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 Home and Community Based Waivers 

  State ID/DD waiver changes 

  CMS guidance re: residential services 

 1915(i) State Plan Amendment 

 Coverage of Assistive Technology (DME) for 
adults 

 Disabled Child Living at Home Program 

 Due process rights 

 



These are special Medicaid programs for people 
who meet certain eligibility criteria and for which 
“slots” have been funded by the legislature and 
approved by the federal Medicaid program.  

 

Their purpose is to allow people with disabilities 
to receive the services they need to remain in a 
home or community-based setting as an 
alternative to living in an institution, such as a 
nursing home or ICF/ID facility. 

 



 

 Elderly and Disabled Waiver 

 Independent Living Waiver 

 Intellectual Disability/Developmental 
Disability (ID/DD) WAIVER 

 Traumatic Brain Injury/Spinal Cord Injury 
Waiver 

 Assisted Living Waiver 



 

 All waivers are Medicaid programs and you may 
call the Division of Medicaid, Bureau of Long 
Term Care – 1-800-421-2408 or 601-359-6141 
for information on applying. 

 

 The Independent Living and Traumatic 
Brain/Spinal Cord Injury waivers are administered 
by the Department of Rehabilitation Services and 
the ID/DD waiver is administered by the 
Department of Mental Health. 

 



Major changes were made to this waiver in 
2013.   

 

 Plan of Care is now called Plan of Services and 
Supports 

 More emphasis on Person Centered Thinking 
and Person Centered Planning 

 Plans are to be reviewed a minimum of every 
90 days.  

 



New Services: 

 Host homes 

 Job discovery 

 Crisis Intervention 

 Crisis Support (formerly known as ICR/MR Respite) 

 Transition Assistance 

 Supported Living (formerly included in Home and 

Community Supports) 

 



Revisions to other Services: 

 Supervised Living – has nursing services component 

 Nursing Respite – Requires Dr. statement, family 

members cannot be providers 

 Home and Community Supports - must be in 

family  home; can be shared by up to three people 

 Prevocational Service - for defined period of time, can 

be part of trial work experience 

 Medical Supplies/Therapies - Maximum 3 

hours/wk for PT and Speech, 2 hrs/wk for OT 



Proposed changes in rates are out for public 
comment now.  

Comments are due by June 30th.  

Comments should be sent to 
DMHWaiverRates@burnshealthpolicy.com 

Copies of the documents (they are lengthy and 
detailed) are posted on the Megaconference 
handouts section of 
www.msmegaconference.org 

 

mailto:DMHWaiverRates@burnshealthpolicy.com
http://www.msmegaconference.org/


    MS was approved in late 2013 to amend the 
state plan to include specific services for 
Medicaid eligible individuals who do NOT 
need  ICF/DD or nursing level of care.  

    The program is working on definitions and 
a Memorandum of Understanding between 
Medicaid and the Department of Mental 
Health.   

     These must be completed before services 
can be provided.   



 Services  under 1915 (i) include: 

  pre-vocational 

  supported employment 

  a new version of day support 

 There will be NO “slots” – services will be 
provided by Community Mental Health 
Centers 

 Targeted case management will be provided 
by the Regional Centers 

  



 

 Assistive technology usually falls within the category 

of Durable Medical Equipment (DME), which includes 

equipment that: 1) can withstand repeated use 2) are 

used primarily for a medical purpose 3) generally not 

useful in absence of illness or injury and 4) appropriate 

for use in the home 

 

  



 For many years, it had been the policy of MS Medicaid 
that power wheelchairs were not covered for adults, 
which violated federal law.  On April 1, 2012, Medicaid 
issued new Medicaid rules, including new rules about 
power wheelchairs.  Power wheelchairs may now be 
approved for adults, via the prior authorization process, 
when medically necessary.  

 

 More recently, Medicaid has also declined to cover 
standers for adults. Within the last year, Medicaid has 
agreed to cover standers when medically  necessary. 

 



   

 It is important that we spread the word about theses 

changes.  Doctors,  wheelchair vendors, individuals in 

need of such equipment and their advocates all need to 

know that the policy has been changed, and need to 

ask, in writing, for what they need.   

 

 Please contact DRMS for more information about this. 

