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L Statutorv Authontv

a. In S. HFS 10.42 (2) (b), the department is perrmtted to contract W1th an 0rgan1zat10n: ‘
' Wthh “substannally but not completely meets the requirements for certlflcanon Thls does not
appear to be perrmtted in the statutes ' '

b. Section HFS 105.47 (3) provides that certain care management orgamzatlons (CMOs)

need not be licensed by the Offlce of the Comrmssmner of Insurance What is the statutory
authority for this provision? i o

2. Form. Style and Placement in Admtmstratzve Code

a. In ss. HFS 10.11 and 10.12, the items relatmg to authonty and purpose and
apphcablhty should be hsted for easier readmg

b. In s. HFS 10.31 (6), it is not necessary to include the adjective “uniform” when
referring to the functional and ﬁnanmal ehglblhty screens; this is mherent in the definitions.

c. Ins. HFS 10.32 (1) (i), the word “and” should be mserted after the number “49. 453”
and the phrase “shall apply to” should be replaced by the word “applies.”
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d. In s. HFS 10.32 (1) (g) (title), the term “medicaid” is used. The terms “medical
assistance” or “MA” should be used consistently throughout the rule, rather than the term
“medicaid.” See s. HFS 10.13 (33).

e Section ‘HFS 10.33 (2) (c) should ‘begin with the phrase “A person is functionally
eligible at the comprehensive level if.” Incorporatmg this change will make this paragraph agree
with s. HFS 10.33 (2) (d). -

f. Ins. HES 10.34 (3) (d) 2., the WOrd “‘éﬁall” should be deleted.
g In s. HFS 10.35, the word “shall” should be deleted.

h. Ins. HFS 10.42 (3) (intro.), the last line should begin: “The department may contract
with a certified organization” rather than: “The department shall contract with a certified
organization.”

i. The second paragraph of the note following s. HFS 10.42 (3) contains substantive
material that should be mcluded in thc text of the rule.

j- In S HFS 10 44 (2) (1) (mtro) the phrase “all of’ should be inserted after the word
“include.” = ;

k. Ins. HFS 10.51 (1) (), the word “Centers” should be replaced by the word “centers.”
1. Ins. HFS 10.53 (1) (a) and (b) and (2) (a) and (b), the phrase ‘,‘be,responsiblefgr the
effective operation of”” should be replaced by the phrase * effectively operate” and the phrase “is

_rcsponsxble for reviewing complaints and resolvmg grievances ’ should be replaced by the phrase,
“shall review complaints and resolve grlevances -

m. In s. HES 10.62 (3) (a) and (b), the word “Were"" should be ‘rkeplaced by the word

| n. Ins. HFS 89.295 (3), the phrase “in its sole discretion” is unneceSSary and should be
deleted. ‘

4. Adequacy of References to Related Statutes. Rules and F. orms

a. Section 46.288 (2) (b) and (c), Stats., require definitions of | “mental illness” and
“substance abuse” to be promulgated in the family care rules. These should be added to s. HFS
10.13.

b. In s. HFS 10.22 (4), reference is made to State and federal requireménts for
organizational independence from any CMO. Is it possible to cite these state and federal
requirements?
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¢. Ins. HFS 10.23 (7), the phrase “as defined in s. 19.32 (2)” should be added after the
words “no record”; in addition, the phrase “as defined in s. 19.62 (5)” should be added after the
phrase “personally identifiable information.” See s. 46.284 (7), Stats.

d. Section HFS 10.23 (7) (b) should include references to the statutes which are
“notwithstood” under the statutory prowsmn which pertams to this section. See s. 46.284 (7),
Stats ‘

- e In s. HFS 10. 32 (1) (c) reference is made toa person w1th a developmental dxsablhty
as bemg eligible for the family care benefit. However, under s. 46.286 (1m), Stats., a person
with a developmental disability is only eligible if a developmental disability is their “primary
disabling condition.” This paragraph should clarify that a person with a developmental disability
is eligible for the famﬂy care benefit only if that is their primary disabling condition. Further, s.
46.288 (2) (a), Stats., requires the term “primary dlsablmg condition” to be defined.

f. Ins. HFS 10.32 (3), the notation “HFS” should be inserted following the notation

46,9
.

g. Ins. HFS 10.33 €)) (a) reference is made to an 1mpa1rment that is expected to last
for more than 90 days or result in death within one year.” Under s. 46.288 (2) (f), Stats., the
‘term condltxon that is expected to last at least 90 days or result in death within one year” must
be defined in the rules. A definition of thlS term should be mserted in the appropnate place.

, ~ h. Section HFS 10.34 defines financial eligibility and cost-sharing criteria. Definitions
of “gross monthly income” and “deductions and allowances should be inserted i in this section.
'See S. 46 288 (2) (h) and (i), Stats A

i Ins HES 1034 (3) @ L, the notation “subd." should b replaced by the word
i e e s e s e T e ;

, J- Ins. HES 1041 (2), as for the reference to home and community-based waivers, the
statutory citations [ss 46 275, 46. 277 and 46. 278, Stats.] to those waiver programs should be
inserted. i

k. Section 46.284 (4) (a), Stats., requires the terms for disenrollment to be in the
‘contract between the CMO and the department. This requirement should be inserted into s. HFS
10.45 (2) (b). Also, the notation “s. HFS” should be inserted after the word “under ”?

L Section HFS 10.45 (5) should be reviewed for its consistency with s. 46.284 (7),
Stats. o .

m. Section HFS 10.55 (1) (f) should be reviewed for its conswtency with s. 46.287 (2)
(a) 1. f., Stats.

n. In s. HFS 10.73 (2), nursing homes, community-based residential facilities, adult
family homes and residential care apartment complexes should be referred to collectively as
“health care facilities.” See the definition in s. HFS 10.13 (32). ‘
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0. The rule makes numerous references to forms. The department should ensure that the
requlrements of s.227.14 (3) Stats., are met. : :

5. Clarity, Gram’mar;(Puncktuq,tion,qnd Use of Plain Language

" a. The rule is replete with the notion that CMOs must meet standards established by the
department outside of the Wisconsin Administrative Code. For example, see ss. HFS 10.43 (1)
(a) and 10.44 (2) (intro.). To the extent these standards are known, they meet the definition of
the term “rule” in s. 227. 01 (13), Stats., and should be 1nc1uded in the W"lsconsm Admlmstrauve
Code : ,

b, In s. HFS 10. 11 the phrase “to estabhsh standards for the performance of aglng
should be replaced by the phrase “estabhshes standards for the performance of agmg

¢ Ins. HFS 10.13 (38), What is “recept‘wealanguage, -

d. In s. HFS 10.23 (2), should a reference to providing enrollment assistance be
included? See s. 46.283 (3), (g), Stats., which seems to imply that this ,is required.

e. Sectlon HFS 10. 31 seems to mterpose a‘’ county agency” somewhere between a
resource center and : a CMO How is a county agency involved in this process if i it was not actmg
as a resource center or a CMO? See s. 46.283 (3) (b) and (e), Stats.

f. In s HFS 10. 31 (4) (b), reference is made to someone actmg respon51b1y for an
applicant who is mcompetent or 1ncapac1tated However, if an 1nd1v1dual is legally determined
1ncompetent he or she must have a guarchan This paragraph shouid be rephrased to reﬂect this.

g. Ins. r;}fS 10 32 ) (1) the sentence shou}d begm : “The person is not currently
eligible for the family care benefit.”

~ h. In s. HFS 10. 34 (3) (a), the term ,umform financial eligibility and cost-sharmg
screen” is used. The term used in the definition is “uniform financial eligibility screen.’ Sectlon
HFS 10.34 (3) (a) should be changed to reflect the defined term in s. HFS 10.13 (23).

i. Sectxon HES 10. 44 (2) () seems to require pamcxpation of the enrollee’s family
members or other representatives. Should this pamcxpatlon be optlonal at the determmatwn of
the enrollee? See s. 46.284 (4) (c), Stats.

] Section HFS 10.44 (2) (f) 5. should be rephrased 50 its syntax agrees with the other
subdivisions. The subdivision should begin as follows: “If the enrollee and the CMO do not
agree on a service plan, provide a method for the enrollee to file a grievance under s. HFS
10.53,”. Also, in sub. (2) (f) 5. a,, the notation “subd.” should be replaced by the notation
“subds.”.

k. Sections HFS 10 72 (5) (b) and 10.73 (5) ®) prowde that a hearing request is
considered filed on the date of actual receipt by the Dmsmn of Hearings and Appeals, or the
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date of the postmark, whichever is earlier. Why do these provisions differ from a similar
provision in s. HFS 10.55 (3)?

7. _Compliance With Permit Action Deadline Reauiremehts

Section HFS 10.42 (2) (a) provides that the department must review an application for
certification as a CMO in a “timely manner.” The department should ensure that the
requirements of s. 227.116, Stats., if applicable, are met.
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Subject: ~ Family Care

Statutory Authority:  Sections 46.286 (4) to (7), 46.287 (2) (a) 1. (intro.), 46.288, 50.02 (2) (d)
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Analysis: Reason for Rules, Intended Effects, Requirements

This order interprets new legislation, the main body of whlch is'in newly enacted ss. 46. 2805 to
46.2895, Stats. The Department of Health and Family Services is specifically directed to promulgate
rules by ss. 46. 286 (4) to (7), 46.288 (1) to (3), 50.02 (2) (d) and 50.36 (2) (c), Stats. These are the
rules required under the provisions cited above, together with related rules intended to clarify and
implement other provisions of the Family Care legislation that are within the scope of the
Department s authority. The rules address the following: y

‘ Contractmg procedures and performance standards for Agmg and Dasabmty Resource Centers
Application procedures and eligibility and entitlement criteria for the Family Care benefit.
Description of the Family Care benefit that provides a wide range of long-term care services.

- Certification and contracting procedures for Care Management Organizations.

- Certification and performance standards. and_operat;onai requirements for CMOs.

- ‘,;‘Protectaon of client rights, including notn‘" atio and due process requarements compiamt

~ grievance A,Depariment review, and fa ,anng processes. ... .o

Recovery of incorrectly and correcﬂy paid benefits. e ‘

e Requirements of hospitals, long-term care facilities and Resource Centers related to referra! and

counseling about long-term care options. s : :

e R o
L ] ‘.":\\0 ‘o e e

]

Forms (Copies attached when available)

) HFS 10.31 (4) and 10.32 (2) ‘App!icationand Review Form for Medical Assistance and
Food Stamps

Agency Procedure for Promulgation

k Public hearing under ss. 227.16, 227.17 and 227.18, Stats.; approval of rules in final draft
form by DHFS Secretary; and legislative standing committee review under s. 227.19, Stats.

Names and Phone Numbers of Agency Contacts

Lorraine Barniskis, Bureau of Aging and LOng—Term Care, 267-5267

Date Sent to LC Clearinghouse

March 8, 2000
cc: Rev of Stats, DOA



e Recovery of incorrectly and correctly paid benefits. ‘ : 7 :
¢ Requirements of hospitals, long-term care facilities and Resource Centers related to referral
and counseling about long -term care options. Ty

ORDER

Pursuant to authority vested in the Department of Health and Family Services by ss. 46.286
(4) to (7), 46.287 (2) (a) 1. (intro.), 46.288, 50.02 (2) (d) and 50.36 (2) (c), Stats., as created by
1999 Wisconsin Act 9, and s. 227.11 (2), Stats., and s. 9123 (1) of 1999 Wrsconsm Act 9, the
Department of Health and Fam:ly Services hereby amends and creates rules interpretingss.
46.2805, 46.281, 46.283 to 46.289, 50.033 (2r) to (2t), 50. 034 (5m) to (5p) and (8), 50.035 (4m) to
(4p) and (11), 50.04 (2q) to (2i) and (2m), 50.06 (7), 50.36 (2) (c) and 50.38, Stats., as created or
otherwise affected by 1999 Wlsconsm Act 9 as follows

SECTION 1. HFS 68. 04 (1) is amended to read

HFS 68 04 (1) PRGGRAM ADMiNlSTRATlON L_) The program shall be admlmstered in
each county by a county agency or, if the county board is not partrcrpatmg in the pmgrarn by a i
private nonproﬁt orgamzatron selected by the department under sub. (3) :

(b) The department may suspend the requirement in par. (a} for a county in whrch acare
management organization is under contract wrth the department to deliver the famriv care benefit
under ch. HFS 10. : S T SR Sy L v

SECTION 2 HFS 105 47 (1) is amended to read

: HFS 105.47 (1) CONTRACTS AND LiCENS
certification, a health maintenance orgamzatucn o ;
contract with the department to provide servrces t,, enrolled re
Wssconsm commrssroner of msurance SRR

F—er Exce 1as rovrded in sub 3 'for MA

SECT!ON 3 Chapter HFS 10is created to read

Chapter HFS 10
FAMILY CARE

Subchapter I—General Provisions

HFS 10.11 Authority and purpose.

HFS 10.12 App!icabiiity

HFS 10 13 Defi nrtlons

Subchapter H——Agmg and Drsabrhty Resource Centers |

HFS 1021  Contracting. R

HFS 10.22  General requirements.

HFS 10.23  Standards for performance byresource centers

Subchapter lll—Access to Family Care Benefit

2



HFS 10.31
HFS 10.32
HFS 10.33
HFS 10.34

HFS 10.35
HFS 10.36
HFS 10.37

Application and eligibility determination.

General conditions of eligibility.

-Conditions of functional eligibility.

Financial eligibility and cost sharing.
Protections against spousal impoverishment. .
Eligibility and entitlement.

Prwate pay mdwxduals

Subchapter lV——Famlly Care Benefst Dehvery Through Care Management Orgamzatlons

(CMO) -

HF,S 1,0.41

HFS 10.42
HFS 10.43
HFS 10.44

HFS 10.45

Famﬂy care semces

Certification and contractmg

CMO certification standards. ,
Standards for performance by CMOs.
Operational requirements for CMOs.

Subchapter V—Protection of Applicant and Enrollee Rights

HFS 10.51
HFS 10.52
HFS 10.53
HFS 10.54
HFS 10.55

HFS 10.56
HFS 10.57

Client rights.
Required notifications.
Grievances.

- Department reviews.

Fair hearing.

Continuation of services. #
:Cooperat:on with external advocates

, Subchapter Vinecovery of Pa:d Beneﬁts |

HFS 10 61

HFS 10. 62 ‘

Recovery of mcorrecﬂy paid beneﬂts
Recovery of correctly paxd benef ts

Subchapter Vll-—-Assurmg Tlmely Long-Term Care Consultatlon

HFS 10.71
HFS 10.72

HFS 10.73

HFS 10.74

‘HFS 10.11 Authority and purpose. This chapter is promulgated under the authority of ss.

Certmcatlon by secretary of avaliab;hty of resource centef.

Information and referral requirements for hospitals.
Information and referral requirements for long-term care facilities.
Requirements for resource centers.

