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This Handbook’s Target Audience 

Support Coordination/Case Management is the core service that Virginians with developmental disabilities 
and behavioral health disorders use to help navigate and make the best use of Virginia’s publicly funded 
system of services. This service is of critical importance to all dimensions of the services system. Strengthening 
the Support Coordinator’s/Case Manager’s role is essential to assuring effective and accountable services 
within the Development Disability Waivers. The purpose of this handbook is to guide Support Coordinators 
in all aspects of their work. 

Terms Used in Handbook 

Although the terms Support Coordinator (SC), Case Manager 
(CM), and even Services Coordinator may be used 
interchangeably, Support Coordinator is the term most frequently 
used in regulations and in most of the material and guidance 
related to developmental disability Support Coordination/Case 
Management services developed by the Department of 
Behavioral Health and Developmental Services (DBHDS). 
Therefore, Support Coordinator (SC) and Support Coordination 
will be used throughout this handbook. Glossary of terms and 
their acronyms used in this handbook. 

Virginia’s Public Behavioral Health and 

  Developmental Disability System 

The Department of Behavioral Health and Developmental Services (DBHDS) supports people by promoting 
recovery, self-determination, and wellness in all aspects of life.  DBHDS’s vision statement is, “A life of 
possibilities for all Virginians”. 

DBHDS oversees supports and services for Virginians with developmental disabilities (DD), mental health (MH) 
disorders and substance use disorders (SUD), and manages day to day operations for the Developmental 
Disability Waivers. 

Introduction 

Use of this Handbook 

This handbook is divided into 
chapters and sub-chapters as 
seen in the Table of Contents. If 
you wish to go to a particular 
chapter or sub-chapter, you can 
click on that topic in the Table of 
Contents and it will take you to 
the appropriate page. Each 
chapter has one or more At-a- 
Glance pages that summarize or 
enhance information covered in 
the chapter. 
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The state agency that administers the Developmental Disabilities (DD) Waivers in Virginia is the Department of 
Medical Assistance Services (DMAS). Locally, DD Waiver services are coordinated by SCs employed by or 
contracted through 40 agencies that are referred to as either Community Services Boards (CSBs) or Behavioral 
Health Authorities (BHAs). The actual services are delivered by CSBs/BHAs and private providers across the 
state. 

The following are entities that guide, inform, and support the role of the Support Coordinator: 

• State Structure chart: The Big Picture
• Department of Behavioral Health & Developmental Services organizational chart
• Departments and people to know from the Department of Behavioral Health and Developmental

Services (DBHDS)
o Community Resource Consultants (CRC) The CRCs help guide SCs with problem solving and offer

training and consultation. 
o Regional Support Specialists (RSS) The Regional Support Unit (RSU) oversees management and

implementation of the DD Waivers Waitlist by CSBs, as well as all aspects of waiver slot
assignments through the Waiver Slot Assignment Committee (WSAC) process.

o Service Authorization Consultants (SAC) The SACs authorize requested waiver services.
o REACH (Regional Education Assessment Crisis Services Habilitation) provides crisis stabilization,

intervention, and prevention services.
o Regional Support Teams (RSTs) provide recommendations in resolving barriers to the most

integrated community settings consistent with a person’s needs and informed choice. See
chapter 7 for more information.

o Office of Integrated Health (OIH): OIH ensures quality supports and community integrated
health services by building and improving new, innovative ways to effect change, and decrease
inter and intradepartmental barriers across agencies. Employee Directory can be found here.

o Regional Housing Specialists Housing Specialists are responsible for developing local, regional
and statewide relationships and identifying potential resources necessary to increase the
availability of and access to affordable and accessible housing for individuals with a
developmental disability who are Medicaid Waiver recipients or those who are eligible for a
Medicaid Waiver and possibly on the waiver waiting lists (“target population”).

o Office of Licensing (OL): OL licenses providers that provide treatment, training, support and
habilitation to those with mental illness, developmental disabilities, or substance use disorders,
to people using services under the Medicaid DD Waivers, or those with brain injuries who use
services in residential facilities.

o Office of Human Rights (OHR): OHR assures and protects the human rights of people who use
services in facilities or programs operated, licensed, or funded by DBHDS.

A Brief History of Department of Justice Settlement Agreement in Virginia 

In August 2008, the Department of Justice (DOJ) initiated an investigation of Central Virginia Training Center 
(CVTC) pursuant to the Civil Rights of Institutionalized Persons Act (CRIPA). In April 2010, the DOJ notified the 
Commonwealth that it was expanding its investigation to focus on Virginia’s compliance with the Americans 
with Disabilities Act (ADA) and the U.S. Supreme Court Olmstead ruling. The Olmstead decision requires that 
people be served in the most integrated settings appropriate to meet their needs consistent with their

https://dbhds.virginia.gov/office-of-integrated-health
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choice.

In February 2011, the DOJ submitted a findings letter to Virginia, concluding that the Commonwealth failed 
to provide services to those with intellectual and developmental disabilities in the most integrated setting 
appropriate to their needs. 

In March 2011, upon advice and counsel from the Office of the Attorney General, Virginia entered into 
negotiations with the DOJ in an effort to reach a settlement without subjecting the Commonwealth to an 
extremely costly and lengthy court battle with the federal government. 

On January 26, 2012, Virginia and the DOJ reached a settlement agreement. The agreement resolves the 
DOJ’s investigation of Virginia’s training centers and community programs and the Commonwealth’s 
compliance with the ADA and Olmstead with respect to individuals with intellectual and developmental 
disabilities. 

DOJ's Settlement Agreement. 

http://www.dbhds.virginia.gov/doj-settlement-agreement
http://www.dbhds.virginia.gov/doj-settlement-agreement
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Definition 

Person centered practices is a term that embodies values and skills used to support and interact with people. 
Although you may have heard the term most often used in conjunction with the developmental disability field, 
Person centered practices are used by all people in many different settings and areas of support need. This 
chapter will describe the values that underlie all person centered practices. Specific tools and skills are 
abundant and varied. The Person Centered Practices At-a-Glance resource page found at the end of this 
chapter provides links to training and websites to learn specific person centered skills and obtain person 
centered tools. 

Person centered practices encourage interaction with people with disabilities in much the same way one does 
with people who do not have disabilities. People with disabilities have the same wants and needs as anyone 
else. Their needs are not ‘special.’ Like most of us, people with disabilities want to feel a sense of belonging, 
they want to make contributions, feel useful and productive, love and be loved, govern their own lives, 
including where and with whom they work, live, and play. People with disabilities are valuable members of the 
community. People who provide supports, including Support Coordinators, focus on promoting rich and 
fulfilling lives in the community. 

Principles & Virginia’s Vision 

Virginia’s vision includes all people, not just those who use the service system. The vision centers on a Virginia 
where individuals of all ages and abilities have the supports needed to enjoy the rights of life, liberty and the 
pursuit of happiness and the opportunity to have a good life. 

This vision includes that all people have the opportunities and supports needed to live a good life in 
their own homes and communities and that a good life is best led by the voice of the individual and by 
following these person-centered principles: 

Principles of Practice 

Principle 1: Listening - People are listened to and their choices are respected. 
Principle 2: Community - Relationships with families and friends and involvement in the community 
are supported. 
Principle 3: Self-Direction - People have informed choice and control over decisions that affect them. 
Principle 4: Talents and Gifts - People have opportunities to use and share their gifts and talents. 

CHAPTER 1: 
Person Centered Practices 
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Principle 5: Responsibility - There is shared responsibility for supports and choices. 

This broader vision includes having a system of supports and services through which people with disabilities 
have opportunities for freedom, equality, and the opportunity to participate fully in their community. How a 
person participates in their community is defined by the person based on what is important to them. 

In this system, people with disabilities… 

• set their schedules, make decisions about how and where they live, and have opportunities for
recreation that reflects their personal desires and interests;

• access their community with the same opportunity as people without disabilities;
• are employed, which increases integration and enables the pursuit of interests through increased

income;
• have access to benefits counseling and financial planning services;
• routinely spend time with friends, family, and others not paid to support them;
• have access to home ownership or tenancy rights in affordable integrated settings where they live with

whom they choose;
• have knowledgeable, person centered supports to explore and identify services and resources that

lead to integration;
• have dependable transportation for community access when needed and desired; and
• choose their healthcare providers and have access to supports and activities that promote health,

wellness, and safety.

Promises of Person-Centered Practices 

According to the International Learning Community for Person Centered Practices, there are inherent 
promises made to a person when supporting them using person centered practices. 

A Promise to listen 

• To listen to what is being said and to what is meant by what is being said
• To keep listening

A Promise to act on what we hear 

• To find something that we can do today or tomorrow
• To keep acting on what we hear

A Promise to be honest 

• To let people know when what they are telling us will take time
• When we do not know how to help them get what they are asking for
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• When what the person is telling us is in conflict with staying healthy or safe and we can’t find a good
balance between what is important to and important for the person.

Important to and Important for 

At the core of all person-centered practices is the ability to discover what is important to a person while 
balancing this with what is important for them. This is true about all people, not just those with a disability. All 
of us have things in our lives that are important to us and important for us. We all struggle to strike a balance 
between doing things that are good for our health/safety and having things in our lives that we cherish or just 
comfort us. Having what is important to us helps all of us handle stressors and issues that weigh on us. 
Important To 

Those things in life which help us to be satisfied, content, comforted, fulfilled, and happy. They include: 

• People to be with/relationships
• Status and control
• Things to do
• Places to go
• Rituals or routines
• Rhythm or pace of life
• Things to have

Important For 

Those things that keep a person healthy and safe. They include: 

• Prevention of illness
• Treatment of illness/medical conditions
• Promotion of wellness (e.g. diet, exercise)
• Issues of safety: in the environment, physical and emotional well-being, including freedom from fear

Important For also includes what others see as necessary for a person to: 

• Be valued and
• Be a contributing member of their community

Chapter 10 discusses health and safety in more detail. 

Supporting vs. Fixing 

The Support Coordinator (SC) plays a significant role in planning with and supporting a person in achieving 
their definition of a good life. All people need support, regardless of ability. We may not always recognize the 
support we ourselves need/receive because we tend to see ourselves as competent adults…but, we are all 
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interdependent beings. It is important to remember that the type of support needed by someone is unique to 
that person. If someone needs support in one area of their life, say managing finances that does not mean 
they need assistance in all aspects of their life (The International Learning Community for Person Centered 
Practices). 

Sometimes people confuse support with ‘fixing’. The role of the SC is not to ‘fix’ a person; this has a coercive 
quality. Fixing is about ‘power over’ not ‘power with’. “When someone tries to fix another, it creates distance 
between themselves and the person they are fixing. Fixing is a form of judgment. All judgment creates 
distance, a disconnection, an experience of difference.” (Rachel Naomi Remen) 

“In fixing, we see others as broken, and respond to this perception with our expertise. Fixers trust their own 
expertise but may not see the wholeness in another person or trust the integrity of the life in them”. Rachel 
Naomi Remen 

Below are two documents worth reading about supporting vs. fixing 
• Please Stop Trying to 'Fix' My Disability
• A CREDO FOR SUPPORT

Values & Practices 

Respect 

The term “respect” has many types of meanings. It includes a positive feeling towards another person or the 
person’s skills, opinions or other characteristics and the honoring of a person’s beliefs, ideas or culture. 
Respect requires seeing a person as a whole not as a disability. As a SC, respect may be demonstrated by: 

• listening;
• developing an understanding of a person’s background and their hopes and dreams;
• presuming competence when meeting with and interacting with a person with a disability maintaining

high expectations;
• practicing cultural agility and humility;
• using everyday language;
• supporting a person’s dreams;
• recognizing a person’s talents and gifts;
• facilitating the ways a person can contribute to their community

Cultural Agility & Humility 

We are all multi-faceted human beings. For the people a SC supports disability is just one part of who they are 
and the effects of one’s disability in one’s life are varied and unique to that person. Cultural agility and 
humility are about giving careful consideration to one’s own assumptions and beliefs that are embedded in 
one’s goals for a person. There are three tenants to cultural agility and humility: 

https://themighty.com/2016/09/people-with-disabilities-dont-need-to-be-fixed-or-cured/
http://curbcut.net/disability/a-credo-of-support/
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The first is a lifelong commitment to self-evaluation and self-critique. Cultural agility and humility are not 
something that can be mastered, arriving at a point where learning is complete. Therefore, it is important to 
stay humble and flexible and maintain the willingness to look at oneself critically and to maintain the desire to 
learn more. Recognition that there is no finish line to learning is essential to cultural agility. (Tervalon & 
Murray-Garcia, 1998) 

The second is a commitment to bring about change to power imbalances. This requires recognizing that each 
person brings something different to the “proverbial table of life” and that helps us see the value of each 
person. When a SC interviews a person, that person is the expert on their own life, abilities, and strengths. The 
SC holds a body of knowledge that the person does not; however, the person also has understanding outside 
the scope of the SC. Both people must collaborate and learn from each other for the best outcomes. “One 
holds power in scientific knowledge, the other holds power in personal history and preferences” (Tervalon & 
Murray-Garcia,1998). 

“The third commitment to practicing cultural agility requires developing partnerships with people and groups 
who advocate for others. We cannot individually commit to self-evaluation and fixing power imbalances 
without advocating within the larger organizations and systems in which we participate. Cultural agility, by 
definition, is larger than our individual selves - we must advocate for it systemically” (Tervalon & Murray- 
Garcia, 1998). 

Reference: Tervalon, M., & Murray-Garcia, J. (1998). Cultural humility versus cultural competence: A critical 
distinction in defining physician training outcomes in multicultural education. Journal of Health Care for the 
Poor and Underserved, 9, 117-125. 

View this video on Cultural Agility & Humility featuring Melanie Tervalon & Jann Murray-Garcia. 

How do you expand your Cultural Agility 

The most important thing a SC can do to become more culturally agile is to understand their own culture and 
assess their natural biases (the lens through which they view their world). Below are some ideas about how to 
expand awareness. 

Take some time to learn about the cultures and languages of communities in the CSB/BHA service area. 
Attend cultural events, ask questions of people from other cultures, watch movies, listen to music, and read 
books from different cultures. Try ethnically diverse foods. 

Take online tests that deepen your self-awareness. For example: 

• Implicit Association Test
• Self-Assessment Checklist for Services to Children with Disabilities

https://www.youtube.com/watch?v=LLchs28ANj8
https://implicit.harvard.edu/implicit/
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Communication Considerations 

SC and the CSB/BHA as a whole should communicate effectively and convey information in a manner that is 
easily understood by diverse audiences including: 

• Persons of limited English proficiency,
• Those who have low or no literacy skills, and
• Those whose disabilities limit their ability to communicate in typical ways.

Remember that SCs have a responsibility to support someone no matter what language they speak. If needed, 
ask a supervisor how to access interpreters. 

Use of Everyday Language 

Choice of words in speaking and attitudes conveyed through tone of voice are very important. Language can 
act as a separator when a SC uses “special” language or professional jargon when talking to or about people 
with disabilities such as “client,” or “consumer.” Special language says people with disabilities are different 
and sets up an “us” versus “them” dynamic. Instead, use everyday language, words, and phrases you would 
use when talking about co-workers, friends, and family members. For example, instead of saying John was 
placed in a job, say, he found a job or instead of saying Jane transitioned from high school, say, she graduated. 
As a SC, how you talk will influence the attitudes and interactions others have with people with disabilities. 

“Person First” language emphasizes the person and not the disability. The first choice is always to call 
someone by their name. If you have to refer to someone and mention disability, always put the person first. 
The phrase, “a disabled person,” can be disrespectful and emphasizes the disability rather than the person. A 
SC should say, “a person with a disability.” Instead of saying “someone with Down’s,” say, “a person who has 
Down syndrome.” Referring to the person first lets others know that he or she is, first and foremost, a person 
who deserves respect. 

There are some people with disabilities, for example those who are on the autism spectrum, who prefer to be 
referred to as ‘autistic’ rather than ‘a person with autism’. They assert that autism is part of them and they 
cannot be separated from their autism as it might be with a person being cured of a disease. Therefore, they 
prefer to be called “autistics” in order to identify that this diagnosis and way of being is a permanent part of 
their personality. In instances such as these, it is important to respect and use the language an individual 
person prefers. To read more visit Autism Mythbusters. 

According to the International Learning Community for Person Centered Practices, “How you say what you say 
matters as much as the actual words you say.” Some other things to keep in mind regarding language are: 

• Tone - The inflection or emotion in your voice. It should be age appropriate (no baby talk for adults),
mild and respectful.

• Volume - Loudness of your voice. It should be appropriate for the situation. If you are in a noisy
location, you may have to speak louder (not yell) to be heard. It can also be effective to lower the
volume of your voice in order to draw someone’s attention.

http://autismmythbusters.com/general-public/autistic-vs-people-with-autism/
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• Context - Where are you? Is it a comfortable, familiar location? Who else is around? Privacy is
important. What is the intensity of emotion being expressed? Are you or others upset, frustrated, sad,
happy, etc.?

• Body Language - Gestures and movements that accompany the words. Some experts say that 75% to
90% of perceived language is body language. Body language such as crossing your arms can show
disinterest. Shaking your finger at a person can show anger. Rolling your eyes can show disbelief. You
want your body language to match with what you are saying and how you are saying it.

Personal Choice and Decision Making 

Personal choice means making decisions about all the details of our lives. Each day, as soon as we wake up we 
are engaged in making choices. We ask ourselves: “Should I hit the snooze button or get up?”, “Should I call in 
sick or go to work?” and “What should I wear?” We also make major decisions about who to live with and 
what sort of work we want to do. We are in control and it feels good to be empowered and able to make our 
own decisions. Everyone is entitled to make decisions about their lives. However, it is rare that anyone makes 
major decisions in their lives in isolation from others. Most of us talk with those we are close to when making 
major decisions. SCs play a significant role in promoting choice when planning with a person and when 
evaluating whether a plan is working for them. Efforts should be made to also include others in decision- 
making, if the person chooses to do so. Individual choice drives the formulation of outcomes on the Individual 
Support Plans, the way provider agencies operate, the staffing patterns (what staff do and when they do it), 
and the daily actions of the Direct Support Professionals. Choice should occur naturally and should be 
expected without unnecessary restrictions. Many people entered supportive services with little to no choice. It 
is the SCs responsibility to promote personal choice by noticing likes, dislikes, and opinions as forms of choice. 

Informed Choice refers to one’s ability to make a decision based on a clear understanding of the facts, results 
of the choice, and possible future consequences. Some people do not show the capacity for informed consent 
and need supports from family members, an authorized representative, or a legal guardian. This is typically 
reserved for decisions or choices that might have an effect on a person’s health and safety. This does not 
mean that the day-to-day choices or expression of hopes and dreams should be restricted. The role of legal 
guardians and authorized representatives are discussed in greater length in Chapter 3. 

Dignity of Risk 

The concept of dignity of risk is the right of a person to engage in experiences meaningful to them and which 
are necessary for personal growth and development. Normal living often includes risks. Choice inherently 
involves risk, sometimes in a menial way, in other instances, in life threatening ways. Dignity of risk allows 
people to lead normal lives. Overprotecting people with disabilities keeps them from many life situations that 
they have the right to experience, and it may prevent meaningful connections and fulfillment of their hopes 
and dreams. Rather than protecting people with disabilities from disappointments and sorrows, which are 
natural parts of life, it is important to support them to make informed decisions. This enables them to 
experience the possibility of success and the natural risk of possible failure. Occasionally, a SC may believe 
they know the outcome for those who “dream too big.” Dignity of risk demands we try to help people 
investigate and reach for their dreams. 
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Individual Rights 

All people, no matter their ability, retain basic human rights. Like all U.S. citizens, people with disabilities are 
entitled to enjoy the rights and freedoms to privacy, to have personal possessions, to marry, to exercise free 
speech, to live in neighborhoods, to complain, to vote, etc. It is also the right of a person to be free from 
abuse, neglect, exploitation and not to have restrictions on his or her rights and freedoms. A SC is a 
“mandated reporter,” and is required to report rights violations of anyone they support, including suspicion of 
abuse, neglect and/or exploitation. Mandated reporting is discussed in Chapter 2. Some people the SC 
supports may have had their legal rights limited through the appointment of a guardian, conservator, or 
another legal process. This does not mean they cannot make day-today choices and decisions or should have 
their dreams or plans go unheard. It is the SC’s responsibility to seek guidance and help with decision making 
when appropriate and/or needed to preserve the health and safety of the person supported. As an employee 
of a community agency providing supports to people with developmental disabilities, it is the SC’s 
responsibility to be knowledgeable of the Regulations to Assure the Rights of Individuals Receiving Services 
from Providers Licensed, Funded or Operated by DBHDS (the Human Rights Regulations). The following link to 
these Regulations Virginia Law Administrative Code. 

Confidentiality 

Confidentiality is a right each of us has to privacy and respect of information given to and shared among 
professionals about us. People generally expect that their medical records, financial records, psychological 
records, criminal records, driving records, and other personal records are going to be kept in a confidential 
manner. SCs must remember to have this same respect for the private information about those they support. 
This includes health information that is covered by the Health Insurance Portability and Accountability Act 
(HIPAA) and substance use information that is more stringently covered under 42.CFR, Part 2. Your agency 
should provide additional information about confidentiality and requirements related to sharing information. 

LifeCourse Beliefs and Tools 

LifeCourse is a collection of person-centered tools that may be useful when supporting someone to reach 
their dreams and goals. The core belief of Life Course is: 
All people have the right to live, love, work, play and pursue their life aspirations in their community. 

Principles of LifeCourse 

• ALL people are considered in our vision, values, policies and practices for supporting people
with intellectual and developmental disabilities.

• People exist and have reciprocal roles within a family system, defined by that individual. Roles
adjust as the individual members change and age.

• Individuals and families can focus on a specific life stage, with an awareness of how prior,
current and future life stages and experiences impact and influence life trajectory. It is
important to have a vision for a good, quality life, and have opportunities, experiences and
support to move the life trajectory in a positive direction.

https://law.lis.virginia.gov/admincode/title12/agency35/chapter115/
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• Individuals and families plan for present and future life outcomes that take into account all
facets of life and have life experiences that build self-determination, social capital, economic
sufficiency and community inclusion.

• People lead whole lives made up of specific, connected, and integrated life domains that are
important to a good quality of life.

• Supports address all facets of life and adjust as roles and needs of all family members change.
• Individuals and families access an array of integrated supports to achieve the envisioned good

life, including those that are publicly or privately funded and based on eligibility; community
supports that are available to anyone; relationship-based Supports; technology; and that take
into account the assets and strengths of the individual and family.

• Individuals and families are truly involved in policy making so that they influence planning,
policy, implementation, evaluation and revision of the practices that affect them. Every
program, organization, system and policymaker must always think about a person in the
context of family.

Using Life Stages and Trajectory with people with DD and families can focus on a specific life stage, with an 
awareness of how prior, current and future life stages and experiences impact and influence life trajectory. It 
is important to have a vision for a good, quality life, and have opportunities, experiences and support to move 
the life trajectory in a positive direction. 

The Integrated Delivery of Supports tool helps people with DD and families utilize an array of integrated 
supports to achieve the envisioned good life, including those that are publicly or privately funded and based 
on eligibility, community supports that are available to anyone, relationship-based supports, technology, and 
that take into account the assets and strengths of the individual and family. 

Once people have figured out the types of supports needed and/or existing, LifeCourse provides a calendar 
template as a way to apply the supports to a daily/weekly schedule. The worksheet includes instructions and 
an example on the back. The calendar is also incorporated into the Waiver Management System (WaMS), 
which will be covered in a later chapter. 

Information about LifeCourse and all of their tools may be found on the Life Course Tools website. 

