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Introduction

This manual is designed to be used by persons with disabilities who may benefit from Assistive Technology (AT) and those acting on their behalf.  The manual focuses on acquiring AT through the Medicaid program. 

In order to benefit from this manual, you must be eligible for Medicaid.  If you believe that you are eligible for Medicaid, but have not yet applied for it, contact your local Department of Social Services (DSS) office, or the Virginia Department of Medical Assistance Services (DMAS) at 600 East Broad Street, Suite 1300, Richmond, Virginia 23219, phone (804) 786-7933.

This manual is designed to provide information about and a step-by-step guide through the Medicaid program for the funding of AT.  Part I will introduce you to AT, AT Services, and Medicaid.  Part II describes, in detail, several Medicaid programs through which AT can be funded and acquired.  Part III focuses on the process for requesting Medicaid funding and on what to do if your request for AT funding is denied.  The manual concludes with three appendices.  Appendix A provides a tool to help you identify your AT needs.  Appendix B summarizes the three Medicaid Waiver programs that provide funding for assistive technology.  Appendix C describes the Virginia Assistive Technology System (VATS).

Finally, because, at first glance, Medicaid can seem hopelessly complicated, we have attempted to provide an “everyday language” version of the Medicaid rules and regulations.  However, because you may wish to “arm yourself” by becoming familiar with the actual language of the Medicaid laws and regulations, we have, whenever we mention a “legal” term, provided, in a footnote, the citation indicating where in the United States Code (USC), Code of Federal Regulations (CFR), and/or the Virginia Administrative Code (VAC) that the term can be found.

CAUTION:  The information provided in this booklet is not intended as legal advice.  For specific concerns regarding Medicaid funding for Assistive Technology, you may wish to contact the Department of Medical Assistance Services at (804) 786-7933 or consult a private attorney.

Part I

Introducing Assistive Technology,

Assistive Technology Services and Medicaid

What are Assistive Technology and Assistive Technology Services?

Assistive Technology (AT) is any device, adaptive equipment, or service which enables people with disabilities to accomplish tasks that they would otherwise be unable to do. (29 USC. Section 3002)  There are as many different kinds of AT as there are different needs for AT.  For example, AT includes wheelchairs for persons with mobility impairments, amplification devices for persons with hearing impairments, and talking alarm clocks for persons with visual impairments.  Children with disabilities can have adaptive equipment built onto their toys to help them play and learn.  People who cannot speak can use speech synthesizers to communicate.

However, it is very important to realize that, although the phrase “assistive technology” conjures up images of complicated, expensive, “high-tech” equipment, AT is, quite often, simple and inexpensive.  People with limited hand strength or dexterity can use adaptive grips on pencils, pens, and kitchen utensils.  Persons with visual impairments can use simple magnifying screens for viewing televisions and computers.  Persons with mobility impairments can use “low-tech” grabbers to pick up things from the floor or a counter; they can use light switch extenders to turn lights on or off.

Thus, when you are considering whether you need AT, you should not concern yourself with the question of whether the device or service you need qualifies as AT.  If the device or service helps you do something that you could not otherwise do, then the device or service is AT, and, if you qualify, your AT can be funded and acquired through Medicaid.  Parts II and III of this manual provide guidance on how to receive AT funding under Medicaid.

If you are eligible for AT funding under Medicaid, you may also qualify for Assistive Technology Services. Assistive Technology Services, which are designed to help you fund, acquire, and use AT, include:

· Evaluating your need for AT and identifying the AT product which fulfills that need;

· Acquiring the AT, through purchase, lease, or some other method;

· Customizing the AT to meet your specific needs;

· Training you or your caregivers in the use of the AT; and

· Coordinating your use of the AT with your other programs and activities. (29 USC Section 3002)

Because so many different types of AT exist, we have, in Appendix A, included an Assistive Technology Checklist to help you to identify the type of AT for which you might wish to seek funding.  The list, while certainly not exhaustive, can also be used as a resource to make you and others aware of the many different types of AT which are available to persons with disabilities.

What is Medicaid?

Medicaid is a joint federal-state program designed to provide funds for medical assistance to qualified individuals. (42 USC Section 1396)  In Virginia, Medicaid is administered by the Virginia Department of Medical Assistance Services (DMAS).  Whenever this manual refers to or discusses decisions made or actions taken by “Medicaid,” we are referring to DMAS.

Medicaid is designed to give eligible persons medical assistance to help them “attain or retain [the] capability for independence or self care.” (42 USC Section 1396)  Medicaid provides several sources through which eligible persons can receive funding for services—such as medical or hospital care, home health services, and other needed aides and services (including, of course, AT).  For the sake of convenience, we will refer to these sources as “Medicaid programs.”  If you qualify for Medicaid, you can use several Medicaid programs to fund and acquire AT.

Medicaid programs fall into two categories:  mandatory programs, which the states must provide to all Medicaid recipients, and optional programs, which the states may provide. (42 USC Section 1396d; 42 CFR Section 441.50)  If the state chooses to provide an optional program, it must make it available to all Medicaid recipients statewide.  States may also apply to the Centers for Medicare and Medicaid Services (CMS), formerly the Health Care Financing Administration (HCFA), for a “waiver” to provide services to specific individuals.  If the state’s application for a waiver is approved, the state may provide the program only to

certain categories of persons.  Part II of this manual describes the various Virginia Medicaid programs, which you can use to fund your AT.

Part II

Using the Virginia Medicaid Programs to Fund

and Acquire Assistive Technology

The federal government mandates that Virginia provide certain Medicaid programs to all individuals who qualify for Medicaid.  Of these mandatory programs, the Durable Medical Equipment and Supplies Program and the Home Health Care Program can be used to fund AT.

Certain other Medicaid programs are optional.  That is, Virginia may choose to participate in these optional programs.  Moreover, the federal government allows Virginia to request that certain individuals be waived into these optional programs so as to avoid institutionalization.  Virginia currently has six Medicaid Waiver programs.  Three of these waiver programs offer AT.

In Virginia, the Medicaid Waiver programs are available only to certain categories of persons.  This means that there are eligibility requirements for the three waiver programs that go beyond the eligibility requirements for the mandatory Medicaid programs.  The waiver programs that provide AT are the Mental Retardation Waiver, the Individual and Family Developmental Disabilities Support Waiver, and the Technology Assisted Waiver. (12 VAC 30-50-10)

Following is a discussion of each of the Virginia Medicaid programs that will fund AT, including a description of what you must do to seek funding under each program and what important limits exist.

Virginia’s Mandatory Medicaid Programs:

The Durable Medical Equipment and Supplies Program

and the Home Health Care Program

What is the Durable Medical Equipment and Supplies Program?

The Durable Medical Equipment (DME) and Supplies program is the single most used Medicaid program for the funding and acquisition of AT.  Under this program, Medicaid will fund, with some exceptions, “all medically necessary supplies and equipment.” (12 VAC 30-50-160(D)(1)(a))

How do you show that your AT is “medically necessary” under the Durable Medical Equipment and Supplies Program?

In order to qualify for funding under this program, the AT you request must be “medically necessary.” (12 VAC 30-130-270)  Medically necessary is a legal standard and is met in the following way.  You must show that your requested AT is:
· Necessary to diagnose or treat your illness or injury or necessary to improve the functioning of one of your body parts;

· Not only for your convenience or comfort; and

· Consistent with medical standards.  In other words, the AT you request must not be solely an experimental or untested form of AT.