SUBCHAPTER |—_GENERAL PROVISIONS

46.286 (4) to (7), 46.287 (2) (a) 1. (intro.), 46.288, 50.02 (2) (d), 50.36 (2) (c), and 227.11 (2) (a),
Stats., to implement a program called family care that is designed to help families arrange for
appropriate long-term care services for older family members and for adults with physical or

developmental disabilities. The chapter does all the following: establishes functional and financial

eligibility criteria, entitiement criteria and cost sharing requirements for the family care benefit,

including divestment of assets, treatment of trusts and spousal imp

erishment protections;

establishes the procedures for applying for the family care benefit/to establish ,Standards for the &
performance of aging and disabmty resource centers; estabhshes certificafion standards and



standards for performance by care management organizations; provides for the protection of
applicants for the family care benefit and enrollees in care management organizations through
complaint, grievance and fair hearing procedures; provides for the recovery of correctly and
incorrectly paid family care benefits; and establishes requirements for the provision of information
about the family care program to prospective residents of long-term care ‘facdmes and for referrals
to resource centers by hospitals and long-term care facmtles

HFS 10.12 Applicabi!ity This chapter applies to the department and its agents; to cbuhty
‘agencies designated by the department to determine financial eligibility for the family care benefit;
to all organizations seeking or holding contracts with the department to operate an aging and
disability resource center or a care management organization; to all persons applying to receive
the family care benefit; to all persons found eligible to receive the family care benefit; to all
enrollees in a care management organization; to certain private pay individuals who may purchase
certain services from a care management organization; and to hospitals, nursing homes, :
community-based residential facilities, residential care apartment complexes and adult family
homes that are required to provide information to patients, residents and pmspectwe residents and
make certain referrals to an aging and disability resource center ~

L '! et !

HES 10.13 Definitions. In this chapter: Thagt o mapblunass L sloimes

(1) “Activities of daily living” or “ADLs” means bathing, dressing, eating, mobility, : ” T !

transferring from one surface to another such as bed to chair and using the toﬂet
(2) “Adult family home” or “AFH” has the meanmg specifiedin s. 50 01 (1) Stats.

(3) “Adult protective services” means protective services for mentally retarded and other '
developmentally disabled persons, for aged infirm persons, for chronically mentally ill persons and-
for persons with other like incapacities incurred at any age as defined in s. 55.02, Stats

~ (4) “Applicant” means a person who darectly or through a representatwe makes appitcatlon
’ for the family care beneﬁt . o

(5) “Assets” means any interest in real or personal property that can be used for support
and maintenance. “Assets” includes motor vehicles, cash on hand, amounts in checking and
savings accounts, certificates of deposit, money market accounts, marketable secunt:es other
financial instruments and cash value of hfe insurance. : .

(6) “Assistance” means cuemg supervxs:on or pamal or complete hands—on a35|stance from
another person. :

(7) “At risk of losing independence or functional capacnty means having the conditions or
needs described in s. HFS 10.33 (4) (b). , 7

(8) “Care management organization” or “CMO” means an entity that is certified as meeting
the requirements for a care management organization under s. 46.284 (3), Stats., and this chapter
and that has a contract under s. 46.284 (2), Stats., and s. HFS 10.42. “Care management
organization” does not include an entity that contracts with the department to operate a PACE or
Wisconsm ‘partnership program

(9) “Client” means a perscm applying for ehg:bzhty for the family care beneﬁt ane sg:b!e
person or an enroll ea :

\\j *\ L



(10) “Communlty—based residential facrirty” or “CBRF” has the meaning specrf" ed ins. 50.01
(1g), Stats. , o ; :

(11) “Community spouse” means an individual who is legally married as recognized under
state law to a family care spouse. ~ : : : ‘

(12) “Complaint” means any communication made to the department, a resource center, a
care management organization or a service provider by or on behalf of a client expressing
dissatisfaction with any aspect of the operations, activities or behaviors of the department, ;
resource center, care management organization or service provider related to access to or delivery
of the famﬁy care benefit, regardless of whether the communication requests any remedial action.

: (1 3) “Countabie assets means assets that are used in ca}cuiatmg f nancial ehgrbmw and
cost sharmg requirements for the famrly care benefit. e

(14) “Ccunty agency means a county department of aging, social services or human
servrces an aging and disability resource center, a family care district or a tribal agency, that has
been designated by the department to determine financial eligibility and cost shanng requirements
for the family care benefit. - :

(15) “Department” means the Wisconsin department of health and famlly services.

(16) “Developmental drsabrhty means a disabrhty attnbutabie to brain i mjury, cerebral palsy,
epilepsy, autism, Prader-Willi syndrome, mental retardation, or another neurological condition
closely related to mental retardation or requiring treatment similar to that required for mental
retardation, that has continued or can be expected to continue indefinitely and constitutes a
substantial handicap to:the afflicted individual.  “Developmental dssabmty does not mclude semhty
that is pnmarily caused by the process of aging or the infirmities of aging. :

(17) “El grb!e person” means a person who has been determined under ss. HFS 10. 31and
 10.32 to meet all ehg;bx!rty cntena under s. 46.286 (1) or (1m) Stats and this. chapter

(18)k “Enroliee” means a person who is enrolled in a care management organrzatron to
recerve the family care benefit. : ; ,

(19) “Fair hearing” means a de novo proceeding under ch. HA 3 before an impartial
administrative law judge in which the petitioner or the petitioner’s representative presents the
reasons why an action or inaction by the department, a county agency, a resource center or a
CMO in the petitioner’s case should be corrected.

- (20) “Family care benefit” has the meaning given in s. 46.2805 (4), Stats., namely, financial
assmtance for Iong-term care and support items for an enrollee.

(21) “Famrly care district” means a special purpose drstnct created under s. 46.2895 (1),
Stats.

(22) “Family care spouse” rneans an individuai who is a family care appﬁcant or enrollee . .-
and is legally married as recognized under state law to an individual who does not resrde ina
medical institution or a nursing facility. ; :



(23) “Financial eligibility screen” means a uniform screening tool prescribed by the
department that is used to determine financial eligibility and cost-sharing under s. 46.286 (1) (b)
and (2), Stats and SS. HFS 10 32 and 10. 34

(24) “F unctlonal capacrty” means the skill to perform actrvxtres inan acceptabie manner with
msnrmal dependence on devrces persons or the envrronment
(25) “Functrona! screen” means a uniform screening tool prescnbed by the department that
is used to determine functiona etagrbahty under s. 46. 286 (1) (a) and (1m) Stats and SS. HFS
10 32 and 10 33:

(26) “Grrevance” means a wntten {:ommunrcatlon submrtted to the department a county
agency, a resource center or a CMO by or on behalf of a client expressing dissatisfaction with any
aspect of the decisions, actions, operations, activities, or behaviors of the department, county
agency, resource center or CMO that pertain to family care, and requesting that the operations,
activities or behaviors be corrected. A grievance may include i tssues that have not been resotved
to the satrsfactson of the chent through mforma! means ‘ / :

(27) “Home means a p!ace of abode and lands used or operated in connection with the
place of abode

Note: In urban sstuations the home usuatty consusts ofa house and lot. There will
be situations where the home will consist of a house and more than one lot. As long
as the lots adjoin one another, they are considered part of the home. In farm situations,
the home consists of the house and building together with the total acreage property
upon which they are located and which is considered a part of the farm. There will
be farms where the land is on both sides of a road m wh;ch case the tand on both srdes
is cons:dered part of the homestead , ~

(28) “Hosp tat” has the meanmg specsﬂed m s 50 33 (2) Stats

(29) “lnﬁrmmes of agrng” has the meanmg gtven in s. 55 01 (3) Stats namely orgamc bram
damage caused by advanced age or other physical degeneration in connection therewith to the
extent that the person so afflicted is substantially impaired in his or her ability to adequately provide
for his or her care or custody

(30) £ nstrumentat activi tres of darty hvmg” or “lADLs” means management of rnedrcattons
and treatments, meal preparation and nutrition, money management, using the telephone, -
arranging and using transportation and the ability to function at a job site.

(31) “Local long-term care council” means a councd appomted under 5.46.282 (2), Stats

(32) “Long-term care facility” means a nursing home, adult famaly home commumty—based
residential facility or residential care apartment complex. !

(33) “Medical assistance” or “MA” means the assistance program operated by the
department under ss. 49.43 to 49.499, Stats., and chs. HFS 101 to 108.

(34) “Medical institution” means a facility that meets all of the following conditions:

(a) Is organized to provide medical care, including nursing and convalescent care.



(b) Has the necessary professional personnel, equipment and facilities to manage the

medical, nursing and other health care needs of patients on a contmumg basrs in accordance with

accepted professional standards
(c) ts authonzed under state law to provrde medrcai care.

(d) ls staffed by professsonal personne! who are responsrble for profess:onat medical and
nursing services. The professional medical and nursing services include ‘adequate and contxnuat
medical care and supervision by a physrcran registered nurse or licensed practical nurse, . -
supervision and services and nurses’ aide services sufficient to meet nursing care needs and a
physician’s guidance on the professional aspects of operating the institution.

(35) “Nursing home” has the meaning specified in s. 5@.01 (3), Stats.
(36) “Otder person” means a person who is at least 65 years of age.

(37) “PACE” means a program of all-inclusive care for the etderly authonzed under 42 USC
1395 to 1395¢gg.

(38) “Physical disability” means a physical condition, including an anatomical loss or
musculoskeletal, neurological, respiratory or cardiovascular impairment, that results from injury,
disease or congenital disorder and that significantly interferes with or significantly limits at least one
major life activity of a person. In the context of physical disability, “major life acti means self-
care, performance-of manual tasks unrelated to gainful employment, walkmg,@g@nd

expressxve ianguage breathmg, workmg partrcrpatmg in educattonat programs mobﬂtty other than

(39) “Residential care apartment complex” or “RCAC” has the meamng specrﬂed ins. 50 01
(1d) Stats , . G

the standards for operation and is under contract with the department to provide services under s.
46.283 (3), Stats., and this chapter or, if under contract to provide a portion of the services
specified under s. 46.283 (3), Stats., meets the standards for operatron with respect to those
services. , ;

(41) “Respite care” means temporary placement in a long-term care facility for maintenance
of care, treatment or services, as established by the person’s primary care provrder in addition to
room and board, for no more than 28 consecutive days at a time. ,

(42) “Secretary means the secretary of the department

(43) “Target popuiataon" means any: of the foi lowing gmups that aresource center ‘oracare
management organrzatten has contracted wath the department to serve: :

(a) Older persons.
(b) Persons with a physacal drsabrhty

-~ {c) Persons wrth a devetopmentat disab:ilty

(40) “Resource center” or agmg and drsabthty resource center ‘means an entrty that meets

~)



(44) “Wisconsin partnership program” means a demonstration program known by this name
under contract with the department to provide health and long-term care services under a federal
waiver authorized under 42 USC 1315.

SUBCHAPTER n- AG!NG AND DlSABl;LkI:TY RE‘S‘(’)J\LVJR(::E’CENTERS |
HFS 10.21 Contractmg (1) The department may contract for resource center operatron
only with enttttes that do all of the following: .
(a) Comply with the general requrrements specxf’ ied in s. HFS 10. 22
(b) Meet the standards for performance by resource centers specified in s. HFS 10.23,
(2) The department s contracts with orgamzatlons operatmg resource centers shall specify

sanctions that may be taken if certain contract requirements are not met mcludmg the wrthhoidmg
or deduction of funds. : ( i >

HFS 10.22 General requirements. (1) TARGET POPULATION. Each contract for -
operation of a resource center shall specify the target population that the resource center will :
serve. The target population to be served by the resource center includes all members of the =+

specified group who reside in the geographic area served by the resource center regardless of ' )
whether they need or’“a"re S‘eekrrig famrly care or other Iong-term care services or programs A T
(2) NAME (a) A resource center shall have a name that is appropnate toits target phoodirga

populatron and mcludes any of the fo!iowmg phrases
o 1. “Aging and dlsabtl;ty resource center.”
2 “Agmgzpresourceracen:ter.r -
3 “Dzsabr 1ty resource center
4 “Devetopmental disabilities resource center.”

(b) The resource center’'s name may be the primary name of the resource center or a
subtatle to another name but shall be rnciuded inall advertlsmg and materials, tnctudmg any
telephone book listings. i

(3) GOVERNING BOARD. A resource center shall have a governing board that reflects the
ethnic and economic diversity of the geographic area served by the resource center. At least one-
fourth of the members of the governing board shall be older persons or persons with physical or
developmental disabilities or their family members, guardians or other advocates, reflective of the
resource center’s target population. No member of the governing board may have any direct or
indirect financial interest in a care management organization. &

(4) INDEPENDENCE FROM CARE MANAGEMENT ORGANIZATION. To assure that
persons receive long-term care counseling and eligibility determination services from the resource
center in an environment that is free from conflict of interest, a resource center shall meet state ¢ << -
and federal requirements for organizational independence from any care management i covs
organization.

-~
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Note: Before July 1, 2001, the Wisconsin Legislature has authorized the Department to
contract only with a county, a family care district, the governing body of a tribe or band or the Great
Lakes Inter-tribal Council, Inc., or with 2 or more of these entities under a joint application, to
operate a Resource Center. After June 30, 2001, the department is authorized to contract with
these same entities, or with a. private nonprofit organization if the department determines that the
organization has no signifi icant connection to 1 entity that operates a care management
orgamza‘f‘ onand-if-any-of-the-following apj (A county board of supervisors declines in
writing to apply for a contract fo operate a Resource Center; or (2) A county agency or a family
care district applies for a contract but fails to meet the standards for performance for Resource
Centers specified in's. HFS 10.23. Certain functions of the Resource Center, such as eligibility
determination, must be performed by public employes and counties would be required to perform
these functions even if a private organization were under contract for other Resource Center
functions. Section 46.285, Stats., further requires that no entity may directly operate both a
Resource Center and a CMO, except that a pilot Resource Center is required to be structuraily
separate from the pmvasnon of CMO senﬂces by January 1 2001

_ HFS 10.23 Standards for performance by resource centers. (1) COMPLIANCE. An
aging and disability resource center shall comply with all applicable statutes, all of the standards in
this section and all requirements of its contract with the department.