1-800-772-4057   



Special eligibility category for children who: 

 

 Are under 19 and disabled under SSA rules 

 Require a level of care at home typically provided by 

hospital, nursing facility, or ICF 

 Can be provided safe and appropriate care at home 

 No excess income or assets in the child’s name 

 Cost does not exceed cost if in facility 

 



 The standards for this program are federal and MS 

Medicaid has not changed them.  

 

 However, in the last several years, MS Medicaid has 

begun re-interpreting them to deny or terminate some 

children who previously would have been eligible.  

 

 These decisions can be appealed.  DRMS has 

represented dozens of children and almost all have 

succeeded in their appeals.   

 



 

 Any person applying for Medicaid services (the 
“applicant”)  including waiver services, who is denied, 
has a right to request an appeal of that denial 
decision. 
 

 Any current recipient of Medicaid services (the 
“beneficiary”), including waiver services, whose 
services are reduced or terminated also has a right to 
appeal. 

 
 If a written notice of denial or termination is received, 

there are time limits to appeal. You can request an 
appeal before you find an advocate to assist you. It is 
advisable to seek help as early as possible.   

 
 



 Medicaid advocates have received reports of a 
beneficiary being told verbally by his/her case 
manager or provider that their services are 
not covered or have been reduced, but no 
written notice of adverse action is received. 
 

 The beneficiary should request a written 
notice explaining the action that is being 
taken on his/her case.  Contact the 
supervisor if necessary to get a written 
notice. 
 



 

Federal law and regulations require that the 
notice of adverse action contain certain 
specific information so that you can 
understand the reasons for the decision.  

 

The full list of requirements is on the handouts 
page for this session at  

www. msmegaconference.org 

 

 

 



 

 If you feel that the decision made by Medicaid 
is wrong, you should file an appeal. 

 

 This is done by simply notifying your case 
manager that you wish to appeal.  It is best to 
do this in writing in the form of a short letter.  
Be sure to keep a copy of the letter for your 
records. 

 



 

 In general, you have 30 days from the date of 
the written notice within which to request the 
appeal. 

 

 If you are a current beneficiary of services, 
you should file your appeal within 10 days of 
the date of the adverse notice so that your 
current benefits will continue during the 
appeal process. 

 



 
 Local Hearings – these are available to 

challenge a change in services, such as a 
reduction in Personal Care Attendant hours. 

 
 State Hearings – these hearings are for the 

purpose of challenging a decision that the 
applicant is not disabled or that the 
beneficiary is no longer disabled.  This type 
of hearing is to determine overall eligibility 
for the waiver program.  
 



 

Whether the hearing is local or state, the 
applicant/beneficiary has certain rights: 
◦ To be represented by an advocate, attorney or family 

member to speak on his/her behalf; 

◦ To review the case file and the medical and other 
documentary evidence used to make the adverse 
decision which is being appealed before the hearing; 

◦ To bring witnesses to testify and to present 
documentary evidence at the hearing; 

◦ To make legal arguments and to cross-examine any 
witnesses adverse to his/her claims. 

 



 State hearings are a bit more formal than local 
hearings and a hearing officer  - not directly 
employed by Medicaid -will be appointed to act 
as the judge. 

 

 These hearings are held by telephone. 

 

 The hearing officer will issue a written 
recommendation to the Director of the Division 
of Medicaid on the appeal issues and the Director 
will then send a formal letter of decision to the 
applicant/beneficiary and his/her representative. 

 



 

 If the Director’s decision is not favorable to 
the applicant/beneficiary, there is no further 
appeal within the agency. 

 

 The only further appeal is to Chancery Court, 
and because the Division of Medicaid is 
located in the First Judicial District of Hinds 
County, that is where the appeal must be 
filed. 

 



Final Tips for Medicaid self-advocacy: 

 

 Don’t relay on rumors about what is covered, or 

offhand explanations by Medicaid staff 

 Ask for decisions in writing 

 Ask for reasons for decisions, with citations to the law, 

regulation, or policy behind the decision 

 See advice and assistance from an advocate 

 

 

 

 



To contact DISABILITY RIGHTS MISSISSIPPI, call  

1 800 772-4057  (TTY available) or 601 968-
0600 for the Jackson Office or  1-877-392-

3272 for the coast office. 

www.drms.ms  

  

Mailing address: 

210 E. Capitol St, Suite 600 

Jackson, MS 39201 

 

 

http://www.drms.ms/