The way to meet this standard is to have your doctor support your request by completing a Certificate of Medical Necessity (CMN). (12 VAC 30-50-160(D)(1)(C))  If a request for AT is not accompanied by a CMN, it will be denied.  A CMN must include:
· Your doctor’s diagnosis of your condition;

· Your doctor’s statement of your functional limitations;

· Your doctor’s order (e.g., prescription) for the AT that you need; (12 VAC 30-50-160(D)(1)(d)) and

· Your doctor must “justify” your need for the AT.  The way your doctor justifies your need is by stating that, in his/her opinion, the AT is part of your treatment plan and that the AT needs to be part of your treatment plan.  Your doctor may express this opinion directly on the CMN itself, by merely signing the form, or he/she may express this opinion in a separate letter to Medicaid. (12 VAC 30-50-160(D)(1)(d))

How long is a Certificate of Medical Necessity valid?

If you are 21 years old or younger, the CMN is valid for up to six months; if you are over 21 years old, the CMN is valid for up to twelve months or until the AT is no longer necessary.  For example, if you are over 21 and require use of a wheelchair to recuperate from major surgery, your doctor may choose to only prescribe the wheelchair for a period of seven months.  Thus, your CMN would be valid for only seven months.  If your CMN expires and you still need AT, you must have your doctor complete a new CMN. (12 VAC 30-50-160(D)(1)(d))

What items are not covered under the Durable Medical Equipment and Supplies Program?

There are items of DME that are not covered and, thus, cannot be funded through this program. (12 VAC 30-50-160)  These include:
Room humidifiers, air cleaners, air conditioners, and other “space conditioning” equipment;

Items which are solely for comfort or convenience; 

Prosthetic devices, except for pre-approved artificial arms, legs, and their supportive devices;

Items which are not reasonable or necessary for diagnosis, treatment, or to improve the functioning of a body part, such as toilet articles, toothbrushes, cosmetic items, and items like shampoo and soap which are not prescribed by a doctor;

Braces, splints, and other orthotics;

Home or vehicle modifications;

Items which are not used primarily at home such as car seats or equipment used at school;

Items which are primarily used in school or on the job such as computers or speech devices;

Any DME which would be used for a hospital or nursing facility resident, except for certain types of DME—such as ventilators and associated supplies—which are requested and pre-approved; or

Furniture or appliances which are not medical equipment such as bedside tables, pillows, chairs with special lift seats, exercise bicycles, and bathroom scales.

If your AT falls within one of these categories, it will most likely be refused under the DME and Supplies program; however, if Medicaid initially refuses to fund your request for AT, don’t give up.  You have a right to appeal Medicaid’s denial of funds.  This right will be explored in Part III of this manual. 

What is the Home Health Care Program?

The Home Health Care Program is designed to provide nursing or other health aid to persons who are “homebound.” (12 VAC 30-60-70(c))  While this is not, strictly speaking, an “AT Program,” the care provided by nurses and other aides will often include the provision of AT.  Thus, this program is required to provide access to and fund “medical supplies, equipment, and appliances suitable for use in the home.” (42 C.F.R. Section 440.70(b)(3))  For example, aides providing rehabilitation or speech therapy may use specialized wheelchairs, computers, or other AT.  This AT could be accessed and paid for under this program.

What does it mean to be homebound?

In order to be eligible for this program, you must be homebound.  You are homebound if:
You are unable to leave home without the assistance of others or the use of special medical equipment (such as a wheelchair);

You are unable to leave home because of a mental or emotional problem that causes you to refuse to leave home or because of a safety concern if you leave home unattended;

You have been ordered by a doctor to restrict your activity due to a weakened condition (for example, after heart surgery); or

You have a communicable disease and have been ordered by a doctor to stay home in order to prevent exposing others to the disease. (12 VAC 30-60-70(c))

You will also qualify as “homebound” if:

The cost of the medical treatment and the cost to transport you to the medical treatment is more than the cost of home health care service visits;

You would probably be admitted to a hospital or nursing facility to ensure you received your required medical treatment;

You need the kind of aid or instruction that can best be accomplished in the home; or

Because of the duration of the treatment, it is not practical to receive the treatment outside the home. (12 VAC 30-60-70(d))

It is important to note that if you use a wheelchair, you will probably qualify as homebound because you require assistance (i.e. the use of your wheelchair) to leave your home.  If you meet the criteria for homebound, you may qualify for Home Health Care services funded by Medicaid. (12 VAC 30-60-70(D))  If you need AT as part of your Home Health Care services, then you may seek funding through the same Medicaid program.  The next section will describe some of the AT services available under this program (Not all of the services included in the Home Health Care Program are described in this manual.  Because this manual is designed to help persons access and fund AT, we have chosen to only describe those services which involve AT) and the steps you need to take in order to have these services funded.

How do you get Medicaid’s Home Health Care Program to fund your AT?

Step 1:  Determine what kind of home health care services you need.

There are many services available under this program—from nurse or home health aide visits to provide physical therapy, to occupational therapy, to help you improve motor skills, to speech and language therapy to help you communicate.  When these services require AT, that AT will be funded through this program.  The types of AT used in the Home Health Care Program vary from simple zipper pulls or mirror extenders to hi-tech, computer-controlled augmentative communication devices.  This section will focus on the services under the Home Health Care Program which are most likely to use AT.

What is Occupational Therapy?

Occupational therapy can be broadly defined as those services needed to increase independent function. (42 CFR Section 440.110(b))  It is generally thought of as rehabilitation of fine motor skills—skills that allow you to carry out every-day activities like dressing, eating, and self care.  (See, e.g. 42 CFR Section 440.110(b))

There are many, many AT devices available for occupational therapy use.  These include sock/stocking aids, zipper pulls, dressing sticks, stove mounted mirrors (to help in viewing pots and pans while cooking), cooking and eating utensils adapted for use by persons with limited hand functions, two-handed cup holders, pots and pans with locking covers, and book and telephone holders.  When searching for AT for occupational therapy use, the key is to be as inclusive as possible and to do as much research as you can to determine what AT is available to meet your AT needs.  Remember, if there is a need, there is an AT device to address it.

What is Physical Therapy?

Physical therapy is the treatment of pain, disease or injury by physical means, as opposed to surgery or other means. (42 CFR Section 440.110(a))  Physical therapy can include passive exercise (for example, therapeutic massage), active exercise (walking or stretching), and education about ways to increase your mobility.  Medicaid requires that any physical therapy be prescribed by your doctor and provided by a qualified physical therapist. (42 CFR Section 440.110(a))

Physical therapy services often make use of AT like exercise equipment or devices generally thought of as Durable Medical Equipment (DME) -- such as walkers, canes, and wheelchairs.  It is important to remember that DME is AT – any equipment which is used to help your therapy would qualify as AT.  You should take the time to speak with your doctor and/or physical therapist to discuss what types of AT you may need in the course of your therapy.

What is Speech and Language Therapy?

Speech and language therapy includes any services designed to screen for, prevent, treat, or correct speech or language disabilities or problems. (42 CFR Section 440.110(c))  These services must be provided by or under the care of a speech pathologist or audiologist.  Speech and language therapy specifically includes any necessary supplies and equipment.  Thus, if your therapy requires the use of AT, it can be accessed and funded through this program.  AT for use in speech and language therapy may be as simple as a communication board with pictures (that you can point to in order to communicate) to computer-driven equipment like augmentative communication devices, an FM loop, a pocket talker, or Computer Assisted Real Time Transcription (CART).  Again, the key is to communicate with your doctor and therapist to determine what type of AT you require.

Step 2:  Have your doctor complete a “Plan of Care,” an “Order,” and a “Certification.”

In order to have your services and AT funded under this program, your doctor must complete a Plan of Care, an Order, and a Certification.

What is a Plan of Care?