(2) SERVICES A resource center shall ensure that the failowmg servxces meeti ing the
standards specified, are available to its target population: ,

(a) Information and referral services and other assistance. A resource center shall provide
information, referral and assistance at hours that are convenient to the public and consistent with
requirements of this chapter and its contract with the department, using a telephone number that is
toll-free to all callers in its service area. The resource center shall be physically accessible and be
able to provzde mformatson and assistance services in a private and confi denttal man ‘er‘ ;
Informatlon and referral serwces mciude aH o the fol owmg : ‘

' 1 Current mformation ona w1de vanety of topics reiated o kagmg physic’a“l and
developmental disabilities, chronic illness and long- -term care, as specified by the department and
appropriate to the resource cen'ters target populatton

2. Referrals to and assistance in accessing an array of voluntary, purchased and public
resources to help older people and people with disabilities secure needed services or benefits, live
with dignity and security, and achieve maximum mdependence and qual ity of life. Referral I'and
assistance includes all the followmg ;

a. Professional advice and counseling to assist consumers in identifying. needs, capacities
and personal preferences ;

'b. Educating consumers regarding available service options and resources.
c. ldentifying service providers capable of meeting the person’s needs. ;

d. Actively assisting the consumer in eccessing ‘services' when necessary.

3. Continued contact with peopie as needed to determine the outcomes of previous
contacts and to offer additional ‘assistance in locating or using services as necessary.



(b) Advocacy. Advocacy on behalf of individuals and groups when needed services are not
being adequate!y provrded by an orgamzation wrthm the service deilvery system.

(c) Long-term care optrons counselmg The resource center shall provrde members of 1ts
target population and their families or other representatives with professional consultation and
advice about options available to meet long-term care needs and about factors to consrder in
making long-term care decisions. The resource center shall offer long-term care options
counseling to any person in its target population who is seeking or who the resource center Ll
determines appears to need long-term care services. Information provided shall be timely, factual, -
thorough, accurate, unbiased and appropriate to the individual’'s needs and situation. The
resource center shall conduct long-term care options counseling at a location preferred by and at a
time convenient to the individual consumer. Long-term care optlons counsehng sha!i inform and
advise the person ccncemmg all ef the feliowmg ok ; , i

1 The avarlabl tty of any long-term care optlens open to the mdlvrdual mcludrng home care,
community services, case management services, residential care and nursing home ept:ons

2. Sources and methods of both publrc and pnvate payment for !ong—term care servrces
including family care and the fee—for~serwce system

3. Factors to consider when choosing among the available programs, services and benefits,
including cost, quality, outcomes, estate reoovery and compatibi ity wrth ‘the person’s preferred
lifestyle and residential setting.

4. Advantages and dasadvantages of the vanous options in light of the individual's situation,
alues capacrtres knowiedge and resources and the urgency of the mdxvrduai S s:tua’uon

(d) Ben ts counseimg 1 The resource center shaﬁ ensure that people | from xts target
'popuiations h e access to the services of a benefit specia list, including information about and
assistance in applying for public and prwate ‘benefits for which they may be ehgrbie and assrstance
in preparing and fmng complamts gnevances and requests for department review or faxr hearing.

2. Notwrthstandmg sub. (7) (b), a benefit spec:airst may not drsciose information about a
chent without the informed consent of the client, unless required by law.

(e) Transttlonal serv:ces A resource center that serves young ‘adults shall coordinate with
school districts, boards appomted under s.51.437, Stats., county human services departments or
departments of community programs to assist young adults with physma or deveiopmental
disabilities in making the transition from children’s services to the adult long-term care system.

1) Prevention and early intervention. The resource center shall deveiop a prevention and

early intervention plan based on department priorities esta thro Wand provide -
prevention and mterveniaon servuces consastent with the plan and { within the limits of available

funding.

(9) Emergency response. The resource center shall assure that emergency calls to the
resource center are received 24 hours a day, seven days a week, responded to promptly and that
people are connected promptly with the appropriate providers of emergency services.

(h) Cho:ce counseling. The resource center shall provide information and counselmg to
- assist persons who are eligible for the family care benefit with respect to the person’s choice of

10



whether or not to enroll in a care management organization and, if so, which ava:labte care = ) N

management organization would best meet his or her needs : : ; e

(i) Disenrollment counseling. The resource center shall provrde mformatlon and counsehng
to assist persons in the process of voluntarily or involuntarily disenrolling from a care management

orgamzatron mcludmg aII of the following: S 43
1 lnformatren about chents nghts and gnevance procedures i S Ly & ,,j{\.‘\\

2. Advocacy resources avarlabie to assrst the person in resolvmg compiamts and
gnevances 0 b ; ; ; : ;

3 Servrce and program optrcms avarlabie to the person rf the dzsenrollment occurs.

() Waltmg hst management The resource center shail manage as drrected by the
department any waiting lists that become necessary under s. HFS 10.36 (2) or (3).

- (3) ACCESS TO FAMILY CARE AND OTHER BENEFITS. If it is a county agency, the
resource center shall provide to members of its target population access to the benefits under pars.
(a) and (b) directly or through subcontract or other arrangement with the appropriate county
agency. Ifitis not a county agency, the resource center shall have a departmentally approved = <>
memorandum of understanding with a county agency to which it will make referrals for access to.  «/ 7“7~
these benefits. The memorandum of understanding shall clearly define the respective
responsibilities of the two organizations, and how eligibility determination for the benefits under
pars. (a) and (b) will be coordinated with other resource center functions for the convenience of
members of the resource center’s target populatlon Benef ts to whrch the resource center shall

provide access are all the following:

~ (a) Family care. 1. The requirements spec;ﬁed ins. HFS 10 31 shall govem app!rcation and
determmatron of eligibility for the family care benef t L £ A

foel
/,

2. A resource center shall offer a funct;enal screen and a f inancial e |gibil;ty screen to any
individual over the age of 17 years and 9 months who appears to have a drsabmty or condltron
requmng Iong -term care and who meets any of the fottowmg condrtrons

a. The person requests oris referred for the screens.

b. The person is seeking access to the family care benefit. ; ; : /
! /
/
c. The person is seeking admission to a nursing home, community-based residential facility, /
adult family home, or residential care apartment comptex subject to the exceptions under ss. HFS /

10.72 (4) and HFS 10.73 (4) (a)

3. lf a person accepts the offer the resource center or the county agency shati prov;de the

screens. N&_%Mj, L )
(b) Med/cal assrstance SSI state suppiem/ental payments and food stamps The resource
center shall provide, directly or through referral, access\to all of the following:

1. Medical assistance under s. 49.46, 49.468 or 49.47, Stats:

11



2. State supplemental payments under s. 49.77, Stats., to the federal supplemental security
income (SSI) program under USC 1381 to 1383d, including the increased or “exceptional®
payments (SSI E) under s. 49 77 (33) Stats

3. The federai food stamp program under 7 USC 2011 o 2029
(4) ELDER ABUSE AND ADULT PROTECTIVE SERV!CES (a) The resource center shall

identify persons who may need elder abuse or adult protective services and shall provide or k
facilitate access to servrces for ehg;bte indi wduals under s. 46. 90 and chs. 51 and 55, Stats Y @77

(b) The resource center may provrde eider abuse and aduit protectxve Wecity, ifa
county agency, or through cooperation with the Tocal public agency or agencies that provide the
services. If the resource center is not the county agency designated under s. 46.90 or ch. 55,
Stats., it shall have a memorandum of understanding with the designated agency or agencies
regarding how these services are to be coordinated. The memorandum shali speoafy staff contacts,
hours of operation and referral processes and procedures. ; ‘

(5) STAFF QUALIFICATIONS. Persons providing resource center services, whether directly
employed by the resource center or indirectly under subcontract or memorandum of understandmg
with another orgamzahon shail have the fol 1ow1ng qualifications: - ; :

(a) Persons answenng the mformatron and assistance teiephone tme shail be tramed and
knowledgeable about all of the foll owmg o :

1 The m:ssxon operatsons and referrat pohcres of the resource c:enter
2 The target popu!ataons served and therr needs.

3. Telephone etiquette and commumcatron skﬂls mcludmg how to recognlze and respond
to special hearing or language needs. : , L : ,

4. How to. recogmze and handie emergenc:es

(b) Persons provrdmg mformatzon and assrstance servrces long-term care options
counseling, benefits counseling, the functronai screen and financial ehgrbrhty screen and choice
counseling shaﬂ :

1. Be competent to provide these services to the resource center’s target population.

- 2. Meet at least one of the foltowmg requ:rements for educatnon and expenence

a. Bachetor of arts or science degree, preferably ina health or human services related field,
and at least one year of experrence workmg wrth at least one of the resource center’s target
populations. ;: , :

b. Four years of post-secondary education and experience working with at least one of the
target populations or an equivalent combination of education and expenence either in long-term
support or a related human services field :

c. Other experience, training or both, as approved by the department based on a plan for
providing formal and on-the-job training to develop the required expertise.

12



3. Be knowledgeable about the range, quality and availability of long-term care services
offered within the resource center’s service area.

(6) OPERATIONAL ‘REQU’!REMENTS. A resource center shall do all of the following:

(a) Outreach and public education. 1. Develop and implement an ongoing program of
marketing and outreach to inform members of its target population and their families, community
agencies, health professionals and service providers of the availability of resource center services.

2 Within 6 months after the family care benefit is available to all eligible persons in its
service area, provide information about family care to persons who are members of a target
population served by a CMO that operates in the county and who are residents of nursing homes,
community-based residential facilities, adult family homes and residential care apartment
complexes in the geographrc area of the resource center. The mformatron provrded shall cover all
of the following: LT : ~

a. The family care benefit.

b. The services of the resource center, including mformation and assistance, benefits
counseling, long-term care options counseling, the functional screen and frnancral elrgrbl ity screen,
and eligibility determination and enro!lment in family care. :

c. The services of any avaﬂable care management orgamzatron mcludmg the
comprehensive assessment and care plan. ;

d How to contact the resource center for assrstance

(b) Commun/ty needs identification. Implement a process for identifying unmet needs of its
target population in the geographic area it serves. The process shall include input from the local -
long-term care council, members of the target populations and their representatives, and local
government and service agencies including the care management organization, if any. Aresource
center shall target its outreach, education, prevention and service deve!opment efforts based on
the resuits of the needs 1dent|ﬁcatron process ~ .

(c) Complalnt and grievance processes Implement a process for reviewing client
comp!amts and resolvmg client gnevances as required under S. HFS 10. 53 (1.

(d) Repomng and records 1. Except as provided in thxs par and sub. (7), collect data about
its operations as required by the department by contract. No data collection effort shall interfere
with a person’s right to receive information anonymously or require personally identifiable
information unless the person has authorized the resource center to have or share that information.

2. Report information as the department determines necessary, including mformatron
needed for doing all of the following: :

a. Determining whether the resource center is meeting minimum quality standards and
other requirements of its contract with the department. ,

b. Determining the extent to which the resource center is improving its performance on
measurable indicators identified by the resource center in its current quality improvement plan.
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c. Evaluating the effects of providing Iong—term care optrons counselmg and choice -
counseling under this section.

d. Evaluating the effects for enrollees and cost-effectiveness of providing the family care
benefit. »

B Submrt to the department at! reports and data requrred or requested by the department
in the format and timeframe specified by the department. ,

———
T

(e) Internal quality assurance and quality improvement. Implement an internal quality -
assurance and quality improvement program that meets standards prescribed by the ent
_through contract As part of tne program the resource center shaldo all “ot-' the fouowing'

. Devetop and lmptement a wntten qua!rty assurance and qualrty smprovement ptan
desrgned to ensure and improve outcomes for its target population. The plan shall be approved by
the department and shall mclude at least all of the following components

a. Identification of performance goals, specific to tne needs of the resource centers
customers mctudmg any goals specn‘;ed by the department : : :

b ldentrt“ cation of objectrve and measurable mdlcators ot whether the rdentafred goais are
being achieved, rnctudlng any mdrcators specrt‘ ied by the department

C. tdentn‘" catron of trmehnes wnthln WhtCh goals will be achreved
d. Description of the process that the resource center will use to gather feedback from the
resource center's customers and staff and other sources on the quality and effectiveness of the

resource center s performance

e Descnptron of the process the Tesource center wrtt use to momtor and act on the results
'and feedback reoewed b e . T » :

f A process for regularty updatmg the ptan inc udmg a descnpticn of the process the
resource center will use for annually assessing the effectiveness of the quality assurance and
quality improvement pian and the |mpact ofits 4mpiementation on outcomes

2. Measure resource center performance usmg standard measures requrred by the |
department through contract and report its findings on these measurements to the department

3. Achieve mrnrmum performance levels and performance lmprovement levels as
demonstrated by standardized measures established by the department through contract.

4. Initiate performance improvement projects that examine aspects of services related to
improving resource center quality. These projects shall include all of the following: -

a. Measuring performance.
b. Implementing system interventions.

- ¢. Evaluating the effectiveness of the interventions.
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d. Planning for sustained or increased 5mprovement in performance based on the ﬁndmgs
of the evaluation. = g ‘ ;

) - 5. Comply with quality standards for services mcluded in the resource center’s contract with
the department in all of the following areas: : ,

a. Trmelmess and accuraey of the functlonai screen and fmanc:al etrglbmty screen.

b Ttmely and accurate ehgtbrlxty determmat ion and enrollment procedures ol

C. lnformatron and assrsstance services.

d. Protectron of apphcant rrghts ‘

e. Effective processes for conssdenng and actmg on comptalnts and resolvmg gnevances of
applicants:and other perscns who use resource center services. - - : ; e

6. Report ali data requrred by the department related to standardtzed measures of
performance in the timeframes and format specn‘” ied by the department

o Ceoperate‘ with the department in evatuatrng outcomes and in devetoprng and

(f) Cooperation with extemal reviews. Cooperate with any review of resource center
activities by the department another state agency or the federai government
(7) CONF!DENTtAUTY AND EXCHANGE OF tNFORMATiON No record of a resource
center that contains personally identifiable information concerning an individual who receives
services from the resource center may be drsclosed by the resource center wrthout the rndrwdual s
-~ informed consent except as foﬁows ; . ;, - :

(a) A resource center shaii provrde rnformatton as requrred to compiy wrth S. 16 009 ‘(2) (p )‘ -
or 49.45 (4), Stats., or as necessary for the department to admrmster the famliy care program
under ss. 46 2805 to 46. 2895 Stats ; e ; : = :

; . (b) Except as prowded in sub (2) (d) 2., a resource center may exchange conﬁdent al
q mtormatron about a client without the informed consent of the client, in the county of the resource
oy ;center if the exchange of information is necessary to enable the resource center to perform its
£~ duties or to coordinate the delivery of services to the client, as authorized under s. 46.21 2m) (c),
7 46.215(1m), 46.22 (1) (dm), 46.23 (3) (), 46.284 (7) 46. 2895 (10) 51.42 (3) (e) or 51 437 (4r) (b)

e
T

ot Stats.
,ET)S» 4 e {‘/ ﬂ ‘; el - . , r _—
> \ ~ SUBCHAPTER Ill — ACCESS TO THE FAMILY CARE‘BENEFiT '

HFS 10.31 Application and eligibility determination. (1) DEFINITION. In this section,

‘agency” means any county,agency, or any resource center that is not a county agency, that is
responsible for all or part of determination of functional, financial, and other conditions of eligibility
for the family care benefi it..
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(2) GENERAL REQUIREMENT. Applicatign-for the family care benefit shall be made and
reviewed in accordance with the provisions of this chapter.) < \/\"7 '

(3) ACCESS TO INFORMATION. The agency shall provide information to persons mquxrmg
about or applying for the family care benefit as required under s. HFS 10.23 (2) (c) and (h).

