the community.  It also may include medication administration as permitted under Tennessee’s Nurse Practice Act.  The Residential Habilitation dwelling may be rented, leased, or owned by the Residential Habilitation provider and shall be licensed by the State of Tennessee.  The Residential Habilitation provider shall provide personal funds management as specified in the plan of care.  Therapeutic goals and objectives shall be required for enrollees receiving Residential Habilitation.  The Residential Habilitation provider shall oversee the enrollee’s health care needs.

A Residential Habilitation home shall have no more than 4 residents with the exception that homes which were already providing services to more than 4 residents prior to July 1, 2000, may continue to do so.

The Residential Habilitation provider shall be responsible for providing an appropriate level of services and supports 24 hours per day during the hours the enrollee is not receiving Day Services or is not at school or work.

With the exception of transportation to and from medical services covered through the Medicaid State Plan/TennCare Program, transportation shall be a component of Residential Habilitation and shall be included in the reimbursement rate for such.  With the exception of Individual Transportation Services necessary for Orientation and Mobility Training or Behavioral Respite Services, an enrollee receiving Residential Habilitation shall not be eligible to receive Individual Transportation Services.

Reimbursement for Residential Habilitation shall not be made for room and board or for the cost of maintenance of the dwelling, and reimbursement shall not include payment made to members of the enrollee’s immediate family or to the enrollee’s conservator.

This service shall not be provided in inpatient hospitals, nursing facilities, and Intermediate Care Facilities for the Mentally Retarded (ICF/MR’s).

Residential Habilitation may be provided out-of-state under the following circumstances:

· Out-of-state services shall be for the purpose of visiting relatives or for vacations and shall be included in the enrollee’s plan of care.  (Trips to casinos or other gambling establishments shall be excluded.)

· Out-of-state services shall be limited to a maximum of 14 days per enrollee per year.

· The waiver service provider agency must be able to assure the health and safety of the enrollee during the period when services will be provided out-of-state and must be willing to assume the additional risk and liability of provision of services out-of-state.

· During the period when out-of-state services are being provided, the waiver service provider agency must maintain an adequate amount of staffing (including services of a nurse if applicable) to meet the needs of the enrollee and must ensure that staff meet waiver provider qualifications.

· The waiver service provider agency shall not receive any additional reimbursement for provision of services out-of-state.  The costs of travel, lodging, food, and other expenses incurred by staff during the provision of out-of-state services shall not be reimbursed through the waiver.  The costs of travel, lodging, food, and other expenses incurred by the enrollee while receiving out-of-state services shall be the responsibility of the enrollee and shall not be reimbursed through the waiver.

Environmental Accessibility Modifications:

Environmental Accessibility Modifications – Environmental Accessibility Modifications shall only mean:

(1)
Physical modifications to the interior of an enrollee’s place of residence to increase the enrollee’s mobility and accessibility within the residence;

(2)
Physical modifications to an existing exterior doorway of the enrollee’s place of residence to increase the enrollee’s mobility and accessibility for entrance into and exit from the residence;

(3)
A wheelchair ramp and modifications directly related to, and specifically required for, the construction or installation of the ramp;

(4)
Hand rails for exterior stairs or steps to increase the enrollee’s mobility and accessibility for entrance into and exit from the residence; or

(5)
Replacement of glass window panes with a shatterproof or break-resistant material when medically necessary based on a history of destructive behavior by the enrollee.

With the exception of the modifications listed in the preceding paragraph, all other physical modifications to the exterior of the enrollee’s place of residence or lot (e.g., driveways, sidewalks, fences, decks, patios) are excluded from coverage.  Physical modifications to garage doors for vehicles are excluded from coverage.  Environmental Accessibility Modifications which are considered to be general maintenance of the residence or which are considered improvements to the residence (e.g., installation, repair, replacement, or painting of roof, ceiling, walls, or carpet or other flooring; installation, repair, or replacement of heating or cooling units or systems; construction of an additional room; installation, repair, or replacement of lights or lighting systems; installation of stairway lifts or elevators; installation of water purifiers; or furniture are excluded from coverage.  Items of Specialized Medical Equipment are excluded under this definition.  Modification of an existing room which increases the total square footage of the residence is also excluded.  Wheelchair ramps shall be provided for only one entrance into an enrollee’s residence.  Excluded are those adaptations or improvements to the home which are of general utility and are not of direct medical or remedial benefit to the enrollee,

Environmental Accessibility Modifications shall be recommended by a qualified health care professional (e.g., physician, occupational therapist, physical therapist) based on an assessment of the enrollee’s needs and capabilities and shall be furnished as specified in the plan of care.

To facilitate community transition of a Medicaid eligible person residing in an Intermediate Care Facility for the Mentally Retarded (ICF/MR) or other institutional setting who has been determined to qualify for HCBS waiver services upon discharge, Environmental Accessibility Modifications may be made to the enrollee’s place of residence during the last 180 consecutive days of the person’s institutional stay prior to being discharged and enrolled in the waiver.  In such cases, the Environmental Accessibility Modification will not be considered complete until the date the person leaves the ICF/MR or other institutional setting and is enrolled in the waiver, and such date shall be the date of service for billing purposes.

Environmental Accessibility Modifications shall be limited to a maximum of $15,000 per enrollee per 2 year period.

Transportation Services:

Individual Transportation Services – Individual Transportation Services shall mean non-emergency transport of an enrollee to and from approved activities specified in the plan of care.  Whenever possible, family, neighbors, friends or community agencies that can provide this service without charge should be utilized.

An enrollee receiving Orientation and Mobility Training shall be eligible to receive Individual Transportation Services to the extent necessary for participation in Orientation and Mobility Training.  Enrollees who receive Respite, Behavioral Respite Services, or Personal Assistance shall be eligible to receive Individual Transportation Services only to the extent necessary during the time period when Respite, Behavioral Respite Services, or Personal Assistance is being provided.

Individual Transportation Services shall not be used for

· Transportation to and from Day Services;

· Transportation to and from supported or competitive employment;

· Transportation of school aged children to and from school;

· Transportation to and from medical services covered by the Medicaid State Plan/TennCare Program;

· Transportation of an enrollee receiving a residential service, except as specified above for Orientation and Mobility Training and Behavioral Respite Services.

Individual Transportation Services are not intended to replace services available through the Medicaid State Plan/TennCare Program.