A Plan of Care is necessary to show Medicaid that, because of your condition, you require services under the Home Health Care Program.  The Plan of Care describes your condition, the services you require, and how those services will help you.  It must be reviewed, signed, and dated, by your doctor.  The Plan must contain:
Your diagnosis and prognosis;

Your functional limitations;

Any orders for nursing or other services;

Any orders for medication or other treatments or tests;

Any special dietary requirements; and

Orders for any AT device or service needed. (42 CFR Section 484.14(a); 12 VAC 30-50-200)
Once the above has been completed, your doctor may submit an Order to Medicaid for your services.

What is an Order?

The doctor’s Order is, essentially, his/her prescription for your therapy and its accompanying AT.  The doctor’s Order must indicate:

The specific type of therapy (i.e. occupational, physical or speech and language) you need;

The specific services you require (including the procedures and methods which will be used);

How often the services will be provided and for how long; and

A statement that the services are medically necessary and appropriate and related to your condition and Plan of Care.

Along with the Plan of Care and the Order, your doctor must certify that you require services under the Home Health Care Program.

What is Certification?

Certification is, basically, the doctor’s confirmation that, because you are homebound, he/she has developed a Plan of Care for you and that the services will be provided to you while you are under a doctor’s care.  The doctor must provide a new certification after 62 days.  In the new certification, the doctor must state that he/she has reviewed your Plan of Care and determined that you still require services.  The doctor must also estimate how long he/she believes you will require the services. (12 VAC 30-50-200)

What do you receive if Medicaid authorizes your request for services under the Home Health Care Program?

Once Medicaid has authorized you to receive services under the Home Health Care Program, you may receive, each year, (A “year” runs from July 1 of one year to June 30 of the next.  So, if you have 31 visits on June 29 and have your 32nd visit on June 30, you will be able to start a new series of 32 visits on July 1.) 32 visits from a nurse, 32 visits from a health aide, and 24 visits each from physical therapy, occupational therapy, and speech and language therapy aides.  If your doctor feels that you require more nurse or aide visits, he/she may request that Medicaid authorize those visits.

How can Medicaid terminate your services under the Home Health Care Program?

Regardless of whether Medicaid authorizes services for you under the Home Health Care Program, Medicaid will terminate those services if:

Additional therapy will no longer help you improve;

You are not motivated to take part in the therapy;

You have a condition that impairs your ability to take part in the therapy;

You have stopped making progress in your therapy; or

The services you need can be provided by someone other than a rehabilitation professional. (See, e.g. 12 VAC 30-50-200(b)(2))
Virginia’s Optional Medicaid Waiver Programs:

Mental Retardation Waiver, Individual and Family,

Developmental Disabilities Support Waiver, and the

Technology Assisted Waiver

What are the Optional Medicaid Waiver Programs?  (See generally, 42 USC Section 1915(b)-(c); 42 CFR Sections 430.25, 440.1, 441.00)

In order to receive services under Medicaid or any of its programs, you must be eligible to receive Medicaid.  Each state sets eligibility standards.  If you do not meet those standards, you cannot receive Medicaid services.  Medicaid Waiver programs have different eligibility standards from regular Medicaid eligibility standards.

Medicaid Waiver programs encourage the treatment of individuals in the community rather than in an institution.  To encourage this sort of community-based treatment, the state “waives” its ordinary Medicaid eligibility requirements—providing Medicaid funding for some services that are used by people in the community who would otherwise be placed in an institution.

How do states create Waiver Programs?

States may create waiver programs by applying for approval from CMS for the proposed program.  To have a waiver program approved by CMS, the state must show that the waiver program is cost effective; that is, the cost of providing waiver services is the same or less than the cost of providing institutional or hospital services.  The state and federal government share the costs of the Medicaid

Waiver program.  Thus, in its application, the state will project the number of individuals that can be served under the waiver program, based on the projected need or number of people the state intends to serve.  If CMS approves the waiver program, it will authorize the number of individuals to be served based on the available federal and state funding.  Note that CMS and the state jointly set the limit as to how many individuals can participate in a state’s waiver program because the program receives federal as well as state funding.
Who is eligible to participate in Medicaid Waiver Programs?

Once CMS approves the waiver program, the state sets the criteria for eligibility to the program (subject also to CMS approval).  Remember, the state may make people eligible for waiver programs who are not eligible for other Medicaid programs.  This is the nature of waiver programs — the state “waives” the normal eligibility criteria for Medicaid programs in favor of the new eligibility criteria.  However, in order to be eligible for any particular waiver program, you must meet the criteria set by the state and CMS for the waiver program. (12 VAC 30-120-220)
While waiver programs may make services available to people who are not otherwise eligible for other Medicaid programs, these services will only be available to the number of people specified by the state and CMS.  In this way, waiver programs differ from Medicaid programs, which must serve all eligible people.  Because waiver programs are only available to a certain number of people, some people may be put on a waiting list for services.  In other words, if a waiver program is only open to 250 people and you are the 251st person to qualify for services under the program, you will be put on a waiting list for services.  However, the waiting list must move at a reasonable pace.

In sum, if you are not eligible for Medicaid, you may still be eligible for a Medicaid Waiver program if:

· You need the level of care provided in an institutional setting;

· You are or will be receiving services in a community setting;

· You meet the eligibility requirements of the waiver program.

What Waiver Programs are available to help access AT?

Virginia has several waiver programs.  This manual will focus only on those programs which are most likely to be used to access and fund AT.  Those programs are the Mental Retardation Waiver, the Individual and Family Developmental Disabilities Support Waiver, and the Technology Assisted Waiver.  See Appendix B for a summary of these waiver programs.

The process for accessing AT through waiver programs generally involves:

Getting a referral for waiver services;

Undergoing a screening to determine your eligibility for waiver services;

Developing a plan for the receipt of waiver services;

Receiving funding for waiver services; and

Getting preauthorization for your AT services.

What follows is a discussion of each waiver program, including details about what services are available and how to access the services.

What is the Mental Retardation Waiver Program?

This waiver program (known as the MR Waiver) is designed to provide services in the community to people who would otherwise have to live in an Intermediate Care Facility for the Mentally Retarded (ICF/MR).

What is an Intermediate Care Facility for the Mentally Retarded (ICF/MR)?

An ICF/MR can be either a public or private facility that provides an institutional, less restrictive setting in which individuals can receive long-term care.  In Virginia, these include five large training centers and 17 smaller facilities.  The clients of an ICF/MR qualify as either mentally retarded or developmentally disabled.  The environments of ICF/MRs are designed to maximize individual potential.  At an ICF/MR, professional staff assess, address, and fulfill the individual’s personal needs.

Who is eligible for the MR Waiver Program?

The MR Waiver program is available to people who:

Have mental retardation and who live or are at risk of placement in an ICF/MR;

Are children, under age six, who are at risk of having a developmental delay and who are living at an ICF/MR or are at risk of placement in an ICF/MR; (Once the child reaches six he/she must be determined to have mental retardation in order to continue receiving services under this program.) and

Have income of less than 300% SSI.

The MR Waiver is designed to provide services to these people in the community rather than in an ICF/MR, thus allowing them to live in the community rather than in the ICF/MR.  Any services provided must be used to serve a person in the community rather than in an ICF/MR.  The average cost of all individuals in the MR Waiver must be less than the average cost of all individuals in ICF/MRs in Virginia.

What services are available under the MR Waiver Program?