(4) APPLICATION. (a) Making application. Any person may apply for a family care benefit
on a form prescribed by the department and available from a resource center. Application shall be ,g.o FaeS
made to the agency serving the county, tribe or family care district in which the person resides.
Application may not be made to an agency in a county or tribe in which the family care benefit is
not available. 5 "swo SR b b’w s s deiv ’

(b) Signing the application. The applicant or the apphcants legal guardian, “authorized P 3t , {}
representative or, where the applicant is incompetent or incapacitated, someone acting respor(smiy
for the applicant, shall sign each application form in the presence of a representative of the
agency. The signatures of 2 witnesses are required when the applicant signs the application with a
mark. “"j.: M ’3

5) VERIFICAT!ON OF iNFORMATlON An appincatton for the famuy care benef t shaﬂ be
denied when the applicant or enrollee is able to produce required verifications but refuses or fails
to do so. If the applicant or enrollee is not able to produce verifications or requires assistance to . <
do so, the agency taking the application may not deny assistance but shall proceed immediately %to
assist the person to secure necessary verlficatlons L Aot s he el

VA dpds, (2
(6) ELIG!BILITY DETERM!NATION (a) Dec:s:on date. Except as provided in par. (b), not

later than 30 days from the date the agency receives an application that includes at least the
applicant’s name, address, unless the applicant is homeless, and signature, the agency shall
determine the applicant’s eligibility and- cesg sharing requirements for the family care benefit, using
a un;fmm functional screen and & umforrnfmanc;al eligibility screen prescribed by the department.
_ If the applicant is a family care spouse as defined in s. HFS 10.34 (1) (i), the agency shall notify
both spguses in accerdance with the requ;rements of s. 49.455 (7),, Stats. ) St i -

\

“(b) Not:ce The agency shau not;fy the applscant in wntmg of its determmatlon h‘ a delay in {,\ w«z
processing the application occurs because of a delay in securing necessary information, the
agency shall notify the applicant in writing that there is a delay in processing the application,
specify the reason for the delay, and inform the applicant of his or her right to appeal the delay by
requesting a fair. heanng under S. HFS 10.55. ;

———

) ENROLLMENT The agency shall compiete and transmit, as directed by the ’
department, all enroliment forms and materials required to enroll persons who are eligible and who
choose to enroll in a care management organization.

(8) FRAUD. When the agency director or designee has reason to believe that an applicant
or enrollee, or the representative of an applicant or enrollee, has committed fraud, the agency
director or designee shall refer the case to the district attorney.

'HFS 10.32 General conditions of el:g|bihty 0] CONDiTIONS To be eligible for the
family care benefit, a person shall maet all 91‘ the following conditions:
\~ e
(a) Age. The person is at least 18 years of age or will attain the age of 18 years on any day
of the calendar month in which the person applies.
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(b) Residency. The person is a resident of a county, family care district or service area of a
tribe in which the family care benefit is available through a care management organlzatlon This
requirement does not appiy to a person who is either of the following: : ~

1. Anwenroi!e@bvho was a res:dent of the county, family care distnct or tnbal area when he /
or she enrolled in “family care, but currently resides in a long-term care facility outside the service
area of the CMO under a plan of care approved by the CMO.

2. An apphcant who, on the date that the family care benefit first became avaxlable in the " \
county, was receiving services in a long-term care facility funded under any of the programs \\M .
specified under s. HFS 10.33 3) (b) admlmstered by that county. S 5t P g o ,;e 3" “f@:}

(c) Famlly care target group. The person has a physical dlsabmty@ﬂr@g@s of agmg r\f % ’f -
the person is a resident of a county that has operated a care management ergamzaf““n efore 5( °f bl
July 1, 2001, a developmenta! disability.

o N AL - g/&_ M
e P (d) Functlonal el:g:bmty The person meets the functzonai eligibility condmons unders. HFS ;{Z\y M
k 10.33. ™

7 C{?ﬁ)‘j"
(e) Financial ellglblllty The person meets the financial ehgibihty condmons under s. HFS
10.34)
\,
(f) Cost sharing. The person pays any cost sharing obhgat!ons as required under s. HFS
10. 34 (4). _ . -
‘ YA “IT st g e Mo
(g) Acceptance of medtcaid if ellgtble If the person is ehgable for medical assistance, he or
she applies for and accepts the medical assistance. o - -

(h) Other non-financial COI’)dItIOﬂS The person meets the nonfmancnai condmons of eligibil xty S
/ for medical assistance under s. HFS 103.03 (2) to (9). e g d

PUVALAN b
,,,,,,,,,,,, {;f/‘CJ w-c,J

() Divestment. The person is not currenﬂy&\nehglble ft)r the family care benefit, under the *
provisions of ss. 49.453, 49.454 (2) (c) and (3) (b);~Stats_, ands. HFS 103.065 because he or she * AP
divested assets. The divestment provisions of ss. 49.45 1454 (2) (c) and (3) (b), Stats., and s. T gl
HFS 103. 065 shall-apph-tosall famliy care applicants an nroliees regardless of whether they are™
eligible for medical assistance [ o<

(2) PROVISION OF NECESSARY INFORMATION. A client or person acting on behalf of a
client shall provide full, correct and truthful information necessary to determine family care
eligibility, entitlement status and cost sharing requirements, including the foﬁowmg

~(a) A declaration of assets on a form prescribed by the department.

(b) A declaration of income on a form prescribed by the department.

(c) Information related to the person’s health and functional status, as requxred by the
department.

(3) REPORTING OF CHANGES REQUIRED. An enrollee shall report to the county agency
any change in circumstances that would affect his or her eligibility under this section, including

17



Bre
income and asset changes that would affect cost shanng obhga’uons as specrfred under s.,10.34

(4) REVIEW OF ELIGIBILITY. Enrollees’ eligibiﬁty for the family care benefit shall be re-
determined annually or more often when a county agency has information indicating that a change
has occurred in an enrollee’ s crrcumstances that wou d affect his or her eirgrb hty or oost shanng
requirements. : , : ;

HFS 10.33 Conditions’ of functional eligibility, (1) DEF INlT[ONS. In this section:

(a) “Long~term or 1rreversrbie condition” means a physrcal or. cognrtrve rmparrment that i |s
expected to !ast for more than 90 days or result in death wrthm one year.

(b) “Requrres ongomg care assrstance or supervrsron means havmg the condrtrons or
needs described in s. HFS 10.33 (2) (a). i

, (2) DETERMINATION OF FUNCTIONAL ELIGIBILITY. (a) Determination. Functional
eligibility for the family care benefit shall be determined pursuant to s. 46.286 (1) and (1m), Stats.,
and this chapter, using a uniform functional screen prescribed by the department. To have
functional eligibility for the family care benefit, the functional eligibility condition under par. (b) shall
be met and, except as provided under sub. (3), the functional capacity level under par. (c) or (d)
shall be met.

(b) Long-term condition. The pé‘r‘SOn's‘haH have a long-term or irrevereible cOndition.

(o) Comprehensive functional capacity Ievel The person requires ongomg care, assistance
or supervision from another person, as is evrdenced by any of the foHowmg fi indings from
apphcatlon of the functronal screen:

1. The person cannot safeiy or approprzateiy perform 3 or more actrvmes of darly rvrng

, 2. The person cannot safely or appropr:ately perform 2 or more ADLs and one or more
mstrumental actrvrtres of daﬂy hvmg

3. The person cannot safeiy or appropnate!y perform 5 or more lADLs

4. The person cannot safely or appropriately perform one or more ADL and 3 or more
IADLs and has cognitive impairment. , ~

5. The person cannot safely or appropnate y perform 4 or more IADLs and has cognitive
impairment.

6. The person has a complicating condition that limits the person’s ability to independently
meet his or her needs as evidenced by meeting both of the following conditions:

a. The person requires frequent medical or social intervention to safely maintain an
acceptable health or developmental status; or requires frequent changes in service due to
intermittent or unpredictable changes in his or her condition; or requires a range of medical or -
social interventions due to a multiplicity of conditions.
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b. The person has a developmental disability that requires specialized services; or has
impaired cognition exhibited by memory deficits or disorientation to person, place or time; or has
impaired decision making ability exhibited by wandenng physucal abuse of self or others, seif
neglect or resistance to needed care. - G BT

(d) Intermediate functional capacity level. A person is functionally eligible at the -
intermediate level if the person is at risk of losing his or her independence or functional capacity
unless he or she receives assistance from others, as is evidenced by a finding from application of
the functional screen that the person needs ass:stance to safely or appropnately perform esther of
the following: B :

1. One or more ADL.

2. One or more of the following critical IADLs:

- a. Management of medicataons and treatments
b Meai preparatnon and nutmzon

c. Money management

(3) GRANDFATHER!NG If a persen does not meet either of the functtonal capacxty levei i
under sub. (2) (c) or (d), the department shali deem the person functionaﬂy eligible for the family

care beneﬁt n‘ aﬁ of the fonowmg appiy

(a) The person has al ong-term or ;freversmle condxtion

(b) The person isin need of services mcluded in the famfly care beneﬁt e ;

(c) On the date that the family care benef t became avaiiab!e m the county of the person’s
remdence _he or she was a resident
under a wntten plan of care, long-term care servxces that were funded under any of the followmg

1 The long—term support commumty opisons program under s. 46 27 Stats

2. Any home and oommumty—based waiver program under 42 USC 1396n (c) mcludmg the
community integration program under s. 46.275, 46.277 or 46.278, Stats.

3. The Alzheimer’s family caregiver support program under s. 46.87, Stats

4. Commumty aids under s. 46.40, Stats.; if documented by the county undera method
prescribed by the department.

5. County funding, if documented under a method prescribed by the department. -
- HFS 10.34 Financial eligibiiity and cost sharin,g’f,(j) DEFINITIONS. In this section:
(a) “Actual maintenance costs” means the sum of the 'fOHoWing:

1. Shelter costs determined‘aecdrdi'ng to's. 49.455 (‘4)’ (d), Stats.'
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2. An amount equal to the maximum food stamp allotment for a household of one under 7
USC 2017. , ; ;

3. An allowance for clothing as determined by the depértment.

(b) “Certification period” means a 12-month period for which financial eligibility and cost
sharing requnrements for the family care benefit are determmed for a non-Medicaid ehg:ble person.

(c) “Consumer price mdex means the consumer price mdex for-ali urban consumers; U.S.
city average, as determined by the U.S. department of labor.

(d) “Earned income” has the meaning given under s. HFS 101.03 (51).
(e) “Unearned income” has the meaning given under s. HFS 101.03 (180).

(2) INDIVIDUALS ELIGIBLE FOR MEDICAL ASSISTANCE. A person who is eligible for
medical assistance under ch. 49, Stats., and chs. HFS 101 to 108 is financially eligible for the
family care benefit. Cost sharing requirements for the family care benefit for a medical assistance-
eligible person are those that apply under ch. 49, Stats., and chs. HFS 101 to 108.

(3) INDIVIDUALS NOT ELIGIBLE FOR MEDICAL ASiSTANCE (@) Condttlons of fmanc:al
eligibility. Eligibility under this subsection is effective beginning July 1, 2000. For persons who are
not eligible for medical assistance, financial eligibility and cost sharing requirements for the famil y
care benefit ~?vr{?‘be determined pursuant to applicable provisions of s. 46.286 (1) (b) and (2),

shall be deterirfined by a county agency using a uniform financial eligibility and cost-shggng screen
prescribed by the department. A non- MA-ehglbIe person is financially ehglble for the family care
benefit if the projected cost of the person’s care plan exceeds the person’s maximum cost-sharing
requnrement : \ . :

(b) Calculat;en of max:mum cost share reqwrement at mma! determmatlon and annual re-
determmat:on of eligibility. A non-MA-eligible family care enrollee shall contribute to the cost of h:s
or her care an amount that is calculated as provided under this section. Treatment of assets,
including assets in trusts, and income shall be as provided under ss. 49.454 and 49.47, Stats., and
ss. HFS 103.06 and 103.07 unless specified otherwise in this section. All dollar amounts speciﬁed
in this section shall be updated annually based on changes in the consumer price index. The
following calculation shall determine the applicant’s or enrollee’s maximum cost-sharing
requirement:

1. Determine total countable assets according to ss. 49.454 and 49.47, Stats., and s. HFS
103.06. If the applicant or enrollee is legally married, include the countable assets of both
members of the couple. e

2. Determine monthly net countable assets by subtracting from total countable assets the
following allowances, as applicable, and dividing the result by 12:

a. Subject to subd. 6., if the appﬁcént or enrollee is a family care spouse, the amount of the
community spouse resource auovyance under s. 49.455 (6) (b), Stats.

; b. If the person resides in a nursing home, commumty-based residential facility or adult
family home, an allowance of $9,000.
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c. If the person resides in his or her own home, including a residential care apartment
complex orin the pnvate home of a retattve or other person an atlowance of $12 000.

3. Determme countable monthly income by addsng together all of the foHowmg
a. Monthly unearned income tess a dlsregard of $20.

b. Total monthly earned income, iess the ﬁrst $200 and then less tWO-thlrdS of any
remaining earned income. : ; ; ;

4 Add together the monthly net countable assets and the countabte monthly mcome

S. Deduct from the amount catculated under subd 4. all of the fol owmg

ot

a. Subject to subd. 6, if the person isa tamliy care spouse the commumty spouse monthly
income allowance under s. 49.455 (4) (b) Stats , : 2 e ,

b. The amount of any payments the person is requrred to pay by court order

- ¢. If the person resides in a nursing home, community-based resmienttai facdrty or adult
family home, a personal maintenance allowance of $65. —

d. If the person resides in his or her own home, including a residential care apartment
complex or the home of another person, a personal maintenance allowance equal to the greater of
the combined benefit amount available under 42 USC 1381 to 1383 and s. 49.77 (35) .Stats., or
up to $1,000 of actual mamtenance costs as def ned under sub. (1) (@)~

e. If the person resrdes ina medtcal tnstltutton the monthly cost of mamtammg a
homestead property when the applicant or enrollee can reasonably be expected to return within 6
months or the anticipated absence of the applicant or enrollee from the home is for more than 6
months but there is a realistic expectation as verified by a physician, that the person will return to
the home. The monthly cost shall not exceed the SSl payment ievel for one person living in that
person’s own household. g ; :

f. The average monthly out-of-pocket cost of necessary medical or remedial care, including
health insurance premiums and cost-sharing requirements for other state or federal programs.

g. An allowance for dependents who live in the home of the person or the person’s
commumty spouse equat to the allowance payabie under S. 49 455 (4) (@) 3., Stats

>

-

h. Any nspecrat attowances:approved by the department. :

6. If both members of a married couple are family oare spouses, the corhmunity spouse
resource allowance under subd. 2. a. and the community spouse monthly income allowance under
subd. 5. a. may be mcluded in the calculation of cost share for. erthef spouse but not for both.