Transportation of school age children to and from school is excluded.  

Specialized Medical Equipment and Supplies and Assistive Technology:

Specialized Medical Equipment and Supplies and Assistive Technology – Specialized Medical Equipment and Supplies and Assistive Technology shall mean assistive devices, adaptive aids, controls, or appliances which enable an enrollee to increase the ability to perform activities of daily living or to perceive, control, or communicate with the environment and supplies for the proper functioning of such items.  Specialized Medical Equipment, Supplies, and Assistive technology shall be recommended by a qualified health care professional (e.g., occupational therapist, physical therapist, speech language pathologist, physician, or nurse practitioner) based on an assessment of the enrollee’s needs and capabilities and shall be furnished as specified in the plan of care.  

The following items are excluded from coverage:

a.
Items not of direct medical or remedial benefit to the enrollee;

b.
Items that would be covered by the Medicaid State Plan/TennCare Program;

c.
Prescription and over-the-counter medications;

d.
Swimming pools, hot tubs, and health club memberships;

e.
Elevators, stairway lifts, and lift chairs;

f.
Carpets, floor pads and mats;

g.
Recreational or exercise equipment;

h.
Toys;

i.
Furniture, lamps, and lighting;

j.
Beds, mattresses, and bedding;

k.
Diapers and other incontinence supplies;

l.
Food and food supplements;

m.
Water purifiers and humidifiers;

n.
Sensory processing/sensory integration equipment or other items (e.g., ankle weights, weighted vests or blankets, therapy balls, swings, vibrators, floor mats, balance boards, brushes);

o.
Supplies other than those specifically required for the proper functioning of specialized medical equipment or assistive technology within the scope of this definition;

p.
Physical modification of the interior or exterior of a place of residence;

q.
Physical modification of a vehicle.

When medically necessary and not covered by warranty, repair of equipment may be covered when it is substantially less expensive to repair the equipment rather than to replace it.

Specialized Medical Equipment, Supplies and Assistive Technology is not intended to replace services available through the Medicaid State Plan/TennCare Program or services available under the Rehabilitation Act of 1973 or Individuals with Disabilities Education Act.

The purchase price for waiver-reimbursed Specialized Medical Equipment, Supplies and Assistive Technology shall be considered to include the cost of the item as well as basic training on operation and maintenance of the item.  Specialized Medical Equipment, Supplies and Assistive Technology shall be limited to a maximum of $10,000 per enrollee per 2 year period.

Personal Emergency Response System:

Personal Emergency Response System – A Personal Emergency Response System shall mean a stationary or portable electronic device used in the enrollee’s place of residence which enables the enrollee to secure help in an emergency.  The system shall be connected to a response center staffed by trained professionals who respond upon activation of the electronic device.  The system shall be limited to those who are alone for parts of the day and who have demonstrated mental and physical capability to utilize such a system effectively.

Behavioral Respite Services:

Behavioral Respite Services – Behavioral Respite Services shall mean services that provide respite for an enrollee who is experiencing a behavioral crisis that necessitates removal from the current residential setting in order to resolve the behavioral crisis.  Behavioral Respite Services shall be provided in a setting staffed by individuals who have received training in the management of behavioral issues.  Behavioral Respite Services may be provided in a Medicaid-certified ICF/MR, in a licensed respite care facility, or in a home operated by a licensed residential provider.  The Behavioral Respite Services provider may also accompany the enrollee on short outings for exercise, recreation, shopping or other purposes while providing Behavioral Respite Services care.

Providers who receive the per diem reimbursement rate for Behavioral Respite Services shall be responsible for the cost of any Day Services needed while the person is receiving Behavioral Respite services.

Reimbursement shall not be made for the cost of room and board except when provided as part of Behavioral Respite Services furnished in a facility approved by the State that is not a private residence.  Behavioral Respite Services shall be limited to a maximum of 60 days per enrollee per year.

An enrollee receiving Behavioral Respite Services shall be eligible to receive Individual Transportation Services.

Restraints shall not be used unless recommended by a human rights committee and unless used in accordance with the approved Individual Support Plan and Division of Mental Retardation Services (DMRS) requirements.

Behavior Services:

Behavior Services – Behavior Services shall mean (1) assessment and amelioration of enrollee behavior that presents a health or safety risk to the enrollee or others or that significantly interferes with home or community activities; (2) determination of the settings in which such behaviors occur and the events which precipitate the behaviors; (3) development, monitoring, and revision of crisis prevention and behavior intervention strategies; and (4) training of caregivers who are responsible for direct care of the enrollee in the prevention and intervention strategies.  Therapeutic goals and objectives shall be required for enrollees receiving Behavior Services.

Behavior Services shall not be billed when provided during the same time period as Physical Therapy, Occupational Therapy, Nutrition Services, Orientation and Mobility Training, or Speech, Language, and Hearing Services, unless there is documentation in the enrollee’s record of medical justification for the two services to be provided concurrently.  Behavior Services shall be provided face to face with the enrollee except for:

(a) Enrollee-specific training of staff; and

(b) Behavior assessment and plan development; and

(c) Presentation of enrollee behavior information at human rights committee meetings, behavior support committee meetings, and enrollee planning meetings.  Reimbursement for presentation of enrollee behavior information at meetings shall be limited to a maximum of 5 hours per enrollee per year per provider.

Behavior assessments, behavior plan development, and presentations at meetings shall not be performed by Behavior Specialists.  Reimbursement for behavior assessments shall be limited to a maximum of 8 hours per assessment with a maximum of 2 assessments per year.  Reimbursement for behavior plan development resulting from such a behavior assessment and the training of staff on the plan during the first 30 days following its approval for use shall be limited to a maximum of 6 hours.  Reimbursement shall not be made for travel time to meetings and for telephone consultations, but may be made for consultations with the enrollee’s treating physician or psychiatrist during an office visit when the enrollee is present.

Behavior Services are not intended to replace services available through the Medicaid State Plan/TennCare Program.

Day Services:

Day Services – Day Services shall mean individualized services and supports that enable an enrollee to acquire, retain, or improve skills necessary to reside in a community-based setting; to participate in community activities and utilize community resources; to acquire and maintain employment; and to participate in retirement activities.  Therapeutic goals and objectives shall be required for enrollees receiving Day Services.