Assistive technology

Residential supports (Congregate and In-Home)

Day support

Supported employment

Personal assistance services

Respite care

Skilled nursing services

Therapeutic consultation

Crisis stabilization

Companion care

Personal emergency response systems (PERS)

Consumer-directed personal assistance, respite, and companion services

Environmental modifications

· Prevocational services

Also, the MR Waiver can provide for environmental modifications such as van lifts, bathroom and kitchen modifications, fences (for children who wander), alarming devices, and automatic door openers.

What must you do to receive any of these services under the MR Waiver Program?

Step 1:  Get an assessment.

You should be assessed by a Community Services Board mental retardation case manager, who will determine whether you are eligible for long-term care in an ICF/MR.  The case manager will perform a complete assessment of your needs and available support in order to determine whether you would need to live and receive treatment in an ICF/MR if you did not receive MR Waiver services.

Step 2:  Determine your need for treatment.

Next, you must undergo medical, psychological, and social examinations to determine your need for treatment.  These examinations must be completed within 12 months prior to your receipt of MR Waiver services.

Step 3:  Develop a Consumer Service Plan.

The case manager then will collaborate with you to develop a Consumer Service Plan (CSP).  The CSP will set forth the kinds of services you need to live and receive treatment in the community.

Step 4:  Get a recommendation for MR Waiver Services.

If, after developing the CSP, the Community Services Board has a slot, the case manager determines that MR Waiver services are appropriate and will either delay or avoid an ICF/MR placement or promote discharge from an ICF/MR placement.  If the case manager determines that MR Waiver services are appropriate, he/she will recommend to the Department of Mental Health, Mental Retardation, and Substance Abuse Services (DMHMRSAS) that you be found eligible for MR Waiver services and receive funding.  The approval of DMHMRSAS is required before you receive any waiver services.

Step 5:  Get a re-assessment.

If you are approved for MR Waiver funding by DMHMRSAS, you will be able to access services under this program.  To continue to receive MR Waiver services, you must be re-assessed every year by the case manager to confirm that you are still eligible for MR Waiver services and that such services are appropriate.

What must you do to receive AT Services under the MR Waiver Program?

Assistive technology services are available under the MR Waiver program. (12 VAC 30-120-240(I))  If you qualify, you may receive up to $5,000 worth of AT under the MR Waiver for each CSP year.

Step 1:  Your case manager must show that you are receiving at least one other service under the MR Waiver program.

Step 2:  Your case manager must show that you are unable to receive the AT under the Medicaid Durable Medical Equipment (DME) and Supplies program.

Step 3:  Your case manager must demonstrate that the AT will provide you with a medical or other benefit which will improve your ability to live and function in the community.  To do so, the case manager must show that the AT will be used primarily in your home, vehicle, community activity setting, or day program and you must show how the AT will help you function in those programs.  Consultations and quotes from Medicaid vendors can assist with this step.

In sum, you can receive funding for AT services under the MR Waiver program if:

You are eligible for the MR Waiver program;

You receive at least one other service under the MR Waiver program;

You are ineligible to access AT through the DME and Supplies program; and

The AT improves your independence.

What is the Individual and Family Developmental Disabilities Support Waiver Program?

This waiver program (known as the DD Waiver), like the MR Waiver, is designed to provide service to people in the community who would otherwise have to live and receive treatment in an ICF/MR. (12 VAC 30-120-700)  The DD Waiver program provides essentially the same services, including access to AT, as the MR Waiver program.  The DD Waiver program, however, is designed for people whose developmental disabilities do not include a diagnosis of MR. (This section does not attempt to summarize all of the services available under this waiver program, but, rather, only those services that involve the accessing and use of AT.)

Who is eligible for the DD Waiver Program?

The DD Waiver program is open to people six years of age and older who have a condition related to, but do not have, mental retardation, and who live or are at risk of placement in an ICF/MR. 

What is a “condition related to mental retardation”?

In order to have a condition related to mental retardation, you must have a disability which:

Is attributable to cerebral palsy, epilepsy, autism, or any other condition that is not mental illness. The condition must result in impaired intellectual or adaptive functioning and require treatment and services similar to those needed by individuals with mental retardation; and

Began before age 22, is chronic and results in limitations in three or more of the following areas: self care, understanding and use of language, learning, mobility, and self direction. (See 42 CFR Section 435.1009)

What services are available under the DD Waiver Program?

Assistive technology

Day support

Supported employment

In-home residential support

Therapeutic consultation

Personal care services

Companion care

Respite care (agency- and consumer-directed)

Skilled nursing services

Attendant care

Family and caregiver training

Crisis stabilization

Environmental modifications

Personal emergency response systems (PERS) 

· Support coordination (A state plan service, not a waiver service)

What must you do to receive AT services under the DD Waiver Program?

Step 1:  Show that you are eligible for the DD Waiver program.

You must make a request to DMAS for a screening. Local clinics of the Virginia Department of Health screen applicants using the Level of Functioning Survey.  You will be screened for services on a first-come, first-served basis.  Once it is determined that you are eligible for ICF/MR, you will be given a choice of residing in an ICF/MR or applying to receive community services through the DD Waiver.

A support coordinator will help you and/or your family to develop a Consumer Service Plan (CSP). (12 VAC 30-120-220(D)(1))  The CSP will be tailored to meet your and your family’s service needs.  The support coordinator will submit the completed CSP to DMAS for approval to enroll you into the DD Waiver program.  You will be approved if funds are available and you qualify based on your financial need.  Note that parental income is not considered in determining financial eligibility for children seeking to receive waiver services.  If funds are not available, you will not be approved.  Rather, you will be placed on a waiting list.  You have the right to appeal your placement on a waiting list.  Once it is your turn to begin receiving services, your support coordinator will coordinate your CSP, assist you in applying for Medicaid at your local Department of Social Services, in accessing necessary providers, and in monitoring services to ensure that all providers are working toward your goals.  Services are provided by providers who have an agreement with DMAS. 

Step 2:  Show that you are receiving at least one other service under the DD Waiver program.

Step 3:  Show that you are unable to receive the AT under the Medicaid Durable Medical Equipment (DME) and Supplies program.

Step 4:  Demonstrate that the AT will provide you with a medical or other benefit that will improve your ability to live and function in the community.

To do so, you must show that the AT will be used primarily in your home, vehicle, community activity setting or day program, and how the AT will help you function in those programs.  You must receive a professional consultation that supports your need for AT.  Medicaid will pay for this consultation.  Additionally, you should acquire a price quote from the AT vendor.

Once you qualify for AT under the DD Waiver program, you may receive up to $5,000 worth of AT during each plan year.

What is the Technology Assisted Waiver Program?

This waiver program, known as the Tech Waiver, is designed to provide services in the community to people who would otherwise have to live in a hospital (for people under 21 years old) or a specialized care nursing facility (for people over 21). (12 VAC 30-120-80)

Who is eligible for the Tech Waiver Program?

In order to be eligible for services under the Tech Waiver, you must be financially eligible and “technology aided.”  Technology aided means you must:

Be chronically ill or severely impaired;

Need a certain medical device to compensate for the loss of a vital body function; and

Need ongoing skilled nursing care to avoid death or further disability.

If you meet these criteria and if you will be admitted to a hospital or nursing facility for a prolonged stay without Tech Waiver services, you are eligible for the Tech Waiver.

Note that Tech Waiver services are specifically directed at persons who would otherwise have to live in a hospital or specialized care nursing facility.  People who have to live in board and care facilities, adult care residences, general acute care hospitals, skilled or intermediate nursing facilities, or MR facilities are generally not eligible for Tech Waiver services.

What additional requirements exist for the Tech Waiver Program?

In addition to the eligibility requirements discussed above, the Tech Waiver also has requirements for medical needs, needed skilled nursing care, and cost effectiveness.