(c) Recalculatlon of maximum Cost-shanng requ:rement durmg a cemﬂcat/on perlod When
changes in income, assets or cost of care necessitate a re-determination of a person’s maximum
cost-sharing requirement during a certification period as described in par. (f), the calculation for the
remainder of the certification period shall be the same as under par. (b) except that the amount -
already incurred and paid by the person from countable assets during the certification period shall
be added to the amount under par. (b) 4.
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(d) Treatment of assets ln determrn ing fi f' nancial eitg|b|hty and cost sharmg requirements for
the family care benefit, the department or the county agency shall treat assets, including assets in
trusts, according to ss. 49.454 and 49.47 (4) (b), Stats., and s. HFS 103.06, except as follows:

1. All funds in an independence account shall be considered as an exempt asset. In this
subd., “independence account” means one or more separate accounts at a financial institution,
approved by the department, that are in the sole ownership of the client, and that consist solely of
savings, and dividends or other gains derived from those savings, from earned income received
after apptlcatton for the famsly care benef‘ t

2. Spousal lmpovenshment provrsrons under S. HFS 10 3564@3# apply Y

(e) Treatment of income. In determmmg f' nanmai eltgibthty and cost shanng requwements
for the family care benefit, the department or the county agency shall treat income accordmg to
applicable provisions of s. 49.47 (4) (c), Stats., and s. HFS 103.07 except that worker’s - ‘
compensation cash benefits under ch. 104, Stats., and unemployment insurance benefits recerved
under ch. 108, Stats., shall be treated as earned income tor purposes of par. (b) 3. b.

(f) Certification period. Cost sharing requirements as determined under this section shatl be
in effect for a full 12—month certification period except as follows: : i

1. An enrollee shall report, within 10 days of the change mcreases in assets that exceed a
total of ai teast $1000 m a catendar month S SR G0

2. At any time, an enrotlee may report decreases of any amount in assets other than :
decreases resu!tmg from payment of requ;red cost sharmg under this section.

3. An enroltee shatt report any change in mcome wathin 10 days of the change

4 Cost«sharzng requsrements shali be re-determmed whenever any of the fotlow;ng oceurs:

a. Reported changes in income, assets or both would resultin a Iower cost—shanng
requrrement

b. Countabie assets increase more than $1000 in a calendar month.
c. Monthly income mcreases by any amount

(4) PAYMENT OF COST SHARE REQU!RED (@) Except as provrded in par. (b), a person
~ who is required to contribute to the cost of his or her care but who fails to make the required
contrtbuttons is mehgtbte for the famtly care beneﬁt

(b) tf the department or tts destgnee determmes that the person woutd incur an undue
financial hardship as a result of making the payment, the department may waive or reduce the
requ&rement Any walver of cost share shall be subject to review at least every 12 months.

(c) A CMO shatl coltect or memtor the cotlectton of its enrollees’ cost shanng payments. If
an enrottee does not meet his or her cost sharing obligations, the CMO shall notify the resource
center in the county in which the enrollee resides. The resource center, directly or through
arrangement with the county agency, shall notify the enrollee that he or she will be ineligible on a
specified date unless cost sharing obligations are met. If the client has not paid the cost share
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amount due by the date specified, the county agency shall determine the person to be ineligible
and drsenroll the person from the CMO

(d) Until an enroﬂee is drsenrotted a CMO remains responsrbte for prowszon of services m
the enrollee’s plan of care and for payment to providers for those services. i j

HFS 10.35 Protections against spousal impoverishment. The provisions related to ;
spousal impoverishment under s. 49.455, Stats., and s. HFS 103. 075~s~hat+ appty to atl family care
spouses, regardless of their eligibility for medscal assastance ;

HFS 10.36 Eligibility and entlﬂement (1) ENTITLEMENT Except as provrded in sub (2)
a person-who meets all of the conditions of ellgrb;hty under s. HFS 10.32 is entitled to enroll in a
«‘,\ i care management orgamzatlon and to receive the family care benefit if any,of the following apply:
-(a) The person meets the condmons of functlonal ehgrbl 1ty at the comprehens:ve levet
under s. HFS 10.33 (2) (c) : : :

~(b) The person meets the condtt:ons of functional eligibility at the mtermedrate tevei under S.
HFS 10 33 2 (d) and at teast one of the fotlowxng appttes : ; « g

t The personisin need of adult protective services as substanttated by a county agency
under s. 46 90 (2) Stats or specrf ed ins. 55.05 (1t) Stats :

2. The person is. eitglble for medlcal assxstance
(c) The person meets the criteria under s. HFS 10 33 3).

(2) PHASE INOF ENTITLEMENT (a) Except as prowded in pars (b) and {c); within each
county and for each CMO target population, entitlement to the family care benefit first applies on
the effecttve date of a contract under which a CMO ‘accepts a per person per month payment to

provide semces undert ,,amxly care benefst fo ehgrble pers.ns m that target populatron m the
county ~ S ;

(b) Non-MA eligibles. A person who is not ehgsbte for medrcat assustance is not ent:tled to
the family care benefit before July 1, 2000. B ;

(c) Phase-in of capacity. To provide time for a newly established care management:
organization to develop sufficient capacity to serve all individuals who meet the conditions of
entitlement, a care management organization may limit enroliment. If enroliment is limited during
this phase-in period, a reSOurce center may place persons otherwise entitled under sub. (1) on a
waiting list until a CMO can accept the enroliment. Any waiting list created under this paragraph 2
shall conform to department requirements. S

(3) ELIG!BIL!TY WITHOUT ENT!TLEMENT A person who i IS found e 1gibie but who does
not meet any of the conditions of sub. (1) (a) to (c) is not entitled to the fam;ly care benefit. The
person may be placed on a waiting list to receive the family care benefit when funds are available.
The county agency shall inform the person of his or her right to receive a new functional screen or
financial eligibility screen if the person’s circumstances change Waxtlng lists under this subsection (<
shall conform to criteria established by the department While waitmg for enrollment, a person who' L
has been found eligible but not entitled may purchase services from a CMO as prowded unders. ‘
HFS 10.37. , ,
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HFS 10.37 Private pay individuals. (1) DEFINITIONS. In this section:

(a) “Case management” means assessment, care planning, assistance in arranging and
coordinating services in the care plan, assistance in filing complaints and grievances and obtaining
advocacy services, and periodic reassessment and updates to the person’s care plan. ,

(b) “anate pay mdmduai” means any of the follo wmg

1 A persen who is a member ofa CMO s target populatson and who does not quai fy ‘;
fi nancxally for the family care benef t under s. HFS 10.34.

2 A person who is ehglbie for the famdy care beneﬁt under s HFS 10 32 but who is not
entitled to receive the benefit immediately as specified in s. HFS 10.36 (3).

3. A person who meets the entitlement conditions spe(;iﬁed in's. HFS 10.36 (1), but who is
waiting for enroliment in a CMO under the phase-in provisions of s. HFS 10.36 (2).

(2) CASE MANAGEMENT AVAILABLE FOR PURCHASE. A care manaé"eﬁ;jeﬁnt ;
organization shall offer case management services, at rates approved by the department, to
private pay individuals who wish to purchase the services. A private pay individual may purchase
from the CMO any types and amounts of case management. The types and amounts of case
management and the cost of the services shall be specified in a written agreement signed by the
authorized representative of the CMO and the individual purchasmg the service or the person s
authorized representative.

(3) LIMITATIONS ON PURCHASE OF OTHER SERVICES. (a) A private pay individual
may not enroll in a care management organization, but, subject to pars. (b) and (c), may purchase
services other than case management services, ona fee—for—semce basxs from acare

: management orgamzanon L - oot .

, (b) An md;v;dual who meets the deﬁmtton under sub (1) (b) 1. may purchase any serwce
that the CMO provides directly and offers to the general public, at prices normally charged to the
public.

(e) An indik\"/iduyai who meete fhe deﬁnitien under sub. 1) :(b)?.. or 3; may purchase any
service purchased or provided by the CMO for its members.

—_—

' SUBCHAPTER IV - FAMILY CARE BENEFIT; DELIVERY THROUGH
" CARE MANAGEMENT ORGANIZAT!ONS (CMOs) |

~ HFS 10.41 Family care services. (1) ENROLLMENT REQUIRED. The fam:ly care benefit
is available to eligible persons only through enroliment in a care management ergamzation (CMO)
under contract w:th the department ‘

- (2) SERV!CES Services provided under the family care benefit shall be determmed
thmugh individual assessment of enrollee needs and values and detailed in an individual I service
plan unique to each enrollee.  As appropriate to its target population and as specified in the
department’s contract, each CMO shall have available at least the services and support items
covered under the home and community-based waivers under 42 USC 1396n (c), the long-term
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support community options program under s. 46.27, Stats., and specified services and support
items under the state’s plan for medical assistance. In addition, a CMO may provide other services
that substitute for or augment the specified services if these services are cost-effective and meet
the needs of enrotlees as |dentrﬁed through the mdlwduat assessment and service plan.

Note The services that typlcatty wrlt be requrred to be avarlabte include adaptrve ards adult
day care; assessment and case planning; case management; communication aids and interpreter
services; counseling and therapeutic resources; daily living skills training; day services and
treatment; home health services; home modification; home delivered and congregate meal
services; nursing services; nursing home services, including care in an intermediate care facility for
the mentally retarded or in an institution for mental diseases; personal care services; personal
emergency response system services; prevocational services; protective payment and
guardianship services; residential services in.an RCAC, CBRF or AFH; respite care; durable
medical equipment and specialized medical supplies; outpatient speech; physical and occupational
therapy; supported employment; supportive home care; transportation services; mental hea!th and

alcohol or. other drug abuse services; and commumty support program services. el

(3) PAYMENT MECHANISMS Payment to a care management orgamzatron shall be ona
per enrollee per month basis. Any contractual agreements for shared financial risk between the -
department and a CMO shatl meet apphcabte federat requrrements

HFS 10 42 Certtf‘ cation and contractmg (1) CERTtFICATlON REQUIRED. No entity
may receive payrnent of funds for the family care benefit as a care management organization
unless it is certrt" ed by the department as meetrng all of the requrrements of S. 46 284 Stats and >
this cz:ohapter o .

(2) APPL[CATION FOR CERTIFICATION (a) To obtain and retain certification, an
orgamzatton shall submit all information and documentation required by the department, in a ,
format prescnbed by the department tnctud:ng comments it has obtained from each local long-/

e uncﬂ in the area at proposes to serve The department shatl revrew the apptscat onina

thrrd party of mfo ation the department determrnes rs necessary to revrew the apphcatron

(b) Except as required in s. HFS 10.42 (1), rf the orgamzatlon substantratty but not i 2401 / C
completely meets the requirements for. certification, the department may contract with it to operate
a'CMO. The contract may include additional requirements, specify actions and outcomes
necessary for the organization to-achieve compliance and tnctude a tlmellne within which the
organization must meet the additional requirements.

(c) If the department denies CMO certification for the organization, the department shall
provide written notice to the organization that clearly states the reasons for the denial and
describes the manner by which the organization may ‘appeal the department’s decision.

(3) CONTRACTING NOT REQUIRED. If an organization applying to operate a CMO meets
established standards for certification and all requirements of the department’s standard CMO
contract, the department shall certify the organization as meeting the requirements. Certifi cation
by the department does not bind the department to contracting with the organization to operate a
CMO. The department sha!t contract wrth a certrt" ed orgamzation to operate a CMO only if all of
the fottowmg apply:
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(a) A local long-term care council established under s. 46.282 (2), Stats., has advised the
department about the organization and its ability to provide the family care beneﬁt as provrded in- :
s. 46.282 (3) (a) 3, and the department has consrdered that advrce ~ o =

(b) The local tong—term care councﬂ and mdrvrduats trom the !ocal target populatton that the
organization proposes to serve have assisted the department in its review and evaiuat ion of att
applications of organszatrons proposmg to serve a geographsc area : 3 =R

(c) The department has determmed after consxdenng the adwce of the tocai ong-term
council for the geographic area, that the organization’s services are needed to provade suff‘ cient
access to the famrty care beneftt for ehgrble mdwrduals G S e .

Note: 1. Untr Juty 1 2001 the Wtsconsm Leglstature has authonzed the Department to
establish Family Care pilots in areas of the state in which not more than 29% of the state’s elrgzble :
population lives. After that date, if specifically authorized and funded by the Legislature, the
Department may contract with additional entities certified as meeting requirements for a CMO. The
Department is required to submit, prior to November 1, 2000, a report to the Governor that
describes the implementation and outcomes of the priots and makes recommendatrons about
further development of Family Care ; v i , : ,

2. Before January 1, 2003 the Department may not contract with any orgamzatlon other
than a county or a Family Care District created by a county under s. 46.2895, Stats., unless the
county agrees in writing that at least one additional CMO is necessary or t:k—zsu'eﬂalewr the
governing body of a tribe or band or the’ Great Lakes Inter—Tribal Council, Inc., elects to operate a ,
CMO within the area and is certified by the Department Dunng 2003, the Department may not
contract with a non-county organization unless one of the previous conditions in this note apphes

.or unless either a county fails to meet certification requirements and other performance standards A
‘or an addtttonal CMO is needed to assure access to the Famriy Care benet~ tto all entltted persons )
~in the county o : s

' (4) INTERMEDIATE SANCTIO!
range of remedt ! I noncompli
requrrements The remedtes may tnctude the fo lowing: ,

(a) Suspension of new enrottment.
" (b) Eﬁfd"mém reductions.
(c) Withhotding or reduotionbﬁofy payments.
(d) Imposition of damages.
(e) Appointment of te'mporary manegernent of the CMO
(f) Contract term;nation -

HFS 10.43 CMO certmcatron standards The department shalt estabtrsh certification
standards for CMOs that include at teast the following elements .

(1) CASE MANAGEMENT CAPABILITY. Each organazatlon apptymg to operate a CMO
shall demonstrate to the department that it has expertise in determining and arranging for services
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and supports to meet the needs of its target population. Demonstration of this expertise mciudes

evidence that the organlzatlon a subcontractor, or both, has all of the following: i e
(a) A sufficient number of qualified and competent staff to meet case management ( ()\Q/Q’ ‘
~-case management |

/g,ta_r@cls_- under s. HFS 10.44 and as established by the department

(b) Thorough knowledge of local ong~term care and other communlty resources.