Community 

Definition 

Community is a group of people who come together for a common reason. People may belong to several 
communities, of which are based on a common interest, such as bowling or bird watching; or geography, such 
as a neighborhood; or identity, such as religion or sexual orientation. Being part of a community brings people 
together, and people learn that although what brings them together is similar, there are many other factors 
that make us each unique. Positive and regular interactions within a community help people to get to know 
one another. Since people are, at times afraid of differences or the unfamiliar, it takes intentional effort to 
involve people with disabilities in their communities. If people with disabilities only experience segregated 

https://www.lifecoursetools.com/
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living environments, segregated work environments, and segregated social environments, they are separated 
from the larger community. This does not mean that a person should never be involved in a community of 
only people with disabilities especially if the organizing factor is one’s identity as a person with a disability, 
such as People First or other advocacy groups. People First is an advocacy organization designed for and run 
by people with intellectual and developmental disabilities. The SC should explore ways a person may be 
involved in various communities that may be defined by where the person lives, their interests, their culture, 
religion or other parts of their identity. 

Belonging in Community 

Just because you live in a community or attend activities in a community does not mean you feel like 
you belong in that community. According to the International Learning Community for Person 
Centered Practices, there is a progression of involvement in a community with community connection 
being the goal. 

• Community presence may include doing things in the community on a regular basis and being
recognized by others who attend, but not really interacting with others. If a person is not there,
they are not missed.

• Community participation may include doing things in the community on a regular basis,
knowing several people by name and having conversations with them about personal lives. The
person does things at the event that others depend on and they would be missed if they were
not there on a particular day.

• Community connection may include a person being included in social gatherings outside of the
primary connection, others recognizing and appreciating their contributions, and forming
friendships that extend beyond the reason they are gathered. When a person is not there they
are missed and people ask about them

With the focus on community life, there is movement away from specialized programs that exclude people 
from an ordinary or extraordinary life. Using paid supports does not mean a person with a disability has to 
participate in specialized programs with groups of people with similar disabilities, with little to no access to 
ordinary activities. 

Alternatives to isolated programming refers to supporting a person in natural settings, with families and 
friends, by providing flexible supports that work well for them. People with disabilities should live in 
comfortable homes in safe neighborhoods. They should have the choice to work a regular job or to engage in 
other typical activities that they and the community value. 

Contribution 

People feel better when they contribute to family, community, the world. Often our contributions come 
through the paid work we do, but there are many other ways in which a person may share their gifts and 
talents. Virginia is an Employment First state which means it is incumbent on SCs to offer and explore the 
option of integrated, community employment as the first choice of day activity for those they support. 
Employment and the Support Coordinator’s role is described more in-depth in Chapter 12. However, whether 
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we have paid employment or not, there are other ways to make contributions in life. For example, we 
contribute to family or roommates when we take a fair share of responsibility for the household chores and 
when we provide an empathetic ear. We may contribute to our communities by volunteering our time or 
resources for a cause we believe in. We may contribute to the world by changing living habits that affect our 
global environment. Along with employment, the topic of contribution needs to be explicitly discussed with 
people the SC supports, not with just one conversation, but in many conversations. 

Natural Supports 

The term natural supports refer to the resources that are already present and available to all persons in 
community environments. This includes family, friends, co-workers and neighbors, members of clubs or civic 
groups, and local merchants. Imagine for a minute what it would be like to wake up every morning knowing 
that the only people you will interact with all day will be those paid to be with you. This is not how most 
people live. Most people pay for some services and get assistance from others just because they care. It is part 
of the SCs role to uncover and set up flexible ways of supporting a person in community settings so they can 
develop natural relationships. The goal is to move away from dependence on paid supports and move towards 
supports from friends, family, and others who are genuinely interested in the person. This not only benefits an 
individual, it benefits a system that cannot meet the all the needs of every person. Whether we like it or not, 
there is a limited number of resources available to meet the needs of Virginians with disabilities. 

The following diagram from The International Learning Community for Person Centered Practices, illustrates 
the movement from reliance on services to having a place in the community. 
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Person Centered Practices Resources 

Person Centered Thinking Training in Virginia 

Support Development Associates 

Helen Sanderson Associates 

The International Learning Community for Person Centered Practices 

Cornell University Person Centered Planning Education Site 

http://www.personcenteredpractices.org/
https://www.sdaus.com/
http://helensandersonassociates.co.uk/
https://tlcpcp.com/
https://cclds.org/courses
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Support Coordination 

There are two kinds of support coordination, one for people with ID and one for all others who have DD but 
not an ID diagnosis. They have different rates, different qualifications, but have the same general 
expectations (with the exception of ongoing support coordination versus special service need while on the 
waitlist). 

Definition 

The Administrative Code of Virginia defines Support Coordination in each of the two types as follows: 

12VAC30-50-440. Support Coordination/Case Management (Support Coordination) for individuals with an 
intellectual disability (ID). The Target Group is Medicaid-eligible individuals with an intellectual disability as 
defined in state law (§ 37.2-100 of the Code of Virginia). 

Targeted Support Coordination services are defined as services furnished to assist individuals, eligible under 
the State Plan, in gaining access to needed medical, social, educational and other services. 

Support Coordination for people with ID 

1. An individual receiving ID Support Coordination shall mean an individual for whom there is an
individual support plan (ISP) in effect that requires direct or individual-related contacts or
communication or activity with the individual, the individual’s family or caregiver, service providers,
and significant others. Billing can be submitted for an individual only for months in which direct or
individual-related contacts, activity or communications occur consistent with the ISP.

2. There shall be no maximum service limits for support coordination/case management services except
as related to individuals residing in institutions or medical facilities. For these individuals,
reimbursement for support coordination/case management shall be limited to 30 days immediately
preceding discharge. Support Coordination/case management for individuals who reside in an
institution may be billed for no more than two pre-discharge periods within twelve months.

12VAC30-50-490 Support Coordination/Case Management (Support Coordination) for individuals with 
developmental disabilities (DD). The Target Group is Medicaid-eligible individuals with developmental 
disability (other than intellectual disability) or related conditions as defined in state law (§ 37.2-100 of the 

CHAPTER 2: 
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Code of Virginia) who are on the waiting list or are receiving services under one of the Developmental 
Disabilities (DD) Waivers. This target group shall be eligible for support coordination. 

Support Coordination for people with DD 

1. An individual receiving DD Support Coordination shall mean an individual for whom there is a Person-
Centered Individual Support Plan (PC ISP) in effect which requires monthly direct or in-person contact,
communication or activity with the individual and family/caregiver, as appropriate, service providers,
and other authorized representatives including at least one face-to-face contact between the
individual and the Support Coordinator/Case Manager every 90-days. Billing shall be submitted for an
individual only for months in which direct or in-person contact, activity or communications occur and
the Support Coordinator's/Case Manager's (SC) records document the billed activity. Service providers
shall be required to refund payments made by Medicaid if they fail to maintain adequate
documentation to support billed activities.

2. Individuals who have developmental disabilities as defined in state law but who are on the DD waitlist
for waiver services may receive Support Coordination/Case Management services only if there is a
special service need identified, in which case an ISP shall be developed to address the special service
need. In this case, the Support Coordinator/Case Managers shall make face-to-face contact with the
individual at least every 90 calendar days to monitor the special service need, and documentation is
required to support such contact. A special service need is one that requires linkage to and temporary
monitoring of those supports and services identified in the ISP to address an individual's mental health,
behavioral, and medical needs or provide assistance related to an acute need that coincides with the
allowable activities noted in subsection D of this section. If an activity related to the special service
need is provided in a given month, then the support coordinator/case manager would be eligible for
reimbursement. Once the special service need is addressed related to the specific activity identified,
billing for the service shall not continue until a special service need presents again.

For more detailed information on diagnostic eligibility for Support Coordination, see Chapter 5. 

Being a SC is a huge responsibility. Support Coordination is the core service that many Virginias with 
developmental disabilities and /or behavioral health depend upon to help navigate and make the best use of 
our publicly funded system of services. In some ways SCs are the most important staff members in our entire 
system! They make sure individuals have access to services and ensure that those services are effective. When 
a need has been identified, SCs take the lead in problem solving and advocating in order to hold the system 
accountable. 

Support Coordination is the management of covered services for individuals to ensure that needs are met, 
covered services are not duplicated by the care-providing organization(s), and resources are used cost 
effectively. SCs either work directly for a CSB/BHA or contract with one. SCs usually work in a support 
coordination division or group within a CSB. Although Support Coordination is not a DD Waiver service, it is 
required for all DD Waiver recipients and paid for by Medicaid. 
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Types of Support Coordination 

The type of Support Coordination provided may depend on the person’s disability and age. Below are several 
examples of the type of Support Coordination services a person may use. 

Developmental Disability (DD) 

A person qualifying for DD Support Coordination has been diagnosed with a developmental disability but not 
an intellectual disability. For more specific information and full definition of developmental disability, see 
Chapter 3 of this handbook. 

Intellectual Disability (ID) 

A person qualifying for ID Support Coordination has been diagnosed with an intellectual disability. For more 
specific information and full definition of intellectual disability, see Chapter 3 of this handbook. 

Part C 

A child receiving Part C Support Coordination has been found eligible under the Infant & Toddler Connection 
of Virginia for early intervention supports and services to infants and toddlers from birth through age two, 
who are not developing as expected or have a medical condition that can delay typical development. For more 
specific information about Part C Support Coordination visit the Infant & Toddler Connection of Virginia 
website. 

Omnibus Budget Reconciliation Act (OBRA) 

A person eligible for OBRA Support Coordination are those who meet the eligibility criteria for ID/DD Support 
Coordination and currently reside in a nursing home. They must be identified to need and benefit from 
specialized services. For more specific information about specialized services available to a person receiving 
OBRA Support Coordination visit VA DARS - Nursing Home Outreach Services. 

Mental Health (MH) Disorders 

A person using mental health Support Coordination services has been diagnosed with a mental health disorder 
that significantly impacts their functioning in everyday living. Often times, a person using DD/ID SC services 
may also qualify for MH SC. In this instance it is important to determine from which program (DD/ID or MH) 
the person will receive primary Support Coordination. Some of the services available for people with mental 
health needs include: 

https://itcva.online/
https://www.vadars.org/cbs/nhos.htm
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COMMUNITY MENTAL HEALTH REHABILITATIVE SERVICES 
(Medicaid Provider Manual: Community Mental Health Rehabilitative Services Manual 8/22/2018) 

Community Mental Health Rehabilitative Services (CMHRS) are behavioral health 
interventions in nature and are intended to provide clinical treatment to those individuals with 
significant mental illness or children with, or at risk of developing, serious emotional disturbances. 
These services may be available to individuals with developmental disabilities who have co-occurring 
mental health disorders through local community services boards and/or private providers. 

Intensive In-Home Services (IIH) for Children and Adolescents 

Intensive in-home services (IIH) for children and adolescents under age 21 are intensive 
therapeutic interventions provided in the individual's residence (or other community settings as 
medically necessary and documented in the SSPI and ISP), to improve family functioning, and 
significant functional impairments in major life activities that have occurred due to the individuals’ 
mental, behavioral or emotional illness in order to prevent an out of home placement, stabilize the 
individual, and gradually transition the individual to less restrictive levels of care and supports. 

Therapeutic Day Treatment (TDT) for Children and Adolescents 

Therapeutic Day Treatment (TDT) provides medically necessary, individualized, and 
structured therapeutic interventions to children/adolescents with mental, emotional, or 
behavioral illnesses as evidenced by diagnoses that support and are consistent with the TDT service 
and whose symptoms are causing significant functional impairments in major life activities such that 
they need the structured treatment interventions offered by TDT. 

Day Treatment/Partial Hospitalization 

Day treatment/partial hospitalization services shall be interventions that are more intensive than 
outpatient services and are required to stabilize an individual's psychiatric condition. The services are 
delivered when the individual is at risk of psychiatric hospitalization or is transitioning from a 
psychiatric hospitalization to the community. 

Psychosocial Rehabilitation 

This service provides a consistent structured environment for conducting targeted exercises and 
coaching to restore an individual’s ability to manage mental illness. This service provides education to 
teach the individual about mental illness, substance use, and appropriate medication to avoid 
complication and relapse and opportunities to learn and use independent living skills and to enhance 
social and interpersonal skills within a consistent program structure and environment. 

Crisis Intervention 

Crisis intervention shall provide immediate mental health care in the home or community and be 
available 24 hours a day, seven days per week, to assist individuals who are experiencing acute 
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psychiatric dysfunction requiring immediate clinical attention. Crisis intervention activities shall include 
assessment, short-term counseling designed to stabilize the individual and care coordination. Crisis 
intervention services may include office visits, Temporary Detention Order preadmission screenings, or 
telephone contacts. 

Intensive Community Treatment 

Intensive Community Treatment (ICT) provides long term needed treatment, rehabilitation, and 
support services to identified individuals with severe and persistent mental illness especially those who 
have severe symptoms that are not effectively remedied by available treatments or who because of 
reasons related to their mental illness resist or avoid involvement with mental health services in the 
community. ICT services are offered outside of clinic, hospital, or program office settings for individuals 
who are best served in the community. ICT services include psychiatric assessment, counseling, 
medication management, and care coordination activities through a designated multidisciplinary team 
of mental health professionals. 

Crisis Stabilization 

Crisis Stabilization services provide intensive short term mental health care to non-hospitalized 
individuals (of all ages) experiencing an acute crisis of a psychiatric nature. The goal is to address and 
stabilize the acute mental health needs at the earliest possible time with ongoing services, avert 
hospitalization or re-hospitalization; provide a high assurance of safety and security in the least 
restrictive environment, and mobilize the resources of the community support system, family 
members, and others for ongoing maintenance, rehabilitation, and recovery. 

Mental Health Skill Building Services 

Mental health skill-building services (MHSS) shall be defined as goal directed training and supports to 
enable restoration of an individual to the highest level of baseline functioning and achieve and 
maintain community stability and independence in the most appropriate, least restrictive 
environment. MHSS services shall provide face to face activities, instruction, interventions, and goal 
directed trainings that are designed to restore functioning and that are defined in the ISP in order to be 
reimbursed by Medicaid. MHSS shall include goal directed training in the following areas: (i) functional 
skills and appropriate behavior related to the individual’s health and safety; instrumental activities of 
daily living, and use of community resources; (ii) assistance with medication management; and (iii) 
monitoring health, nutrition, and physical condition with goals towards self-monitoring and self- 
regulation of all of these activities. 

Substance Use Disorders (SUD) 

A person using SUD Support Coordination services has been identified as having a substance use disorder and 
is in need of medical, psychiatric, psychological, social, educational, vocational, recovery, and other supports 
essential to meeting the person’s basic needs. Sometimes, a person using DD/ID SC services may also qualify 
for SUD Support Coordination. In this instance, it is important to determine from which program (DD/ID or 
SUD) the person will receive primary Support Coordination. 
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Targeted Case Management (State Plan Option) 

Targeted Case Management services are services furnished to assist individuals, eligible under the Medicaid 
State Plan. This can include: 

• A person who is a recipient of the DD Waiver.
• A person with an intellectual disability on the waiting list for the DD Waiver who is eligible for Medicaid

(in this instance the person may or may not be a recipient of one of the other Medicaid Waivers).
• A person with a developmental disability on the waiting list for the DD Waiver who is eligible for

Medicaid AND has a short-term special need (in this instance the person may or may not be a recipient
of one of the other Medicaid Waivers).

• A person with an intellectual disability not on the waiting list for the DD Waiver, who is eligible for
Medicaid and targeted case management, but not DD Waiver (in this instance the person may or may
not be a recipient of one of the other Medicaid Waivers).

More detailed information about the service requirements for targeted Support Coordination/Case 
Management are provided in Chapter 5 of this handbook. 

Enhanced Case Management (ECM) 

This more intensive level of Support Coordination is provided to people who meet certain criteria that 
identifies certain situations that history and evidence-based practice indicates increased risk for the individual. 
ECM requires more active support from a SC including more frequent face to face visits and monitoring of 
services to ensure that the individual remains stable and or does not further deteriorate. 

It is important for SCs to understand the ECM criteria. 

For more detailed ECM guidelines, criteria and an optional ECM worksheet, please click on the links provided. 

ECM  standards at a glance 
ECM flow chart  at  a glance 
ECM Guidelines Update April 2014 
ECM Optional Worksheet 2021 
ECM Q & A 2021 

Monitoring/Follow Along 

A person who is not eligible for Medicaid may still have a need for Support Coordination. Often times, 
individuals not eligible for Medicaid may be on the DD Waiver waiting list and have unmet needs that require 
SC. Many CSBs or Support Coordination providers have protocols for how to provide support to a person who 
is not eligible for Medicaid. This may or may not include an option for the person to pay for SC services out of 
pocket or at a reduced fee. Some CSBs or SC providers may have different documentation and direct contact 
protocols for individuals not eligible for Medicaid. 
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Post Move Monitoring 

Post move monitoring is required for anyone who previously resided in a Training Center and is now living in 
the community. This type of monitoring is a requirement of the Department of Justice Settlement Agreement 
and involves a collaborative effort between training center staff, the Community Service Board (CSB), 
community providers and the Community Integration Manager (CIM) to ensure the health, safety and overall 
well-being of people discharged from Virginia Training Centers. Post move monitoring also takes place for 
children with Developmental Disabilities discharged from nursing facilities but is not required by the 
Department of Justice Settlement Agreement or any regulation.  For children discharging from an ICF/IID, 
they receive a 10 and 90 day PMM.  This is usually a phone contact with either the provider or SC or both.  If 
the individual is at home, it may be with the parent.  For children discharging from nursing facilities, they 
receive a 7 day and 90 day PMM.  The PMM reaches out to the CSB seven days after they are notified of the 
child’s discharge, and again at 90 days to ensure a successful placement.  The CSBs are encouraged to reach 
out to the PMM after these check-ins if there are other needs they come across to maintain the child in the 
community environment.  

The training center post move monitoring (PMM) staff will conduct a minimum of four face to face visits with 
the person within the first 60 days following his/her move to the community to ensure essential supports are 
in place. These visits will occur in the home, and at the day support or the employment site. The PMM staff 
will review/request copies of: support logs/data collection sheets, progress notes, injury/illness/incident 
reports, medication administration records, new physician orders, etc. Notes are requested from the CSB for 
the first full year following discharge. PMM staff will make recommendations         and assist in developing 
strategies and securing additional supports as needed to address any concerns identified during the post 
move monitoring process. 

Post Move Monitoring report 

Choice of Support Coordinator 

Anyone seeking Support Coordination services is required to be offered a choice of Support Coordinator. 
Choice of providers is always an option and can be exercised at any time by a person using SC services and 
documented on the Virginia Informed Choice form at a minimum on an annual basis. Each provider of Support 
Coordination shall implement a written policy describing how people are assigned SCs and how they can 
request a change of their assigned SC or SC provider. 

Support Coordination Process Overview 

Preparation and Engagement 

The first step in the Support Coordination process is preparation and engagement. It is important for a SC to 
prepare by identifying documentation requirements and engaging the person, their family, support partners, 
and service providers. A SC should always be aware of upcoming deadlines as they pertain to due dates for 
service plans and assessments. Organization and preparation is key to ensure positive outcomes for the 
person.  See Chapter 4 for more detail regarding Preparation and Engagement.
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Assessment 

Assessment is the ongoing process of gathering and summarizing information that guides the work between 
the SC and the person using services. It also refers to document(s) that synthesize information that has been 
gathered. The assessment is a time for discovery and determining initial and ongoing eligibility for services. 

The goal of assessment is to gather information to continually add to understanding those supported including 
their strengths, abilities, past successes, hopes, dreams, preferences, needs, and risks. In order to develop a 
plan that is effective, and in keeping with the person’s values and goals, it is important to gather information 
about a person and their environment. 

Effective assessments start where a person is, prioritizing their immediate concerns. Be sure to pay attention 
to any immediate health and safety issues, risk or risks of harm. The assessment should be precise and 
accurate and should identify support needs, stressors, goals, value, strengths, resources, health status, 
activities of daily living (ADL) and support networks. 

See Chapter 5 for more detail regarding Assessment. 

Plan Development 

Planning is the bridge between the assessment and the services to be provided. The assessment process 
develops an understanding of the person’s needs and the resources available. The planning process then 
translates the assessment information into action planning and desired outcomes and the means to reach 
them. 

Person-centered planning is a set of approaches designed to assist someone to plan their life and supports. It 
is a planning process that focuses on the needs and preferences of the person- not the system or service 
availability and empowers and supports people in defining the direction for their own lives. Person centered 
planning promotes self-determination, community inclusion and independence. 
The person with whom a plan is being developed is always at the center of the planning process. The planning 
team always includes the person using services, his or her substitute decision-maker (if applicable), the SC and 
providers, and may also include family members, friends, and others who the person chooses. 

The Support Coordinator plays a vital role in ensuring that the information that is gathered puts the person’s 
gifts, talents, goals, preferences, needs, and choices in the center of the planning process. 

See Chapter 7 for more detail regarding Plan Development. 

Plan Implementation 

Support Coordination services help people work to improve their health and well-being, live a self-directed 
life, and strive to achieve their full potential. SCs assist people in accessing needed supports. This process is 
known as plan implementation which can be divided into the following three categories. 
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Coordination ensures that activities between the person and service providers are implemented according to 
the PC ISP. 

Linking people to needed resources and services by discussing options and referring as needed. 

Advocating for a person by ensuring that their needs and preferences are being implemented and use 
problem solving when barriers arise. The SC has the knowledge and professionalism to represent the best 
interests of the person served. 

See Chapter 7 for more detail regarding Plan Implementation. 

Monitoring and Evaluation 

The SC monitors the individual and service providers, assures that the ISP is being implemented appropriately, 
and evaluates whether changes to the plan are needed. Monitoring is conducted through periodic site and 
home visits to assess the quality of care and satisfaction of services. Making collateral contacts with the 
person’s significant others, i.e. parent, authorized representative, guardian, etc. and assisting the person to 
identify problems and modifying the plan are also part of monitoring and evaluation. SCs can follow up with 
providers and other supports, provide or obtain instruction, education, and counseling to help ensure plan 
implementation. Regularly meeting with the person in their natural environment, for example their home, day 
program or workplace is an excellent way to monitor and evaluate. Monitoring and evaluating known risks and 
identifying new risks, needs and changes in status can help to ensure the person’s safety and well-being. 

See Chapter 8 for more detail regarding Monitoring and Evaluation. 

Transitions, Transfers, Ending Services 

There will be times when people will need Support Coordination services of indefinite duration while others 
will not. A person may need support in transitioning to new services because they have recently received a 
Waiver slot. Perhaps a person has moved to another catchment area and has requested to be transferred to 
the CSB of that new locality. Regardless of the reason why someone might need support during transition, 
transfer or ending services, the SC needs to ensure continuity of care in addition to participation and 
agreement from the person about how his services will be transitioned, transferred or ended. 

See Chapter 9 for more detail regarding Transitions of Support. 

Recognizing Limitations 

Success as a SC requires skills in organization, problem-solving and good communication. SCs have to 
anticipate the unexpected and solve difficult problems on a daily basis. Flexibility and teamwork are top 
priorities as well as understanding individual perspectives in order to overcome barriers to service. When 
barriers to service have been identified it is important for the SC to seek support as needed. Supports can 
include, but not limited to the following: 
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• Support Coordination Supervisors
• Fellow Support Coordinators
• Community Resource Consultants (CRC)
• Regional Support Teams (RST)

Support Coordinators must be knowledgeable of generic resources that are available in the community for 
those who use the DD Waiver as well as those who are on the waiting list or do not qualify for the DD Waiver. 

Additional resources may be found in Chapter 11. 

Mandated Reporting 

The Code of Virginia states that mandated reporters who may have reason to suspect a child or disabled adult 
is being abused or neglected should immediately report to the local Department of Social Services. Support 
Coordinators are considered mandated reporters and are required to report all suspicions of abuse, neglect 
and exploitation to Adult Protective Services, if the person is an adult. If the person is under 18 years or up to 
21 years old while in the care of a legal guardian, Child Protective Services should be notified. For DBHDS 
licensed providers, the offices of Licensing and Human Rights, as well as the Commonwealth Coordinated Care 
managed care organizations (MCO), if applicable, must also be notified. 