What is the additional “medical needs” requirement for the Tech Waiver?

The medical needs requirement is met by having your attending physician certify that you need a certain level of care.  The requirement differs depending on the patient’s age.  For an individual younger than age 21, the physician must certify that the patient depends on a mechanical ventilator at least part of each day; requires prolonged intravenous administration of nutritional substances or drugs or ongoing peritoneal dialysis; or has daily dependence on other device based respiratory or nutritional support, including tracheostomy tube care, oxygen support, or tube feeding. 

For an individual older than 21, the attending physician must certify that the patient depends on a mechanical ventilator at least part of each day or requires prolonged intravenous administration of nutritional substances or drugs, or ongoing peritoneal dialysis.

Your attending physician’s certification that you need this level of care must also include his certification that you need private duty nursing.

What is the additional “need for skilled nursing care requirement” of the Tech Waiver?

To meet this requirement, you must require substantial and ongoing skilled nursing care.  Your attending physician can make this determination using an objective evaluation tool approved by DMAS.

What is the “cost effectiveness” requirement for the Tech Waiver?

The individual must meet the medical needs mentioned above and the anticipated cost to Medicaid of home care must be less than or equal to the Medicaid costs of the individual in a hospital or skilled nursing facility.

Are there any other requirements for the Tech Waiver?

Yes. In addition to the above—

If you received Tech Waiver services while under the age of 21, upon turning 21, you must meet the adult requirements to continue receiving Tech Waiver services.

· If you are over age 21 and currently receiving Tech Waiver services, you will be dropped from the waiver program if you must go to a nursing facility or rehabilitation hospital for more than 30 days. Upon discharge, however, you can resume receiving Tech Waiver services as long as you are re-assessed and determined, again, to meet the waiver criteria.

· If you have to go to any type of medical care facility for less than 30 days, you will be eligible for Tech Waiver services again once you are discharged so long as you meet all the other requirements.  No re-assessment is needed.

· You must have a primary caregiver that accepts responsibility for you and provides at least eight hours of care every 24 hours.  If you are over age 21 and you live in a congregate living arrangement that has primary care providers, you may be eligible for Tech Waiver services.  In fact, two such people can share the time and services of one caregiver, but the caregivers must give at least eight hours of care every 24 hours.

What is a congregate living arrangement?

A congregate living arrangement is one where two or more recipients live in the same place and share receipt of health care services from the same provider or providers.  (12 VAC 30-120-70)

Remember, Tech Waiver services are not available for any person in a general acute care hospital, skilled nursing facility, intermediate care facility, intermediate care facility for mental retardation, board and care facility, or an adult care residence.

What services are provided under the Tech Waiver Program?

· Private duty nursing (number of hours differ depending on age)

· Respite care

· Personal care

· Assistive technology

· Environmental modifications

What must you do to receive AT services under the Tech Waiver Program?

Step 1:  Get a referral for Tech Waiver services. (12 VAC 30-120-110(B))
If you are under age 21, you may get a referral for waiver services from either the clinical staff in the hospital where you are currently staying or from a health care professional in the community where you are receiving home and community based services—that is, services not funded by Medicaid.

If you are over age 21, you may get a referral for waiver services from either the discharge planning staff in the nursing facility where you are staying or from someone in the community who is aware of your needs.

Screening can be arranged by contacting DMAS.  DMAS staff conduct the screening to determine whether Medicaid would pay for your institutionalization if you did not receive waiver services.  If you have other insurance that covers skilled nursing, DMAS will analyze your insurance policy to determine if your insurance covers skilled nursing.  Tech Waiver services may be denied or reduced if insurance is available.  Additionally, if you purposefully drop your insurance coverage to become eligible for waiver services, you cannot receive waiver services.

Step 2:  Have an initial assessment. (12 VAC 30-120-110(A))
Once you meet the referral requirements, you must obtain an initial assessment.  You or your legal guardian must authorize this assessment, meaning you or your legal guardian must grant permission to conduct the assessment.  Before the assessment process can continue, your attending physician must certify that you would need acute care or specialized nursing facility care without the Tech Waiver services.

Your attending physician, the DMAS health care coordinator, and other professionals, if necessary, will do the assessment.  When the assessment is completed, the DMAS health care coordinator determines the need for substantial and ongoing skilled nursing care. 

Step 3:  Develop a Plan of Care.

Once it is determined that you require substantial and ongoing skilled nursing care, the health care coordinator must decide how many hours of nursing service you need.  Once DMAS approves its health care coordinator’s recommendation, the health care coordinator must collaborate with you and/or your family to write a Plan of Care for you.

What is a Plan of Care?

A Plan of Care documents your needs and how they will be served.  It is a fairly comprehensive document and must include: 

· A statement about the appropriateness of the home in which you are going to live;

· The type, frequency, and amount of nursing care and personal assistance you need;

· The identity of the provider agencies;

· What other services are needed in order to maintain you in the home, including, if appropriate, speech therapy, occupational therapy, physical therapy, transportation, and physician services;

· The identity of who will provide these other services;

· The frequency and amount of these other services;

· The payment source for these other services;

· What equipment and supply needs you have;

· The identity of who will provide your equipment and supplies;

· How your equipment and supplies are being paid for;

· The type, frequency, and amount of care that will be provided by your family or other informal caregivers;

· Other referrals for assessment for services such as the Women, Infants and Children (WIC) program and Early Periodic Screening, Diagnosis and Treatment for Children (EPSDT);

· The name of your primary care physician; and

· A statement from your primary care physician attesting to the appropriateness of the medical care you are going to receive in the home.

Once the Plan of Care is completed, the health care coordinator must document that the plan is cost effective.  The anticipated cost of waiver services for a 12-month period must be equal to or less than the option of institutionalization.  Either you or the adult who is legally responsible for you must sign this statement.

How do you maintain your eligibility for services under the Tech Waiver Program?

Your Plan of Care will be reviewed by the health care coordinator and DMAS to verify the appropriateness of the level, amount, type, and quality of services provided as well as for the cost effectiveness of providing you care in the community rather than in an institution.  Reevaluations can be done as required by your needs and situation and at any other time there is a change in your condition that indicates the need for a reevaluation.  Your health care coordinator determines your need for reevaluation.

At least every six months, DMAS will do a utilization review.  If the DMAS health care coordinator decides that you no longer meet the cost effectiveness requirement or the medical needs requirement, payment for the waiver services will be denied.  The exception to this is the right to receive private duty nursing services for an additional two weeks after no longer meeting the patient qualifications.

What choices do you have within the Tech Waiver Program?

· Whether you wish to be assessed at all.

· 
Whether you want waiver services or to remain in the institution.

· Which provider, from a list of available providers, you want to use.  However, if there is more than one consumer in the home, only one provider is allowed.  This provider will provide all private duty nursing services for all consumers.  If there are more than two consumers in the home, nursing ratios will be determined by the health care coordinator.

Remember, ultimate approval of the assessment, Plan of Care, cost effectiveness, and choice of provider comes from DMAS before you are admitted to Tech Waiver services and before Medicaid will pay for any of the waiver services. 

A Note On Early Periodic Screening, Diagnosis, and Treatment for Children

All states that choose to provide Medicaid, including Virginia, must provide Early and Periodic Screening,  Diagnosis, and  Treatment  for  children (EPSDT).  (42 CFR Section 441(B))   EPSDT covers all children up to age 21 who are eligible for Medicaid.  Through the EPSDT program, children receive a wide range of services, even those which the state may have chosen to exclude for adults. 

What services are required under EPSDT?