(c) Thorough knowledge of methods for maxumlzmg lnformal careglvers and commumty
resources and integrating them into individual service plans. : :

(d) Strong linkages with systems and services that are not dlreclly wathln the scope of the
CMO’s responsibility but that are important to the organization’s target population, including
primary and acute health care services, and the capacity to arrange for those services to be made
available to its enrollees. HEE £ :

(e) Mechamsms to coordinate services mternally and Wlth servaces avallable from
community orgamzallons and other social programs. : i ;

(2) ADEQUATE AVAlLABl_lTY OF PROVIDERS. Each organizatlon applying to operate a
CMO shall demonstrate to the department that it has adequate availability of qualified providers
with the expertise and ability to serve its target populatlon in a timely manner. To demonstrate an
adequate availability of qualified prov:ders an orgamzatlon shall assure the department ihat lt has
all of the following:

(a) Agreements thh provnders who can provrde all requu'ed serv:ces m the famlly care
benefit. . PN

(b) Appropriate provider connections to qualify providers, on a ’amely basis, as needed to
- directly reﬂect the specn‘“ ic needs and preferences of partlcular enrollees in its target populatlon

(c) Agreements wnth a broad array of prov:ders representmg dlverse programmatlc
ph;losophaes and cultural ohentatlons to accommodate a vanety of enrollee preferences and needs
within its target populatxon o o :

(d) The ability to provide services at various times, including evenings, weekends and,ﬂ
when applioable, on a 24-hour basis. s

(e) The ability to provide an appropriate range of residential and day services that are
geographically accessible to proposed enrollees’ homes, families, guardians or friends.

(f) Supported living arrangements of the types and sizes that meet its target pooulatlon s
preferences and needs and staff to coordinate residential placements who have shown capability
in recruiting, establlshmg and facr litating placements wrth appropriate matchmg to enrollee needs.

(g) The ability to recruit, select and train new service providers, including in- -home providers,
in a timely fashion and a program designed to retain individual providers.

(h) The ability to develop residential options that meet individual needs and desired
outcomes of its enrollees. :
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(|) Mechanisms for assuring that all service prowders ‘meet required hcensure accredltatlon,,
or other quality assurance standards. , ,

(3) CERTIFICATION AS A MEDICAL ASSI STANCE PROVIDER. The orgamzanon shall be
certified by the department under s. HFS 105. 47 : ;

(4) ORGANIZATIONAL CAPACITY The organization shall demonstrate that it can meet
requn'ements for orgamzationai capacity estabhshed by the department mciudmg those related to:

(a) Fmanmal solvency and stabnny and the: abmty to assume the tevel of fmanmal nsk
requared under the centract

(b) The abtlxiy to coliect momtor and analyze data for purposes of ﬁnanmal management
and quality assurance and improvement and to provide that data to the department in the manner :
required under the contract. _ ; : :

" (5) COMPLAINT AND GRIEVANCE PROCESSES. The organization shall have a process
for reviewing client complaints and resolving client grievances that meets the requirements under
s. HFS 10.53 (2)

e—

- HFS 10. 44 Standards for performance by CMOs. (1) COMPL!ANCE A care
management organization shall comply with all apphcabie statutes, all of the standards in th:s
subchapter and all requirements of its contract with the department.

(2) CASE MANAGEMENT STANDARDS. The CMO shall provide case management -
services that meet ‘'standards prescribed by the department through contract, including all of the .
following: )

(a) The CMO 'S case management personnel shall meet staff quahﬁcation standards
prescnbed by the department through coniract

(b) The CMO shall des;gnate for each enrollee a case management team that includes at
least a social service coordinator and a registered nurse. The CMO shall designate additional
members of the team as necessary to ensure that expertise needed to assess and plan for
meeting each member’s needs is available.

(c) The CMO shall employ or contract with a sufficient number of case management
personnel to ensure that enrollees’ services continue to meet their needs.

(d) The CMO shall utilize a mechanism, approved by the department, whereby enrollees
who choose to manage their own services may do so. :

" (e) The CMO shall use assessment ‘protocols that include a face-to-face mtervrew with the
enrollee and that comprehensively assess and identify all of the following: ‘

1. The needs and strengths of each enrollee in at least the following areas:
a. Activities of daily living and instrumental activities of daily living.

b. Physical health and medical needs.
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. Nutrition.

d. Autonomy and self—determxnatlon
e. Commumcatlon | o
f. Mental health and cognition.

g. Presence of informal supports.

h Un'dersténding and :exercisking rights and r‘espbnsibilities, |
i. bommunity integretion._, | o | |
j- Safety.

k. Personal values.
L. Education and vocational activities.
fn.'Eeonom,ic rejsenrce’s. |

2. Long-term care outcomes that are consistent with the values and preferences of the
enroilee in-at least the followmg areas: :

a. Safety

b. Best possxble health

C. Self-determmatlon of daﬂy routlne eeWices | actlvaties and Nvmg srtuatﬁon

. ”d anacy e , , - ,

e. Respect.

f. Independence

g. Soma! roles and ties to famlly, friends and Commumty

h. Educational and vocational activities.

i Desired Ievel and type of penicipétion in communi;tyi I’ife.’ -

(f) The CMO shall develop an individual service plan for each enrollee, wi‘tkn the fﬁu
participation of the enrollee and his or her family members or other representatives~The CMO shall
provide support, as needed, to enable the enrollee, family members or other representatives to

make informed service plan decisions. The service plan shall meet all of the following conditions:

1. Reasonably and,effectiveiy addresses all of the long-term care needs identified in the
comprehensive assessment under par. (e) 1.
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2. Reasonably and effectively addresses all of the enrollee’s long-term care outcomes
identified in the comprehensive assessment under par. (e) 2.

3. Is cost-effective compared to alternative services or supports that cou!d meet the same
needs and achieve similar outcomes. : ~

4. Is agreed to by the enrollee, except as provided in subd. 5.

-

5. If the enrollee and the CMO do not agree on a service plan, the enrollee may file a
grievance under s. HFS 10.53, request department review under s. HFS 10.54, or request a fair
hearing under s. HFS 10.55. Pending the outcome of the grievance, review or fair hearing, the |
CMO shall offer its service plan for the enrollee, continue negotiating with the enrollee and
document that the service plan meets all of the following conditions:

a. Meets the conditions specified under subd.s1. to 3. : o X(

b. Would not have a significant, long-term negative impact on the enrollee’s long-term care
outcomes identified under par. (e) 2.

c. Balances the needs and outcomes identified by the comprehensive assessment with
reasonable cost, immediate availability of services and ability of the CMO to develop alternative
services and lwmg arrangements

d. Was developed aﬁer active negotiatson between the CMO and the enroiiee during which:
the CMO offered to find or develop alternatives that would be more acceptable to both parties.

(g) The CMO shall reassess each enrollee’s needs and strengths as specified under sub.
(2) (e) 1. and long-term care outcomes as specified under sub. (2) (e) 2. and adjust the individual
by serwce plan based on the ﬁndmgs of the re- assessment as specmed in par (j) 5

(h) The CMO shall provsde arrange coordmate and menator services as requured by the
department through contract and as specified in the enrollee’s individual service plan.

(i) The CMO shall provide assistance to enrollees in arranging for and coordinating services
that are outside the direct responsibility of the CMO.

(j) The CMO shall meet timeliness standards as specmed by the department in its contract
with the CMO, that shall mcludeyt?e following: , ; :
Qz O
1. Immediately upon enroliment, the CMO shall provide services to preserve the health and
safety of the enrollee. Within 5 days of enroliment, the CMO shall develop and implement an initial
service plan based on information received from the resource center and the CMO’s initial
assessment of the enrollee’s needs

2. The CMO shaﬂ complete a oomprehenswe assessment as spec:iﬁed under par. (e) not
Iater than 30 days after enrollment ; = o3

3. Withm 60 days of enroliment, the CMO shaﬂ jointly with the enro!lee and any other
individual identified by the enrollee, develop an mdw:duahzed service plan as specified under par.

(f)-
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: 1mpiement an internal quality assurance and quaiity i

4. The CMO shall provide services and support items in accordance with the time frames
specmed in each enrollee’s individualized service plan. ;

~5. The CMO shall review each enrollee’s service plan and adjust services if indicated by the
review, as follows:

a. Whenever a srgmf cant change occurs in the enroﬂee S health functxonai capacxty or
other circumstances. 35 e - oy ;

b. When requested by the enrollee, the enrollee’s representative, the enrollee’s primary
medical provider, or an agency providing services to the enrollee. .

- c. As often as necessary in relation to the stabmty of the enroilee s health and
circumstances, but not less than every 180 days. : ;

(3) SERVICE MONITORING. A CMO shall do all the following:

(a) Develop and implement standards for CMO service provider qualifications and written
procedures and protocols for assessing whether providers meet the standards. Provider sy
qualification standards established by a CMO shall meet or exceed standards that are estabhshed
by the department.

(b) Develop and in"iplement Written proceduree and protecdie that essuyre that services -
furnished are consistent with the needs and strengths identified under sub. (2) (e) 1. and the !ong-
term care dutcomes rdentrﬁed under sub (2) (e) 2. for each enrollee o8

(c) Develop and :mplement wr;tten procedures and protoco!s that assure that enrol!ee
problems related to services are detected and promptly addressed

(4) iNTERV% "‘AL QUALITY ASSURANCE AN  Q i” :L!TY iMPRQVEMENT The CMO shall
improvement program that meets standards.
prescribed by the department. As part of the program the CMO shal! do all of the foliowmg

(a) Measure CMO performance, using standard measures requlred by the depaﬂment
through contract, and report its findings on these measurements to the department.

(b) Demonstrate, through standard measures prescribed by the department through
contract, that the CMO meets or exceeds minimum performance standards and that the CMO is
confmuousiy improving its performance in achieving enrollee outcomes in all of the areas specmed

* insub. (2) (e) 2.

(c) Comply with quality standards for services included in the CMO s oontract w;th the
department in all of the following areas: (e Fign o ;

1. Availability of services andadequacy of the CMOQO'’s provider network.
2. Contmusty and coordmatron of care.
3 Coverage and authonzatxon of services:

4. Provision of information to enroliees.
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5. Protection of enrollee rights, including processes for protecting conﬂdent:ahty and for
considering and acting on complaints and resolving grievances. ;

6. Mechanisms to detect and correct b’oth~underutilizationanfd-overutilization of services.
(d) Develop and 1mplement a written quality assurance and quality 1mprovement plan
designed to ensure and improve outcomes for its target population. The plan- shali be approved by

the department and shall include at least all of the following components:

1. Identification of performance goals, specific to the needs of the CMO’s enroﬂees

V mcludmg any goals specified by the department.

2. Identification of objective and measurable indicators of whether the identified goa s are
being achieved, including any indicators specified by the department.

3. Identification of timelines within which:goais for improvement will be achieved.

4 Description of the process that the CMO will use to gather feedback from enrollees, staff,
people who have disenrolled from the CMO and other sources on the quahty and effectweness of
the CMO’s performance. ; :

5 A descnptlon of the prooess the CMO w:!! use fo momtor and act on the results and
feedback recetved : : :

6. A process for regulady updaisng the plan ancludmg a descnp’uon of the process the CMO
will use for annually assessing the effectiveness of the quality assurance and quahty improvement
plan and the impact of its 1mp§ementatlon on outcomes j

(e) Conduct, as required by 1he department by contract at ieast one performance
improvement project annually that examines aspects of care and services related to |mprovmg
CMO quality and en ioliee outcomes Each pro;ect shau molude al of the foiiowmg

1 Measunng performance
2. lmpiementmg system interventions.
3. Eva uatmg the effectweness of the mtervennons

4. Planning for susta ned or mcreased lmprovement in performance based on the ﬂndmgs
of the evaluation.

(f) Report all data required by the department related to standardized measures of
performance, in the timeframes and format specified by the department. i,y

(g) Cooperate with the department in evaluating outcomes and in developing and
implementing plans to sustain and improve performance

(5) EXTERNAL REVIEW. A CMO shall comply with all state and federal requirements for
external review of quality of care and services furnished to its enrollees. A CMO shall cooperate
with any review of CMO activities by the department, another state agency or the federai
government.
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<’.\un_d_er)10 23 (2) (i). A CMO may not encourage any enrollee to disenroll.

Q‘_: »f (éi) REPORTING AND RECORDS. (a) The department shall require each CMO to report
~ information as the department determmes necessary, including information needed for all of the

HFS 10.45 Operational requirements for CMOs. (1) GOVERNING BOARD. A care -
management organization shall have a governing board that reflects the ethnic and economic
diversity of the geographic area served by the CMO. At least one-fourth of the members of the
governing board shall be older persons or persons with physical or developmental disabilities or
their family members, guardrans or other advocates who are representatrve of the CMO S
enrollees. , ,

; (2) OPEN ENROLLMENT. (a) Except as provrded in s. HFS 10.36 (2), a CMO shall conduct
a continuous open enroilment period, acceptrng enroliment of any member of its target. populatlon Z
who is enrolled by an aging and disability resource center serving the area of the CMO, wrthout ’
regard to life srtuatron health or drsabrhty status or cost shanng requxrements
(b) A CMO may not dlsenroil any enroilee/\ﬁr/xthout the express approval of the department
unless the enrollee has requested to be disenrolled. When a CMO requests department approval ,{,,.: l.
to disenroll an enrollee, the CMO shalll refer the enrollee to the resource center for counseling

(3) SERVICE TO PRIVATE PAY INDIVIDUALS. The CMO shall provide, on a fee-for-
service basis, case management and other services to private pay individuals as necessary to
meet the requirements specified in s. HFS 10.37.

following:
1. Determination of whether fhe CMO is meeting minimum qda!ity‘standards, inciuding
adequate long-term care outcomes for its enrollees

o Determmatron of the extent to wh:ch the CMO is :mprovmg its performance on.
measurab!e mdrcators |denhﬁed by t the CMO,m rts current quality :mprovement plan .

3. Determmatlon of whether the CM frs:meetmg the requ,rrements /Of 'tSkcontra ot thhthe

department
4. Determination of the adequacy of the CMO’s fiscal management and financial solvency.

5. Evaluation of the effects for enrollees and cost-effectiveness of providing the family care
benefit. o ‘ h

(b) A CMO shall submj e\department all reports and data required or requested by the>
department in the format an tzmeframe}pecrf ied by the department N
L7

4

(5) CONFIDENTIALITY AND EXCHANGE OF INFORMAT!ON No recordlof a CMO that
contains personally identifiable information jconcerning a current or former enrollee may be
disclosed by the CMO without the individual's informed consent except as follows:

(@) A CMO shall provide information as required to comply with s. 16.009 (2) (p) or 49.45
(4), Stats., or as necessary for the department to administer the family care program under ss.
46.2805 to 46.2895, Stats. ‘

(b) ‘A CMO may exchange confidential information about a cinent wrthout the rnformed

“consent of the client, in the county of the CMO, if necessary to enable the CMO to perform its
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duties or to coordinate the delivery of services to the client, as authorized under s. 46.21 (2m) (c),
46. 215 (1m) 46 22 (1) (dm) 46 23 (3) (e) 46 283 (7), 46. 2895 (10) 51 42 (3) (e) or 51.437 (4r) (b),
Stats. i
'SUBCHAPTER V—PROTECTION OF APPLICANT, ELIGIBLE PERSON AND
ENROLLEE RIGHTS

HFS 10. 51 Chent nghts Chents shaii have the nghts in family care that are outhned in the
appl;cant mformataon matena!s they | receive when contactmg a resource center and in the member

shall review and approve the statement of client nghts and feSpOnSibIhtleS in each resource
center’s applicant information materials and in each CMO’s member handbook. Chent nghts shall,
at a minimum, mciude an explanatlon of chent nghts in the fo!lowmg areas ,

(1) RIGHTS OF CLIENTS. Clients have the right to all of the foll quggi' o

(a) Freedom from unlawful discrimination in appiy‘ing for or receiving _thekfanj:iiy care benefit.