See Chapter 10 for information about the signs of abuse and neglect. 

Department of Social Services/Child Protective Services (CPS) 

The Department of Social Services operates a CPS Hotline 24/7 to support local departments of Social Services 
by receiving reports of child abuse and neglect and referring them to the appropriate local department of 
social services. The CPS Hotline is staffed by trained Protective Services Hotline Specialists. 

Department of Aging and Rehabilitative Services (DARS) & Adult Protective Services (APS) 

To report suspected abuse, neglect, or  exploitation of adults 60 years of age or older 
and incapacitated adults age 18 or older,  call the  local department of Social Services 
or the  24-hour, toll-free APS hotline. If protective services are needed and accepted 
by the individual, local APS workers may arrange for a wide variety of health, 
housing, social and legal services to stop the mistreatment or prevent further 
mistreatment.  To access a list of mandated reporters visit  Code of Virginia § 63.2-
1606 

Reporting Abuse and Neglect: SC Responsibilities: 

• Immediately notify the local Department of Social Services (DSS) if abuse, neglect and/or exploitation is
suspected.

• Be aware of your agency’s policy on reporting and (supervisor) notification, and follow CSB internal
protocols regarding reporting abuse and neglect.

• Virginia Department of Social Services 24-hour, toll-free Adult Protective Services (APS) hotline at:

https://law.lis.virginia.gov/vacode/title63.2/chapter16/section63.2-1606/
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(888) 832-3858.
• Virginia Department of Social Services 24-hour, toll-free Child Protective Services (CPS) Hotline at (800)

552-7096.

Notify the DBHDS Offices of Human Rights/Licensing along with local DSS if there is suspicion of abuse, neglect 
or exploitation from a licensed DD Waiver provider. DBHDS Office of Human Rights Contacts. 

Office of Licensing/Serious Incident Reporting 

The Office of Licensing oversees the serious incident reporting side of the Computerized Human Rights 
Information System (CHRIS). A serious incident means any event or circumstance that causes or could cause 
harm to the health, safety, or well-being of a person using services. The term serious incident includes death 
and serious injury. SC should refer to agency policy and CHRIS roles for further guidance. 

More information on serious incident reporting can be found in the licensing regulations on the VA 
Department of Behavioral Health and Developmental Services website. 

Computerized Human Rights Information System (CHRIS): SC responsibilities 

When a provider has identified and entered a serious injury, incident or death into CHRIS: 

• Follow up with the provider in order to monitor the corrective action plan
• Communicate with the individual and/or the family/guardian in order to determine their

ongoing satisfaction with the provider
• Document ongoing monitoring and follow up as it relates to the incident

Office of Human Rights Allegations/Abuse, Neglect and Exploitation 

Office of Human Rights 

The Department’s Office of Human Rights, established in 1978, has as its basis, the Regulations to Assure the 
Rights of Individuals Receiving Services from Providers Licensed, Funded, or Operated by DBHDS. The 
Regulations outline the Department’s responsibility for assuring the protection of the rights of individuals in 
facilities and programs operated funded and licensed by DBHDS. 

Title 37.2-400, Code of Virginia (1950), as amended, and the Office of Human Rights assure that each 
individual has the right to: 

• Retain his legal rights as provided by state and federal law;
• Receive prompt evaluation and treatment or training about which he is informed insofar as he is

capable of understanding;
• Be treated with dignity as a human being and be free from abuse or neglect;
• Not be the subject of experimental or investigational research without his prior written and informed

consent or that of his legally authorized representative;
• Be afforded an opportunity to have access to consultation with a private physician at his own expense

and, in the case of hazardous treatment or irreversible surgical procedures, have, upon request, an

https://dbhds.virginia.gov/quality-management/Office-of-Licensing
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impartial review prior to implementation, except in case of emergency procedures required for the 
preservation of his health; 

• Be treated under the least restrictive conditions consistent with his condition and not be subjected to
unnecessary physical restraint and isolation;

• Be allowed to send and receive sealed letter mail;
• Have access to his medical and clinical treatment, training, or habilitation records and be assured of

their confidentiality but, notwithstanding other provisions of law, this right shall be limited to access
consistent with his condition and sound therapeutic treatment;

• Have the right to an impartial review of violations of the rights assured under this section and the right
of access to legal counsel;

• Be afforded appropriate opportunities, consistent with the individual's capabilities and capacity, to
participate in the development and implementation of his individualized services plan; and

• Be afforded the opportunity to have a person of his choice notified of his general condition, location,
and transfer to another facility.

OHR Advocates represent individuals receiving services from providers of mental health, developmental 
disabilities, or substance abuse services in Virginia whose rights are alleged to have been violated and perform 
other duties for the purpose of preventing rights violations. Each state facility has at least one advocate 
assigned, with regional advocates located throughout the State who provide a similar function for community 
programs. Their duties include investigating complaints, examining conditions that impact individuals’ human 
rights and monitoring compliance with the human rights regulations. At times, an individual served or anyone 
acting on their behalf may request to be linked with their regional Human Rights Advocate. 

Local Human Rights Committees (LHRCs) are comprised of community volunteers who are broadly 
representative of various professional and consumer interests. LHRCs play a vital role in the Department’s 
human rights program, serving as an external component of the human rights system. LHRCs review 
individuals’ complaints not resolved at the program level; review and make recommendations concerning 
variances to the regulations; review program policies, procedures and practices and make recommendations 
for change; conduct investigations; and review restrictive programming. 

Office of Human Rights: SC responsibilities 

If a person requests to be linked with their OHR advocate the SC can: 

• Provide the contact information for the advocate.
• Reach out to the advocate on behalf of the individual.

• Document the person’s request and the action taken.
• Statewide listing of OHR staff.

Importance of Documentation 

Documentation enhances the quality-of-service delivery. Referencing well documented records can assist SCs 
in remembering important aspects of a person’s life. It provides information to colleagues and supervisors 
who must ensure continuity of care in the SC’s absence. 
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Documentation ensures compliance with regulatory and funding requirements and standards. Records are 
audited by a variety of internal and external reviewers to ensure that guidelines are being followed and the 
quality-of-service delivery is optimal. Over a period of time, the SC may be able to see patterns or trends of 
effective and ineffective interventions and better assess other services that may be helpful. 

An essential job responsibility of a SC is documentation which can include paperwork such as applications, 
service authorizations, documentation of choice, etc. Good documentation supports billing, data collection, 
and regulatory standards. 

The DBHDS Office of Licensing licenses public and private providers of community services throughout 
Virginia. DBHDS licenses services that provide treatment, training, support and habilitation to people with 
mental illness, developmental disabilities or substance use disorders, to people using services under the 
Medicaid DD Waiver, and to those with brain injuries using services in residential facilities. The licensing 
requirements for documentation specific to support coordination can be found in Article 2 and Article 5 of the 
DBHDS licensure requirements. 

Data Collection 

The Department of Behavioral Health and Developmental Services (DBHDS) developed the Community 
Consumer Submission (CCS) 3 Extract Specifications in collaboration with the Data Management Committee of 
the Virginia Association of Community Services Boards. In partnership with Community Services Boards (CSBs) 
and the Behavioral Health Authorities (BHA), DBHDS uses CCS3 to comply with federal and state reporting 
requirements, including those in the federal substance abuse Treatment Episode Data Set (TEDS) and federal 
mental health and substance abuse block grants. The CCS3 is used to submit data to state funding sources, 
including the General Assembly and Department of Planning and Budget and to produce data about the 
performance of the public mental health, developmental disabilities, and substance use disorder services 
system. 

State and federal policymakers and decision makers and many others use CCS3 data. It provides data for 
comparisons of and trends in the numbers and characteristics of people using direct and contracted mental 
health, developmental disabilities, and substance use disorder services from CSBs. The importance of correct 
coding is just as important as billing. SCs need to ensure that the correct codes have been utilized for a person 
using services and that CCS3 required data is kept up to date. 
Information specific to CCS3 data collection. 

Waiver Management System (WaMS) 

The Waiver Management System (WaMS) is a web hosted data management system used to manage the 
Developmental Disabilities waivers. WaMS interfaces with the Virginia Medicaid Management Information 
System (VAMMIS), and establishes the assessment levels of care based on a person’s needs and automates 
the service authorization process. WaMS is customized to allow a single process for service authorizations for 
all three Waivers (Community Living, Family and Individual Supports, and Building Independence) supporting 
people with intellectual or developmental disabilities (ID/DD). WaMS interfaces with various Electronic Health 
Record (EHR) systems to transfer data into WaMS. 

https://law.lis.virginia.gov/admincode/title12/agency35/chapter105/
https://law.lis.virginia.gov/admincode/title12/agency35/chapter105/
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Support Coordinators use WaMS for a variety of documentation requirements including the PC ISP, VIDES 
survey, authorizations for Waiver services, and Waiver waiting list management Virginia Waiver Management 
System (WaMS) Portal. 

Appeal Rights 

The Code of Federal Regulations at 42 CFR §431, Subpart E, and the Virginia Administrative Code at 12VAC30- 
110-10 through 12VAC30-110-370, require that written notification be provided to individuals when DMAS or
any of its contractors takes an action that affects the person’s receipt of services. This includes, actions to
deny a request for medical services, or an action to reduce or terminate coverage after eligibility has been
determined.

An SC may need to assist a person to request an eligibility appeal in writing within 30 days of receipt of the 
notice about the action. The person may write a letter or complete an Appeal Request Form that would 
include: 

• Name
• Medicaid ID number
• Phone number with area code, and
• a copy of the notice about the action
• Appeals are then mailed to:

Appeals Division 
Department of Medical Assistance Services 

600 E. Broad Street 
Richmond, Virginia 23219 

Telephone: (804) 371-8488 
Fax: (804) 452-5454 

For reduction or termination of coverage, if the request is made before the effective date of the action and 
the action is subject to appeal, the coverage may continue pending the outcome of the appeal. The person 
may, however, have to repay any services received during the continued coverage period if the agency’s 
action is upheld. 

After the person files an appeal, they will be notified of the date, time, and location of the scheduled hearing. 
Most hearings can be done by telephone. The Hearing Officer’s decision is the final administrative decision 
rendered by the Department of Medical Assistance Services. However, if the person disagrees with the 
Hearing Officer’s decision, they may appeal it at their local circuit court. 

DMAS Appeal Rights page 

DMAS Appeals Form 

https://www.wamsvirginia.org/WaMS/Ltss.Web/Register
https://www.wamsvirginia.org/WaMS/Ltss.Web/Register
https://www.dmas.virginia.gov/appeals/
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Introduction 

A Support Coordinator (SC) supports people. Each person served will have a unique story. This is one of the 
exciting things about the job of a Support Coordinator. SCs experience the privilege of meeting and interacting 
with people from all walks of life who honor the SC with their presence and stories. Each person supported 
will have some form of developmental disability. A diagnosis can inform the SC in general about a person but 
keep in mind that each person’s disability affects them in unique ways. A disability does not define who a 
person is. It describes what condition(s) they have and is just one aspect of who they are. It is the SC’s job to 
get to know the whole person along with gaining an understanding of how their disability affects them. Person 
centered values and practices described in Chapter 1 assist in getting to know a person. 

Diagnostic & Statistical Manual (DSM-5) 

Diagnostic labels are used for medical billing but most settings are moving away from using them in practice, 
instead focusing on the person, without labels. It is important to keep this in mind in reading the information 
about the prominent diagnoses of people who use Support Coordination services. 

A major diagnostic and classification system used in the U.S. is the Diagnostic and Statistical Manual on Mental 
Disorders (DSM-5). The Diagnostic and Statistical Manual of Mental Disorders (DSM) is a classification of 
disorders with associated criteria designed to facilitate more reliable diagnoses of these disorders. (DSM-5 p. 
xii) The current DSM-5 is a revision that was published in 2013.

It is highly recommended that SCs have ready access to a DSM-5 for reference. 

A Support Coordinator is not responsible for determining a diagnosis; however, it is important to know about 
them since they may: 

• Determine eligibility for certain resources and services,
• Inform decisions about the kind of services and supports a person might need, and
• Help gain understanding of other diagnoses someone has in addition to a developmental disability,

referred to as a ‘dual diagnosis’ or ‘co-occurring disorder’.

Section II of the DSM-5 includes twenty-two Mental Disorder categories. A major category under this section is 
entitled Neurodevelopmental Disorders. Many of the people who use Support Coordination services will have 

CHAPTER 3: 
Who Does the Support Coordinator Serve? 
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a diagnosis from this section. However, when determining eligibility for a DD Waiver, a person must meet 
the criteria of a developmental disability as outlined below, regardless of a diagnostic label. More about 
determining eligibility may be found in Chapter 5 diagnostic eligibility review. 

Neurodevelopmental Disorders at a glance 

Developmental Disability 

Virginia uses the definition set forth by the Developmental Disabilities Act and adopted by the Virginia General 
Assembly. 

Definition 

A developmental disability means a severe, chronic disability of an individual that: 

1. is attributable to a mental or physical impairment, or a combination of mental and physical
impairments, other than a sole diagnosis of mental illness;

2. is manifested before the individual reaches 22 years of age;
3. is likely to continue indefinitely;
4. results in substantial functional limitations in three or more of the following areas of major life

activity: self-care, receptive and expressive language, learning, mobility, self-direction, capacity
for independent living, or economic self-sufficiency; and

5. reflects a need for a combination and sequence of special interdisciplinary or generic services,
individualized supports, or other forms of assistance that are of lifelong or extended duration
and are individually planned and coordinated.

A child from birth to age nine, inclusive, who has a substantial developmental delay or specific 
congenital or acquired condition may be considered to have a developmental disability without 
meeting three or more of the criteria described in clauses (i) through (v) if the individual, without 
services and supports, has a high probability of meeting those criteria later in life. 

There are many conditions that qualify as a developmental disability including autism, brain injury (before 
age 22), cerebral palsy, other mental or neurological conditions (seizures) and intellectual disabilities which 
include Down syndrome, fetal  alcohol spectrum disorder (FASD) and Fragile X syndrome. Other 
developmental disabilities may be strictly physical, such as blindness or deafness that began from birth or 
childhood. 

Descriptions of the most prevalent developmental disabilities follow. 

Intellectual Disability 

The term intellectual disability, as defined by the American Association of Intellectual and Developmental 
Disabilities (AAIDD) and utilized by the state of Virginia, means a person has significant limitations in 

https://nofas.org/
https://nofas.org/
https://www.genome.gov/Genetic-Disorders/Fragile-X-Syndrome
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intellectual functioning (reasoning, learning, problem solving) and in adaptive behavior, which covers a range 
of everyday social and practical skills. The disability originates before the age of 18. 

Intellectual Functioning refers to general mental capacity, such as learning, reasoning, problem 
solving, and so on. Generally, an IQ test score of around 70 or as high as 75 indicates a limitation in 
intellectual functioning. 

Adaptive Behavior is the collection of conceptual, social, and practical skills that are learned and 
performed by people in their everyday lives. 

• Conceptual skills include language and literacy; money, time, and number concepts; and self- 
direction.

• Social skills include interpersonal skills, social responsibility, self-esteem, gullibility, naïveté (i.e.,
wariness), social problem solving, and the ability to follow rules/obey laws and to avoid being
victimized.

• Practical skills include activities of daily living (personal care), occupational skills, healthcare,
travel/transportation, schedules/routines, safety, use of money, use of the telephone.

Additional Considerations 

The AAIDD emphasizes that when determining whether a person has an intellectual disability, many things 
need to be taken into account including, but not limited to, the person’s linguistic diversity, cultural 
differences, and their community environment. 

The clinical characteristics of Intellectual Disabilities can be explored in this article. 

Down Syndrome 

Down syndrome is the leading cause of intellectual disability. Down syndrome is a common genetic variation 
that usually causes delays in physical, intellectual, and language development. 

Some common physical traits that may or may not be present are: 

• low muscle tone;
• small stature;
• an upward slant to the eyes; and
• a single deep crease across the center of the palm.

People with Down syndrome possess a wide range of mental ability and have their own unique personalities, 
capabilities and talents, just as we all do. 

More information about Down syndrome may be found on the National Down Syndrome Congress website 
and the National Down Syndrome Society website. 

https://www.ncbi.nlm.nih.gov/books/NBK332877/
https://www.ndsccenter.org/
http://www.ndss.org/
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Cerebral Palsy 

According to the National Institutes of Health (NIH) cerebral palsy refers to a group of neurological disorders 
that appear in infancy or early childhood and permanently affect body movement and muscle coordination. 
Cerebral palsy (CP) is caused by damage to or abnormalities inside the developing brain that disrupt the 
brain’s ability to control movement and maintain posture and balance. The term cerebral refers to the brain; 
palsy refers to the loss or impairment of motor function. 

Cerebral palsy affects the motor area of the brain’s outer layer (called the cerebral cortex), the part of the 
brain that directs muscle movement. 

In some cases, the cerebral motor cortex hasn’t developed normally during fetal growth. In others, the 
damage is a result of injury to the brain either before, during, or after birth. In either case, the damage is not 
repairable and the disabilities that result are permanent. 

In addition to effects on the body, about 30 to 50 percent of children with cerebral palsy have some level of 
cognitive impairment. 

For more information about CP, visit MyChild at Cerebral Palsy or the National Institute of Neurological 
Disorders and stroke website. 

Autism Spectrum Disorder 

According to the American Psychiatric Association, “autism spectrum disorder (ASD) is a complex 
developmental disorder that can cause problems with thinking, feeling, language and the ability to relate to 
others. It is a neurological disorder, which means it affects the functioning of the brain. The effects of autism 
and the severity of symptoms are different in each person.” 

People with autism spectrum disorder often have difficulty of varying degrees in social-interaction and 
communication and have a tendency to engage in repetitive behaviors. 

Specific diagnostic criteria may be found in the DSM-5. 

With a recent change in diagnostic criteria for autism spectrum disorder, there are a group of people who may 
have been diagnosed as having ASD but who would now be diagnosed with social (pragmatic) communication 
disorder (SCD). SCD encompasses problems with social interaction, social understanding and pragmatics. 
Pragmatics refers to using language in proper context. 

The diagnostic criteria for SCD may be found in the DSM-5. 

More information about autism spectrum disorder may be found at: 
• American Psychiatry Association and Autism Speaks
• Autism at-a Glance series

http://www.cerebralpalsy.org/
https://www.ninds.nih.gov/Disorders/Patient-Caregiver-Education/Hope-Through-Research/Cerebral-Palsy-Hope-Through-Research
https://www.ninds.nih.gov/Disorders/Patient-Caregiver-Education/Hope-Through-Research/Cerebral-Palsy-Hope-Through-Research
https://www.psychiatry.org/patients-families/autism/what-is-autism-spectrum-disorder
https://www.autismspeaks.org/
http://csesa.fpg.unc.edu/resources/autism-at-a-glance
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Aquired Brain Injury 

According to the Brain Injury Association of America (BIAA) and acquired brain injury is an “injury to the brain that is 
not hereditary, congenital, degenerative, or induced by birth trauma. Essentially, this type of brain injury is one that 
has occurred after birth. The injury results in a change to the brain’s neuronal activity, which affects the physical 
integrity, metabolic activity, or functional ability of nerve cells in the brain. An acquired brain injury is the umbrella 
term for all brain injuries.” 

There are two types of acquired brain injury: traumatic and non-traumatic. 

A traumatic brain injury (TBI) is caused by an external force and be defined as closed (or non-penetrating) or open 
(penetrating). Examples of a TBI include: falls, assaults, and motor vehicle accidents.   

One of the most common forms of mild traumatic brain injury is concussion often caused by an injury during sports.  
Concussive symptoms may develop over days or even months later and initially may not show up on a diagnostic 
imaging test, such as a CAT scan.   

Non-Traumatic Brain Injury causes damage to the brain by internal factors, such as a lack of oxygen, exposure to 
toxins, pressure from a tumor, etc. These can include injuries from stroke or heart attack, near-drowning, aneurysm, 
infectious disease that affects the brain (i.e., meningitis), and drug overdoses.  

The symptoms of brain injury can be mistaken for mental illness or even substance misuse and often include 
behavioral challenges.  Other effects of brain injury, such as short term memory problems and delayed processing, 
may be interpreted as lack of motivation or disinterest in services. 

There are simple screening tools that can identify the potential for brain injury that do not depend on diagnosis but 
rather ask about experiences.   

More information about brain injury may be found at Brain Injury Association of America: 
 https://www.biausa.org/brain-injury 

To learn more about brain injury programs and resources in your area contact the Brain Injury Services Coordination 
Unit at DARS (804-662-7615 or https://www.vadars.org/cbs/biscis.htm) or the Brain Injury Association of Virginia 
(800-444-6433 or https://www.biav.net/ )  

Co-occurring Disorders 

The term ‘dual diagnosis’ or ‘co-occurring disorder’ most often refers to someone who has both a substance- 
related/addictive disorder diagnosis along with a mental illness. However, it is also a term used when a person 
has a developmental disability along with a mental illness, behavioral difficulties or a substance related 
disorder. The types of psychiatric disorders persons with developmental disabilities experience are the same 
as those seen in the general population. However, the estimated prevalence of mental illness in the 
population of people with developmental disabilities is higher than in the general population. 

https://www.biausa.org/brain-injury
https://www.vadars.org/cbs/biscis.htm
https://www.biav.net/
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Co-occurring disorders may also occur when an individuals has a mental health, substance related disorder, or 
developmental disability and another disability, such as a brain injury.  In these situations, it is important to 
understand how the various conditions interact and the services that are needed for support.   

Resource: NADD Resources 

A Support Coordinator will serve people with co-occurring disorders. Using the DSM-5 as a reference can help 
the SC gain an understanding of these disorders. It is essential that the SC understands how their organization 
supports those who present with co-occurring disorders, and the services and supports that are available in 
the local community. It is also important for the Support Coordinator to be able to work in partnership with 
Case Managers or Coordinators from other providers when there is more than one diagnosis or disability.  
More than ever, collaboration across disability providers is crucial. 

Communication 

A Support Coordinator will meet people who may communicate in different ways. It may sometimes be 
assumed a person is not communicating because they do not use words to talk. The truth is that everyone 
communicates in some way. All people have the need to communicate to express choice, feelings, needs, likes 
and dislikes. 

Communication is an exchange of ideas between people through a system of words, signs, or behaviors like 
gestures, body language and actions. Some people use words to communicate, however, we do not use words 
alone to get our ideas across. We also employ behaviors to communicate, such as facial expressions (smiles, 
frowns, eye blinking), pointing or other physical gestures, vocal sounds, eye contact, and body movements. A 
number of studies have been conducted to understand what percent of human communication is non-verbal. 
While the studies disagree on an exact percentage, all agree that most communication is nonverbal. In fact, 
nonverbal behavior is the most crucial aspect of communication. 

Although some people may not use words to communicate, it does not mean that they cannot understand 
what others are saying. Intellectual or physical challenges may be the reason some people lack the ability to 
talk, but it does not mean that they do not understand what is happening around them. Some people have 
trouble using words to communicate because of physical (e.g., a hearing or motor impairment) or genetic 
factors related to their developmental disability. Sometimes medications affect verbal communication, and 
when medications are changed, the ability to communicate may reappear. Sometimes a brain injury can affect 
someone’s ability to communicate. A person’s ability to speak language can appear at any age; therefore we 
should not assume language stops developing at a certain age. 

Types of Communication 

Communication works two ways: expressing information (expressive skills) or receiving information (receptive 
skills). Expressive communication means talking or communicating in any form and receptive communication 
means understanding what someone is trying to tell you. Expressive communication refers to how people 
“share or express” information. Receptive communication refers to how people “receive” information, or 
“what information they take in.” 

https://thenadd.org/public-policy/
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Some people cannot speak (expressive skills), but may understand what is being said to them (receptive skills). 
Some individuals can speak clearly and are easily understood (expressive skills), yet may not understand what 
is said to them (receptive skills). 