· Periodic health screenings, including a health and developmental history.  This history includes factors related to the need for occupational therapy, physical therapy, and/or speech and language pathology services;

· Comprehensive physical exams;

· Vision and hearing testing;

· Laboratory tests;

· Dental services; and

· Treatment. 

The goal of EPSDT services is to monitor the child’s health and to diagnose impairments as early as possible.  Most importantly, the EPSDT program requires that the state provide appropriate treatment to address any identified impairments.  Appropriate treatment may include assistive technology such as computers for cognitive rehabilitation, augmentative communication devices, seating and positioning devices, hearing aids, eyeglasses, and mobility devices.

If your child is eligible for Medicaid, all needed treatment must be provided.  For more information regarding EPSDT, contact the EPSDT staff at DMAS. 

Part III

Asking for Medicaid Funding

for Assistive Technology

Medicaid, like all other funding sources for Assistive Technology, requires some kind of report or letter of justification before funding will be approved for an AT device.  Most often, the question turns to whether the device or service is medically necessary.  Federal law allows a state to “place appropriate limits on a service based on such criteria as medical necessity or on utilization control procedures.” (42 CFR Section 440.230(d))  The Virginia Medicaid program uses both of these criteria.  Therefore, it is crucial that the letter of medical necessity emphasize the medical necessity of the device or service requested.  Additionally, accurate completion of any agency forms along with a supporting letter of medical necessity may go a long way toward receiving approval of the request and alternatively, will be helpful in an appeal if the funding is initially denied.

This section will discuss some helpful techniques and approaches to use when writing a letter of medical necessity.  The letter must come from a physician or other appropriate professional; however, it is important for you to understand what information goes into a strong letter of medical necessity report to better advocate for yourself.

What should go into a letter of medical necessity?

1.  Introduce and establish the writer’s credentials.

Although the agency receiving the letter is aware that the writer is a professional, it is important for the writer to distinguish his/her professional credentials.  This can be done by describing his/her expertise, licenses, education, job title, and how long he/she has been involved in this type of work.  Additionally, the writer can emphasize his/her credibility by including information on such things as relevant classes or clinics taught and pertinent professional publications or presentations.  Also, it will be helpful for the professional to identify whether he/she is a Medicaid provider.

2.  Explain the relationship between the writer and the consumer (you).

A letter of medical necessity is more effective when it clarifies the nature and length of the relationship.  For example, how long the professional has worked with you and how often he/she sees you or provides services.

3.  Educate the reader about the consumer’s (your) disability.

The professional writing the letter should take this opportunity to educate the reader about your disability.  This should include, as appropriate, diagnoses, prognoses, and the functional effects and consequences of the disability.

4.  Describe the type of equipment/services being requested.

The letter should give a detailed description of the assistive technology you require and any accessories that will be add-ons to the basic equipment.

5.  Describe any evaluations used to determine the need for AT.
Comprehensive evaluations, including trials on one or more pieces of equipment that have led to the current recommendation, should be discussed in the letter.  The writer also should address any issues of health, safety, or welfare.

6.  Show how the requested device/service meets Medicaid’s criteria.
It is very important for the writer to address the medical necessity of the equipment.  If the AT is not shown to be medically necessary, Medicaid will not provide the funding.  The writer should discuss medical necessity and state why the device/service would correct the effects of your condition or prevent the condition from worsening or having new problems develop.

7.  Explain how the requested device/service is the least costly alternative.
Cost effectiveness is another important criteria that must be met to receive Medicaid funding.  Therefore, the writer needs to convince the funding source that it will not be spending more money than necessary if it funds the requested AT.  It may be helpful to provide cost comparisons, available warranty services, or appealing service contracts to further show the cost effectiveness of the AT.

8.  Conclude the letter with a restatement of the main points.
It is often effective to briefly summarize the key points made in the body of the letter.  This is the writer’s final chance to reiterate important information and offer his/her professional opinion regarding the need for the AT.

What should you do if Medicaid denies your initial request for funding?

You have the right to challenge decisions and actions regarding Medicaid and receipt of funding or services.  You exercise this right through the appeals process.

When do you have a right to appeal a decision by Medicaid?

You have the right to appeal when:

· Your application for benefits is denied;

· Medicaid takes action or proposes to take action which will adversely affect, reduce, or terminate your receipt of benefits;

· Your request for a specific benefit is denied, either in whole or in part; or

· Medicaid does not act with reasonable promptness on your application for benefits or request for specific services.

What are the details of Medicaid’s notice requirement?

Anytime Medicaid makes a decision that is adverse to you, it must inform you in writing before it takes any action.  This written notice, commonly known as a “letter of denial,” must state:

· What action Medicaid is planning to take;

· The reasons why Medicaid is taking such action;

· The specific regulations that allow it to take such action;

· Your right to appeal, your right to a hearing, and how to go about appealing the decision;

· Your right to representation; and

· What circumstances will allow benefits to continue if you request a hearing. (42 CFR Section 431.210)

If Medicaid decides that it is going to terminate, suspend, or reduce your benefits, it has to mail you written notice about this adverse action at least 10 days prior to the action. (42 CFR Section 431.211)

How do you appeal a Medicaid decision?

If you want to appeal a Medicaid decision, you have to submit your request in writing. (42 CFR Section 431.211(A)  Your written request must clearly express your desire to present your case to a reviewing authority and it should explain your basis for the appeal.  You send or deliver your written request to the Recipient Appeals Division at 600 East Broad Street, Suite 1300, Richmond, Virginia 23219-1857.

Your written request for an appeal must be filed with the Recipient Appeals Division within 30 days of receiving notice of Medicaid’s adverse action. (12 VAC 30-110-140)  However, if you are appealing because of lack of promptness, you can file at any time prior to Medicaid’s action.  If you need an extension of the 30-day filing limit, you can receive an extension if you have “good cause.”

What is good cause?

Good cause means unusual or unavoidable circumstances, including but not limited to:

· Serious illness that prevented you from contacting the Division;

· Lack of notice from Medicaid; or

· Accidental misdelivery of your request for appeal.

What happens after you make a request for an appeal?

After you have submitted your written request for an appeal, the Recipient Appeals Division must notify you and, if you want, your representative of the general appeals procedures, and it must also give you more detailed information if either of you request more information.  If your appeal is granted, you have the right for your appeal to be heard by a hearing officer at a proceeding called a Fair Hearing. (42 USC Section 1396(A)(3); 12 VAC30-110-20)  The hearing officer must issue a final decision within 90 days of your request for an appeal unless you waive the 90-day limit in writing.

The hearing officer will first review your case to make sure that all the pre-hearing requirements have been met.  If they have, the hearing officer then will schedule a date for the hearing.  Hearings should be scheduled at your convenience whenever possible.  You can request a rescheduling of the hearing only twice unless you have compelling reasons to ask more than that.

Once the hearing has been scheduled, you and your representative will be notified in writing of the time and place of the hearing.  If you can’t travel, the hearing can be done at your residence.  Medicaid is allowed to combine different people’s hearings into one big hearing in cases where the only issue for all the individuals is one of federal or state law or policy.  In this type of situation, each of you must be allowed to present your individual case.

What will cause your request for an appeal to be denied?

· Your request for an appeal can be invalidated if you do not submit it on time—that is, within 30 days of Medicaid’s decision that it will deny, suspend, or terminate your services.

· Your request for an appeal can be dismissed if you have no right to appeal.  If this happens, the hearing officer will notify you and tell you of the opportunity for judicial review.

· Your request for an appeal can be dismissed if you ask that your case be withdrawn; if you do not show up at the hearing without good cause; or if you do not respond to the hearing officer when he/she mails you a letter asking whether you want to continue with the appeal.

What are your rights during the appeals process?