Day Services may be provided in settings such as specialized facilities licensed to provide Day Services, community centers or other community sites, or job sites.  Services may also be provided in the enrollee’s place of residence if there is a health, behavioral, or other medical reason or if the enrollee has chosen retirement.  This service shall not be provided in inpatient hospitals, nursing facilities, and Intermediate Care Facilities for the Mentally Retarded (ICFs/MR).  A facility-based Day Services provider may, on an exception basis, provide facility-based Day Services in community locations other than in the provider’s licensed facility.  Examples of such exceptions would include Special Olympics or field trips as approved by the Day Services provider and in accordance with the Individual Support Plan.

With the exception of employment that is staff supported, Day Services shall be provided only on weekdays during the day (i.e., between the hours of 7:30 a.m. and 6:00 p.m.), as specified in the plan of care.  Day Services shall be limited to a maximum of 5 days per week up to a maximum of 243 days per enrollee per year.

Except for transportation to and from medical services otherwise covered through the Medicaid State Plan/TennCare Program, transportation that is needed during the time that the enrollee is receiving Day Services shall be a component of Day Services and shall be included in the Day Services reimbursement rate:  Transportation to and from the enrollee’s place of residence to Day Services shall be the responsibility of the Day Services provider.  With the exception of transportation necessary for Orientation and Mobility Training, Individual Transportation Services shall not be billed when provided during the same time period as Day Services.

Day Services shall not replace services available under a program funded by the Rehabilitation Act of 1973 or the Individuals with Disabilities Education Act.  For an enrollee receiving employment supports, reimbursement shall not be made for incentive payments, subsidies, or unrelated vocational training expenses such as the following:

· Incentive payments made to an employer to encourage or subsidize the employer's participation in a supported employment program;
· Payments that are passed through to users of supported employment programs; or

· Payments for vocational training that is not directly related to an enrollee's supported employment program.

Day Services are not intended to replace services available through the Medicaid State Plan/TennCare Program.

For an enrollee who is receiving facility based or community based Day Services that day, the provider may receive the per diem reimbursement for Day Services if:

(a) The enrollee receives 6 hours of direct services comprised of community based and/or facility based Day Services.  (Services provided by natural supports are not reimbursable and are excluded.); or

(b) The enrollee receives a total of 6 hours of Day Services comprised of community based or facility based direct services plus supported employment Day Services provided as described below; or

(c) There is documentation that the enrollee was unable to complete the full 6 hours for reasons beyond the control of the provider (e.g., sickness of the enrollee, behavioral issues involving the enrollee, refusal by the enrollee to continue, weather-related or environmental issues, medical appointments, family/conservator picked up the enrollee, enrollee or family/conservator requested 5 or fewer hours per day on an ongoing basis), and the enrollee received at least 2 hours of Day Services that day.

Supported employment Day Services reimbursed on a per diem basis shall be provided in accordance with the following:

(a) A job coach employed by the Day Services provider shall be on-site at the work location and shall supervise the enrollee; or

(b) The Day Services provider shall oversee the enrollee’s supported employment services including on-site supervisors, shall have a minimum of three contacts per week with the enrollee including at least one contact per week at the work site, and shall have a job coach employed by the Day Services provider who is available on call if needed to go to the work site.

For an enrollee who is receiving supported employment Day Services that day, the provider may receive the per diem reimbursement if:

(a) The enrollee receives supported employment Day Services as described above and receives either 6 hours of supported employment Day Services or 6 hours of a combination of supported employment Day Services and community based and/or facility based Day Services; or

(b) There is documentation that the enrollee was unable to complete the full 6 hours of supported employment Day Services (or, if applicable, 6 hours of a combination of supported employment Day Services and community based and/or facility based Day Services) for reasons beyond the control of the provider (e.g., sickness of the enrollee, behavioral issues involving the enrollee, refusal by the enrollee to continue, weather-related or environmental issues, medical appointments, family/conservator picked up the enrollee; enrollee or family/conservator requested 5 or fewer hours per day on an ongoing basis), and the enrollee received at least 2 hours of supported employment Day Services that day.

Reimbursement for a combination of different Day Services provided on the same day shall be made in accordance with the following:

· If the enrollee receives up to 6 hours of a combination of community-based Day Services and facility-based Day Services on the same day, the reimbursement shall be the per diem reimbursement rate for the type of service (i.e., community-based or facility-based) provided to the enrollee for the greatest amount of time that day.

· If the enrollee receives more than 6 hours of a combination of community-based Day Services and facility-based Day Services on the same day, the reimbursement shall be the per diem reimbursement rate for the type of service (i.e., community-based or facility-based) provided to the enrollee for the greatest amount of time during the first 6 hours of Day Services that day.

· If the enrollee receives a combination of supported employment Day Services with either community-based Day Services or facility-based Day Services on the same day, the reimbursement shall be the per diem reimbursement rate for supported employment Day Services.

Family Model Residential Support:

Family Model Residential Support – Family Model Residential Support shall mean a type of residential service having individualized services and supports that enable an enrollee to acquire, retain, or improve skills necessary to reside successfully in a family environment in the home of trained caregivers other than the family of origin. The service includes direct assistance as needed with activities of daily living (e.g., bathing, dressing, personal hygiene, eating, meal preparation excluding cost of food), household chores essential to the health and safety of the enrollee, budget management, attending appointments, and interpersonal and social skills building to enable the enrollee to live in a home in the community.  It also may include medication administration as permitted under Tennessee’s Nurse Practice Act.  The caregivers shall be recruited, screened, trained prior to providing services, and supervised by the Family Model Residential Support provider agency.  The Family Model Residential Support provider shall oversee the enrollee’s health care needs.

With the exception of homes that were already providing services to 3 residents prior to January 1, 2004, a Family Model Residential Support home shall have no more than 2 residents who receive services and supports.

The Family Model Residential Support provider shall be responsible for providing an appropriate level of services and supports 24 hours per day during the hours the enrollee is not receiving Day Services or is not at school or work.

Therapeutic goals and objectives shall be required for enrollees receiving Family Model Residential Support.

With the exception of transportation to and from medical services covered through the Medicaid State Plan/TennCare Program, transportation shall be a component of Family Model Residential Support and shall be included in the reimbursement rate for such. With the exception of Individual Transportation Services necessary for Orientation and Mobility Training or Behavioral Respite Services, an enrollee receiving Family Model Residential Support shall not be eligible to receive Individual Transportation Services.