(b) Accuracy and confidentiality of client information.

(c) Prompt eligibility decisions and assistance. =~

(d) Access to personal, program and service system information.
(e) Choice to enroll in a CMO, if eligible, and to disenroll at any time.

(f) Support for all clients in understanding their rights and 'respbhsi'bﬁiﬁe‘s related ‘te’fémily
care, including due process procedures, and in providing their comments about resource centers,
CMOs and services, mciudmg through compiamts gﬂevances and requests for department review
and fair hearings. Resource ¢enters CMOs and county agencies under contract with the
Department shall assist clients to identify all rights to which they are entitled and, if multiple
grievance, review or fair hearing mechanisms are avallable which mechanism will best meet ciient
needs. :

(2) RIGHTS OF ENROLLEES. Enrollees have the right to all of the following:

(a) 'Sup'port from the CMO in all of the following:

1. Self-identifying long-term care needs and appropriate family care outcomes.

2. Securing information regarding all services and supports pofentiaiiy available to the
enrollee through_the, family care bene,ﬁt. ,

3. Actxveiy parttcnpatmg in planmng mdxvrduaiized services and making reasonab!e servnce
and provider choices for achieving identified outcomes.

(b) Receiving services identified in the individualized service plan
Note: Family Care clients may have rights and available grievance end appeal proCess‘es

beyond those specified in this chapter. For example, clients receiving treatment for mental iliness
may have rights under ch. 51, Stats., and rewew and appeaf mechanisms beyond those spemﬁed
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in this chapter. Similarly, a cheni who resides in a nursmg home has nghts under ch. 50, Stats
and 42 CFR 483.10. o , &

HFS 10.52 Required notifications. (1) NOTIFICATION OF GENERAL CLIENT RIGHTS
AND RESPONSIBILITIES. Each resource center, county agency and CMO shall provide clients
written notification of their rights and responsibilities in accordance with timelines and other
requrrements estabhshed in 1ts contract wrth the department in every mstance in whrch

(a) The cirent applres for the famdy care beneﬂt and is counseled by a resource center
about the famﬂy care benef t or enroliment ina specaf’ 2 care management organtzahon

(b) The chent enrolls inacare management orgamzat:on

(2) NOTIFICATION OF ELIGIBILITY OR ENTITLEMENT. Every applicant for the family
care benefit shall be notified in writing of decisions regarding eligibility, entitlement and cost
sharing requirements as requrred under s. HFS 10.31 (5) (b). :

(3) NOTIFICATION OF INTENDED ACTION. Clients shall be given written notice of any
mtended adverse actton at ieast 10 days pnor to the date of the 1ntended action.

(a) Notaf‘ catron shall be provided as follows:

1. By the county agency in every instance in which a client’s eligibility or entittlement for
family care will be discontinued, terminated, suspended or reduced orin whrch the clrent s
maximum cost sharing requirement will be increased. ~ EH :

2. By the CMO in every instance in whrch the CMO lntends to reduce or termmate a service
or deny payment for a servrce L : o ‘

(b) The nottﬁcairon' o tended action shali rnciude an expianatron of ati the followmg, as '

1. The action the county agency, resource center or CMO intends to take mciudmg how the
action will affect any servsce that the clrent current?y receives. :

2. The reasons for the antended act|on

3. Any laws that suppert’ the actron

4. The client’s right to make a complamt or f le a grievance wrth the resource center county
agency or CMO, to request a department review and to request a fair heanng

5. How to file a gnevance or request a department review or a falr heanng

6. That rf the ckent files a gnevance he or she has a nght to appear in person before the
county agency, the resource center or CMO personnel assigned to resolve the grievance.

7. The circumstances under which an enrollee’s current services provided through the

family care benefit will be continued under s. HFS 10.56 pending the outcome of a gnevance
department revrew or faxr hearing. : 3
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8. The availability of independent advocacy services and other local organizations that
might assist a client in a grievance, department review or fair hearing.

‘9. That the enrollee may obtain, free of charge, copies of client records relevant to the
gnevance departmeni rewew or falr heaﬂng and how to obtam the coples

(4) NOTiF!CATlON OF DUE PROCESS AND FAIR HEARiNG RlGHTS Clients shall be
provided timely and adequate written notification of client rights, including the right to a fair heanng
in accordance with s. HFS 10.55, an offer of assistance in preparing a written grievance or fair
hearing request and information about the availability of advocacy services to assist the client.
Resource centers, county agencies and care management organizations shall provide written
notification of due process rights, within timelines: established in department contracts, in each
instance in whach

(a) A county agency makes a determunatzon or redetermmatlon of ehgabﬂﬂy for the fam
care benefit. : ; ; :

~(b)A CMO requests or the department approves mvoiuntary disenrollment of an enroliee

{c) ACMO reduces or dxscontmues a serwce or ftem rece:ved by an enroliee w;thout the
enrollee’s consent. : e e

(d) ACMO demes aservice oritem requested by an enmﬂee

(e) The client reglsters any complamt wﬁh the department resource center county agency,
CMO or any contracted service provxder

HFS 10 53 Gnevances (1) GRIEVANCE PROCESS IN RESOURCE CENTERS (@) The
governmg board of each resource center shall approve and be—reepensmle.ior_theeﬁeeave f: ?0
, -of a process for | rewewmg client complaints and resolving client grievances. The board

may delegate its responsibility to a committee of the resource center’s senior management. \

/,

(esv\ﬂ(b) The governing board of each resource centerjs:eseéﬂe/ me_[ggfewewaieg complaints
and resolving grievances. The board may delegate its responsibility, in writing, to a grievance
committee provided the process ensures that the governing board is made aware of complamts
grievances and requests for department review and fair hearings. ,

(c) The department shall review and approve a resource center’s complaint and grievance
process as part of its contractmg with the resource center.

(d) A resource center shal! assxst md*vxduals to file and resoive complaints or grievances,
including assistance with commattmg an oral complamt or grievance to writing.

(2) GRIEVANCE PROCESS IN CARE MANAGEMENT ORGANIZAT!ONS (a) The
governing board of each CMO shall approve and be responsible for the effective operation of a
process for reviewing client complaints and resolving client grievances. The board may delegate
its responsabmty to a committee of the CMO s senior management

(b) The govermng board of each CMO is also responssbte for reviewing complaints and
resolving grievances. The board may delegate its responsibility, in writing, to a grievance ;
committee provided the process ensures that the governing board is made aware of complaints,
grievances and requests for department review and fair hearings.
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(c) The department shall review and approve the CMO'’s comptarnt and gnevance process
as part of its certification of a CMO. : :

(d) A CMO shall assist its enrollees to file and resolve complaints or grievances, mctudrng
assistance with committing an oral complaint or grievance to writing. -

HFS 10.54 Department reviews. (1) GENERAL REVIEW PROCESS. The department
shall establish a process for the timely review, investigation and analysis of the facts surrounding
client complaints or grievances in an attempt to resolve concerns and problems rnformatly
whenever either of the following occurs: ' c :

(a) A client makes a complarnt or gnevance directly to the department.

(b) A clrent requests department review of a decision arrived at through a county agency,
resource center or care management organrzatron grrevance process

(2) TlMELtNESS OF REVJEWS The department shatl complete rts review under sub (1) =
within 20 days of receiving a request for review from a client, unless the client and the department
agree to an extension for a specified period of time. o

(3) CONCURRENT REVIEW PROCESS. Whenever the department receives notrce from
the department of administration’s division of hearings and appeals that it has received a fair
hearing request, the department shall use the process in sub. (1) to conduct a concurrent review in
accordance with s. HFS 10.55 (4). :

HFS 10.55 Fair hearing. (1) RIGHT TO FAIR HEARING. Except as limited in subs. (2) and
(3), a client has a right to a fair hearing under s. 46.287, Stats. The contested matter may be a
~ decision or action by the department, a resource center, county agency or CMO, or the failure of
the department a resource center, county agency or CMO to act on the contested matter within
timeframes specified in this chapter orin the contract with the department The following matters =
may be contested through a fair heanng (

—> (w¢ yﬁ@ “
(a) Denial of eligibility under s. HFS 10.31 (5) or 10. 32 (4).

(b) Determination of cost sharing requirements under s. HFS 10.34.
(c) Determination of entitlement Lrnder s. HFS 10.36.

(d) Failure of a CMO to provide timely services and support items that are included in the
plan of care.

(e) Reduction of services or support items in the enrollee’s individualized servrce pian
except in accordance with a change agreed to by the enrollee.

(f) An mdavrduairzed service plan that is unacceptable to the enrollee because any of the
following appty

1. The plan is contrary to an enrollee’s wishes insofar as it requires the enrollee to live in a

nursing home or other alternative living arrangement as a long term residence and no periodic
review of the possibility to live in a less restrictive setting is planned or provided by the CMO.
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2. The plan does not provide sufficient care, treatment or support to meet the enrollee’s
needs and identified family care outcomes.

3. The plan requires the enrollee to accept care, treatment or support ftems that are
unnecessarily restnctive or unwanted by the enrollee. ;

(g) Termmatson of the farmly care benef t or mvoiuntary dlsenroﬁment from a CMO.

(h) Determmatlons of protectlon of income and resources of a couple for maintenance of a
community spouse under s. HFS 10.35 to the extent a hearing would be available under s. 49.455
(8) (a), Stats.

() Recovery of mcorrecﬂy paud family care beneﬂt payments as provzded under S. HFS
108.03 (3). ; : :

(j) Hardship waivers, as prowded in s HFS 108 02 (12) (e) and p acement of hens as
prov:ded ins. HFS 104 01 (5). i

(k) Determmation of temporary melagmahty for the famtly care benef t resuitmg from
d:vestment of assets under s. HFS 10 32 (1 ) (D).

{2) LIMITED RlGHT TO FA!R HEAR]NG An enrollee may contest through fair hearing, any
decision, omission or action of a CMO other than those specified under sub. (1) (d) to (f)only ifa
department review under s. HFS 10.54 has failed to resolve the matter to the satisfaction of the
enrollee within the time period specified under s. HFS 10.54 (2).

- (3) REQUEST!NG A FAlR HEAR!NG A chent shall request a fair hearmg within 45 days
after receipt. of notice of a decision in a contested matter, or after a resource center or CMO has -
failed to respond within timeframes specified by this chapter or the department. Recelpt of notice
is presumed within 5 days of the date the notice was mailed. A chent shall file his or her request
for a fair hearing in writing with the division of hearings and appeals i in the department of
administration. A request is considered filed when received by the division of hearmgs and
appeals. If a client asks the department, a county agency, a resource center or CMO for
assistance in writing a fair hearing request, the department, resource center or CMO shall provide
that assistance. :

Note: A hearing request should be addressed to the Division of Hearings and Appeals,
P.0. Box 7875, Madison, WI 53707, 608-266-3096. Hearing requests may be delivered in person
to that office at 5005 University Avenue, Room 201, Madison, WI.

(4) DEPARTMENT CONCURRENT REVIEW OF FAIR HEARING REQUESTS. (a) When
the division of hearings and appeals receives a request for a fair hearing under this chapter, it shall
set the date for the hearing in accordance with ch HA 3 and notlfy the department that it has -
received the request.

" (b) When a client has requested a fair hearing under sub. (1) (a) to (i), the department shall

concurrently review and investigate the facts surrounding the client’s request using the process
established under s. HFS 10.54 in an attempt to resolve the probiem informally.
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- (6) FAIR HEARING PROCEDURES. (a) The division of hearings and appeals shall conduct
a fair hearing pursuant to this section in accordance with ch. HA 3, in response to each fair heanng
requested uniess pnor to the scheduled heanng date any of the fo llowing occurs: i

1 The chent Withdraws the request in wntang
2 The contested maﬁer is resoived under sub (4)

3. In the case of an enrollee gnevance agamst a CMO the person voluntaniy disenrolls
from the CMO. :

4. The petitioner has abandoned the hearing request. The division of hearings and appeals
shall determine that abandonment has occurred when the pet:tioner without 'good cause, fails to
appear personally or by representative at the time and place set for the hearing. 'Abandonment
may also be deemed to have occurred when the petitioner or the authorized representative fails to
respond wzthm a reasonable time to correspdndence from the dwssxon fegardmg the heanng

5. An informal re’s‘"d{u‘tz'on is "proposed”ihat is acceptabie to thefchen‘t,‘ and the client agrees;' ’
in writing, to the resolution or withdraws the request for fair hearing.

6. An mformal resoiutlon acceptable to the cﬂent appears lmmment to all partles and the
client requests rescheduimg of the fair hearing. If the informal resolution that was antlcxpated is, m
fact, not acceptable to the client, a new hearing date shall be set promptly.

(b) In accordance with ch. HA 3, the division of hearings and appealfs:

1. Shall consider and apply all standards and requirements of this chapter.

2 Shaﬂ issue a dec:s:on wzthtn 90 days of the date of recexpt of the request for fa;r heanng s

: ,3 May d!Sk ss the peti‘uon ;f the chent does not appear at a scheduled hearmg and does
not contact the division of hearmgs and appeais wzth good cause for postponement :

(c) An applicant for or recxpient of medtcal assnstance is not entttied to a heanng concermng
the identical dispute or matter under both this section and 42 CFR 431.200 to 431.246.

HFS 10.56 Continuation of services. (1) REQUEST FOR CONTINUATION OF
SERVICES. Prior to reducing or terminating services under the family care benefit, a CMO shall
provide to the enrollee prior notification of its intent to reduce or terminate the services in
accordance with s, HFS 10.52 (3). If an enrollee who has received a notice that services will be
reduced or terminated files a grievance under s. HFS 10.53 (2), or requests a department review
under s. HFS 10.54 or a fair hearing under s. HFS 10.55 related to the reduction or termination of
services and before the effective date of the reduction or termination, the enrollee may request that
the CMO continue to provide the services pending the outcome of the gnevance depanment
review or fair hearing. ;

(2) REQUIREMENT FOR CONTINUATION. The CMO may not reduce -or terminate
services under dispute pending the outcome of the enrollee’s grievance under s. HFS 10.53 (2),
department review under s. HFS 10.54 or fair hearing under s. HFS 10.55 if a request for
continued benefits was made under sub. (1).
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-~ (3) CURRENT LIABILITY. The enrollee shall be liable for the cost of services provided
during the period in which services have been continued under this section if the outcome of the
grievance, department review or fair hearing is unfavorable to the enrollee. The CMO shall notify
in writing an enrollee who requests continuation of services under this section of the potential for
liability under this subsection and the time period during which the enrollee will be liable. If the
department or its designee determines that the person would incur a significant and substantial
financial hardship as a result of repaying the cost of the services provided, the department may
waive or reduce the enrollee’s liability under this subsection.