Role of Behavior in Communication 

A person’s behaviors, even behaviors that we don’t like, are attempts to communicate. If you cannot make 
yourself understood, or feel that no one is paying attention to your requests, you might become so frustrated 
that you use challenging behaviors to communicate. Knowing what you want and being unable to express it to 
others is an endless battle for people with limited or poor expressive skills. Think about how you might behave 
if others could not understand you. 

Support Coordinator Role 

A Support Coordinator needs to pay close attention to all forms of communication. People who communicate 
without using language usually develop a way to express their likes and dislikes, ask for things and show 
pleasure, displeasure, pain, or unhappiness through movements and behaviors. Sometimes, it can be hard to 
figure out what someone is trying to communicate. People who spend the most time around a person, such as 
family, friends and direct support professionals, are excellent resources when it comes to understanding how 
that person communicates. A communication chart (is useful in capturing and documenting unique ways 
someone communicates. This can be developed and shared among family, friends and the professionals in a 
person’s life. This person-centered thinking tool can save someone from having to continually “teach” a new 
professional in their lives how they communicate. 

To learn more about Communication Charts visit http://helensandersonassociates.co.uk/person-centred- 
practice/person-centred-thinking-tools/communication-chart/ 

Assistive Devices in Communication 

Some people use assistive devices to communicate. The terms assistive device or assistive technology can 
refer to any device that helps a person with hearing loss or a voice, speech, or language disorder to 
communicate. Assistive Devices for People with Hearing, Voice, Speech, or Language Disorders.       

 COMMUNICATION TIPS 

1. Be an active listener and be patient when talking with a person with a disability. Wait a little
longer for a response.

2. Do not insist on eye contact. Although someone may not be looking at you, they may be
listening and understanding every word that you are saying. Do not assume that because
someone is not looking at you, they do not know what’s happening.

3. When you are in a group that includes the person you support, it is important that you not hold
a conversation that ignores them, or speak about them as if they are not there.

4. Pay close attention to gestures, facial expressions, vocal sounds and movements used by the
people you support. Be observant, watch for patterns and share what you have learned with
your co-workers.

5. Talk to the person’s parents, family members, friends, providers. Chances are someone

http://helensandersonassociates.co.uk/person-centred-practice/person-centred-thinking-tools/communication-chart/
http://helensandersonassociates.co.uk/person-centred-practice/person-centred-thinking-tools/communication-chart/
https://www.nidcd.nih.gov/health/assistive-devices-people-hearing-voice-speech-or-language-disorders
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understands their communication efforts quite well. 
6. Use a positive, age-appropriate, and respectful tone of voice.
7. Ask questions. This helps you gather information and shows you are interested in what the

person is saying.
8. Do not say you understand the person if you do not. Apologize and remind them that you are

trying to understand them and do not give up. If need be, ask a co-worker or someone who
knows the person well for assistance.

9. Check for understanding of concepts you have shared. If you are not being understood, find
other ways to explain the content of your message.

Role of family, Legal Guardians, Authorized Representatives, Powers of Attorney 

When working with someone it should be presumed that they can tell everything about themselves, handle of 
their own affairs and make informed decisions about their goals and support needs to the same degree as 
someone who does not have a disability. In many instances, however, a person may want/need the input from 
others who know them well. This can come 
from family or friends on an informal basis 
and/or from a legal guardian, conservator or 
authorized representative on a formal basis. 
No matter who is included in the process of 
getting to know someone, it is important to 
always remember that the person who uses 
services is at the center of all information 
gathering and planning. Each of these roles is 
discussed below. 

Family & Friends 

A Support Coordinator will encounter a wide variety of family. It is important to gain an understanding of what 
“family” means to the person being supported and who they consider a part of their family. An SC should ask 
for loved ones’ names and what they are called by the person. With permission from the focus person, SCs 
should treat family members and friends as partners in getting to know and planning with them. Including and 
getting to know family members will go a long way to build trust with someone and their family. 

Tips for including families: 

• Start with the assumption that families want to make a positive contribution and have the best
interests of their family member at heart.

• Resist the temptation to characterize families as ‘over-protective‘, ‘not interested,‘ or ‘barriers to. . .’
• Engage families by asking for their side of the story. It may end up providing important information

about history and ways to support their loved one.
• Recognize that often family members know the person best. They care about the person in a way that

is different from everyone else and they will probably be involved in supporting their loved one for the
rest of their lives.

• Appreciate the huge commitment, energy, and knowledge a family brings to the table.

“Person-centered planning celebrates, relies on, and 
finds its sober hope in people’s interdependence. At its 
core, it is a vehicle for people to make worthwhile, and 
sometimes life changing, promises to one another.” 

- John O’Brien 
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• Make it a priority, as long as a person agrees, to sustain, value, and strengthen family/friends
connections.

Source: Person Centered Planning: Key Features and Approaches, Helen Sanderson 

At times the goals of a person being supported are at odds with the goals a family member has for them. This 
can present a challenge for everyone involved. A person-centered thinking tool that may be helpful in these 
instances is Working/Not Working. This negotiation tool takes into account several perspectives and helps find 
common ground among the parties involved, while identifying what isn’t going well in someone’s life. 

To find Person-Centered Thinking training visit http://www.personcenteredpractices.org/launch_pct.html 

Legal Guardianship (LG) and Conservatorship 

In Virginia, one’s parent is considered to be a child’s legal guardian (LG) until the child reaches the age of 18. 
Once a child reaches 18, a parent may petition the Circuit Court of Virginia to become a LG for their child with 
a developmental disability if they feel their loved one is incapable of making life decisions. A person’s LG may 
also be someone unrelated to them. No matter whom the court appointed LG is, it is important as the SC to 
remember that: 

• A legal guardian has to be appointed by the court
• The LG ultimately makes all decisions that are made regarding the care of the “incapacitated person.”

(This is a legal term and is only used here because it is such. It is not recommended that anyone should
be referred by this term in everyday language.) This does not mean that the voice of the person
themselves should not be heard. In fact, it is incumbent on the LG as part of their responsibilities to
encourage participation in all decision making and to listen to the individual and support them in their
choices.

• It is also the legal guardian’s responsibility to file annual reports with the local Department of Social
Services.

"Guardian" means a person appointed by the court who is responsible for the personal affairs 
of an incapacitated person, including responsibility for making decisions regarding the person's 
support, care, health, safety, habilitation, education, therapeutic treatment, and, if not 
inconsistent with an order of involuntary admission, residence. (22VAC30-70-10) 

"Conservator" means a person appointed by the court who is responsible for managing the 
estate and financial affairs of an incapacitated person. (22VAC30-70-10) 

"Incapacitated person" means an adult who has been found by a court to be incapable of 
receiving and evaluating information effectively or responding to people, events, or 
environments to such an extent that the individual lacks the capacity to (i) meet the essential 
requirements for his health, care, safety, or therapeutic needs without the assistance or 
protection of a guardian or (ii) manage property or financial affairs or provide for his support or 
for the support of his legal dependents without the assistance or protection of a conservator. 
(22VAC30-70-10) 

http://www.familiesleadingplanning.co.uk/Documents/PCP%20Key%20Features%20and%20Styles.pdf
http://www.personcenteredpractices.org/launch_pct.html
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A conservator, also appointed by the Circuit Court of Virginia, handles the financial affairs for someone. The LG 
and conservator may or may not be the same person. 

The responsibilities of the conservator are to take care of and preserve the assets and income of the 
“incapacitated person” and to file annual reports with the Commissioner of Accounts regarding money and 
property received and disbursed. 

Source: VALegalAid 

Authorized Representative (AR) 

It is important to note that an AR acts on behalf of someone who lacks the capacity to make decisions about 
informed consent and participation in research. Lack of capacity is not something that can be decided by a 
Support Coordinator, a family member or even the person using Support Coordination services. 

Determining Capacity 

If the person who uses services is suspected of lacking the capacity to consent to treatment, services, or 
research or to authorize the disclosure of information, the Support Coordinator, must, according to the 
Human Rights Regulations (12VAC35-115-145. Determination of Capacity to Give Consent or Authorization), 
obtain an evaluation conducted by or under the supervision of a licensed professional who is not directly 
involved with the individual to determine whether they have capacity to consent or to authorize the 
disclosure of information. 

See the specific requirements at VA Law Administrative Code. 

Therefore, before an AR or LG is selected, it must be determined by the above means that the person served is 
not capable of making informed decisions about care or consent to participate in research. This is true even if 
the person supported requests an AR or LG to be designated. 

Power of Attorney (POA) 

"Authorized representative" means a person permitted by law or the human rights regulations 
to authorize the disclosure of information or to consent to treatment and services or 
participation in human research. The decision-making authority of an authorized representative 
recognized or designated under this chapter is limited to decisions pertaining to the designating 
provider. Legal guardians, attorneys-in-fact, or health care agents appointed pursuant to § 54.1- 
2983 of the Code of Virginia may have decision-making authority beyond such provider. 

“Power of Attorney” is defined as a writing or other record that grants authority to an agent to 
act in the place of the principal, whether or not the term power of attorney is used. 

"Principal" means an individual who grants authority to an agent in a power of attorney. (§ 
64.2-1600) 

https://www.valegalaid.org/resource/adult-guardianship-and-conservatorship
https://law.lis.virginia.gov/admincode/title12/agency35/chapter115/section145/
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There are three types of Power of Attorney: General Power of Attorney, Limited Power of Attorney and 
Durable Power of Attorney. More about each of these is discussed in the two documents referenced below. 

RESOURCE DOCUMENTS 

The codes governing consent and substitute decision making are numerous and complex. Below is a 
document that gives additional information about the roles of legal guardians and authorized 
representatives in substitute decision making. Another document provided describes a study about 
Supported Decision Making. 

Participation in Decision making 
Virginia Supported Decision making 

Futures Planning 

Families of those served all wonder about their family member’s life after they are gone and what it will be 
like when they are no longer able to be there for their loved one. Whether they seek out guidance about this 
topic or not, as a Support Coordinator, it is important to broach the topic and at least offer information to the 
family. The Arc’s Center for Future Planning is a great place to start. 

Resources: The Arc: Center for Future Planning or Wrightslaw: Special Needs Planning for the Future. 

Five Wishes 

Five Wishes brings a holistic approach to a living will by including a person’s care and comfort choices. 
It provides a means to legally document one’s choices for medical treatment, comfort, and care 
wishes. 

https://futureplanning.thearc.org/
http://www.wrightslaw.com/info/future.plan.index.htm
https://fivewishes.org/
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Preparation 

Most people enter this field because they want to help others and Support Coordinators (SC) do just that. Like 
most career paths, preparation for this job began with a desire and was followed by education, a job search 
and obtaining a position. In order to become employed as a SC, there are knowledge, skills and abilities that 
are required by the Code of Virginia. 

Qualifications of Support Coordinator Employees or Contractors 

Once hired, there are many things the Support Coordinator can do to prepare to carry out their day to day 
tasks of providing supports and services to people in need. Above all else, it is imperative that the Support 
Coordinator keeps this at the forefront of all they do: 

Remember that YOU make a Difference! 

The suggestions presented below are not things that can be accomplished all at once or before the SC begins 
their job, but are ways to continue the preparation process throughout their tenure as a Support Coordinator. 

Enhancing Knowledge, Skills, Abilities 

Get to know resources: 

• Stay abreast of the supports and services that are in the region including within one’s own Community
Services Board (CSB). This includes varied resources such as primary healthcare, behavioral healthcare,
social services, employment services, disability services available in your community, various providers
of DD Waiver services, and providers of related services (independent living, brain injury, aging, and
caregiving services).

• Understand that people are resources. Get to know your co-workers. Find out the gifts each colleague
has to offer. Develop relationships with professionals from other service provider agencies.

Become a life-long learner: 

• Be open to new concepts and stay up on best practices in, among other things, treatment modalities
and intervention techniques, person centered practices, independent living skills training, supportive
counseling, family education, and crisis intervention.

• Attend ongoing training, webinars, and conferences.

CHAPTER 4: 
Support Coordination Process: Preparation & 
Engagement 
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• Read articles and books.
• Consider joining the Case Management Society of America.
• Use supervision to build skills and knowledge.
• Learn one’s organization’s particular Support Coordination processes and protocols.
• Memorizing all of the regulations, laws that affect the SC’s job would be a daunting task. Know which

laws regulate practice and know where to find them.
• Research conditions and disorders that people have that are unfamiliar.
• And above all, do not be afraid to ASK QUESTIONS!

Self-examination 

• Build awareness of your own attitudes and biases which may affect the helping relationship. All
humans hold biases. This can include biases about a number of characteristics as outlined in Chapter 1.
These biases can include how one views a person with a disability.

• Identifying topics that are personally uncomfortable (i.e., sexuality and disability, death) and address
them with a supervisor.

• Be willing to have an open mind to the shared experiences with those supported.

Understand those Supported 

• Treat persons with disabilities as people rather than as their disability.
• Understand that working with someone with a developmental disability can involve many

conversations about a particular topic or issue in order for true understanding to take place.
• Know that people with disabilities, including those with an intellectual disability, can speak for

themselves. Be open to other communication styles (sign language, use of devices, etc.).
• Be mindful that the expressed negative experiences related to disability are real.
• Consider the effects that labels may have on those served.
• Being aware of how people with disabilities describe themselves.
• Respect the fact that people with disabilities know their own bodies and experiences.
• Recognize the abilities and strengths of persons with disabilities and incorporate them into the helping

relationship.
• Recognize that most persons with disabilities do not live their life “focusing” on their disability and

limitations.

Reference: Disability and the Counseling Relationship: What Counselors Need to Know. Stuntner (2012) 

“When you see, meet or think about a person with a 
disability, presume competence.” 

Disability is Natural - Kathie Snow 

https://cmsa.org/
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Engagement 

Engagement is a key component in providing effective Support Coordination services. It significantly increases 
the likelihood that someone will: 

• Access needed services
• Remain connected to services
• Actively participate in services
• Achieve their outcomes

Engagement starts in the first meeting and continues until services are no longer needed. SCs start to build a 
relationship in the first meeting when they introduce themselves, explain their role in the relationship, build 
common ground and begin the assessment and planning process. 

At times SCs have to reach out to those they support, along with their family members, to encourage them to 
participate in services. This is particularly important if someone has missed meetings or stopped participating 
in services. This might include making phone calls and/or visits to the home or places in the community to 
further develop the relationship and improve the person’s engagement in services. People with 
developmental disabilities may need additional support to understand the consequences of missed 
meetings/appointments. 

Engagement is enhanced by using the following strategies: 

• Be respectful.
• Always address someone by the name they prefer.
• Be friendly and use eye contact when talking.
• Respect cultural norms.
• Be responsive to the person's requests.
• Be on time and follow-through with tasks you've agreed to.
• If someone does not want to talk and asks you to leave, remain polite, say goodbye, and let them know

when you will return.
• Create an inviting environment.
• Make people feel comfortable and offer private spaces for talking.
• Be sure that meeting areas are comfortable for all people
• Use reflective listening.
• Use person-centered outcomes.
• Make sure all services are helping those supported reach their intended outcomes.
• Reinforce achievements along the way.
• When outcomes are not met have a conversation about why/barriers/whatever and determine the

next steps to address.
• Be honest and knowledgeable; if you do not know the answer, then seek guidance first.
• Support informed choices.

o Support the person to make choices about their lives.
o Encourage looking at all options involved when making decisions.
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o Discuss ways to cope with lack of choices in certain situations.

Healthy Relationship Core Components 

The core conditions of a helping relationship include empathy, respect and authenticity. 

Empathy in the helping relationship has long been recognized as the most powerful determinant in someone 
progressing toward meeting their outcomes. Empathy is the ability to perceive and communicate accurately 
and with sensitivity, the feelings and experiences of another person. It means not just listening, but actively 
responding, with compassion, an attempt at understanding the experience of another person’s world. 
Empathy goes beyond the facts, circumstances, and events of someone’s life and conveys an understanding of 
how those circumstances uniquely affect them. 

Respect in the helping relationship means having unconditional positive regard for the person seeking 
services. It means not evaluating or judging their thoughts, feelings, or behaviors as good or bad. Each person 
is accepted and valued for who they are. 
Authenticity, or genuineness, in the helping relationship refers to a SC being themselves. It means that the 
inner experience and outward expression match. Being genuine shows people that the SC is trustworthy. This 
aids in building a positive relationship. It also serves as a model to encourage those seeking services to be their 
true selves. 

Additional information about the core components of a helping relationship. 

Positive Helping Relationship 

Other ways the SC can create and maintain a positive helping relationship are by: 

• Providing support and encouragement.
• Collaborating with the person seeking services and their supporters.
• Offering reassurance to those seeking services and their supporters.
• Identifying and refraining from expressing personal biases.
• Monitoring and managing personal reactions to the behavior of others.

https://www.essaytyping.com/core-conditions-helping-relationship-therapists-journal/
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How to screen, assess and conduct an intake 

The Community Service Board (CSB)/Behavior Health Authority (BHA) is the single point of entry for a person 
seeking services. The CSB/BHA will schedule an intake appointment with the individual. The individual should 
be asked to bring required documentation for their intake appointment. Please ask your supervisor for more 
information, regarding your agencies intake process. 

Case Management and Wait List Eligibility Flow chart at a glance 

Eligibility for Support Coordination 

Intellectual Disability Support Coordination (ID SC) 

To be eligible for ID Support Coordination a person must have a diagnosis that confirms an intellectual 
disability (ID) (See Chapter 3). To be eligible for Developmental Disability Coordination a person must have a 
diagnosis that confirms a developmental disability (See Chapter 3). 

Eligibility for Part C Service Coordination 

The Infant & Toddler Connection of Virginia provides early intervention supports and services to infants and 
toddlers from birth through age two who are not developing as expected or who have a medical condition 
that can delay normal development. Early intervention supports and services focus on increasing a child's 
participation in family and community activities that are important to the family. In addition, supports and 
services focus on helping parents and other caregivers know how to find ways to help their child learn during 
everyday activities. These supports and services are available for all eligible children and their families 
regardless of the family's ability to pay. 

Assessment and Eligibility for Developmental Disability (DD) Waivers 

To be eligible for the Developmental Disability (DD) waiver a person must meet 3 criteria: diagnostic eligibility, 
functional eligibility and financial eligibility. 

CHAPTER 5: 
Support Coordination: Assessment 
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Diagnostic Eligibility 

Diagnostic eligibility means that a person must have a disability that affects their ability to live and work 
independently. The Diagnostic Eligibility Review form can be used to ensure that collected documentation 
substantiates a diagnosis that confirms eligibility for SC services. A psychological or other evaluation of the 
individual that affirms that the individual meets the diagnostic criteria for developmental disability. For more 
information on the descriptions, symptoms and other criteria for diagnosing DD please see Chapter 3. 

At-a Glance Diagnostic Eligibility Review Form 

Functional Eligibility-Virginia Individual Developmental Disability Eligibility Survey (VIDES) 

In order to meet functional eligibility requirements a person must need the same support as someone who is 
living in an Intermediate Care Facility for people with an intellectual/developmental disability (ICF-ID/D). This 
is determined by the Virginia Individual DD Eligibility Survey (VIDES). There are different versions of this 
assessment depending on the age of the person seeking services. 

• Infant VIDES - under the age of 3
• Children VIDES - between the ages of 3 through 17
• Adult VIDES - 18 and older

Functional eligibility is established when someone meets the following established dependency level for the 
age appropriate VIDES. 

• Infant VIDES - must meet 2 out of the 5 categories
• Children VIDES - must meet 2 out of 8 categories
• Adult VIDES - must meet 3 out of 8 categories

The VIDES should be completed in the online Waiver Management System (WaMS) and/or in an electronic 
health record. Only an SC who has been trained may administer the VIDES. Ask your supervisor for training. 

Virginia Waiver Management System (WaMS) 

Financial Eligibility 

Financial eligibility means that the person seeking services meets the financial criteria to receive Medicaid. 
This is determined by the local Department of Social Services following the Medicaid eligibility rules used for 
people who need long term care. 

An SC might determine that a person only meets one or two of the three eligibility criteria for adults to receive 
a DD Waiver. For example, a person with an ID diagnosis may not meet the minimum functioning criteria on 
the VIDES, rendering them ineligible to be placed on the DD Waiver wait list. In this instance, the SC would 
provide that person with appeal rights and work with them to determine alternative options and resources 
that are available in the community. Community resources are listed in Chapter 11. 

https://www.wamsvirginia.org/WaMS/Ltss.Web/Register
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*Note: A person can be on the waitlist and not meet financial eligibility criteria.

**Note: A person with a DD diagnosis not eligible for the waitlist is not eligible for TCM. 
Information Gathered at Intake (Check with your Supervisor for agency specific requirements) 

• Documentation to support diagnosis of developmental disability (to include ID if applicable)
• Consent to Exchange Information
• VIDES
• Human Rights Notification
• Documentation of Choice between Institution and Community based services
• Appeal Rights if placing on the waitlist
• Guardianship/Court Documents (if applicable)
• Voter Registration

Person Centered Individual Service Plan (PC ISP) 

The PC ISP is comprised of 5 parts. The Part I Personal Profile, Part II Essential Information, Part III Shared 
Planning, Part IV Agreements, and Parts V Plan for Supports. 
More detailed information can be found in Chapter 7. 

Risk Assessment 

The Risk Awareness Tool (RAT) was designed to increase awareness of the potential for a harmful event (i.e., 
bowel obstruction, fall with injury, etc.) to occur and to facilitate the process of taking action to reduce and 
prevent the risk. The RAT is completed annually. 

The RAT is available online at https://dbhds.virginia.gov/case-management/dd-handbook 

More detailed information about how an SC can assist in identifying health and safety risks can be found in 
Chapter 10. 

Overview of Psychotropic Medication use at a glance 

Human Rights Notification 

During the initial assessment and annually thereafter, the SC must ensure that the person is aware of and has 
reviewed their human rights as described in the Regulations to Assure the Rights of Individuals Receiving 
Services from Providers Licensed, funded, or operated by the Department of Behavioral Health and 
Developmental Services (Human Rights Regulations). Support Coordination organizations are required to 
notify each individual and his authorized representative about these rights and how to file a complaint. The 
notice shall be in writing and in any other form most easily understood by the person using services. The 

https://dbhds.virginia.gov/case-management/dd-manual
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notice shall provide the name and phone number of the human rights advocate and give a short description of 
the human rights advocate's role. The provider shall give this notice to and discuss it with the individual at the 
time services begin and every year thereafter. This notice shall be signed and filed in the person’s services 
record. 

More information regarding the Human Rights Regulations is located at https://dbhds.virginia.gov/quality- 
management/human-rights 

Consents to Exchange Information 

The SC is responsible for ensuring there is documentation of Consent to Exchange Information. During the 
initial assessment, as needed, and annually thereafter, the SC should ensure there are current consent forms 
for any collateral contacts or organizations to which the SC must communicate and/or release information 
pertaining to the person who uses SC services. 

Choice of Waiver/Intermediate Care Facility 

During the initial assessment and while screening for the DD Waiver wait list, the SC is responsible for ensuring 
documentation that indicates the person’s desire for ID/DD community based care. This documentation 
ensures that the person has chosen community-based care over institutional services. The required 
documentation is known as the Documentation of Recipient Choice between Institutional Care or Home and 
Community-Based Services DMAS 459. It is completed during the initial screening for the DD Waiver program, 
and annually until the individual receives a DD Waiver. It should be maintained in the person’s electronic 
health record. 

Three Types of Developmental Disability Waivers 

Virginia has three waivers for people with Developmental Disabilities. They are the Building Independence 
Waiver, the Family and Individual Supports Waiver and the Community Living Waiver. More detailed 
information about the three DD Waivers can be found in Chapter 6, Descriptions of Three DD waivers. 