This service shall not be provided in inpatient hospitals, nursing facilities, and Intermediate Care Facilities for the Mentally Retarded (ICF/MR’s).

Reimbursement for Family Model Residential Support shall not be made for room and board or for the cost of maintenance of the dwelling. Reimbursement shall not include payment made to the enrollee’s parent, step-parent, spouse, child, or sibling.  Reimbursement shall not include payment made to any other individual who is a conservator unless so permitted in the Order for Conservatorship.

Family Model Residential Support may be provided out-of-state under the following circumstances:

· Out-of-state services shall be for the purpose of visiting relatives or for vacations and shall be included in the enrollee’s plan of care.  (Trips to casinos or other gambling establishments shall be excluded.)

· Out-of-state services shall be limited to a maximum of 14 days per enrollee per year.

· The waiver service provider agency must be able to assure the health and safety of the enrollee during the period when services will be provided out-of-state and must be willing to assume the additional risk and liability of provision of services out-of-state.

· During the period when out-of-state services are being provided, the waiver service provider agency must maintain an adequate amount of staffing (including services of a nurse if applicable) to meet the needs of the enrollee and must ensure that staff meet waiver provider qualifications.

· The waiver service provider agency shall not receive any additional reimbursement for provision of services out-of-state.  The costs of travel, lodging, food, and other expenses incurred by staff during the provision of out-of-state services shall not be reimbursed through the waiver.  The costs of travel, lodging, food, and other expenses incurred by the enrollee while receiving out-of-state services shall be the responsibility of the enrollee and shall not be reimbursed through the waiver.

Medical Residential Services:

Medical Residential Services – Medical Residential Services shall mean a type of residential service provided in a residence where all residents require direct skilled nursing services and habilitative services and supports that enable an enrollee to acquire, retain, or improve skills necessary to reside in a community-based setting.

The enrollee who receives Medical Residential Services shall require direct skilled nursing services on a daily basis and at a level which can not for practical purposes be provided through two or fewer daily skilled nursing visits.  The enrollee’s physician, physician assistant, or nurse practitioner must specify the type of skilled nursing services required.  

The service includes direct assistance as needed with activities of daily living (e.g., bathing, dressing, personal hygiene, eating, meal preparation excluding cost of food), household chores essential to the health and safety of the enrollee, budget management, attending appointments, and interpersonal and social skills building to enable the enrollee to live in a home in the community.  It also may include medication administration as permitted under Tennessee’s Nurse Practice Act.

If an enrollee receiving Medical Residential Services owns or leases the place of residence, the enrollee (or the enrollee’s parent, guardian, or conservator acting on behalf of the enrollee) shall have a voice in choosing other individuals with direct skilled nursing service needs who reside in the residence and the staff who provide services and supports.  The enrollee shall have the right to manage personal funds as specified in the individual support plan.

A Medical Residential Service home shall have no more than 4 residents.  The Medical Residential Services provider shall be responsible for providing an appropriate level of services and supports 24 hours per day when the enrollee is not at school and shall be responsible for the cost of Day Services needed by the enrollee.  Therapeutic goals and objectives shall be required for enrollees receiving Medical Residential Services support.

Medical Residential Services are not intended to replace services available through the Medicaid State Plan/TennCare Program.

With the exception of transportation to and from medical services covered through the Medicaid State Plan/TennCare Program, transportation shall be a component of Medical Residential Services and shall be included in the reimbursement rate for such.  With the exception of Individual Transportation Services necessary for Orientation and Mobility Training or Behavioral Respite Services, an enrollee receiving Medical Residential Services shall not be eligible to receive Individual Transportation Services.

Reimbursement for Medical Residential Services shall not include the cost of maintenance of the dwelling, and reimbursement shall not include payment made to members of the enrollee’s immediate family or to the enrollee’s conservator.  Reimbursement shall not be made for room and board if the home is rented, leased, or owned by the provider.  If the home is rented, leased, or owned by the enrollee, reimbursement shall not be made for room and board with the exception of a reasonable portion that is attributed to a live-in caregiver who is unrelated to the enrollee and who provides services to the enrollee in the enrollee’s place of residence.  If an enrollee owns or leases the place of residence, residential expenses (e.g., phone, cable TV, food, rent) shall be apportioned between the enrollee, other residents in the home, and (as applicable) live-in or other caregivers.

This service shall not be provided in schools, inpatient hospitals, nursing facilities, and Intermediate Care Facilities for the Mentally Retarded (ICFs/MR).

Medical Residential Services may be provided out-of-state under the following circumstances:

· Out-of-state services shall be for the purpose of visiting relatives or for vacations and shall be included in the enrollee’s plan of care.  (Trips to casinos or other gambling establishments shall be excluded.)

· Out-of-state services shall be limited to a maximum of 14 days per enrollee per year.

· The waiver service provider agency must be able to assure the health and safety of the enrollee during the period when services will be provided out-of-state and must be willing to assume the additional risk and liability of provision of services out-of-state.

· During the period when out-of-state services are being provided, the waiver service provider agency must maintain an adequate amount of staffing (including services of a nurse if applicable) to meet the needs of the enrollee and must ensure that staff meet waiver provider qualifications.

· The waiver service provider agency shall not receive any additional reimbursement for provision of services out-of-state.  The costs of travel, lodging, food, and other expenses incurred by staff during the provision of out-of-state services shall not be reimbursed through the waiver.  The costs of travel, lodging, food, and other expenses incurred by the enrollee while receiving out-of-state services shall be the responsibility of the enrollee and shall not be reimbursed through the waiver.

Nutrition Services:

Nutrition Services - Nutrition Services shall mean assessment of nutritional needs, nutritional counseling, and education of the enrollee and of caregivers responsible for food purchase, food preparation, or assisting the enrollee to eat.  Nutrition Services must be provided in accordance with therapeutic goals and objectives specified in a plan of care developed by a dietitian or nutritionist.  A dietitian or nutritionist who provides Nutrition Services must provide services within the scope of licensure and must be licensed as required by the State of Tennessee.  Nutrition Services are intended to promote healthy eating practices and to enable the enrollee and direct support professionals to follow special diets ordered by a physician, physician assistant, or nurse practitioner.