You have the right to an attorney or representative at all stages of the appeal.  You must sign a statement that designates who your representative is.  If you are physically or mentally unable to sign such a statement, a family member or other person may be allowed to represent you.  If you have an attorney representing you, that attorney must submit a signed, written statement on his/her letterhead that says he/she is authorized to represent you.  If you want to revoke any representation, you can do so by submitting a written notice of your decision to revoke.

You have a right to your records.(12 VAC 30-110-280)  If you or your representative request your records in connection with your own review or appeal, there is no cost to you for the copies.  In other circumstances, however, there will be a nominal charge to you to receive copies of your records.

Before the hearing, you and your representative have the right to review your case file and all the documents and records the agency is going to use at the hearing. 

You and your representative have the right to subpoena records and witnesses. (12 VAC 30-110-290)  (The hearing officer can issue subpoenas.)  You also have the right to present evidence, bring in witnesses to testify, and cross-examine the other side. 

What can the Hearing Officer do when he/she reviews your case?

· If the hearing officer decides from reviewing the record that the agency decision is wrong, he/she can issue a decision without having to go to a hearing.

· If the hearing officer decides that the agency may change its decision if it had more information, he/she can instruct the agency to gather the additional information and make another decision based on the new information.

· If the hearing officer deems it necessary, he/she can order you to have a medical assessment. (12 VAC 30-110-200)  A medical assessment can be ordered when the hearing involves medical issues such as diagnosis, a doctor’s report, or a medical team decision, or the hearing officer thinks it’s necessary to have an assessment by somebody other than the person who made the original assessment.  If the hearing officer orders you to have a medical assessment, you do not have to pay for it.  The cost is covered by DMAS.

What are the possible outcomes of the Fair Hearing?

The hearing officer will conduct fact gathering hearings and evaluate the evidence.  After hearing both sides, the hearing officer will issue a final decision sustaining Medicaid’s decision, reversing Medicaid’s decision, or remanding the case to DMAS for further proceedings.  The final decision of the hearing officer must include:
· A description of the procedural developments of the case;

· Findings of fact;

· Conclusions of law;

· Conclusions and reasonings;

· The specific action to be taken by the agency to implement the decision; and

· A statement telling you that you can appeal the final decision. (42 CFR Section 431.244(f), 431.245(b); 12 VAC 30-110-370)

What happens to your services during the appeals process?

If you make your request for an appeal before the date on which the Medicaid action is going to happen, your services will not be reduced or terminated until the hearing officer makes a final decision.  However, if it is determined at the hearing that the sole issue is one of federal or state law or policy, then your services can be terminated or reduced pending the final decision. (42 CFR Section 431.230(a)(1))  You have a right to be informed of this in writing.  Additionally, if Medicaid wins at the hearing, DMAS can take steps against you to recover the costs of any services that were provided to you pending the final decision. (12 VAC 30-110-100(B))

What options are available if you disagree with the Hearing Officer’s decision?

If you disagree with the final decision issued by the hearing officer at the Fair Hearing, you can appeal the decision to the Circuit Court. (12 VAC 30-110-40; Part 2A, Rules of the Supreme Court of Virginia)

Where can you get more information on your rights?

Visit http://leg1.state.va.us/000/reg/TOC12030.HTM#C0110 on the worldwide web to access that portion of the Code of Virginia which is relevant to your rights under Medicaid.

Appendix A:

Assistive Technology Checklist

Preliminary Considerations

Use this checklist to make some preliminary notes regarding possible AT needs.  The checklist provides some examples of AT, but it should not replace a more detailed AT needs assessment or evaluation.  Only a trained and qualified professional can perform an AT needs assessment.  This checklist, however, may provide useful information to support your request for an AT needs assessment.  The checklist is not sufficient to support a request for AT or funding for AT.

Before using the checklist, ask the following questions:

1.
What does the person with the disability wish to be able to do or to do more easily?  Try to identify specific activities and tasks in the areas of communication, positioning and seating, sight and hearing, daily living (dressing, eating, mobility and environmental control), recreation and leisure, and writing, reading, learning and studying.

2.
Which of these activities and tasks are most important to the person with the disability?

3.
What AT (both devices and services), if any, does the person currently use to perform these or other functions?  How long has the person been using them?  Are these devices or services easy to use or difficult?  What makes their use easy or difficult?

4.
Has the person ever tried to use other AT devices in the past?  If so, what were his or her experiences?

5.
Has the person previously requested new or improved AT?  If so, from whom did he/she request it and what was the response?

Discuss your answers to these broad issues and then use the checklist to think about types of AT that might assist the individual in specific tasks.  Of course, more AT exists than what is on the checklist, but using the checklist should help you to consider all possible needs.

Assistive Technology Checklist

(Use After Discussing Preliminary Questions)

Name: _________________________

Contact information: 

______________________________________________

Communication

____
Communication board/book with pictures/ objects/



letters/words

____
Eye gaze communication board

____
Simple voice output device

____
Voice output device with levels

____
Device with speech synthesis for typing

____
Other:  _________________________________________

Positioning & Seating

____
Non-slip surface on chair to prevent slipping

____
Bolster, rolled towel, blocks for feet

____
Adapted/alternate chair, side lyer, stander

____
Custom fitted wheelchair or insert

____
Other:  _____________________________________________

Vision Adaptations

____
Eye glasses

____
Magnifier

____
Large print books

____
CCTV (closed-circuit television)

____
Other:  ______________________________________________

Hearing Adaptations

____
Hearing aid

____
Room amplification

____
Captioning

____
Signaling device (e.g., vibrating pager)

____
TDD/TTY for phone access

____
Other:  ______________________________________________

Writing, Reading, Learning, Studying

(Without Computer)

Mechanics of Writing

____
Pencil/pen with adaptive grip

____
Adapted paper (raised, highlighted line)

____
Slantboard

____
Typewriter

____
Portable word processor

Composing Written Material

____
Word cards/word book/word wall

____
Pocket dictionary/thesaurus

____
Electronic/talking electronic dictionary/thesaurus/spell checker

Reading

____
Changes in text size, spacing, color, background color

____
Use of pictures with text

____
Book adapted for page turning (e.g., page fluffers, 3-ring binder)

____
Talking electronic device to pronounce challenging words

____
Scanner with talking word processor

____
Electronic books

Learning/Studying

____
Print or picture schedule

____
Low tech aids to find materials (e.g., index tabs, color coded folders)

____
Highlight text (e.g., markers, highlight tape, ruler, etc.)

____
Recorded material (e.g., books on tape, taped lectures w/ coded index)

Math

____
Abacus/math line

____
Calculator with printout, talking calculator or calculator w/large keys and/or large LCD print-out

____
Tactile/voice output measuring devices (e.g., clock, ruler)

____
Other: (Describe):  ______________________________________________

Writing, Reading, Learning, Studying (Using Computer)

Composing Written Material

____
Word processor with spell checker/grammar checker

____
Word processor with word prediction to facilitate spelling and sentence construction

____
Multimedia software for expression of ideas

Learning/Studying

____
Voice output reminders for assignments, steps of task, etc.

____
Software for manipulation of objects/concept development input device (e.g., switch, touch window)

____
Software for organization of ideas and studying

____
Screen magnifier (mounted over screen)

____
Screen color cornets

____
Screen magnification software

Math

____
On screen calculator

____
Software with templates for math computation (may use adapted input methods)

____
Other: (Describe):  ______________________________________________

Activities of Daily Living (ADL)