Wait List 

In Virginia, the need for DD Waiver services is greater than the number of slots Virginia has to distribute. 
Therefore, everyone who meets eligibility criteria and requests DD Waiver services is added to a waitlist. 
Because DD waiver slots are distributed based on urgency of need and the number of waiver slots are made 
available based on Virginia’s budget, there is no way to tell how long a person will remain on the waitlist. 
There is, however, a method for determining the urgency of need among those waiting for services. 

https://dbhds.virginia.gov/quality-management/human-rights
https://dbhds.virginia.gov/quality-management/human-rights
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Priority Needs Checklist 

The Priority Needs Checklist must be completed and submitted in order to add a person to the wait list. The 
checklist identifies the reason a person falls into priority category (one, two or three) and is completed after 
the VIDES has been conducted. The Priority Needs Checklist is located and completed in WaMS under the 
Screening and Assessments section. Priority status is based on how much and how quickly someone is in need 
of help. 

Key Points to Remember: 

• The priority screening should be reviewed anytime there is a change in circumstance to assure
it accurately reflects the support needs of the person seeking services.

• Only those who meet Priority One status can be assigned an available DD Waiver slot.
• Those assigned with a Priority two and Priority three status cannot be awarded a CL Waiver or

IS waiver, unless every person in the state, who is assigned a Priority One status, already has a
slot.

• For assignment of the BI waiver, a person assigned to Priority Two or Three may receive a BI
slot if no one in a higher priority category is requesting and qualifies for assignment of the BI
waiver.

• DD Waiver Wait List and Slot Assignment Process 3/11/21
• Virginia Waiver Management System (WaMS).

Right to Appeal 

Once a person has been placed on the DD Waiver waitlist, the Support Coordinator must send a letter 
notifying them of appeal rights. Additionally, if a person on the waitlist has a change in priority status, they 
must also be issued appeal rights if moving to a lower priority. 

Sample Right to Appeal Letter at a glance 

Critical Needs Summary 

The SC must also complete a Critical Needs Summary (CNS) in WaMS for those designated as having a Priority 
One status. The purpose of the CNS is to determine a person’s level of urgency. This is a required step in 
placing a person on the waitlist. In WaMS, the CNS option will appear under the Screening and Assessments 
section after the Priority Needs Checklist has been completed and submitted. 

Key point to remember: 

When placing someone on the Wait List, the Support Coordinator should ensure the family knows what 
services they would utilize if offered a waiver slot. The SC should regularly monitor the needs of people 
and discuss the services that are available under the DD Waiver. Remember that a person must be 
willing to use services within 30 days of being awarded a slot. The following guide is a helpful tool that 
can be given to the person requesting services and their family, when placed on the waiting list. 

https://www.wamsvirginia.org/WaMS/Ltss.Web/Register
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Additionally, once a year the Virginia Department of Behavioral Health and Developmental Services will 
send a letter to everyone on the DD Waiver wait list. Included in the letter will be instructions to 
review and sign the Documentation of Individual Choice Between Institutional Care or Home and 
Community-Based Services form and the Needed Services form. 

• DD Waiver Services and Support Options at a glance
• DD Waiver Wait List and Slot Assignment Process 3/11/21
• Needed Services form at a glance
• Virginia Waiver Management System (WaMS)
• Documentation of Individual Choice Between Institutional Care or Home and Community-Based

Services form at a glance
• Cover letter choice packet at a glance
• Cover letter Choice (Second reminder) at a glance

DD Waiver Slot Allocation General Information 

DD Waiver slots become vacant when someone who was previously using DD Waiver services moves out of 
state, passes away, moves into a nursing facility or institution, no longer meets eligibility criteria, or chooses to 
no longer utilize the supports provided under the DD Waiver. Currently the number of slots is limited by the 
availability of funding for DD Waiver services. Funds are managed at the state level and the appropriation of 
additional funds to increase the number of slots is dependent upon General Assembly Action and DMAS 
approval. Each CSB is allotted a designated number of slots. If an assigned slot becomes vacant, the CSB must 
use it in a timely manner to provide DD Waiver services to another eligible individual. Slots are reassigned to 
people on the DD Waiver Waiting list by the Waiver Slot Assignment Committee (WSAC). 

When the General Assembly allocates more than 40 slots for a given waiver, allocations will be made by 
providing one slot per board then a standard calculation (considering priority numbers per board) will be used 
to disseminate the remaining slots. 

When the General Assembly allocates less than 40 slots for a given waiver, allocations will be made by 
combining all WSACs within a region. Each WSAC will be represented by the assigned facilitator and two 
additional representatives per committee. 

Waiver Slot Assignment Committee (WSAC) 

Waiver Slot Assignment Committees (WSAC) were developed to establish a means for determining the 
assignment of DD Waiver slots. The DD Waiver separates the eligibility determining entity (CSB SCs) from the 
entity who determines slot assignment. There is a WSAC in each locality/region of Virginia. The committee is 
comprised of people with diverse personal and professional backgrounds, as well as varied knowledge and 
expertise and no identified conflict of interest. For more information on qualifications for committee members 
and the responsibilities of the WSAC members please see the links below. 

• WSAC Committee Introduction Letter

https://www.wamsvirginia.org/WaMS/Ltss.Web/Register
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• WSAC Volunteer Application
• WSAC membership parameters

SCs play an important role in the assignment of a vacant DD Waiver slot. They must ensure that information in 
WaMS accurately reflects an individual’s current needs. When a slot is available for assignment, the CSB 
contacts the Regional Support Specialist (RSS) and a WSAC meeting is convened. Please see the link below for 
more information on the SC’s role in the operations of WSAC. 

• WSAC Sessions Operations
• Slot Assignment Review Form
• WSAC review schedule
• WSACs name ID Key for email

At times, an SC may provide support to someone who needs immediate access to DD waiver services. There is 
a specific criterion that the person must meet in order for a SC to request access to an Emergency DD Waiver 
Slot. After exploring all possible alternative options a CSB can request access to an Emergency Waiver slot by 
submitting an Emergency Slot Request form. 

Emergency Slot Request Form 

At times, a SC may be providing support to someone who has experienced a change in their assessed needs 
requiring services available in a different waiver. The reserve slots enable a safety net with which someone 
can return to the original waiver, if needed. The SC must ensure that the person meets the criteria in order to 
request a Reserve DD Waiver slot. There is a chronological waitlist that DBHDS keeps for reserve slots funded 
by the General Assembly action. 

Reserve Slot Request Form 

Slot Assignment 

Once a person is offered a DD Waiver slot, the SC is responsible for ensuring that the transition to Waiver 
services includes a thorough review of the assessment information and service options under the DD waiver. 
Those responsibilities are listed below. 

Review/update Assessment and VIDES 

Upon receipt of a DD Waiver slot, the SC will arrange a PC ISP development meeting to review and update all 
assessment information including the VIDES, Annual Risk Assessment, Essential Information (Part I) and the 
Personal Profile (Part II) to ensure accuracy. 
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Supports Intensity Scale (SIS®) 

Supports Intensity Scale® (SIS®) is an assessment tool that identifies the practical supports required by individuals to live 
successfully in their communities. DBHDS shall use the SIS Children's Version™ (SIS-C™) for individuals five years through 15 
years of age. DBHDS shall use the SIS Adult Version® (SIS-A®) for individuals 16 years of age and older. 
Once awarded a DD Waiver slot, the SIS process begins. DBHDS routinely communicates to SIS  vendors the 
order for  SIS assessment completion. To move forward with scheduling, the SIS® vendors rely on SCs for 
needed information.  The SC is responsible for identifying qualified respondents and dates the SC is 
available to participate in the SIS assessment. 

For individuals who desire additional information about the SIS, The American Association on Intellectual and 
Developmental Disabilities (AAIDD), the copyright holder and sole owner of the Supports Intensity Scale AAIDD, has 
developed information for respondents who have questions.  The aim is to explain what to expect during the 
interview, the SIS Family Friendly Report, and provide a SIS Respondent Handbook. 

             SIS-A Respondent Resources:     https://www.aaidd.org/sis/sis-a/sis-a-resources 
   SIS-C Respondent Resources:     https://www.aaidd.org/sis/sis-c/sis-c-resources 

A completed SIS Family Friendly Report is made available to the board's SIS Point Person via SISOnline.  The SC is 
responsible for sharing a copy of the SIS report with all providers and family members.  Team members should use 
the SIS in conjunction with Virginia Supplemental Questions, the person-centered planning process, and other 
assessment information to develop an individual's ISP.  

A mathematical algorithm uses the SIS scores to assign one of seven levels of need and one of four reimbursement 
tiers to each SIS assessment.  The reimbursement tier sets the reimbursement rate for tiered DD waiver services 
(group home, sponsored residential, supported living, independent living supports, group day, community 
engagement, and group supported employment).  This process provides greater reimbursement for smaller settings 
and for supporting those with more intensive needs.  For more information on the SIS and the SC's role in the 
assessment, visit the links below. 

•    DBHDS SIS Scheduling Procedures
•    SIS & the PCP Process in VA
•    DBHDS VA SIS Standard Operating Procedures and Review Process
•    DBHDS Standard Operating Procedures – Review Form
•    DBHDS SIS Interview Respondent Info
•    DBHDS VA SIS Reassessment Request Instructions
•    DBHDS VA SIS Reassessment Request

Physical Exam 

Upon receipt of a DD Waiver slot, the SC must obtain documentation of a recent physical examination, and 
documented in WaMS. The physical is required upon the initiation of a DD Waiver slot and updated when 
significant medical changes occur. The physical exam must have been completed no more than 12 months 
prior to the initiation of DD Waiver services. 

https://www.aaidd.org/sis/sis-a/sis-a-resources
https://www.aaidd.org/sis/sis-c/sis-c-resources
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DMAS 460 Virginia Informed Choice Form 

When working with a person to determine their choice of providers, it is crucial for the SC to ensure the 
person is aware of all of their options. The person should be given information on all available DD Waiver 
services and SCs. A great tool that SCs can use is the DD Waiver Service and Support Options guide. Many CSBs 
keep an up to date list of local DD Waiver providers. Additionally, the SC could direct the person and their 
family to the DMAS provider search tool. 

More information about how a SC can support a person through their personal choices and decision making 
can be found in Chapter 1. 

Once providers have been chosen, the SC is required to complete the Virginia Informed Choice Form (DMAS 
460). A signed copy must be retained in the person’s electronic medical record. The DMAS 460 should be 
reviewed and completed with the person and/or substitute decision-maker at enrollment into the DD Waiver, 
updated annually (and include choice and name of SC), when there is a request for a change in waiver 
providers, when new services are requested, when the person wants to move to a new location and/or is 
dissatisfied with the current provider. 

Virginia Informed Choice Form DMAS 460 at a glance 

DMAS 225 Medicaid Long Term Care (LTC) Communication Form 

The Department of Medical Assistance Services (DMAS) 225 is a form that serves as a method of 
communication between the SC and the Local Department of Social Services (LDSS). Prompt submission of this 
form is necessary to ensure that LDSS has correct and current information in order to determine patient pay 
responsibilities and ensure ongoing eligibility for Medicaid. For more detailed information about the SC’s role 
as it pertains to patient pay see the link below. More information about patient pay can be found in Chapter 6 
patient pay. 

DMAS 225 Form at a glance 

Waiver Slot Management 

In addition to updating the assessments and obtaining documentation of informed choice, the SC is also 
responsible for enrolling the person into the newly assigned slot. When a slot has been assigned, the 
enrollment status of the person, in WaMS, is listed as Projected Enrollment Status. In order to initiate services, 
the person’s status must be moved to Active status. This process is completed in WaMS. See the WaMS CSB 
User Guide Section 9 for more detailed instructions of how to move a person from Projected to Active status. 

WaMS User Guide 
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Update Person Centered Individual Support Plan (PC ISP) 

During the process of initiating DD Waiver services, the Person-Centered Individual Support Plan (PC ISP) 
should be reviewed and updated to reflect the person’s choice of Waiver services and providers. This will 
include developing a new PC ISP or updating all five parts of the PC ISP. More detailed information about the 
PC ISP process and plan development can be located in Chapter 7. 

Update WaMS Data 

In order for DD Waiver services to be initiated the SC should ensure that any information in WaMS is accurate 
and up to date, including but not limited to: 

• Individual’s Profile (demographics, contact information, diagnosis etc.)
• Current/updated VIDES

Review, Add, Change Service Providers 

Once a person with a new DD Waiver slot has chosen service providers, the SC is responsible for adding the 
chosen providers into WaMS prior to the authorization of services. Service providers cannot access an 
individual in WaMS until the CSB has added the provider(s). Attachments related to the PC ISP are then loaded 
into WaMS in preparation for the authorization process. More detailed instructions on how to add, remove 
and change service providers can be found in the WaMS CSB User Guide Section 11. 

WaMS User Guide 

Service Authorization (SA) 

Service Authorization (SA) of DD Waiver services is completed in WaMS. The overall process for requesting SA 
is as follows: 

• SC creates the SA in WaMS
• Provider adds services to SA
• SC Reviews/adds/changes as needed
• DBHDS staff approve, reject, deny or pend SA
• VAMMIS processes the SA

Note: SCs complete SAs for environmental mods, PERS and assistive technology as the provider, if the 
CSB/BHA is licensed to be a provider of these services and chooses to act as the provider. Please check with 
your supervisor for information on your particular CSB/BHA policy and procedures. 

More detailed instructions of how to create SAs can be located in section 12 of the WaMS user guide. 

WaMS User Guide 
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Retain a Slot 

At times, the services for a person are delayed in starting or may be interrupted for some reason such as a 
hospitalization or difficulty in locating a service provider. In this instance, if services are interrupted or delayed 
for 30 days, the CSB must request that the DD Waiver slot be held for that person. The SC will then complete 
the Retain Slot Form located in WaMS. More detailed instructions on how to complete a Retain Slot Form can 
be found in section 10 of the WaMS CSB user guide. 

WaMS User Guide 
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Introduction 

Virginia’s Medicaid Waivers, which are referred to as Home and Community Based Services (HCBS), can cover 
supports a person needs to live independently in their home and in the community by combining federal and 
state money to provide long-term community-based supports for people who are elderly or have disabilities. 
In Virginia, the Commonwealth pays 50% and the federal government pays 50% of the cost of each waiver 
slot. 

Waivers enable Virginia to offer a variety of standard medical and non-medical services without the 
requirement that someone live in an institution in order to use those same services. This handbook focuses 
on the Developmental Disabilities Waivers. Medicaid Waivers expand Medicaid eligibility to those who may 
not otherwise qualify for services based on Medicaid financial requirements. Medicaid Waivers provide an 
opportunity for people to transition from institutions and large settings to community-based settings. As a 
result, Waivers allow people to be active in and live in their own community, connect with people without 
disabilities, and have greater independence and flexibility in their lives. 

The state agency that administers the Developmental Disabilities (DD) Waivers in Virginia is the Department of 
Medical Assistance Services (DMAS). The Department of Behavioral Health and Developmental Services 
(DBHDS) manages day-to-day DD Waiver operations. Locally, DD Waiver services are coordinated by 
Community Services Boards/Behavioral Health Authorities (CSBs/BHAs). Support Coordination services are 
provided by Support Coordinators (SC) employed by CSBs/BHAs and private providers under contract with the 
CSBs/BHAs across the state. 

The proportion of cost the state must pay for Medicaid Waivers services varies from state to state based on 
the per capita income and other factors related to revenue capacity. 

Brief History of Developmental Disability Waivers 

HCBS Waivers were established by the U.S. Congress in 1981 to slow the growth of Medicaid spending for 
nursing facility care and to address criticism of Medicaid’s institutional bias. Congress was responding to the 
growth in institutional costs and to people with disabilities who preferred to live in their own homes with 
services such as personal care and community living supports. States were given the option to develop waiver 
programs as alternative services for people who are eligible for placement in an institution. 

Virginia first applied for a waiver for those with an intellectual disability in 1990, with the federal Medicaid 
agency, known as the Center for Medicare and Medicaid Services (CMS). In early 1991, Virginia’s waiver 

CHAPTER 6: 
Developmental Disability Waiver & Services 
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application was accepted by CMS and Virginia was able to begin offering services through what was then 
called the Mental Retardation Waiver. This waiver, which was renamed the Intellectual Disability (ID) Waiver, 
was amended several times over the next 20 years increasing the scope of community support services. 

In 2000, the Individual and Family Developmental Disabilities Support Waiver was established to serve people 
with developmental disabilities not meeting the diagnostic criteria for the Intellectual Disability (ID) Waiver. In 
2005, Virginia began the Day Support Waiver, which focused on day support and employment activities, 
allowing for additional people to be supported while waiting to use more comprehensive services offered 
through the ID Waiver. 

Description of Developmental Disability Waivers 

The DD Waivers provide supports and service options for successful living, learning, physical and behavioral 
health, employment, recreation, and community inclusion. 

The DD Waivers are designed to serve individuals of any age with a developmental disability and children 
(birth through age 9) with a substantial developmental delay or specific congenital or acquired condition. 
There are three DD waivers, the Building Independence Waiver, the Family and Individual Supports Waiver 
and The Community Living Waiver. 

• The Building Independence Waiver (BI) is for adults (18+) who are able to live independently in the
community. Individuals own, lease, or control their own living arrangements and supports are
complemented by non-waiver-funded rent subsidies. BI Services at a glance

• The Family and Individual Supports Waiver (FIS) is for individuals living with their families, friends, or
in their own homes, or in supported living (for those over 18) including supports for those with some
medical or behavioral needs. This is available to both children and adults. FIS Services at a glance

• The Community Living Waiver (CL) includes residential supports and a full array of medical, behavioral,
and non-medical supports. This is available to adults and children and may include 24/7 supports for
individuals with complex medical and/or behavioral support needs through licensed services. CL
Services at a glance

Services in Waivers 

The services available under the DD Waivers are listed below in alphabetical order. This listing provides the 
most current information available. Waiver services at a glance. The Department of Medical Assistance 
Services (DMAS is currently developing a manual for the Developmental Disabilities Waiver(s).  The 
Compatible/Incompatible Combinations of services in the DD Waivers can be accessed here.  

Assistive Technology 

Service Description: Assistive technology is specialized medical equipment, supplies, devices, controls, and 
appliances, not available under the State Plan for Medical Assistance, which enable individuals to increase 
their abilities to perform activities of daily living (ADLs), or to perceive, control, or communicate with the 
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environment in which they live, or which are necessary for life support, including the ancillary supplies and 
equipment necessary to the proper functioning of such technology. 

In order to qualify for these services, the individual shall have a demonstrated need for equipment or 
modification for remedial or direct medical benefit primarily in the individual's home, vehicle, community 
activity setting, or day program to specifically improve the individual's personal functioning. AT shall be 
covered in the least expensive, most cost-effective manner. Equipment or supplies already covered by the 
State Plan may not be purchased under the waiver. The Support Coordinator is required to ascertain whether 
an item is covered through the State Plan before requesting it through the waiver. 

Service Units and Service Limitations: Maximum $5000 per calendar year. 

Benefits Planning Services 

Service Description: Benefits planning is an individualized analysis and consultation service. This service assists 
recipients of a DD waiver and social security (SSI, SSDI, SSI/SSDI) to understand their personal benefits and 
explore their options regarding working, how to begin employment, and the impact employment will have on 
their state and federal benefits. This service includes education and analysis about current benefits’ status and 
implementation and management of state and federal work incentives as appropriate. Benefits planning 
involves the development of written resource materials, which aid individuals and their families/legal 
representatives in understanding current and future rewards that come from working, thereby reducing 
uncertainties associated with losing necessary supports and benefits if they choose to work or stay on the 
job. This service facilitates individuals in making informed choices concerning the initiation of 
work. Furthermore, it provides information and education to individuals currently employed in making 
successful transition to financial independence. 

Allowable activities include but are not limited to: 

Pre-employment Benefits Review which may include: 
a. Benefits Planning Query (BPQY from Social Security Administration (SSA)
b. Pre-employment Benefits Summary and Analysis (BS&A)
c. Employment Change Benefits Summary and Analysis

Work Incentives Development or Revisions (PASS, IRWE, BWE, IDA): 
a. Plan to Achieve Self-Support (PASS)
b. Impairment Related Work Expenses (IRWE)
c. Blind Work Expenses (BWE)
d. Individual Development Accounts (IDA)
e. Student Earned Income Exclusion (SEIE)
f. Medicaid While Working
g. Medicaid Works (Virginia’s Medicaid Buy-In Program)
h. Work Incentive Revisions
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Resolution of SSA benefits issues: 
a. Overpayments. Description
b. Subsidies
c. Work Activity Reports

Other Services: 
a. ABLEnow
b. Financial Health Assessment

Service Units and Service Limitations: The annual year limit for Benefits Planning services is $3,000. No 
unspent funds from one plan year may be accumulated and carried over to subsequent plan years. Providers 
may not bill for waiver Benefits Planning services while the eligible individual has an open employment 
services case with the Department for Aging and Rehabilitative Services (DARS) and is eligible for the same 
service through DARS. 

Center-Based Crisis Supports 

Service Description: Center-based crisis supports provide long term crisis prevention and stabilization in a 
residential setting (Crisis Therapeutic Home) through utilization of assessments, close monitoring, and a 
therapeutic milieu. Services are provided through planned and emergency admissions. Planned admissions will 
be provided to individuals who are receiving ongoing crisis services and need temporary, therapeutic 
interventions outside of their home setting in order to maintain stability. Crisis stabilization admissions will be 
provided to individuals who are experiencing an identified behavioral health need and/or a behavioral 
challenge that is preventing them from experiencing stability within their home setting. 

Allowable activities include but are not limited to: 

1. psychiatric, neuropsychiatry, and psychological assessment, and other assessments and stabilization
techniques;

2. medication management and monitoring;
3. behavior assessment and positive behavior support;
4. Intensive care coordination with other agencies and providers to assist the planning and delivery of

services and supports to maintain community placement of the individual;
5. training of family members and other caregivers and service providers in positive behavioral supports

to maintain the individual in the community; and
6. assisting with skill building as related to the behavior creating the crisis in areas such as self-care/ADLs,

independent living skills, self-esteem building activities, appropriate self-expression, coping skills, and
medication compliance.

Service Units and Service Limitations: 1 day unit up to 6 months in 30 day increments. 

Community-Based Crisis Supports 

Service Description: Community-based crisis supports are ongoing supports to individuals who may have a 
history of multiple psychiatric hospitalizations; frequent medication changes; enhanced staffing required due 



60 

to mental health or behavioral concerns; and/or frequent setting changes. Supports are provided in the 
individual’s home and community setting. Crisis staff work directly with and assist the individual and their 
current support provider or family. Techniques and strategies are provided via coaching, teaching, modeling, 
role-playing, problem solving, or direct assistance. These services provide temporary intensive services and 
supports that avert emergency psychiatric hospitalization or institutional placement or prevent other out-of- 
home placement. 

Allowable activities include but are not limited to: 

1. psychiatric, neuropsychiatry, and psychological assessment, and other assessments and stabilization
techniques;

2. medication management and monitoring;
3. behavior assessment and positive behavior support;
4. Intensive care coordination with other agencies and providers to assist the planning and delivery of

services and supports to maintain community placement of the individual;
5. training of family members and other caregivers and service providers in positive behavioral supports

to maintain the individual in the community; and
6. assisting with skill building as related to the behavior creating the crisis in areas such as self-care/ADLs,

independent living skills, self-esteem building activities, appropriate self-expression, coping skills, and
medication compliance.

Service Units and Service Limitations: 1 day unit up to 6 months in monthly increments. 

Community Coaching 

Service Description: Community coaching is a service designed to assist people in acquiring a specific skill or 
set of skills to address a particular barrier(s) preventing a person from participating in activities of Community 
Engagement. 

Allowable activities include but not limited to: (determined with age sensitivity in mind and reflective of the 
person’s interests): 
Skill building through participation in community activities and opportunities such as outlined in Community 
Engagement and encompassing: 

• activities and events in the community, volunteering, etc.;
• community, educational or cultural activities and events;
• skill-building and support in building positive relationships;
• routine needs while in the community;
• supports with self-management, eating, and personal needs of the individual while in the community;

and
• assuring safety.