Nutrition Services must be provided face to face with the enrollee except for enrollee-specific training of caregivers responsible for food purchase, food preparation, or assisting the enrollee to eat and except for that portion of the assessment involving development of the plan of care.

Nutrition Services shall not be billed when provided during the same time period as Physical Therapy, Occupational Therapy, Speech, Language, and Hearing Services, Orientation and Mobility Training, or Behavior Services, unless there is documentation in the enrollee’s record of medical justification for the two services to be provided concurrently.

Nutrition Services are not intended to replace services available through the Medicaid State Plan/TennCare Program.

Reimbursement for a Nutrition Services assessment visit, which includes the Nutritional Services plan development resulting from such an assessment, shall be limited to one assessment visit per month with a maximum of 3 assessment visits per year per enrollee per provider  Nutrition Services other than such assessments (e.g., enrollee-specific training of caregivers; monitoring dietary compliance and food preparation) shall be limited to a maximum of one visit per day.  Nutrition Services assessments shall not be billed on the same day with other Nutrition Services.  Reimbursement shall not be made for telephone consultations.  A provider shall not receive reimbursement for Nutrition Services unless provided by a licensed dietitian or nutritionist.

Orientation and Mobility Training:

Orientation and Mobility Training – Orientation and Mobility Training shall mean assessment of the ability of an enrollee who is legally blind or severely visually impaired to move independently, safely, and purposefully in the home and community environment; orientation and mobility counseling; and training and education of the enrollee and of caregivers responsible for assisting in the mobility of the enrollee.

Orientation and mobility training shall be based on a formal assessment of the enrollee and may include concept development (i.e. body image); motor development (i.e., motor skills needed for balance, posture and gait); sensory development (i.e. functioning of the various sensory systems); residual vision stimulation and training; techniques for travel (indoors and outdoors) including human guide technique, trailing, cane techniques, following directions, search techniques, utilizing landmarks, route planning, techniques for crossing streets, and use of public transportation; and instructional use of Low Vision devices.

Orientation and Mobility Training shall be provided by a Certified Orientation and Mobility Specialist (COMS) who is nationally certified through the Academy for Certification of Vision Rehabilitation and Education Professionals (ACVREP).  Orientation and Mobility Training shall be provided face to face with the enrollee except for training of caregivers responsible for assisting in the mobility of the enrollee and except for that portion of the assessment involving development of the plan of care.  Therapeutic goals and objectives shall be required for enrollees receiving Orientation and Mobility Training.  Continuing approval of Orientation and Mobility Training shall require documentation of reassessment of the enrollee’s condition and continuing progress of the enrollee toward meeting the goals and objectives.

An enrollee receiving Orientation and Mobility Training shall be eligible to receive Individual Transportation Services.  Orientation and Mobility Training shall not be billed when provided during the same time period as Physical Therapy, Occupational Therapy, Nutrition Services, Behavior Services, or Speech, Language, and Hearing Services, unless there is documentation in the enrollee’s record of medical justification for the two services to be provided concurrently.

Orientation and Mobility Training shall not replace services available under a program funded by the Rehabilitation Act of 1973 or Individuals with Disabilities Education Act.

Reimbursement for an Orientation and Mobility Training assessment with development of the Orientation and Mobility Training plan based on such an assessment shall be limited to a maximum of one assessment with plan development per month with a maximum of 3 assessments per year per enrollee per provider.  Orientation and Mobility Training assessments shall not be billed on the same day with other Orientation and Mobility Training services.  Orientation and Mobility Training services other than such assessments (e.g., enrollee training; enrollee-specific training of caregivers), which shall be reimbursed on a per diem basis, shall be limited to a maximum of 52 hours of services per enrollee per year.  Reimbursement shall not be made for telephone consultations.  A provider shall not receive reimbursement for Orientation and Mobility Training unless provided by a Certified Orientation and Mobility Specialist (COMS) who is nationally certified through the Academy for Certification of Vision Rehabilitation and Education Professionals (ACVREP).

Personal Assistance:

Personal Assistance – Personal Assistance shall mean the provision of direct assistance with activities of daily living (e.g., bathing, dressing, personal hygiene, feeding/assistance with eating, meal preparation excluding cost of food, toileting and incontinence care, assistance with transfer and mobility), household chores essential to the health and safety of the enrollee (e.g., washing dishes; personal laundry; general housecleaning in areas of the residence used by the enrollee); budget management, supervising and accompanying the enrollee to medical appointments if needed, and on personal errands such as grocery shopping, picking up prescriptions, paying bills; and trips to the post office.  It also may include medication administration as permitted under Tennessee’s Nurse Practice Act.  Personal Assistance shall be provided in accordance with therapeutic goals and objectives as specified in the plan of care.  Personal Assistance is a service that is provided for the direct benefit of the enrollee.  It is not a service that provides assistance to other members of the household (e.g., preparation of meals for the family, family laundry).  Personal Assistance staff shall not provide any personal assistance services to family members of the enrollee.

Personal Assistance is generally delivered in the enrollee’s place of residence; however, it is not restricted to the enrollee’s place of residence and may be provided outside the enrollee’s home in community-based settings where the Personal Assistance provider accompanies the enrollee to perform tasks and functions in accordance with the approved service definition and specified in the plan of care.  Personal Assistance does not include routine provision of Personal Assistance services in an area outside the enrollee’s community of residence except under exceptional circumstances and in accordance with the approved plan of care.
Personal Assistance may be provided in the home or community; however, it shall not be provided in schools for school-age children, to replace personal assistance or similar services required to be covered by schools, to transport or otherwise take children to or from school, to replace services available through the Medicaid State Plan/TennCare Program, or in the residence of the Personal Assistance provider except for a special event (e.g., a party) that has been authorized in the plan of care.

Personal Assistance may be provided during the day or night, as specified in the plan of care.  With the exception of Personal Assistance reimbursed on a per diem basis, Personal Assistance staff shall not be permitted to have sleep time when on duty.  An enrollee who is receiving a residential service (i.e., Supported Living, Residential Habilitation, Medical Residential Services, or Family Model Residential Support) shall not be eligible to receive Personal Assistance.  Personal Assistance shall not be provided during the same time period when the enrollee is receiving Day Services.  This service shall not be provided in inpatient hospitals, nursing facilities, and Intermediate Care Facilities for the Mentally Retarded (ICFs/MR).  Personal Assistance shall not be provided in a licensed facility (e.g., a group home, boarding home, or assisted living home) when the facility’s licensure category requires the provision of personal assistance or personal care services.