General

____
Adaptive eating devices (e.g., foam handle on utensil)

____
Adaptive drinking devices (e.g., cup with cut out rim)

____
Adaptive dressing equipment (e.g., button hook, reacher)

____
Other:  ______________________________________________

Mobility

____
Cane, brace, or crutches

____
Walker

____
Grab rails

____
Manual wheelchair

____
Powered wheelchair with joystick, head switch or sip/puff control

____
Prosthesis

____
Other:  ______________________________________________

Environmental Control

____
Light switch extension 

____
Use of universal link and switch to turn on appliances (e.g., radio, fan, blender)

____
Radio/sound/remote control appliances

____
Other:  ______________________________________________

Recreation and Leisure

(Without Computer)

____
Adapted toys and games

____
Use of battery interrupter switch to operate a toy

____
Adaptive sporting equipment (e.g., lighted/bell ball, velcro mitt)

____
Universal cuff to hold art materials

____
Modified utensils (e.g., rollers, stampers, scissors)

____
Arm rest to support arm for drawing, etc.

Recreation and Leisure 

(Using Computer)

____
Drawing/graphic program on computer

____
Playing games on the computer

____
Music software on computer

____
Other:  ______________________________________________

Specific Accommodations/Adaptations to Enable Computer Access & Use

____
Keyboard with easy access

____
Voice recognition software

____
Keyguard

____
Word prediction to reduce keystrokes

____
Arm support

____
Screen flash for alert signals on computer

____
Track ball/track pad/joystick with on screen keyboard

____
Braille translation software

____
Alternate keyboard

____
Braille printer

____
Mouth stick/head pointer with standard/alternate keyboard

____
Screen reader

____
Talking word processor for multisensory typing

____
Head mouse/head master/tracker with on screen keyboard

____
Voice recognition software

____
Switch with Morse code

____
Braille keyboard and note taker

____
Switch with scanning

____
Other: (Describe):  ___________________________________________________

Additional Notes:

______________________________________________________________________________________________________

Date Completed:  _________________________

Person Completing:  _______________________

Copies Provided to:  ___________________________________________________

Appendix B:

Virginia’s Medicaid Waiver Programs That Fund Assistive Technology

Mental Retardation (MR) Waiver

Initiative
Home and Community Based waiver whose purpose is to provide care in the community rather than in an ICF/MR.

Targeted Population
Persons with mental retardation and persons under the age of six at developmental risk who have been determined to require the level of care provided in an ICF/MR.

Eligibility Rules
Must be eligible for Medicaid and meet screening criteria; income limit is 300% of the SSI payment limit for one person.

Services Available
•  Day support


•  Supported employment


•  Residential supports (Congregate and In-Home)


•  Therapeutic consultation


•  Personal assistance services


•  Respite care


•  Skilled nursing services


•  Crisis stabilization


•  Environmental modifications


•  Assistive technology



•  Consumer-directed personal assistance, respite, and companion services


•  Personal emergency response systems (PERS)


•  Companion care


•  Prevocational services

Service Authorization
Community Services Boards (CSB)

Program Administration
Program administered by DMAS and DMHMRSAS

Service Provision
Services are provided by providers who have an agreement with DMAS

Number of People Served:  5,056 people were served during FY 2001

Cost
Waiver costs were $169,806,209

Technology Assisted (TA) Waiver

Initiative
Home and Community Based waiver whose purpose is to provide care in the community rather than in a nursing facility or hospital.


If the person is under age 21 and determined that he/she would require hospitalization.  If over 21, the person must be eligible for a specialized nursing facility.

Targeted Population
Persons who need both a medical device to compensate for the loss of a vital body function and substantial and ongoing skilled nursing care.

Eligibility Rules
Must be eligible for Medicaid and meet screening criteria; income limit is 300% of the SSI payment limit for one person.

Services Available
•  Private duty nursing (number of hours differ depending on age)


•  Respite care


•  Personal care


•  Environmental modifications


•  Assistive technology

Service Authorization
Health Care Coordinator who is an employee of DMAS

Program Administration
Program administered by DMAS

Service Provision
Case management is provided by DMAS staff.  Services are provided by nursing agencies that have a provider agreement with DMAS.

Number of People Served:  280 served in FY 2001

Cost
Waiver costs for 2001 were $17,363,236

Individual and Family Developmental Disabilities (DD) Support Waiver

Initiative 
Home and Community Based waiver whose purpose is to provide care in the community rather than in an ICF/MR.

Targeted Population
Persons six years of age and older with a condition related to mental retardation but who do not have a diagnosis of mental retardation who have been determined to require the level of care provided in an ICF/MR.

Eligibility Rules
Must be eligible for Medicaid and meet screening criteria; income limit is 300% of the SSI payment limit for one person.

Services Available
•  Day support


•  Adult companion care


•  Supported employment


•  In-home residential support


•  Therapeutic consultation


•  Personal care services


•  Respite care (agency and consumer-directed)


•  Skilled nursing services


•  Attendant care


•  Family and caregiver training


•  Crisis stabilization


•  Environmental modifications


•  Assistive technology


•  Personal emergency response systems (PERS)


•  Support coordination (a State Plan Service, not a Waiver Service)

Service Authorization
The Virginia Department of Health’s Child Development Clinics

Program Administration
Program is administered by DMAS

Service Provision
Services are provided by providers who have an agreement with DMAS.

Number of People Served:  It is projected that 323 individuals will be served during FYs 2002 and 2003.

Cost
Funding available for FY 2002 is $10.8 million.

Note:  Table courtesy of the Virginia Department of Medical Assistance Services.

Appendix C:

The Virginia Assistive Technology System (VATS)

Virginia was among the first states selected nationally to develop a statewide Assistive Technology System.  The Virginia Assistive Technology System (VATS), funded by the National Institute on Disability and Rehabilitation Research in 1990, is administered by the Department of Rehabilitative Services.

VATS is a statewide systems change project committed to improving the quality of life for all Virginians by increasing awareness and accessibility of assistive technology information, devices, services and funding resources.  In partnership with consumers, employers, educators, public and private agencies, VATS strives to bring about change in practice, policies, and laws to improve access to assistive technology.  The program serves Virginians with a network of four regional sites statewide, and a central office in Richmond.  Through an array of innovative initiatives, VATS has distinguished itself and the Commonwealth.

· VATS facilitated the establishment of the first statewide policy on Assistive Technology in the country, removing barriers and increasing access to assistive technology information, devices, services and funding for Virginians with disabilities.

· The VATS web site is a model of electronic accessibility and provides information on devices and services, links to other assistive technology sites, and offers an Equipment Exchange where consumers may post devices for sale and purchase.

· VATS, in partnership with other stakeholders, supported the passage of “The Virginia Assistive Technology Device Warranties Act.”  This act guarantees people with disabilities who use assistive technology devices the same protection that customers have for “lemon” automobiles.

· VATS and its consumer advisory committee established the Virginia Assistive Technology Loan Fund Authority (ATLFA).  The Authority provides low-interest, guaranteed loans for the purchase of assistive technology.  VATS successfully collaborated with the ATLFA on a national grant competition and received grants totaling approximately $3.5 million over the past two years, assuring continuance and solvency of the fund.

· Virginia’s ATLFA serves as a national model and VATS has provided on-site technical assistance on loan fund development to over 20 states and territories.

· VATS and the other Tech Act Projects in the Mid-Atlantic Region formed a consortium, partnered with the ADA Resource Center, and received a five year grant to ensure education-based information technology access.

· VATS produced and disseminated valuable resource publications such as “Assistive Technology in the Student’s Individualized Education Program:  A Handbook for Parents and School Personnel” and the VATS Funding Directory, both of which are available online at the VATS website.

Call VATS at (800) 435-8490 or visit the VATS website at www.vats.org
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