Community coaching requires 1:1 support and must take place solely in community settings. 
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Service Units and Service Limitations 1 hour unit, up to 66 hours/week alone or in combination with other day 
options 

Community Engagement 

Service Description: Community engagement supports and fosters the ability of a person to acquire, retain, or 
improve skills necessary to build positive social behavior, interpersonal competence, greater independence, 
employability, and personal choice necessary to access typical activities and functions of community life such 
as those chosen by the general population. These may include community education or training, retirement, 
and volunteer activities. 

Community engagement provides a wide variety of opportunities to facilitate and build relationships and 
natural supports in the community, while utilizing the community as a learning environment. These activities 
are conducted at naturally occurring times and in a variety of natural settings in which the individual actively 
interacts with persons without disabilities (other than those paid to support the individual). The activities 
enhance involvement with the community and facilitate the development of natural supports. 

Allowable Activities: 

Skill building, education, support and monitoring that assists with the acquisition and retention of skills in the 
following areas: 

• activities and public events in the community
• community educational activities and events
• interests and activities that encourage meaningful use of leisure time (e.g., through participating in

sports/exercise, a club or other social group, a class to learn a new hobby)
• unpaid work experiences (i.e., volunteer opportunities)
• Maintaining contact with family and friends.

Skill building and education in self-direction designed to enable achievement in one or more of the following 
outcomes particularly through community collaborations and social connections developed by the program 
(e.g., partnerships with community entities such as senior centers, arts councils, etc.). 

Community engagement must be provided in the least restrictive and most integrated settings according to 
the individual’s person-centered plan and individual choice. 

Service Units and Service Limitations 1 hour unit, up to 66 hours alone or in combination with other day 
options; no more than a ratio of 1:3 and must take place solely in the community. 

Community Guide 

Service Description: Community guide services include direct assistance to promote individuals’ self- 
determination through brokering community resources that lead to connection to and independent 
participation in integrated, independent housing or community activities so as to avoid isolation. 
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To read about details of the service description and requirements for Community Guide Services, go to the 
Medicaid memo dated September 4, 2018 found at https://www.virginiamedicaid.dmas.virginia.gov/ under 
Medicaid Memos and Bulletins to Providers. 

Companion Services 

Service Description: Companion services provide nonmedical care, socialization, or support to adults, ages 18 
and older. This service is provided in an individual's home or at various locations in the community. 

Allowable activities include, but are not limited to: 

1. assistance or support with tasks such as meal preparation, laundry, and shopping;
2. assistance with light housekeeping tasks;
3. assistance with self-administration of medication;
4. assistance or support with community access and recreational activities; and
5. support to assure the safety of the individual.

Unlike personal assistance and residential support, companion services do not permit routine support with 
activities of daily living (such as toileting, bathing, dressing, grooming). The allowable activities center on 
“instrumental activities of daily living” (meal prep, shopping, community integration, etc.). 

Companion services may be self-directed or agency-directed. 

Service Units and Service Limitations: 1 hour unit consumer directed or agency directed up to 8 hours a day 
18 and older. 

Consumer Directed Services Facilitation 

Service Description: Consumer directed services facilitation uses the support of a Services Facilitator who is a 
Medicaid-enrolled provider. A Services Facilitator can be enrolled as an independent Medicaid provider or as 
an employee of a Medicaid-enrolled Services Facilitation agency provider. The Services Facilitator supports 
eligible individuals, and sometimes their families, in properly using consumer-directed services (CD Services). 
CD services, empowers the person with a disability to have greater control over the services they use. They 
can assess their own needs, determine how and by whom these needs should be met, and monitor the quality 
of services they use. CD services may be used in differing degrees and may span different types of services. 
They range from independently making all decisions and managing services directly, to using a representative 
to manage needed services. The underlying principle of CD services is that people with disabilities have the 
primary authority to make choices that work best for them, regardless of the nature or extent of their 
disability or the source of payment for services. 

Service Units and Service Limitations: Per visit, initial and 6-month re-assessments. The online training is 
found on the Partnership for People with Disabilities website. 

https://www.virginiamedicaid.dmas.virginia.gov/
https://servicesfacilitators.partnership.vcu.edu/
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Crisis Support Services 

Service Description: Crisis support services provide intensive supports by appropriately trained staff in the 
area of crisis prevention, crisis intervention, and crisis stabilization to a person who may experience an 
episodic behavioral or psychiatric crisis in the community which has the potential to jeopardize their current 
community living situation. This service shall be designed to stabilize a person and strengthen their current 
living situation so they can be supported in the community during and beyond the crisis period. 

This service includes: crisis prevention, crisis intervention, crisis stabilization: 

• Crisis prevention services provide ongoing assessment of medical, cognitive, and behavioral
status as well as predictors of self-injurious, disruptive, or destructive behaviors, with the
initiation of positive behavior supports to prevent occurrence of crisis situations. Crisis
prevention also encompasses providing support to the family and the individual through
facilitating team meetings, revising the behavior plan, etc. as they implement changes to the
plan for support and address any residual concerns from the crisis situation. Staff will arrange
to train and mentor staff or family members who will support the individual long term once the
crisis has stabilized in order to minimize or prevent recurrence of the crisis. Crisis support staff
will deliver such support in a way that maintains the individual's typical routine to the
maximum extent possible.

• Crisis intervention services are used in the midst of the crisis to prevent the further escalation
of the situation and to maintain the immediate personal safety of those involved. Crisis
Intervention is a relatively short term service that provides a highly structured intervention that
may include temporary changes to the person’s residence, removal of certain items from the
setting, changes to the person’s daily routine and emergency referrals to other care providers.
Those providing crisis intervention services must also be well-versed and fluent in verbal de- 
escalation techniques, including active listening, reflective listening, validation, and suggestions
for immediate changes to the situation.

• Crisis stabilization services begin once the acuity of the situation has resolved and there is no
longer an immediate threat to the health and safety of those involved. Crisis stabilization
services are geared toward gaining a full understanding of all of the factors that precipitated
the crisis and may have maintained it until trained staff from outside the immediate situation
arrived. Crisis stabilization plans are developed by staff trained in basic behavioral treatment
and crisis management. These plans may include modifications to the environment,
interventions to enhance communication skills, or changes to the individual’s daily routine or
structure. Staff developing these plans must be able to train support staff, family, and other
significant persons in the individual’s life.

Service Units and Service Limitations: 1 day unit; limits vary by component. 
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Electronic Home-Based Services 

Service Description: Electronic home-based services are goods and services based on Smart Home© 
technology. This includes purchases of electronic devices, software, services, and supplies not otherwise 
provided through the waiver or through the State Plan, that would allow access to technology that can be 
used in a person’s residence to support greater independence and self-determination. 

The items and services must: 

• decrease the need for other Medicaid services (e.g., reliance on staff supports); and/or
• promote inclusion in the community; and/or
• increase the individual’s safety in the home environment.

Allowable activities include: 

• the assessment for determining appropriate equipment/devices, acquisition, training in the use of
these goods and services;

• acquisition, training and use of goods and services; and
• ongoing maintenance and monitoring services to address an identified need in the individual’s person- 

centered service plan (including improving and maintaining the individual’s opportunities for full
participation in the community.

Service Units and Service Limitations up to $5000 annually. Not available to individuals using residential 
supports that are reimbursed on a daily basis (e.g., group home, sponsored or supported living residential 
services). 

Employment and Community Transportation 

Service Description: Employment and community transportation is offered in order to enable individuals to 
gain access to waiver and other community services or events, activities and resources, inclusive of 
transportation to employment or volunteer sites, homes of family or friends, civic organizations or social clubs, 
public meetings or other civic activities, and spiritual activities or events as specified by the service plan and 
when no other means of access is available. This service is offered in addition to medical transportation 
required under 42 CFR §431.53 and transportation services under the State plan. 

Environmental Modifications 

Service Description: Environmental modifications are physical adaptations to the individual's primary home or 
primary vehicle that are necessary to ensure the health and welfare of the individual, or that enable the 
individual to function with greater independence. Such adaptations may include, but shall not necessarily be 
limited to, the installation of ramps and grab-bars, widening of doorways, modification of bathroom facilities, 
or installation of specialized electric and plumbing systems that are necessary to accommodate the medical 
equipment and supplies that are necessary for the individual. Modifications may be made to a primary 
automotive vehicle in which the individual is transported if it is owned by the individual, a family member with 
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whom the individual lives or has consistent and ongoing contact, or a nonrelative who provides primary long- 
term support to the individual and is not a paid provider of services. 

Service Units and Service Limitations: Up to $5000 calendar year. 

Group Day Services 

Service Description: Group day services include skill building or supports for the acquisition, retention, or 
improvement of self-help, socialization, community integration, employability and adaptive skills. They 
provide opportunities for peer interactions, community integration, and enhancement of social networks. 
Supports may be provided to ensure an individual’s health and safety. 

Skill building is a required component of this service unless the individual has a documented degenerative 
condition, in which case day support may focus on maintaining skills and functioning and preventing or 
slowing regression rather than acquiring new skills or improving existing skills. 

Group Day Services should be coordinated with any physical, occupational, or speech/language therapies 
listed in the person-centered plan. 

Allowable activities include but are not limited to skill development and support in order to: 

• develop self, social, and environmental awareness skills;
• develop positive behavior, using community resources;
• volunteer and connect with others in the community;
• engage in career planning to include establishing a career goal; and
• develop skills required for paid employment in a community setting.

Service Units and Service Limitations: 1 hour unit up to 66 hours/week alone or in combination with other 
day options; Maximum 1:7 ratio. 

Group Home Residential 

Service Description: Group home residential consists of skill-building, routine supports, general sup- ports, 
and safety supports, provided primarily in a licensed or approved residence that enable an individual to 
acquire, retain, or improve the self-help, socialization, and adaptive skills necessary to reside successfully in 
home and community-based settings. 

Group home residential services may be in the form of continuous (up to 24 hours per day) services performed 
by paid staff who shall be physically present in the home. These supports may be provided individually or 
simultaneously to more than one individual living in that home, depending on the required support. These 
supports are typically provided to an individual living (i) in a group home or (ii) in the home of an adult foster 
care provider. 
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This service includes the expectation of the presence of a skills development (formerly called training) 
component, along with the provision of supports, as needed. 

Group home residential services shall be authorized for Medicaid reimbursement in the person-centered plan 
only when the individual requires these services and when such needs exceed the services included in the 
individual's room and board arrangements with the service provider. 

Supports may be provided individually or simultaneously to more than one person living in the home, 
depending on the required support. 
Service Units and Service Limitations: 1 day 

Independent Living Support 

Service Description: Independent living support is provided to adults (18 and older) and offers skill building 
and support to secure a self-sustaining, independent living situation in the community and/or may provide the 
support necessary to maintain those skills. 

Individuals typically live alone or with roommates in their own homes or apartments. 
These services are not provided in licensed homes. The supports are provided in a person’s residence or in 
community settings. There must be a backup plan for times when Independent Living Supports cannot be 
provided as regularly scheduled. 

Allowable activities include but are not limited to: 

• skill-building and support to promote community inclusion;
• increasing social abilities and maintaining relationships;
• increasing or maintaining health, safety and fitness;
• improving decision-making and self-determination;
• promoting meaningful community involvement; and
• developing and supporting with daily needs.

Service Units and Service Limitations: 1 month unit up to 21 hours a week. 

Individual and Family/Caregiver Training 

Service Description: Family/caregiver training provides training and counseling services to families or 
caregivers of those who use waiver services. For purposes of this service, "family" is defined as the unpaid 
people who live with or provide care to an individual served on the waiver, and may include a parent, spouse, 
children, relatives, foster family, or in-laws. "Family" does not include people who are employed to care for 
the individual. All family/caregiver training must be included in the individual's written plan of care. 
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Allowable activities include: 

• participation in educational opportunities designed to improve the family's or caregiver’s ability to give
care and support and

• participation in educational opportunities designed to enable the individual to gain a better
understanding of his/her disability or increase his/her self-determination/self-advocacy abilities

The need for the training and the content of the training in order to assist family or caregivers with 
maintaining the individual at home must be documented in the plan of care. The training must be necessary in 
order to improve the family or caregiver's ability to give care and support. 

Service Units and Service Limitations: 80 hours per plan of care year, billed hourly. 

In-Home Support Services 

Service Description: In-home support services are residential services that take place in someone’s home, 
family home, or community settings and typically supplement the primary care provided by the individual, 
family or other unpaid caregiver. In-Home Support services are designed to ensure the health, safety and 
welfare of the individual. 

Allowable services include: 

• skill-building;
• routine supports; and
• safety supports, any of which enable an individual to acquire, retain, or improve the self-help,

socialization, and adaptive skills necessary to reside successfully in home and community-based
settings.

It is permissible to bill this service for up to three people at a time (e.g., siblings); however, the per person 
reimbursement rate decreases with each additional individual. A backup plan for times when In-Home 
Supports cannot be provided as regularly scheduled must be in place. 

Service Units and Service Limitations: 1 hour; up to 3 people during a single time period. 

Peer Mentor Supports 

Service Description This service is delivered to waiver recipients by other individuals with developmental 
disabilities who are or have been service recipients, have shared experiences with the individual, and provide 
support and guidance to him/her. The service is designed to foster connections and relationships which build 
individual resilience. Peer Mentor Supports encourage individuals with developmental disabilities to share 
their successful strategies and experiences in navigating a broad range of community resources beyond those 
offered through the waiver with waiver participants so that the waiver participant is better able to advocate 
for and make a plan to achieve integrated opportunities and experiences in living, working, socializing, and 
staying healthy and safe in his/her own life, as well as to overcome personal barriers which are inhibiting 
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him/her from being more independent. Peer mentoring is intended to assist with empowering the individual 
receiving the service. This service is delivered based on the support needs of the individual as outlined in 
his/her person-centered plan. This service is designed to be short-term and periodic in nature. 

Allowable activities include: 
• The administering agency facilitates peer to peer "matches" and follows up to assure the matched

relationship meets the individual’s expectations;
• The peer mentor has face to face contact with the individual to discuss his/her specific

interests/desired outcomes related to realizing greater independence and the barriers to achieving
them;

• The peer mentor explains community services and programs and suggests strategies to the individual
to achieve his/her desired outcomes, particularly related to living more independently, engaging in
paid employment and expanding social opportunities in order to reduce the need for supports from
family members or paid staff;

• The peer mentor provides information from his/her experiences to help the individual in problem
solving, decision making, developing supportive community relationships and exploring specific
community resources that promote increased independence and community integration;

• The peer mentor assists the individual in developing a personal plan for accessing the identified
integrated community activities, supports, services, and/or resources.

Service Units and Service Limitations: 
1. Peer Mentor Supports is expected to be a short, periodically intermittent, intense service associated

with a specific outcome. Peer Mentor Supports may be authorized for up to 6 consecutive months, and
the cumulative total across that timeframe may be no more than 60 hours in a plan year.

2. The Peer Mentor shall not supplant, replace, or duplicate activities that are required to be provided by
the support coordinator. Prior to accessing funding for this waiver service, all other available and
appropriate funding sources shall be explored and exhausted.

3. Peer Mentors cannot mentor their own family members.
4. Peer Mentors shall be at least 21 years of age and may provide these supports only to individuals 16

years of age and older.
5. Individuals who receive supports through DD or other waivers may be peer mentors.

Personal Assistance 

Service Description: Personal assistance services provide direct support with activities of daily living, 
instrumental activities of daily living, access to the community, monitoring of self-administered medications or 
other medical needs, monitoring of health status and physical condition, and work-related personal 
assistance. These services may be provided in home and community settings to maintain the health status and 
functional skills necessary to live in the community or participate in community activities. 
Personal Assistance services may be consumer/self-directed (CD) or agency directed. If self-directed, a 
Services Facilitator is needed. 

Each individual and family/caregiver, family, or caregiver shall have a back-up plan for needed supports in case 
the personal assistant does not report for work as expected or terminates employment without prior notice. 
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Allowable activities include: 

1. support with activities of daily living (ADLs), such as: bathing or showering, using the toilet, routine
personal hygiene skills, dressing, transferring, etc.;

2. support with monitoring health status and physical condition;
3. support with medication and other medical needs;
4. supporting the individual with preparation and eating of meals;
5. support with housekeeping activities, such as bed making, dusting, and vacuuming, laundry, grocery

shopping, etc.;
6. support to assure the safety of the individual;
7. support needed by the individual to participate in social, recreational and community activities;
8. assistance with bowel/bladder programs, range of motion exercises, routine wound care that does not

include sterile technique, and external catheter care when properly trained and supervised by an RN;
and

9. accompanying the individual to appointments or meetings.

Personal Assistance is not available to those who: 

o use group home residential services;
o use sponsored residential services;
o Use supported living residential services;
o live in Assisted Living Facilities; or
o have comparable services through another program.

Service Units and Service Limitations: Ratio 1:1; 1 hour unit; not compatible with congregate services. 

Personal Emergency Response System 

Service Description: Personal Emergency Response System (PERS) is an electronic device and monitoring 
service that enable certain individuals to secure help in an emergency. PERS services shall be limited to those 
individuals who live alone or are alone for significant parts of the day and who have no regular caregiver for 
extended periods of time and who would otherwise require extensive routine supervision. 

PERS services may be authorized when there is no one else in the home with the individual who is competent 
or continuously available to call for help in an emergency. Medication monitoring units must be physician 
ordered and are not considered a stand-alone service. Individuals must be receiving PERS services and 
medication monitoring service simultaneously. 

Service Units and Service Limitations: One month unit. 

Private Duty Nursing 

Service Description: Private Duty Nursing is individual and continuous care (in contrast to part-time or 
intermittent care) for individuals with a serious medical condition and/or complex health care need, certified 
by a physician as medically necessary to enable the individual to remain at home, rather than in a hospital, 
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nursing facility or ICF-IID. Care is provided by a registered nurse (RN) or a licensed practical nurse (LPN) under 
the direct supervision of a registered nurse. 

These services are provided at a person’s place of residence or other community settings. 

Allowable activities include, but are not limited to: 

• monitoring of an individual's medical status and
• administering medications and other medical treatment

Service Units and Service Limitations: 15 minutes 

Respite 

Service Description: Respite services are specifically designed to provide temporary, substitute care for that 
which is normally provided by the family or other unpaid, primary caregiver. Services are provided on a short- 
term basis because of the emergency absence or need for routine or periodic relief of the primary caregiver. 

Such services may be provided in home and community settings to maintain health status and functional skills 
necessary to live in the community or participate in community activities. When specified, such supportive 
services may include assistance with instrumental activities of daily living (IADLs). 

Respite services may be consumer/self-directed or agency directed. If self-directed a Services Facilitator must 
be used. 

Service Units and Service Limitations: 1 hour unit up to 480 hours per fiscal year, for unpaid primary 
caregivers only. 

Shared Living 

Service Description: Shared Living means an arrangement in which a roommate resides in the same household 
as the person who uses waiver services and provides an agreed-upon, limited amount of supports in exchange 
for Medicaid funding the portion of the total cost of rent, food, and utilities that can be reasonably attributed 
to the live-in roommate. For those 18+. 

Shared Living supports include: 

o fellowship such as conversation, games, crafts, accompanying the person on walks, errands,
appointments and social and recreational activities;

o enhanced feelings of security which means necessary social and emotional support inside or
outside of the residence; and

o personal care and routine daily living tasks that do not exceed 20% of companionship time such
as meal preparation, light housework, assistance with and the physical taking of medications.
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Service Units and Service Limitations: 1 month 

Skilled Nursing 

Service Description: Skilled nursing is defined as part-time or intermittent care that may be provided 
concurrently with other services due to the medical nature of the supports provided. These services shall be 
provided for individuals enrolled in the waiver having serious medical conditions and complex health care 
needs who do not meet home health criteria but who require specific skilled nursing services which cannot be 
provided by non-nursing personnel. Skilled nursing services may be provided in the individual's home or other 
community setting on a regularly scheduled or intermittent basis. It may include consultation, nurse 
delegation as appropriate, oversight of direct support staff as appropriate, and training for other providers. 

Allowable activities include, but are not limited to: 

• monitoring of an individual's medical status or
• administering medications and other medical treatment.

Training, consultation, nurse delegation or oversight of family members, staff, and other persons responsible 
for carrying out an individual's support plan for the purpose of monitoring the individual's medical status and 
ad- ministering medications and other medically- related procedures consistent with the Nurse Practice Act 
[18VAC90-20-10 et seq., by statutory authority of Chapter 30 of Title 54.1, Code of Virginia] 

Service Units and Service Limitations: 15 minutes 

Sponsored Residential 

Service Description: Sponsored residential services take place in a licensed or DBHDS authorized sponsored 
residential home. These services shall consist of skill-building, routine supports, general supports, and safety 
supports, provided in a licensed or approved residence that enable a person to acquire, retain, or improve the 
self-help, socialization, and adaptive skills necessary to reside successfully in home and community-based 
settings. 

Sponsored residential services shall be authorized for Medicaid reimbursement in the person-centered plan 
only when the individual requires these services and when such needs exceed the services included in the 
individual's room and board arrangements with the service provider. 

Sponsored residential services to the individual in the form of continuous (up to 24 hours per day) services 
performed by the sponsor family. Sponsored residential support includes the expectation of the presence of a 
skills development (formerly called training) component, along with the provision of supports, as needed. 
These supports may be provided individually or simultaneously to up to two individuals living in that home, 
depending on the required support. 

Service Units and Service Limitations: 1 day; support to no more than 2 individuals 
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Supported Employment 

Service Description: Supported employment services are ongoing supports to those who need intensive 
ongoing support to obtain and maintain a job in competitive, customized employment, or self-employment 
(including home-based self-employment) for which an individual is compensated at or above the minimum 
wage, but not less than the customary wage and level of benefits paid by the employer for the same or similar 
work performed by individuals without disabilities. 

• Individual supported employment is support usually provided one-on-one by a job coach in an
integrated employment or self-employment situation. The outcome of this service is sustained paid
employment at or above minimum wage in an integrated setting in the general workforce, in a job that
meets personal and career goals.

• Group supported employment is defined as continuous support provided by staff in a regular business,
industry and community settings to groups of two to eight people with disabilities and involves
interactions with the public and with co-workers without disabilities. Examples include mobile crews
and other business-based workgroups employing small groups of workers with disabilities in the
community. Group supported employment must be provided in a manner that promotes integration
into the workplace and interaction between people with and without disabilities in those workplaces.

Allowable activities include but are not limited to: 

• job-related discovery or assessment;
• person-centered employment planning;
• negotiation with prospective employers;
• on-the-job training, evaluation and support;
• developing work-related skills; and
• coverage for transportation when necessary.
• Both the individual and group model must be in an integrated setting.

Service Units and Service Limitations: Individual model is 1:1; group model in groups with 8 or less; 1 hour up 
to 40 hours per week. 

Supported Living 

Service Description: Supported living takes place in an apartment setting operated by a DBHDS licensed 
provider. These services shall consist of skill-building, routine supports, general supports, and safety supports, 
that enable an individual to acquire, retain, or improve the self-help, socialization, and adaptive skills 
necessary to reside successfully in home and community-based settings. 

Supported living residential services to the individual in the form of ‘round the clock availability of staff 
services performed by paid staff who have the ability to respond in a timely manner. These supports may be 
provided individually or simultaneously to more than one individual living in that home, depending on the 
required support. 
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Allowable activities include, but are not limited to: 

• using community resources;
• personal care activities;
• developing friends and having positive relationships;
• building skills;
• daily activities in the home and community; and
• supporting to be healthy and safe.

Service Units and Service Limitations: 1 day; may be provided individually or simultaneously to more than one 
individual living in that home, depending on the required support. 

Therapeutic Consultation 

Service Description: Therapeutic consultation is designed to assist the individual’s staff and/or the individual's 
family/caregiver, as appropriate, with assessments, plan design, and teaching for the purpose of assisting the 
individual enrolled in the waiver. 