Family members who provide Personal Assistance must meet the same standards as providers who are unrelated to the enrollee.  The Personal Assistance provider shall not be the spouse and shall not be the enrollee’s parent if the enrollee is a minor. Reimbursement shall not be made to any other individual who is a conservator unless so permitted in the Order for Conservatorship.

An enrollee receiving Personal Assistance shall be eligible to receive Individual Transportation Services.  The Personal Assistance provider is not obligated to provide transportation for the service recipient as part of the Personal Assistance service; however, a Personal Assistance provider who is also an Individual Transportation Services provider may bill for Individual Transportation Services for transport of the enrollee into the community.

Personal Assistance may be provided out-of-state under the following circumstances:

· Out-of-state services shall be for the purpose of visiting relatives or for vacations and shall be included in the enrollee’s plan of care.  (Trips to casinos or other gambling establishments shall be excluded.)

· Out-of-state services shall be limited to a maximum of 14 days per enrollee per year.

· The waiver service provider agency must be able to assure the health and safety of the enrollee during the period when services will be provided out-of-state and must be willing to assume the additional risk and liability of provision of services out-of-state.

· During the period when out-of-state services are being provided, the waiver service provider agency must maintain an adequate amount of staffing (including services of a nurse if applicable) to meet the needs of the enrollee and must ensure that staff meet waiver provider qualifications.

· The waiver service provider agency shall not receive any additional reimbursement for provision of services out-of-state.  The costs of travel, lodging, food, and other expenses incurred by staff during the provision of out-of-state services shall not be reimbursed through the waiver.  The costs of travel, lodging, food, and other expenses incurred by the enrollee while receiving out-of-state services shall be the responsibility of the enrollee and shall not be reimbursed through the waiver.

Supported Living:

Supported Living – Supported Living shall mean a type of residential service having individualized services and supports that enable an enrollee to acquire, retain, or improve skills necessary to reside in a home that is under the control and responsibility of the residents. The service includes direct assistance as needed with activities of daily living (e.g., bathing, dressing, personal hygiene, eating, meal preparation (excluding cost of food), household chores essential to the health and safety of the enrollee, budget management, attending appointments, and interpersonal and social skills building to enable the enrollee to live in a home in the community.  It also may include medication administration as permitted under Tennessee’s Nurse Practice Act.  The Supported Living provider shall not own the enrollee’s place of residence or be a co-signer of a lease on the enrollee’s place of residence unless the Supported Living provider signs a written agreement with the enrollee that states that the enrollee will not be required to move if the primary reason is because the enrollee desires to change to a different Supported Living provider.  A Supported Living provider shall not own, be owned by, or be affiliated with any entity that leases or rents a place of residence to an enrollee if such entity requires, as a condition of renting or leasing, the enrollee to move if the Supported Living provider changes.  The enrollee (or the enrollee’s parent, guardian, or conservator acting on behalf of the enrollee) shall have a voice in choosing the individuals who reside in the Supported Living residence and the staff who provide services and supports.  The enrollee shall have the right to manage personal funds as specified in the Individual Support Plan.  A Supported Living home shall have no more than 3 residents including the enrollee.  

Therapeutic goals and objectives shall be required for enrollees receiving Supported Living.  The Supported Living provider shall oversee the enrollee’s health care needs.

Unless the residence is individually licensed or inspected by a public housing agency utilizing the HUD Section 8 safety checklist, the residence must pass a home inspection approved by the State Medicaid Agency.

The Supported Living provider shall be responsible for providing an appropriate level of services and supports 24 hours per day during the hours the enrollee is not receiving Day Services or is not at school or work.

With the exception of transportation to and from medical services covered through the Medicaid State Plan/TennCare Program, transportation shall be a component of Supported Living and shall be included in the reimbursement rate for such.  With the exception of Individual Transportation Services necessary for Orientation and Mobility Training or Behavioral Respite Services, an enrollee receiving Supported Living shall not be eligible to receive Individual Transportation Services.

Reimbursement for Supported Living shall not be made for room and board with the exception of a reasonable portion that is attributed to a live-in caregiver who is unrelated to the enrollee and who provides services to the enrollee in the enrollee’s home.  Reimbursement for Supported Living shall not include the cost of maintenance of the dwelling.  Residential expenses (e.g., phone, cable TV, food, rent) shall be apportioned between the enrollee, other residents in the home, and (as applicable) live-in or other caregivers.

Supported Living shall not be provided in the same residence where another family member lives, unless each such family member in the residence is also an enrollee, and shall not be provided in inpatient hospitals, nursing facilities, and Intermediate Care Facilities for the Mentally Retarded (ICFs/MR).

Supported Living may be provided out-of-state under the following circumstances:

· Out-of-state services shall be for the purpose of visiting relatives or for vacations and shall be included in the enrollee’s plan of care.  (Trips to casinos or other gambling establishments shall be excluded.)

· Out-of-state services shall be limited to a maximum of 14 days per enrollee per year.

· The waiver service provider agency must be able to assure the health and safety of the enrollee during the period when services will be provided out-of-state and must be willing to assume the additional risk and liability of provision of services out-of-state.

· During the period when out-of-state services are being provided, the waiver service provider agency must maintain an adequate amount of staffing (including services of a nurse if applicable) to meet the needs of the enrollee and must ensure that staff meet waiver provider qualifications.

· The waiver service provider agency shall not receive any additional reimbursement for provision of services out-of-state.  The costs of travel, lodging, food, and other expenses incurred by staff during the provision of out-of-state services shall not be reimbursed through the waiver.  The costs of travel, lodging, food, and other expenses incurred by the enrollee while receiving out-of-state services shall be the responsibility of the enrollee and shall not be reimbursed through the waiver.