HFS 10.57 Cooperation with advocates. (1) DEFINITIONS. In this section:

(a) “Advocate” means an mdivrdual or orgamzatron whom a client has chosen to assist him
or her m articulatmg the chent’s preferences needs and decrsrons

~(b) “Cooperate" means to provxde any mformatlon related to the client s eligibility,
entitlement, cost sharing, care planning, care management, services or service providers to the
extent that the information is pertinent to matters in which the claent has requested the advocate’s
assistance.

(2) COOPERATION WITH ADVOCATES. The department and each resource center and
CMO shall cooperate with any advocate selected by a client. Nothing in this section aliows the
unauthorized release of client mformatron or abridges a client’s right to conﬁdenirahty ' o

 SUBCHAPTER VI - RECOVERY OF PAID BENEFITS

, HFS 10.61 Recovery of incorrectly paid benefits. County agencies, on behalf of the
departmem shall recover benefits incorrectly paid under the family care benefit, whether paid on ;

behalf of individuals eligible for medical assistance or not, according to provisions of s. 49.497,

Stats., s. HFS 108.03 (3) and policies established by the department or by the departmentof ()

workforce development. The amount to be recovered is the amount actua!ly pard by a CMO on g u(@g
behalf of a famriy care enroliee

HFS 10.62 Recovery of correctly paid benefits. (1) RECOVERY FROM THE ESTATE
OF AN ENROLLEE. The department shall file a claim against the estate of an enrollee to recover
for the costs of the family care benefits provided under s. 46.286, Stats., on and after January 1,
2000. Recoveries from the estates of all family care enrollees shall be made in-accordance with.
the provisions in ss. 49.496(1), (3) (Gm) and (7) and 867.035, Stats., and s. HFS 108.02 (11) and
(1 2) except as foﬂows

(a) The amount to be recovered under this section shall be the actual cosi of services
received by an enrollee through the family care benefit as reported to the department by the CMO
in which the person was enrolled.

(b) Recovery under this section from the estate of an enrollee who was not found eligible

under s. 46.286 (1) (b) 1. b., Stats., and who did not receive services that are recoverable under s.
46.27 (7g), 49.496 (3) or 49.682, Stats., shall be treated as follows: ;
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1. Except as provided in subd. 2., an amount of the liquid assets owned by the enrollee on
the date of death, equal to the amount of countable assets that were disregarded under s. HFS -
10.34 (3) (b) 2. b. or c. at the enrollee’s initial eligibility determination for the family care benefit,
shall be unavailable to pay the department’s claim to the extent that the amount of liquid assets
exceeds the amount of claims pa;d havmg a hlgher pnonty than the department’s cialm under s.
859.25, Stats. : i By G v ; ;

2 Assets that come te an enro!iee s estate from an mdependence account under s. HES
10.34 (3) (d) are avaalabie to pay the department’s claim. i ; =

(2) LiENS ON THE HOMES OF NURSING HOME RESIDENTS AND INPATIENTS AT
HOSPITALS. The department may obtain a lien on an enrollee’s home if the enrollee resides in a
hospital and is required to contribute to the cost of care, or if the enrollee resides in a nursing
home, and the enrollee cannot reasonably be expected to be discharged from the hospital or
nursing home and return home. The department shall obtain liens under this subsection in
accordance with the provisions in s. 49.496 (1) and (2) Stats. The lien is for the amount that is
recoverable under sub. (1) and for costs that are recoverable under ss. 49 496 and 867. 035 Stats

(3) USE OF FUNDS The depar{ment shall deposrt amounts recovered under th:s sectlon
as follows: ; : ,
;6

- (a) Amounts that were recovered for MA eligible enro!lees shall be pald to the approprlatlon
under s. 20 435 (4) (im), Stats Lo :

(b) Amounts that were recovered for non-MA ehgsble enroliees sha!! be paid to the
appropriation: under s. 20 435 (7) (rm) Stats. o :

4) HEAR!NG RIGHTS An enroilee S exciuswe admmlstratlve hearmg nghts are those
specified in s. 49.496 (2), Stats and S. HFS 104.01 (5) for hens and in s. HFS 108 02 (12) for «
hardshlp wawers = : i

* SUBCHAPTER VIl — ASSURING TIMELY LONG-TERM CARE CONSULTATION

HFS 10.71 Certification by secretary of availability of resource center. When the
secretary determines that a resource center is prepared to receive referrals from hospitals and
long-term care facilities under ss. HFS 10.72 and 10.73, the secretary shall certify to each county,
hospital and long-term care facility that serves residents of the geographic area served by the
resource center the date on which the resource center is first available to provide pre-admission
consultation and functional and financial screens for the family care benefit. To facilitate phase-in
of services of resource centers, the secretary may certify that the resource center is available for a
specified target population or for speca’r" ied facilities in the area of the resource center. The
secretary may make more than one certmcatron fora resource center during the time that it phases
in its services.

HFS 10.72 Information and referral requirements for hospitals. (1) PURPOSE. This
section implements s. 50.36 (2) (c), Stats., which directs the department to promulgate rules
requiring hospitals to refer certain patients to a resource center and s. 50.38, ‘Stats., whrch
establishes penalties for hospitals that do not comply with the requrrements
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(2) APPLICABILITY. This section applies to a hospital only to the extent that the secretary
has certified unders: HFES 10.71 that one or more resource centers are avatlab e forreferrals from
the hosprtal ofa specrfted target popuiatten

(3) REQUIREI REFERRALS Except as provrded in sub (4) prtor to dlschargmg a patient
who is aged 65 or older or who has a physical or developmental disability and whose disability or
condition requires long-term care that is expected to last at least 90 days, the hospital shall refer
the patient to the resource center serving the county in which the person resides or intends to
reside. When the hospital makes the referral, the hospital shall provide information to the patient
about resource center servaces and the famlly care benef t as specaf ed by the department

(4) EXEMPT!ONS The hospttal shall refer an mdmdual in accordance wrth sub (3) unless
any of the feitowrng apply j

(a) The persen is under the age of 17 years and 9 months

(b) A functtonai screen under s. HFS 10.33 has been cempteted for the person thhm the |
previous 6 months

(c) The person is an enroi!ee of a care management orgamzatton

(5) PENALTIES. (a) Forfeiture. If the department finds that a hespitai has not complied with %/:7
the requirements of this section, it may directly impose on the hospital a forfeiture of not more than &%
$500 for each violation. If the department determines that a forfeiture should be assessed for a
particular violation, the department shall send a notice of assessment to the hospital. The notice
shall specify the amount of the forfeiture assessed, the violation and the statute or rule alleged to
have been \nolated and shatl tnform the hosprtal of the nght toa hearmg under par (b)

(b) Hearmg A hospttai may centest an assessment of a forfetture by sending, within 10
days aﬂer receipt of notice under par. (a), a written request for a hearing under s. 227.44, Stats.,
b" - to the division of hearings and appeals in the department of administration. A hearmg request shail
be considered filed on the date of actual receipt by the division of hearings and appeals, or the
\r\ q;_age,gﬂbe.postmadt,ﬂwmcheye,r_t_s_eaw_‘rher A request filed by facsimile is complete upon
\,g’? transmission. If the request is filed by facsimile transmission and such transmission is completed
1)) between 5 p.m. and midnight, one day shall be added to the prescribed period. The hearing shall
be scheduled and,con,ducted in accordance with the requirements of s. 50.38, Stats.

; Note A hearmg request should be addressed to the Division of Hearings and Appeais
P.O. Box 7875, Madison, WI 53707. Hearing requests may be dehvered in person to that office at
5005 Unrversnty Avenue Room 201, Madrson WL

(o) Payment of forfen‘ures All forfentures shali be paid to the department wrthtn 10 days after
receipt of notice of assessment or, if the forferture is contested under par. (b), within 10 days after
receipt of the final decision after exhausnon of administrative review, unless the final decision is
appealed and the order is stayed by court order. The department shall remit all forfeitures paid to
the state treasurer for deposit in the school fund.

HFS 10.73 Information and referral requirements for long-term care facilities. (1)
PURPQOSE. This section implements ss. 50.033 (2r) to (2t), 50.034 (5m) to (5p) and (8), 50.035
(4m) to (4p) and (11) and 50.04 (2g) to (2i), Stats., which establish requirements for adult family
homes, residential care apartment complexes, community-based residential facilities and nursing
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homes to provide information to prospective residents and to refer certain prospective or newly
admrtted residents to aresource center and estabhsh penait es for non- complrance :

(2) APPLICABILITY Except as otherwrse specrﬁed this sectlon apphes to nur‘smg homes,
community-based residential facilities, adult family homes and residential care apartment
complexes. This section applies to a long-term care facility only to the extent that the secretary
has certified under s. HFS 10.71 that one or more resource centers are available for referrals from
the faorhty for one or more specrf ed target groups

3) PROV!S ON OF iNFDRMATlON REQU%RED Subject to sub (2) the iong-term care

-facility shall give to each prospective resident, the resident’s guardian, or a representative ,

designated by the resident written information about the services of a resource center, the family

care benefit and the availability of screening to determine the prospective resident’s eligibility for

the family care benefit. The facility shall provide the information at the time it first provides, in

response to a request from the person or his or her representative, any written information about

~ the facility, its services or potential admission, or at the time that it accepts an application for
admission from the person, whichever is first. The written information shall be provided to the
facility by the department or by the resource center that is the subject of the information. The
facility shall obtain written verification from the resident, the resident’s guardian, or a representatlve
designated by the resident, that the information was provzded and the date the mformatlon was
provided. ~ g ; w

- (4) REQUIRED REFERRAL. (a) Subject to sub. (2) and at the time that required information
under sub. (3) is provided, a long-term care facility shall refer to the resource center serving the' =
county in which the person resides or intends to reside, a person whose disability or condition is-
expected to last at least 90 days and who is at least 65 years of age or haS“a develepmentai or
physical disability, unless any of the following applies: . s

1 The person rs under the age of 17 years and 9 months

| 2 A functlonai screen under S. HFS 10 33 has been comp!eted for the person wﬁhm the
prevrous 6 months ; ; A % i

3 The person is seekmg admrssron to the ieng-term care facrllty only for resprte care.
4, The person rs an enroﬁee of acare management organxzation

5. The !ong~term care facrhty has been notlﬁed that the person was referred to the resource
center by another entity within the prevrous 30 days 5 il

(b) If the long~term care facility admats a person wsthout referral because the person 's
disability or condition is not expected to last at least 90 days, the facility shall later refer the person
to the resource center if the person’s disability or condition is later expected to last at least 90
days. The facility shall refer the person within three business days of determmmg ‘that the person’s
disability or condition is likely to last longer than was expected at the time of admission.

(c) A person seeking admission or about to be admitted to a long-term care facility on a
private pay basis who is referred to a resource center need not provide financial information to a
resource center or county agency, unless the person is expected to be eligible for medical
assistance within 6 months or unless the person wishes to apply for the family care benefit.
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(5) PENALTIES FOR RCACs AND CBRFs. (a) Forfeiture. If the department finds that a
residential care apartment complex or a community-based residential facility has not complied with
the requirements of this section, it may directly impose a forfeiture of not more than $500 for each
violation. If the department determines that a forfeiture should be assessed for a particular
violation, the department shall send a notice of assessment to the facility. The notice shall specify
the amount of the forfeiture assessed, the violation and the statute or rule alleged to have been ‘
violated, and shall inform the facility of the right to a hearmg under par. (b) S

(b) Right to hearing. A residential care apartment compiex ora commumty based
residential facility may contest an assessment of a forfeiture by sending, within 10 days after
receipt of notice under par. (a), a written request for a hearing under s. 227 .44, Stats., to the
division of hearings and appeals in the department of administration. A hearing request shall be :
considered filed on the date of actual receipt by the division of hearings and appeals, or the date of
the postmark, whichever is earlier. A request filed by facsimile is complete upon transmission. If -
the request is filed by facsimile transmission and such transmission is completed between 5 p.m.
and midnight, one day shall be added to the prescribed period. The hearing shall be scheduled
and conducted in aocordance w:ih the requarements of ss. 50. 034 (8) (c) and 50 035(1 1) (), Stats

Note A hearmg request shouid be addressed to the DMS!QH of Hearmgs and Appeals
P. O Box 7875, Madison, WI 53707. Hearing requests may be delivered in person to that ofﬂce at
5005 University Avenue, Room 201, Madison, WI.

(c) Payment of forfeitures. All forfeitures shall be paid to the department within 10 days after
recexpt of notice of assessment or, if the forfeiture is contested under par. (b), within 10 days after
receipt of the final decision after exhaustion of administrative review, unless the final decision is
appealed and the order is stayed by court order. The department sha%i rem;t all forfeltures paid to
the state treasurer for deposn in the school fund. : e Y : ,

- (6) PENALTIES FOR NURSING HOMES. Failure to comply with the requirements of ss. ™
50. 04 (29) and (2h) Stats and this sect:on isa ciass o vsolatton under S. 50 04 (4) (b) 3 Stats. ;

HFS 10 74 Requnrements for resoufce centers The department shail estab!zsh thrdugh
its contracts with resource centers, minimum timeliness requirements for completion of resource
center duties related to responding to referrals from hospitals and long-term care facilities. -
Minimum timeliness requirements shall specify that the resource center initiate contact with the
person who was referred or the person’s designated representative as soon as practical following
receipt of a request or referral for the screen or for long term care services. The resource center’s
initial contact is for the purpose of informing the person about the family care benefitand the
availability of functional and financial eligibility screens and long-term care options consultation,
and for setting an appointment to provide further consultation and to conduct the screen. The
consultation provided by the resource center shall meet the requirements for long-term care
options counseling under's. HFS 10.23 (2) (b) and shall be provided in conjunction with
performance of the functiona and fmanc;al elagtbzhty screens or at another mutually agreed upon
time. i L «

SECT!ON 4. HFS 82.06 (2m) is created to read:

HFS 82.06 (2m) FAMILY CARE INFORMATION AND REFERRAL. if thé Secretary of the
department has certified that a resource center, as defined in s. HFS 10.13 (40), is available for the
home under s. HFS 10.71, an adult family home shall provide information to prospective residents
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