The specialty areas are: 

• psychology
• occupational therapy
• speech and language pathology
• physical therapy

• behavioral consultation
• rehabilitation engineering
• therapeutic recreation

The need for any of these services shall be based on the PC ISP and shall be provided to those individuals for 
whom specialized consultation is clinically necessary and who have additional challenges restricting their 
abilities to function in the community. Therapeutic consultation services may be provided in individuals' 
homes and in appropriate community settings (such as licensed or approved homes or day support programs) 
as long as they are intended to advance individuals' desired outcomes as identified in their ISPs. 

Service Units and Service Limitations: 1 hour 

Required Training: DBHDS requires training that covers 2021 regulatory changes to therapeutic consultation 
behavioral services. TCBS Training is available on the COVLC. A CSB Staff Account registration guide is 
available to assist you with setting up an account if needed. 

Transition Services 

Service Description: Transition services are nonrecurring set-up expenses for those who are transitioning 
from an institution or licensed/certified provider-operated living arrangement to a living arrangement in a 
private residence where the person is directly responsible for their own living expenses. 

Transition services are furnished only to the extent that they are reasonable and necessary as determined and 
clearly identified in the service plan, and the person is unable to meet such expenses or when the services 
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cannot be obtained from another source. Transition services do not include monthly rental or mortgage 
expenses; food; regular utility charges; and/or household items that are intended for purely 
diversional/recreational purposes. This service does not include services or items that are covered under other 
waiver services such as environmental modifications or assistive technology. 

Allowable costs include, but are not limited to: 

• security deposits that are required to obtain a lease on an apartment or home;
• essential household furnishings required to occupy and use a community domicile, including furniture,

window coverings, food preparation items, and bed and bath linens;
• set-up fees or deposits for utility or services access, including telephone, electricity, heating and water;
• services necessary for the individual's health, safety, and welfare such as pest eradication and one-time

cleaning prior to occupancy;
• moving expenses;
• fees to obtain a copy of a birth certificate or an identification card or driver's license; and
• activities to assess need, arrange for, and procure needed resources.

Service Units and Service Limitations: Up to $5000 lifetime expended within 9 months of authorization. 

Workplace Assistance 

Service Description: Workplace Assistance services are supports provided to someone who has completed job 
development and completed or nearly completed job placement training but requires more than typical job 
coach services to maintain stabilization in his/her employment. 
Workplace Assistance services are supplementary to the services rendered by the job coach; the job coach still 
provides professional oversight and job coaching intervention. 

The provider provides on-site rehabilitative supports related to behavior, health, time management or other 
skills that otherwise would endanger the individual’s continued employment. The provider is able to support 
the person related to personal care needs as well; however, this cannot be the sole use of Workplace 
Assistance services. 

• The activity must not be work skill training related which would normally be provided by a job coach.
• Services are delivered in their natural setting (where and when they are needed).
• Services must facilitate the maintenance of and inclusion in an employment situation.

Service Units and Service Limitations: Ratio is 1:1; 1 hour up to 40 hours per week. 

Patient Pay 

Patient Pay is defined as the amount of a member’s income that must be paid toward the cost of their 
Medicaid Long-term Care (LTC) Services. All members must have a patient pay calculated, but not all members 
have a contribution to pay to the LTC provider. Whether an amount is due to be paid depends upon the type 
and amount of a member’s income and allowable deductions. 
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The local Departments of Social Services (LDSS) are responsible for determining the amount of the patient pay 
contribution, if any, the member must make. 

Commonwealth Coordinated Care Plus (CCC+) Waiver 
A new Medicaid Managed Care Program includes the CCC Plus Waiver (CCC+). This Waiver combined what was 
formerly the Elderly and/or Disabled with Consumer Direction Waiver (EDCD) and the Assisted Technology 
(AT) Waiver. The CCC+ Waiver is administered by the Department of Medical Assistance Services (DMAS). 

CCC+ is an integrated delivery model that includes medical services, behavioral health services and long term 
services and supports (LTSS). 

People eligible are those who: 

• meet the Nursing Facility (NF) level of care criteria that is determined using the Uniform Assessment
Instrument (UAI) or are dependent upon technological support and require substantial, ongoing skilled
nursing care;

• if under age 65, must also have a disability, (Note: mental illness solely does not qualify as a disability
for this waiver);

• can have their health, safety, welfare safely maintained in the home when the nurse or personal care
aide is not present;

• are determined to be at imminent risk of NF placement; and
• are determined that community- based care services under the waiver are the critical services that

enable them remain at home rather than being placed in a NF.

Access 

Representatives from the Virginia Department of Health and local Department of Social Services screen people 
to determine if they meet the qualifications to use this waiver. The screening team includes a Health 
Department nurse and a Social Services representative. They use a tool called the Uniform Assessment 
Instrument (UAI) to determine if someone meets the required functional dependencies, medical/nursing 
needs and are at risk of nursing home placement. Screenings may also take place when someone is 
hospitalized. 

Working with Managed Care Organizations (MCOs) Care Coordinators 

Virginia has six (6) Managed Care Organizations available for the CCC+ Waiver. CCC Plus: Health Plans are 
located on the DMAS website under the link entitled CCC Plus MCO Member Services Contact Information. 

Each health care plan offered under the CCC+ Waiver, will provide a Care Coordinator to work with the 
participant and their doctors to create an individualized health care plan that includes among other things, 
individual outcomes and needed supports and services. 

https://www.dmas.virginia.gov/media/2964/final-ccc-plus-mid-year-amendment-effective-jan-1-2021.pdf
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Each person using CCC+ will also take part in a Health Risk Assessment that entails a survey in which the 
participant is asked health questions. The questions are meant to better serve a person and the information 
gathered guides the Care Coordinator/MCO when providing health related education. 

If someone uses the CCC+ Waiver, it is important that the Support Coordinator and Care Coordinator 
collaborate and coordinate supports and services. In addition, if a Support Coordinator believes someone 
would qualify for the CCC+ Waiver, they can assist them and their family with the application process. 

Two approvals need to happen: 

• a financial application for Adult Medicaid and Appendix D must be completed requesting Long Term
Care and given to the local Department of Social Services and

• the UAI needs to be completed by the Department of Health (DOH). A social worker from DSS or nurse
from the local DOH contact the applicant to schedule an appointment.

More information about the CCC+ Waiver. 

Addiction and Recovery Treatment Services 

Along with providing supports and services to people with Developmental and Intellectual Disabilities, 
Community Services Boards (CSBs) are the primary point of entry for services to treat substance use disorders. 
Support Coordinators need to familiarize themselves with how these services at their particular CSB operate 
and how referrals are made. It is vitally important to collaborate with the Substance Abuse Professional (SAP) 
when someone supported is seen by both the Support Coordinator and a (SAP). 

For more information about the services provided in Virginia, visit VA DBHDS website. 

https://vacsb.org/wp-content/uploads/2017/10/Provider-Quick-Reference-for-CCC-Plus-Aug-2017.pdf
https://dbhds.virginia.gov/behavioral-health/substance-abuse-services
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Introduction 

Support Coordination services aim to assist people with disabilities to utilize services while also becoming 
more independent and active in community life. Support Coordinators (SC) establish a positive and respectful 
relationship with people and their support networks. Support Coordination starts with a person-centered 
planning process based on the preferences and needs of the people using services. 

Person-centered planning is a set of approaches designed to assist someone to plan their life and supports. It 
is a planning process that focuses on the needs and preferences of the person- not the system or service 
availability- and empowers and supports people in defining the direction for their own lives. Person centered 
planning promotes self-determination, community inclusion and independence. 

The key areas for consideration in person centered planning are: 

• What are the things that are important to and for a person?
• Who are the important people in a person’s life?
• What are the person’s strengths or gifts?
• What is important to the person now and in the future (their dreams)?
• What kinds of support does the person need to achieve the life they want?
• What do we need to do to support the person?

Foundational Beliefs in Person Centered Planning 

Person centered planning (PCP) is a process-oriented approach to empowering people with disabilities. It 
focuses on the people and their needs by putting them in charge of defining the direction for their lives, not 
on the systems that may or may not be available to serve them. This ultimately leads to greater inclusion as 
valued members of both community and society. (Cornell University Person Centered Planning Education Site) 

Foundational Beliefs in Person Centered Planning 

• The person is at the focus of planning, and is the primary authority on his or her life direction.
• The purpose of person-centered planning is learning through shared action. People who engage in

person centered planning may produce documentation of their meetings, but these are only
footprints: the path is made by people walking together.

Support Coordination Process: Plan Development 
and Implementation 
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• Honest person-centered planning can only come from respect for the dignity and completeness of the
person who owns the plan.

• Assisting people to define and pursue a desirable future tests one’s clarity, commitment, and courage.
Person centered planning engages powerful emotional and ethical issues and calls for sustained search
for effective ways to deal with difficult barriers and conflicting demands.

“Those who treat PCP simply as a technique, and those who fail to provide for their own development and 
support will offer little benefit to the people they plan with.” 

Resource: John O’Brien and Herbert Lovett in Finding a Way Toward Everyday Lives 

Supported Decision Making 

Each person has a right to participate meaningfully in decisions regarding all aspects of services affecting him 
or her. This includes the right to consent or not consent to receive or participate in services, as well as the 
right to give or not give informed consent to the fullest extent possible, to receive or participate in treatment 
or services. It may be determined that some persons lack capacity to make informed decisions and they 
receive support from an authorized representative or legal guardian to make decisions. However, it is 
important to respect, protect, and help develop each person's ability to participate meaningfully in decisions 
regarding all aspects of services affecting him. 

According to the National Guardianship Association’s Standards of Practice and Ethical Principles, a guardian: 

• Treats the person with dignity.
• Involves the person to the greatest extent possible in all decision making.
• Selects the option that places the least restrictions on the person’s freedom and rights.
• Identifies and advocates for the person’s goals, needs, and preferences.

It is important for SCs to support people in having a voice to express their preferences in services, providers, 
and plans, even when they have a substitute decision maker. 

More information about supported decision making can be found in the Code of Virginia § 64.2-2000. 

Participation in Decision Making and Consent At-A-Glance 
Virginia Supported Decision Making Study 2015 At-A-Glance 

Linking to Services 

When a person receives a DD waiver slot, SCs need to have a conversation with them about the life they want 
to live, and the supports they might need to access in order to achieve their vision of a good life. In order to 
link people with appropriate resources, Support Coordinators must be knowledgeable about community 
resources that are available and should maintain regular contact with these resources in order to facilitate 
access and stay informed. Many CSBs create and maintain shared information files internally about available 

https://law.lis.virginia.gov/vacodefull/title64.2/subtitleIV/partD/
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resources and service providers, including medical, housing, residential, vocational and employment, 
community and civic, and spiritual resources. The SC should check with their supervisor to obtain access to 
resource guides. DBHDS and DMAS also maintain online lists of providers throughout the state of Virginia for 
persons seeking services outside their region. SCs can also access the My Life My Community Website, the 
DBHDS Licensed Provider Location Search , or the DMAS provider search to look for service providers in their 
region. 

Touring/Visiting Providers 

When a person expresses interest in exploring new services, they may be ready to begin touring and visiting 
potential service providers, and the SC can play a key role by doing the following: 

• Provide the person with information about all available services and qualified providers
• Provide contact information for reaching the organization
• Support the person in making the initial contact
• As necessary, contact the organization and accompany the person to the first meeting
• Make sure the person has the ability to access and utilize the service or resource
• Follow-up as needed to address any barriers to access and ensure a successful connection

Virginia Informed Choice form (DMAS-460) 

When a person who uses a DD waiver is considering their options for services, the Support Coordinator must 
offer the person a choice of all services available to them, as well as a choice of all of the providers qualified 
and willing to provide the desired services, including SC services. After making sure that the person has been 
given the opportunity to make an informed choice, the SC must document this by reviewing and completing 
the Virginia Informed Choice Form DMAS-460. More information and a copy of the DMAS-460 can be found in 
Chapter 5. 

An SC can ensure informed choice by doing the following: 

• Identify the needed resource and the person’s preferences.
• Review of existing services and providers and person’s satisfaction
• Discuss all available options and choices (especially more integrated options such as independent

living, employment, and community engagement)
• When the person chooses a service, explain to him or her, in a manner that they can understand, the

nature of the chosen services, any alternative services that might be advantageous for them, and any
accompanying risks or benefits of the proposed and alternative services.

Referrals 

A referral is the process by which an SC helps a person apply to use a service or other resource. Once a person 
has made a choice of service providers, the SC will work with the person and the service provider to share 
pertinent documentation, such as assessment information, service preference, and any other documentation 
the provider may request. The SC needs to ensure that a signed consent to exchange information has been 

https://mylifemycommunityvirginia.org/
https://www.virginiamedicaid.dmas.virginia.gov/wps/portal/Home/homepage/!ut/p/z1/04_Sj9CPykssy0xPLMnMz0vMAfIjo8zivQJMHA2dDAx9LVxdHA0cjR0Dggxcgw2AQD-ckIIooLQBDuAI0h-FRYmjgVOQkZOxgYG7vxFWBShmFORGGGQ6KioCABjSWDo!/dz/d5/L2dBISEvZ0FBIS9nQSEh/
https://mylifemycommunityvirginia.org/taxonomy/mlmc-menu-zone/find-provider
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completed for each new service provider before providing information about the individual. More information 
about the Consent to Exchange Information process can be found in Chapter 5. 

How to Utilize Assessment Information to Begin Plan Development 

In Chapter 5 of this handbook, the elements of the assessment process were described. The assessment 
process includes the completion of the SIS®, the Risk Awareness Tool, the Crisis Risk Assessment Tool, and 
Parts I and II of the PC ISP (Personal Profile and Essential Information). Other assessments that should be 
reviewed may include medical reports, school reports and psychological evaluations. 

Effective assessments start with prioritizing the person’s immediate concerns. It is important for an SC to pay 
attention to any immediate health and safety issues, risk, or risks of harm which can include: 

• Medical conditions,
• At risk behavior,
• Restrictive protocols
• Special supervision requirements
• Other presenting needs, as expressed by the person and / or their team and as documented in the

referral information; and
• The strengths and preferences of the person and resources that might be available

Conducting an assessment is really about eliciting someone’s personal story. Since they are the expert on their 
life, most information gathered should be from them, and supporters who know the person best, which may 
include their substitute decision maker, if applicable. When using the assessment to begin plan development, 
it is important to: 

• Listen to concerns without interrupting,
• Respect preferences, needs, and values,
• Use the assessment interview to begin to engage the person served,
• Help them identify strengths, resources, interests, and preferences,
• Include the family and other supporters with the person’s permission,
• Determine together the person's current level of support needs, and
• Share the findings from the assessment with the person seeking services.

Once the assessment is complete, it is time to move on to the development of the plan. 

Person Centered Planning and the Team Meeting 

Once a person has chosen their initial services and supports, and again on at least an annual basis, the SC 
should arrange for a team meeting. The team consists of the person and the SC, at a minimum, and should 
also include people who are chosen by the person and who know the person best. The person with whom a 
plan is being developed is always at the center of the planning process. The degree of their involvement 
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depends on their desire to participate, along with the extent to which they are able to participate. When 
planning with someone, it is best to bring together a group of people that want to contribute their time and 
talents because they know and care about the person and want to help them identify and achieve their goals. 
The Centers for Medicare and Medicaid Services (CMS) Home and Community Based Settings (HCBS) 
Regulations require that the person centered planning process: 

• Is driven by the individual
• Includes people chosen by the individual
• Provides necessary information and support to the individual to ensure that the individual directs the

process to the maximum extent possible
• Is timely and occurs at times/locations of convenience to the individual

Given these requirements, it is not acceptable for the SC or any provider to schedule meetings and inform the 
person, rather, SCs and providers should work with the person to support them to drive the scheduling 
process. This may require some flexibility on the part of the SCs and providers, but remember that meetings 
and plans belong to the people using services. 

Annual person-centered planning meetings should ideally be held approximately six weeks prior to the due 
date of the Person Centered Individual Support Plan (PC ISP). This time frame allows for last minute 
rescheduling, as well as time for SCs and providers to write their parts of the plan, individuals (and substitute 
decision makers, as appropriate) to approve the written plans, and submission for service authorization 
approvals. Service authorization requests should be submitted 30 days prior to the requested start date. 

SCs, providers, and people using services (and their chosen planning partner, as appropriate) should draft Part 
I Personal Profile and Part II Essential Information prior to the meeting. All team members contribute to its 
completion during the annual meeting with a draft or notes, or in writing before the meeting. The SC/CM 
combines the information that is then discussed and finalized at the annual meeting, with the final product 
shared by the support coordinator with all team members following the meeting. The information included in 
the sections of the Personal Profile is intended to be gathered through conversations with the person and 
those that know him or her best. 

Person centered planning meetings can often feel like an overwhelming amount of work, and it is tempting to 
conduct a meeting as if checking everything off of a list. However, the only way to write a true person- 
centered plan is to have robust discussions and gather information about the person what is important to and 
for them, and their needs and preferences first. 

Facilitating Conversation 

In his Keynote presentation for the conference “The Promise of Opportunity”, March 2000, Michael Kendrick 
says that person centered work begins within each of those involved in the plan and includes: 

• A commitment to know and seek to understand
• A conscious resolve to be of genuine service
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• An openness to being guided by the person who owns the plan
• A willingness to struggle for difficult goals
• Flexibility, creativity, and openness to trying what might be possible
• A willingness to enhance the humanity and dignity of the person
• To look for the good in people and help to bring it out

Having conversations is the primary mechanism used in planning and often it is the SC who facilitates these 
conversations. It is important to know that gathering information from people who know a person well, 
professionally or personally, may be done outside of a meeting as long as it is done with informed consent. 
The documents listed in the box below offer guidance in gathering information for a plan and having 
conversations with a person with a disability, family members, and professionals. 

As the facilitator, the SC must always keep the person as the focus of the discussion. Starting the meeting 
with asking team members what they like and admire about the person sets a positive tone for a meeting and 
allows everyone to be heard and recognized. It is also good to talk first about the good things that have 
happened in the person’s life since the last meeting. Person centered planning does not mean we ignore the 
things that are of concern, but it should not be the initial or primary topic of discussion. While facilitating the 
meeting, talk directly with the person, rather than talking around and about the person. Ask questions, and 
gather information. When possible, empower the person to share their personal profile with the team and 
include information about things that are important to them, what is working and needs to stay the same, and 
what is not working and needs to change. Team members can offer ideas and suggestions, which can be 
added to the profile with agreement from the person. SCs should also facilitate a discussion about what the 
person’s vision for a good life is. A person’s dreams and goals should be a driving force in the plan. 

The person and their team should also discuss things that are important for a person (issues of health and 
safety and being a valued member of one’s community), as well as any risks that have been identified. After 
ensuring that the person’s needs and preferences have been identified and that the team is supporting the 
person to find a balance between what is important to and for them, the discussion can address specific, 
measurable outcomes to include in the shared plan. 

• A Checklist for Person Centered Information Gathering and ISP Development Mary Lou Bourne 2008.
• A Guide for Developing Preliminary Essential Lifestyle Plans: Conversation with the Person with Whom

You are Planning Smull & ASA 2001 link at.
• A Guide for Developing Preliminary Essential Lifestyle Plans: Conversations with Family

and Support Services Smull & ASA 2001.

Read about Myths and Misconceptions about Person Centered Planning pages 69 through 73. 

Completing the Person-Centered Individual Support Plan (PC ISP) Trainings in the 
Virginia Learning Center 

Prior to completing PC ISP documentation, all Support Coordinators should complete the PC ISP Training 
Modules in the Virginia Learning Center. Here, SCs will learn how to complete Virginia’s PC ISP 
documentation. 

https://rtc.umn.edu/docs/pcpmanual1.pdf
https://covlc.virginia.gov/Default.aspx
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Parts of Virginia’s PC ISP 

Virginia’s Person-Centered ISP has 5 distinct parts: 

Part I- Personal Profile 

Facilitating a conversation with the person, with input from the rest of the team, is essential in order to gather 
the information necessary in Part I of the plan. The Personal Profile first outlines the person’s preferences for 
their meeting and how they prefer to be supported during the meeting, so it is essential that this conversation 
happens prior to planning the meeting. 

The Personal Profile then discusses the person’s talents and contributions. When completing this section, the 
SC should have discussions with the person, those who know and love them, and providers about the things 
that people like and admire about the person, as well as the truly great things about them. SCs should 
consider how they talk about their own friends and family, and how they themselves would want to be 
introduced to others. Saying things like the person has a great sense of humor and loves sculpting clay is more 
genuine than listing “disability praise” such as “he ambulates independently.” 

The next section in the Personal Profile discusses those things that are important to and for a person. 
Remember that “important to” things make the person happy, content and fulfilled, while “important for” are 
matters of health and safety and being a valued member of one’s community. These questions should be 
answered with regard to the seven life areas indicated in the plan: Employment, Integrated Community 
Involvement, Community Living, Safety and Security, Healthy Living, Social and Spirituality, and Citizenship and 
Advocacy. 

The next section in the Personal Profile asks about the life that the person wants. The team should have a 
discussion with the person about the things that are working well for him or her, what things in his or her life 
should remain the same or be enhanced, and what needs to be changed. The person should be empowered 
to share their dreams and visions of what they want their good life to look at. 

The final section of the Personal Profile asks the opposite question – what are the things that the person does 
not want in his or her life? The person should be supported to openly talk about things that are currently not 
working or making sense for them, or things that may not currently exist or be happening that they want to 
avoid having in their life. 

All of the information in the Personal Profile should be used as a tool to determine what is important to a 
person in those areas of their life, and act as a bridge to developing the outcomes in Part III of the PC ISP, 
Shared Planning. 

Part II - Essential Information 

Part II of the PC ISP, or Essential Information, contains a wide variety of information necessary to provide 
supports to an individual. Part I provides information across the following areas: 
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• Representation
• Disability Determination
• Health Information
• Behavioral and Crisis Supports
• Medications
• Physical and Health Conditions
• Last Exam Dates
• Allergies
• Social, Developmental, Behavioral and Family History
• Communication, Assistive Technology, and Modifications
• Education
• Employment
• Future Plans
• Review of Most Integrated Settings

Part III- Shared Planning 

Part III of the PC ISP, or Shared Planning, lists outcomes shared across providers, as necessary, in order to help 
the person on a path to the life they want. The Part III contains measurable outcomes listing an achievement 
the individual wants to pursue, the steps to get there, when it will be accomplished, and who is responsible for 
helping the person reach that achievement. The Shared Plan is completed at the annual meeting and holds the 
outcomes that lead to the life the person wants. 

In the development of outcomes, it is important not to lose sight of the purpose of planning, discovering and 
setting in place plans to pursue the life the person wants. In shaping outcome statements, three 
considerations are recommended. Outcomes that are meaningful to the individual can support a person with 
achieving independence, integration, or an increased quality of life. As outcomes are developed, teams may 
benefit from asking if the outcome speaks to one of these three areas in determining if the outcome supports 
the person in a meaningful way.  Tips for How to Write Measurable Outcomes can be found here. 

It is important to remember that services themselves are not outcomes. “Mary goes to day support” is not an 
outcome. Think about the reasons someone goes to day support. Is it so they can develop their ability to 
communicate better, learn to use resources in their community or develop the abilities they need in everyday 
life? The service is just what supports a person to get what matters to them based on their own particular 
needs and interests. 

While the SC is responsible for entering Parts I-IV into WaMS, outcomes and key steps to get there are 
developed at the planning meeting with input from the entire team. SCs do not “assign” outcomes, rather, 
the person, the SC, the provider and other planning partners discuss possible outcomes as they relate to the 
life that the person wants. Every team member is responsible for contributing to the discussion, and providers 
should be aware of the allowable activities and limitations of their service when agreeing to outcomes and key 
steps. It is critical that outcomes and key steps are developed and agreed to by the team during the 
planning meeting. 
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Part IV- Agreements 

Part IV, or the Agreements section, is an evaluation of the annual planning meeting. It contains questions for 
the individual and team, as well as a signature page that is signed by all present at the meeting. Answer all 
questions and record any plans to address or resolve objections. This is also a place to record any inability to 
meet a request and the related team decision. All parties involved in planning will sign the Part IV, and it will 
serve as the signature page for the plan. 