Transitional Case Management:

Transitional Case Management – Case management services provided for the purpose of community transition of a Medicaid eligible person residing in an Intermediate Care Facility for the Mentally Retarded (ICF/MR) or other institutional setting who has been determined to qualify for HCBS waiver services upon discharge during the last 180 consecutive days of the person’s institutional stay prior to being discharged and enrolled in the waiver.  Transitional Case Management shall assist the enrollee in identifying, selecting, and obtaining both paid services and natural supports to enhance the enrollee’s independence, integration in the community, and productivity as specified in the enrollee’s transitional plan of care.  Transitional Case Management shall be person-centered and shall include, but not be limited to, ongoing assessment of the enrollee’s strengths and needs; development, evaluation, and revision of the transitional plan of care; assistance with the selection of service providers; provision of general education about the waiver program, including enrollee rights and responsibilities; and monitoring implementation of the transitional plan of care.  Transitional case management shall include at least one face-to-face contact with the enrollee per calendar month.

The date the person leaves the ICF/MR or other institutional setting and is enrolled in the waiver shall be the date of service for billing purposes.

Vehicle Accessibility Modifications:

Vehicle Accessibility Modifications – Vehicle Accessibility Modifications shall mean interior or exterior physical modifications (1) to a vehicle owned by the enrollee or (2) to a vehicle which is owned by the guardian or conservator of the enrollee and which is routinely available for transport of the enrollee.  Such physical modifications shall be limited to those which are intended to increase the enrollee’s accessibility for entrance into and exit from the vehicle or to ensure the transport of the enrollee in a safe manner.  Replacement of tires or brakes, oil changes, and other vehicle maintenance or repair shall be excluded.

Vehicle Accessibility Modifications shall be limited to a maximum of $20,000 per enrollee per 5 year period.

Physical Therapy:

Physical Therapy – Physical therapy shall mean diagnostic, therapeutic, and corrective services which are within the scope of state licensure.  Physical Therapy services provided to improve or maintain current functional abilities as well as prevent or minimize deterioration of chronic conditions leading to a further loss of function are also included within this definition.  Services must be provided by a licensed physical therapist or by a licensed physical therapist assistant working under the supervision of a licensed physical therapist.  Physical Therapy must be ordered by a physician, physician assistant, or nurse practitioner and must be provided face to face with the enrollee except for that portion of the assessment involving development of the plan of care.

Physical Therapy therapeutic and corrective services shall not be ordered concurrently with Physical Therapy assessments (i.e., assess and treat orders are not accepted).

Physical Therapy shall be provided in accordance with a treatment plan developed by a licensed physical therapist based on a comprehensive assessment of the enrollee’s needs and shall include specific functional and measurable therapeutic goals and objectives.  The goals and objectives shall be related to provision of Physical Therapy to prevent or minimize deterioration involving a chronic condition which would result in further loss of function.  Continuing approval of Physical Therapy services shall require documentation of reassessment of the enrollee’s condition and continuing progress of the enrollee toward meeting the goals and objectives.

Physical Therapy shall not be billed when provided during the same time period as Occupational Therapy; Speech, Language, and Hearing Services; Nutrition Services, Orientation and Mobility Training; or Behavior Services, unless there is documentation in the enrollee’s record of medical justification for the two services to be provided concurrently.  Physical Therapy shall not be billed with Day Services if the Day Services are reimbursed on a per hour basis.  Physical Therapy is not intended to replace services that would normally be provided by direct care staff.

Physical Therapy services are not intended to replace services available through the Medicaid State Plan/TennCare Program or services available under the Rehabilitation Act of 1973 or Individuals with Disabilities Education Act.  To the extent that such services are covered in the Medicaid State Plan/TennCare Program, all applicable Medicaid State Plan/TennCare Program services shall be exhausted prior to using the waiver service.  

Reimbursement for a Physical Therapy assessment with development of a Physical Therapy plan based on such an assessment shall be limited to a maximum of one assessment with plan development per month with a maximum of 3 assessments per year per enrollee per provider. Physical Therapy services other than such assessments (e.g., enrollee-specific training of caregivers; provision of therapeutic services; monitoring progress) shall be limited to a maximum of 1.5 hours per enrollee per day.  Physical Therapy assessments shall not be billed on the same day with other Physical Therapy services.  Reimbursement shall not be made for telephone consultations.  A provider shall not receive reimbursement for Physical Therapy unless provided by a licensed physical therapist or by a licensed physical therapist assistant working under the supervision of a licensed physical therapist.

Occupational Therapy:

Occupational Therapy – Occupational Therapy shall mean diagnostic, therapeutic, and corrective services which are within the scope of state licensure.  Occupational Therapy services provided to improve or maintain current functional abilities as well as prevent or minimize deterioration of chronic conditions leading to a further loss of function are also included within this definition.  Services must be provided by a licensed occupational therapist or by a licensed occupational therapist assistant working under the supervision of a licensed occupational therapist.  Occupational Therapy must be ordered by a physician, physician assistant, or nurse practitioner. and must be provided face to face with the enrollee except for that portion of the assessment involving development of the plan of care.  Occupational Therapy therapeutic and corrective services shall not be ordered concurrently with Occupational Therapy assessments (i.e., assess and treat orders are not accepted).

Occupational Therapy shall be provided in accordance with a treatment plan developed by a licensed occupational therapist based on a comprehensive assessment of the enrollee’s needs and shall include specific functional and measurable therapeutic goals and objectives.  The goals and objectives shall be related to provision of Occupational Therapy to prevent or minimize deterioration involving a chronic condition which would result in further loss of function.  Continuing approval of Occupational Therapy services shall require documentation of reassessment of the enrollee’s condition and continuing progress of the enrollee toward meeting the goals and objectives.

Occupational Therapy shall not be billed when provided during the same time period as Physical Therapy; Speech, Hearing, and Language Services; Nutrition Services, Orientation and Mobility Training, or Behavior Services, unless there is documentation in the enrollee’s record of medical justification for the two services to be provided concurrently.   Occupational Therapy shall not be billed with Day Services if the Day Services are reimbursed on a per hour basis.  Occupational Therapy is not intended to replace services that would normally be provided by direct care staff.

Occupational Therapy services are not intended to replace services available through the Medicaid State Plan/TennCare Program or services available under the Rehabilitation Act of 1973 or Individuals with Disabilities Education Act.  To the extent that such services are covered in the Medicaid State Plan/TennCare Program, all applicable Medicaid State Plan/TennCare Program services shall be exhausted prior to using the waiver service.

Reimbursement for an Occupational Therapy assessment with development of an Occupational Therapy plan based on such an assessment shall be limited to a maximum of one assessment with plan development per month with a maximum of 3 assessments per year per enrollee per provider. Occupational Therapy services other than such assessments (e.g., enrollee-specific training of caregivers; provision of therapeutic services; monitoring progress) shall be limited to a maximum of 1.5 hours per enrollee per day.  Occupational Therapy assessments shall not be billed on the same day with other Occupational Therapy services.  Reimbursement shall not be made for telephone consultations.  A provider shall not receive reimbursement for Occupational Therapy unless provided by a licensed occupational therapist or by a licensed occupational therapist assistant working under the supervision of a licensed occupational therapist.

Speech, Language and Hearing Services:

Speech, Language and Hearing Services – Speech, Language, and Hearing Services shall mean diagnostic, therapeutic, and corrective services which are within the scope of state licensure which enable an enrollee to improve or maintain current functional abilities and to prevent or minimize deterioration of chronic conditions leading to a further loss of function.  Services must be provided by a licensed speech language pathologist or by a licensed audiologist.  Speech, Language, and Hearing Services must be ordered by a physician, physician assistant, or nurse practitioner and must be provided face to face with the enrollee except for that portion of the assessment involving development of the plan of care.  Speech, Language, and Hearing therapeutic and corrective services shall not be ordered concurrently with Speech, Language, and Hearing assessments (i.e., assess and treat orders are not accepted).

Speech, Language, and Hearing Services shall be provided in accordance with a treatment plan developed by a licensed speech language pathologist or a licensed audiologist based on a comprehensive assessment of the enrollee’s needs and shall include specific functional and measurable therapeutic goals and objectives.  The goals and objectives shall be related to provision of Speech, Language, and Hearing Services to prevent or minimize deterioration involving a chronic condition which would result in further loss of function.  Continuing approval of Speech, Language, and Hearing Services shall require documentation of reassessment of the enrollee’s condition and continuing progress of the enrollee toward meeting the goals and objectives.

Speech, Language, and Hearing Services shall not be billed when provided during the same time period as Physical Therapy, Occupational Therapy, Nutrition Services, Orientation and Mobility Training, or Behavior Services, unless there is documentation in the enrollee’s record of medical justification for the two services to be provided concurrently.  Speech, Language, and Hearing Services shall not be billed with Day Services if the Day Services are reimbursed on a per hour basis.  Speech, Language, and Hearing Services are not intended to replace services that would normally be provided by direct care staff or to replace services available through the Medicaid State Plan/TennCare Program.  To the extent that such services are covered in the Medicaid State Plan/TennCare Program, all applicable Medicaid State Plan/TennCare Program services shall be exhausted prior to using the waiver service.

Reimbursement for a Speech, Language, and Hearing Services assessment with development of a Speech, Language, and Hearing Services plan based on such an assessment shall be limited to a maximum of one assessment with plan development per month with a maximum of 3 assessments per year per enrollee per provider. Speech, Language, and Hearing Services other than such assessments (e.g., enrollee-specific training of caregivers; provision of therapeutic services; monitoring progress) shall be limited to a maximum of 1.5 hours per enrollee per day.  Speech, Language, and Hearing Services assessments shall not be billed on the same day with other Speech, Language, and Hearing Services.  Reimbursement shall not be made for telephone consultations.  A provider shall not receive reimbursement for Speech, Language, and Hearing Services unless provided by a licensed speech language pathologist or by a licensed audiologist.

Nursing Services:

Nursing Services – Nursing Services shall mean skilled nursing services that fall within the scope of Tennessee’s Nurse Practice Act and that are directly provided to the enrollee in accordance with a plan of care.  Nursing Services shall be ordered by the enrollee’s physician, physician assistant, or nurse practitioner, who shall document the medical necessity of the services and specify the nature and frequency of the nursing services.  Nursing Services shall be provided face to face with the enrollee by a licensed registered nurse or licensed practical nurse under the supervision of a registered nurse.  The enrollee must require a specifically identified skilled nursing service, excluding nursing assessment and oversight, which state law requires to be performed by a nurse.  Nursing assessment and/or nursing oversight shall not be a separate billable service under this definition.  Nursing Services are not intended to replace services that can be appropriately provided by unlicensed direct care staff.  Therapeutic goals and objectives shall be required for enrollees receiving Nursing Services.

This service shall be provided in home and community settings, as specified in the Plan of Care, excluding schools, inpatient hospitals, nursing facilities, and Intermediate Care Facilities for the Mentally Retarded (ICFs/MR).  An enrollee who is receiving Medical Residential Services shall not be eligible to receive Nursing Services.

Nursing Services shall not be billed when provided during the same time period as other therapies unless there is documentation in the enrollee’s record of medical justification for the two services to be provided concurrently.

Nursing Services are not intended to replace either intermittent home health skilled nursing visits or private duty nursing services available through the Medicaid State Plan/TennCare Program or services available under the Rehabilitation Act of 1973 or Individuals with Disabilities Education Act.  To the extent that such services are covered in the Medicaid State Plan/TennCare Program, all applicable Medicaid State Plan/TennCare Program services shall be exhausted prior to using the waiver service.  Nursing Services for children enrolled in the waiver are provided through the TennCare EPSDT program.

Dental Services:

Adult Dental Services – Adult Dental Services shall mean accepted dental procedures which are provided to adult enrollees (i.e., age 21 years or older) as specified in the plan of care and for which there is no coverage for adults through the Medicaid State Plan/TennCare Program.  Adult Dental Services may include fillings, root canals, extractions, the provision of dentures, and other dental treatments to relieve pain and infection, but it does not include routine dental exams and cleanings or other preventive services.  Anesthesia services provided in the dentist’s office shall be included within the definition of Adult Dental Services.  Adult Dental Services shall not include facility services provided in a hospital outpatient or inpatient facility or ambulatory surgical center or related anesthesiology, radiology, pathology, laboratory, or other medical services in such setting.  Intravenous sedation or other anesthesia services provided in the dentist’s office may be provided by and billed by the dentist or by a nurse anesthetist or anesthesiologist who meets the waiver provider qualifications.  Adult Dental Services shall exclude orthodontic services.

Adult Dental Services shall be limited to adults age 21 years or older who are enrolled in the waiver.  Adult Dental Services are not intended to replace services available through the Medicaid State Plan/TennCare Program.  All Dental Services for children enrolled in the waiver are provided through the TennCare EPSDT program.
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