Part V- Plan for Support (PFS) 

Part V, or the Plan for Supports (also called a PFS) is the provider-completed part of the ISP. All service 
providers must have a PFS that details the activities and instructions that are expected to lead toward the 
agreed upon outcomes. The PFS includes: 

• Support Instructions that are constant in a person’s life,
• The individual’s Desired Outcomes from the Shared Planning (or a PFS revision),
• The Support Activities the provider has agreed to provide to support the person with each outcome,
• What will be seen or obtained to resolve each activity,
• Any additional Support Instructions needed to complete activities,
• A General Schedule of Supports, and
• When applicable, documentation of consent for any safety restrictions.

Avoid Jargon – 

When writing plans, use ordinary language rather than professional jargon. The SC can use themselves as a 
yardstick. If they would not use the same words or descriptions for themselves, then they should not be used 
to describe someone else. Also remember, the language needs to be understood by the plan owner. Here are 
just a few examples: 

• Instead of ‘interpersonal skills,’ use ‘easy to get along with.’
• Instead of ‘ambulates independently,’ use ‘walks on her own’—or consider whether this needs to

be said at all.
• Instead of ‘verbal cues or prompts,’ use ‘remind her by saying…’
• Instead of ‘auditory monitoring distance,’ use ‘within earshot.’
• Instead of ‘off-task behaviors,’ use ‘distractions.’
• Instead of ‘on-task behaviors,’ use ‘pays attention.’

How to Write Measurable Outcomes 

An individual’s desired outcomes should be based on what is important to the person with regards to their 
personal preferences; however, outcomes need to also be written in a way that is measurable. For 
example, having more spending money might be important to a person but does not establish what this 
means in measurable terms. In additional to being observable, a few additional considerations can increase 
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measurability of outcomes – the frequency of the outcome, the target date, and the steps that lead to the 
outcome. 

The statement “John has more money” can be improved by considering how this could describe an 
achievement that John would find meaningful such as: “John saves 50 dollars per month so that he can go on 
vacation next year,” or “John earns at or above minimum wage for 12 months so that he has more shopping 
money.” 

Each outcome in the PC ISP will have a target date noted as “by when,” which indicates that the outcome is 
expected to be accomplished or will be reassessed by that date. When desired, a frequency should be 
included in the wording of the outcome statement. 

The next step for planners and teams to increase measurability is to describe the basic steps that lead to the 
outcome. These steps are shared across the planning team to contribute to achieving the outcome. To make 
an outcome measurable, we would ask, “What are the steps to get there?” These steps lay out the plan to 
pursue the achievement which is in line with action planning, a foundational person-centered practice. These 
steps should be logical and when considered together be expected to result in the time-bound achievement 
that is defined in the outcome. 

For support teams who struggle with forming outcomes, there is a suggested formula, which has been 
noted as helpful and remains an option to support meaningful outcomes. This formula has been slightly 
modified as follows for the examples provided. The asterisk* is a reminder to include a frequency when desired: 

[Person’s name] [activity/event/important FOR]* so that/in order to [important TO achievement] 
(From DBHDS Person Centered ISP Guidance Document. For more detailed information and examples, 
see this document at the Virginia Regulatory Townhall website. 

How to Evaluate and Document Implementation of a PC ISP 

Once a PC ISP is complete, it is time to work towards completion of support activities in the SC’s Part V, 
complete documentation regarding progress towards completion of the outcomes, and review that 
documentation quarterly in a Person-Centered Review. 

Throughout the plan year, the SC will work to complete tasks related to supporting a person reach their 
outcomes as specified in the SC’s Plan for Support. 

Progress Notes 

An SC is required to complete documentation regarding contacts with the person and significant others in 
regards to the individual, progress towards outcomes, and significant events, health and safety concerns, such 
as falls, hospitalizations, etc. This documentation, called progress notes, should include specific details, such 
as full date of contact, who reported the information to you (name, title, and/or relationship to the individual), 
place of contact, type of contact, summary of contact- including what the SC did in regards to linking, 

https://townhall.virginia.gov/L/ViewGDoc.cfm?gdid=6379
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coordinating, and advocating, and should always have a signature/electronic signature and title of the SC 
completing the note, as well as date. Notes are required to be completed on the day the described supports 
were provided. Documentation that occurs after the date supports were provided shall be dated for the date 
the entry is recorded and the date of supports delivery shall be noted in the body of the note. 

Person Centered Review (PCR) 

Quarterly, the SC will complete a Person-Centered Review (PCR). This will include not only progress on 
outcomes for which the SC is responsible, but also a summary of the PCRs received from all service providers. 
Because of this, a provider has a 10-day grace period after the end of a quarter to complete their PCR and 
submit to the SC, then the SC has a 30-day grace period after the end of a quarter to complete their PCR. 

The PCR includes information regarding outcome status, including a summary of significant events from the 
quarter in regards to each outcome. If a change to the plan is needed, this will be documented in the PCR. 
Additionally, the PCR will include information regarding safety risks identified over the quarter, changes 
desired or needed regarding supports and services, satisfaction with supports and services, as well as plans to 
address any dissatisfaction, whether or not all Medicaid Services were implemented and how to address if not, 
and finally, any other significant events not included elsewhere in the PCR. 

Information in progress notes and PCRs, as well as in continued conversations throughout the year with the 
individual and team members, will be helpful in preparation for the upcoming plan year. 

Regional Support Teams 

At times, an SC may encounter difficulties or barriers to community supports for someone. In this instance, the 
Regional Support Team (RST) may offer assistance to the support team. RSTs can provide recommendations 
and assistance in resolving barriers in the most integrated community setting consistent with someone’s 
needs and informed choice. Submission of RST referrals are required to ensure informed choice and 
availability of services. Through referrals, the RST will monitor, track, and trend choice, integrated option 
availability, and challenges that require further system development. The SC shall notify the Community 
Resource Consultant (CRC) and RST in the following circumstances: a.) within five calendar days of an 
individual being presented with any of the following residential options: i. an intermediate care facility, ii. a 
nursing facility, iii. a training center, or iv. a group home with a licensed capacity of five beds or more; b.) if the 
CSB is having difficulty finding services within 30 calendar days after the individual's enrollment in the waiver; 
or c.) immediately when an individual is displaced from his or her residential placement for a second time. 
Recommendations from the RST are explored by the individual receiving services and their authorized 
representative/substitute decision maker with assistance of the Support Coordinator. The recommendations 
provide opportunities for the individual to choose more integrated options. For more information on RSTs 
please see the links provided below. 
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Regional Support Teams: SC Responsibilities 

If a referral to RST has been recommended, the SC should: 
• Use the RST Referral Flowchart to identify required steps and documentation requirements.
• Complete the RST Referral Form
• Document the referral to RST in the person’s record

Additional information and RST forms are available online at https://dbhds.virginia.gov/developmental- 
services/provider-development under Regional Support Teams (RST) 

Service Authorizations to Initiate Services 

Once a person has made an informed decision about support options and chosen service providers, the SC can 
begin the process of authorizing services in WaMS. It the responsibility of the SC to ensure that the 
information in WaMS is up to date, add all service providers into WaMS, review all requests, modify the 
amount or type of services as needed, and submit the service authorization for processing. More detailed 
information about the initiation of Service Authorizations can be found in section 12 of the WaMS User Guide. 

WaMS User Guide At-A-Glance 
“When to Submit What” At-A-Glance 
Service Authorization Guidance At-A-Glance 

PC ISP Training Modules and Examples 2020 

Self-Directed Training Modules are available in the following areas: 

PC ISP 1 - PCT 2020 
PC ISP 2 - Before the Meeting 2020 
PC ISP 3 - Identifying Risk 2020 
PC ISP 4 - The Planning Meeting 2020 
PC ISP 5 - After the Meeting 2020 

Corresponding Samples are also available: 

Sample Part V Skilled Nursing 
Sample Parts I - IV 
Sample Parts V CE - Modified 
Sample Part V Residential - Completed Use 

https://dbhds.virginia.gov/developmental-services/provider-development
https://dbhds.virginia.gov/developmental-services/provider-development
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Support Coordination Timelines 

Support Coordinators (SC) are knowledgeable of Person Centered Thinking and Person Centered Planning as 
part of the Person Centered Individual Support Plan (PC ISP) planning process. What is working and what is not 
working for the individual, as well as what is Important To and Important For the person drives outcome 
development for the PC ISP (what needs to be maintained, what needs to change, what could be enhanced). 
Through monitoring and evaluations, the SC takes the lead in ensuring that the support team follows through 
with the commitment(s) they made to support the person to reach their desired outcomes. This is 
accomplished through a number of billable and non-billable activities. It is important to know the difference, 
to assure that not only has a review of progress, satisfaction, and risk been completed, but also that an 
allowable activity has occurred so that the community services board/behavioral health authority (CSB/BHA) 
can bill for the support provided. To accurately monitor and evaluate each person, there are tasks that will 
need to occur, depending on the person, every 30, 60, or 90 days. Each SC is responsible for keeping up with 
their timelines and billable activities. 

Monthly Contact 

SCs must conduct a minimum of one contact or activity every month, defined as: 

• Direct or individual-related contacts, communication or activity with the individual, their
family/caregiver (as appropriate), service provider, or other organization on behalf of the individual.

The assigned SC will provide Support Coordination services as frequently and timely as the person needs 
assistance. There must be at least one documented contact, activity or communication, as designated 
previously, and relevant to the Individual Support Plan, during any calendar month for which Support 
Coordination services are billed. SCs are responsible for proactively identifying risks, implementing plans to 
mitigate previously known and newly identified risks, and resolving them in a timely manner. 

Billing will be submitted for an individual only for months in which direct or individual-related contact, activity, 
or communication occurs and the SC’s records document the billed activity. Service providers will be required 
to refund payments made by Medicaid if they fail to maintain adequate documentation to support billed 
activities. 

CHAPTER 8: 
Support Coordination Process: 
Monitoring Billable Activities and Evaluation 
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The allowable support activities can include but are not limited to: 

• coordinating initial assessment and annual reassessment of the individual and planning services and
supports, to include history-taking, gathering information from other sources, and the development of
a PC ISP. This does not include performing medical or psychiatric assessments, but may include referral
for such assessment;

• coordinating services and supports planning with other agencies and providers. This includes making
appointments;

• linking the individual to services and supports specified in the PC ISP;
• assisting the individual directly for the purpose of locating, developing, or obtaining needed services

and resources, including crisis supports;
• enhancing community integration by contacting other entities to arrange community access and

involvement;
• making collateral contacts with the individual to promote implementation of the PC ISP and successful

community adjustment;
• monitoring implementation of the PC ISP through regular contacts with service providers, as well as

periodic site visits and home visits;
• instruction and counseling which guides the individual in problem-solving and decision-making and

develops a supportive relationship that promotes implementation of the PC ISP. Counseling in this
context is defined as problem-solving activities designed to enhance an individual’s ability to live in the
community. Allowed instructional activities would include discussion about the benefits of the
activities listed in the service plan;

• monitoring the quality of services;
• assisting the individual to secure services in an Intermediate Care Facility/Intellectual or

Developmental Disability (ICF/IDD), if the individual or family member requests institutional
placement; and

• monitoring the PC ISP to ensure it is implemented as written and making TIMELY referrals, service
changes, and amendments to the PC ISP.

The activity of writing the PC ISP, Person-Centered Review, or progress note is not considered a billable case 
management activity. However, developing the PC ISP through a team meeting is a billable activity. 

There will be no maximum service limits for Support Coordination services, except for individuals residing in 
institutions or medical facilities. For these individuals, reimbursement for Support Coordination will be limited 
to 90-days pre-discharge (immediately preceding discharge) from the institution into the community. While 
individuals may require re-entry to institutions or medical facilities for emergencies, discharge planning efforts 
should be significant to prevent readmission. For this reason, Support Coordination may be billed for only two 
90-day pre-discharge periods in a 12-month period.
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Ongoing Assessment/Monitoring 

In Chapter 2, assessment was identified as the on-going process of gathering and summarizing information 
that guides the work between the SC and the person using services. The assessment not only helps to 
determine initial eligibility for services, but ongoing eligibility as well. 

Is the PC ISP implemented appropriately? 

Monitoring the PC ISP to determine if it is being implemented appropriately involves doing the following 
activities: 

• actively observe the person and service providers to make sure the plan is being properly
implemented, including the completion of the On-site Visit Tool (OSVT)

• make periodic site and home visits to assess the quality of care and satisfaction;
• make collateral contacts with people who support the individual (with whom there is a signed consent

to exchange information) in various aspects (school, work, medical, friends, paid providers, family, etc.)
to obtain a well-rounded picture of the person;

• consistently support the person in identifying concerns, and modify the plan to reflect concerns and
how concerns are addressed as necessary; and

• follow-up with the individual and support partners to determine if instructions provided by qualified
professionals are being followed.

Regularly meeting with people in their natural environment, for example their home, day program, or 
workplace will allow proper assessment of the plan implementation. Keep in mind that visiting someone at 
their worksite may be considered intrusive by the employer; therefore, the SC should identify alternative ways 
to monitor that service. 

Status of Current Risks and Identifying New Risks 

Ongoing assessment includes gathering information to make sure health and safety needs are met, as well as 
assessing the person’s ability to independently care for themselves. Some risks, like pressure sores/decubitus 
ulcers, can be reduced by understanding who is at risk, recognizing early signs of skin breakdown, and 
implementing interventions early. While the SC may not be the one to see skin breakdown, they can promote 
risk mitigation by having knowledge of risk factors, who is at risk, and ensure that outcomes are added to the 
PC ISP to prevent skin breakdown for those at risk. SCs can inquire directly with support personnel; ask to see 
positioning logs, skin check logs, etc. to further monitor the risk. Prevention is the key! For more information, 
go to the Department of Behavioral Health and Developmental Services (DBHDS) Office of Integrated Health 
(OIH) website for the presentation on Promoting Skin Integrity as well as other health and safety information. 

The SC should assess the status of current risks and evaluate the person’s current living situation to determine 
if there are new risks. Some examples of areas the SC may want to pay close attention to are: 

• the person’s dietary and nutritional needs;
• the current living situation;

https://dbhds.virginia.gov/office-of-integrated-health
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• activities of daily living (ADLs);
• risk of suicide or self-harm;
• social or environmental risk factors (family situation, lack of social support, or isolation); and
• change in mood or behavior.

The use of the On-site Visit tool (OSVT) will detail the assessment of current risks and new risks. The OSVT is to 
be completed monthly during months where visit occur, but no less than at one face-to-face visit each 
quarter. The OSVT helps ensure consistency for support coordinators across the state to confirm the ISP is 
implemented appropriately and the evaluation of a change in status is completed. Based on observation and 
report, this form helps guide the SC through a detailed checklist, allowing the findings and any actions that will 
be taken to be incorporated into the corresponding note. Information from this tool/notes should be included 
in the quarterly Person-Centered Review. 

Access the OSVT online at https://dbhds.virginia.gov/case-management/dd-handbook 

Documenting Newly Identified Needs, Preferences, Supports, and Services 

When the SC is conducting monthly contacts, face-to-face visits and person-centered reviews, all newly 
identified needs, preferences, supports and services should be documented in the progress notes. The PC ISP 
is updated when changes occur or new information is discovered, and updates are communicated with others 
supporting the person. Having ongoing and regular contacts with the person, service providers and family 
members, as appropriate, can help the SC assess and identify needed modifications to the PC ISP. 

Refer to the 2020 PC ISP Training Modules – Module 3 Identifying Risk for more information. 

Face-to-Face Visits 

SCs will meet with each individual face-to-face as dictated by the person’s needs. At face-to-face meetings, the 
SC will: 

• Observe and assess for any previously unidentified risks, injuries, needs, or other changes in status.
• Assess the status of previously identified risks, injuries, or needs, or other change in status.
• Assess whether the person's service plan is being implemented appropriately and remains appropriate

for the person.
• Assess whether supports and services are being implemented consistent with the person's strengths

and preferences and in the most integrated setting appropriate to the person's needs.

"Face-to-face visit" means an in-person meeting between the Support Coordinator and the individual and 
family/caregiver, as appropriate, for the purpose of assessing the person's status and determining satisfaction 
with services, including the need for additional services and supports. 

Documentation must clearly state that: 

• The SC was in the presence of the person, the date, and the location of the visit.

https://dbhds.virginia.gov/case-management/dd-manual
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• Unmet needs were identified, and a plan was developed to address the unmet need, if applicable.
• Satisfaction with services was assessed.
• Status of services was evaluated and adjusted as needed.
• A face-to-face visit occurred, and there are observations or assessments of:

o a newly identified need
o change in status or preference
o an inadequately addressed risk or need
o any issues with implementation of the PC ISP

• Then the SC will:
o Review and update the PC ISP as needed
o Develop a mitigation plan
o Document the issue

If any issues are identified during the face-to-face assessment, the individual’s status or preferences have 
changed, or the PC ISP is not being implemented as written or needs to change, document this in your face-to- 
face visit note (and OSVT as appropriate). 

It may be appropriate to convene a team meeting to review and update the PC ISP. This can be done via 
conference calls with the individual/family and team members to update the PC ISP. If they receive DD Waiver 
services, it should also be determined if the individual needs assistance advocating for a change in their 
outcomes. If the CSB/BHA is the only service provider, determine whether the SC Part V should also be revised 
to address the identified needs. Determine if new services are needed, or if current services/support activities 
need to be modified. The SC should ensure that the PC ISP is amended when the reassessment indicates that 
revisions in the plan are needed to address and meet an individual’s changed needs. The ISP should be 
updated as indicated and should include an implementation schedule for the changes needed to address the 
individual’s needs. 

Any identified issues should be addressed. Remember, the SC is responsible for coordination of services. The 
SC will make sure all team members are made aware of changes or newly identified risks that may affect their 
implementation of PC ISP outcomes. 

Documenting and communicating information is very important. It also confirms and validates that support 
was provided and received. If an issue is identified, it must be documented along with its resolution and/or 
the attempts to address barriers. 

The SC will conduct a face-to-face visit once every 90 days (with the allowance for a 10-day grace period) 
unless one of the following criteria are met.* The individual: 

• receives services from providers having conditional or provisional licenses;
• has more intensive behavioral or medical needs as defined by the Supports Intensity Scale® (“SIS®”)

category representing the highest level of risk to individuals*;
• has an interruption of service greater than 30 days;
• encounters the crisis system for a serious crisis, or for multiple less serious crises within a three-month

period;
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• has transitioned from a Training Center within the previous 12 months; and
• resides in congregate settings of 5 or more individuals*.

*Some exceptions apply

If one of the above criteria are met, the individual meets criteria for Enhanced Case Management. 

Enhanced Case Management 

1. The Department of Justice (DOJ) Settlement Agreement (SA) identifies certain situations that history
and evidence-based practice indicates increased risk for individuals with developmental disabilities. 
These high-risk   situations require more vigilant oversight to ensure that the individual remains stable 
and/or does not further deteriorate. This oversight is called Enhanced Case Management (ECM). Refer 
to the Case Management Guidelines (Nov 2012) and the April Update (April 2014). 

Review the individual’s need for Enhanced Case Management criteria at each face to face AND update as 
changes occur. ECM criteria will be applied to anyone: 

• with a DD Waiver; or
• receiving ID Targeted Case Management who is on the DD Waiver Waitlist and has a CCC+ Waiver; or
• receiving DD Targeted Case Management while on the DD Waiver Waitlist with a specialized service

need

ECM criteria as identified by the SA: 

• Receive services from providers having conditional or provisional licenses

SCs will fulfill the above face-to-face obligation for the entire time a provider is on a conditional (i.e. new) 
license or provisional (i.e., compliance violation) license. This level of face-to-face contact will continue for at 
least three months after a provider has been removed from provisional status. 

The list of providers with either a conditional or provisional license can be found on the DBHDS website. 

• Have more intensive behavioral or medical needs as defined by the Supports Intensity Scale® (“SIS”)
category, representing the highest level of risk to individuals

If any response to the Virginia SIS® Supplemental Risk Assessment (also referred to as the Annual Risk 
Assessment), regarding an individual is “yes,” the SC will meet with the individual in order to initiate ECM. 

Exception: A "yes" response to SIS Supplemental Risk Assessment Item #5 (fall risk) does not 
automatically constitute a more intensive behavioral or medical need requiring more frequent Case 
Management visits. Only if the individual has experienced an injury as a result of a fall in the past 90 
days will a “yes” to item #5 necessitate the more frequent Case Management visits. In this 
circumstance, the SC will meet with the individual in order to initiate ECM. 

https://dbhds.virginia.gov/
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If any item in sections 1a or 1b of the SIS® Supplemental Risk Assessment are scored “2” (i.e., extensive 
support needed), the individual will receive the more frequent face-to-face SC visits while those responses 
remain scored “2.” The exceptions are a score of “2” on: 

a) 1a #14 (lifting and/or transferring) unless an adverse event has occurred in the context of lifting or
transferring in the past 90 days, in which case this level of contact will continue until the individual is
stabilized, or
b) 1a #15 (therapy services).

Exception: For individuals who live in their family home and have more intensive behavioral or medical needs 
as defined by the SIS®, enhanced visits are not be required if their medical/behavioral condition is well- 
controlled and well managed and the individual is stable. 

Decision Tree: 

Starting point: Has at least one “yes” on the SIS® Supplemental Risk Assessment or a score of 2 or higher in 1a 
or 1b on the SIS Exceptional Medical and Behavioral Supports Needs. 

As with Support Coordination, when completing a face-to-face ECM visit, there is a 10-day grace period. 

ECM Flowchart at a glance 

ECM Guidelines Update April 2014 at a glance 

ECM Optional Worksheet 2021 

ECM Q & A 2021 

If it is determined that ECM is not needed at this point in time, SCs would be required on at least a quarterly 
basis to assess whether the family member/caregiver is following medical orders and/or behavior treatment 
plan recommendations. If the individual were to encounter any of these triggers, then ECM would be 
provided and continue until the person was stable, as defined below. 
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Stable is defined as: 

Living in the same home for at least one year, without significant events that threaten serious injury or death 
such as founded abuse and/or neglect; bowel obstruction; aspiration pneumonia; falls resulting in serious 
injury; or encounters with the crisis system for a serious crisis or for multiple less serious crises within a three- 
month period. 

• Have an interruption in service greater than 30 days

This means an interruption of any of the following waiver services: 

• congregate residential (including sponsored residential);
• in-home residential;
• personal assistance (agency-directed or consumer-directed);
• supported employment;
• day support (including Community Coaching and Community Engagement); and
• ongoing therapeutic services.

The SC will meet with the person face-to-face at least every thirty (30) days, with at least one such visit every 
two months in the individual's residence, until either services have resumed or the individual has lost his/her 
slot. 

An extended vacation, when the person and his or her family are out of town, does not constitute an 
interruption of service. Extended vacations must be clearly documented in the individual's record. 

• Encounter the crisis system for a serious crisis or for multiple less serious crises within a three-month
period

Crisis includes both behavioral/psychiatric and medical events. 

The SC will meet face-to-face with the person at least every thirty (30) days, with at least one such visit every 
two months in the individual's residence, for six months after discharge or until stabilized, if not stabilized 
within six months. 

“Serious crisis” means admission to a Crisis Stabilization Unit (CSU), REACH, hospital (other than 
for routine or elective procedures), hospital followed by admission to a Long-Term Rehab 
facility, an out of home placement due to CPS or APS involvement, or incarceration. 

“Multiple less serious crises” means assessment for admission to a CSU, REACH, hospital (other 
than for routine or elective procedures), hospital followed by admission to a Long-Term Rehab 
facility, an out of home placement due to CPS or APS involvement, or incarceration three or 
more times in a twelve (12) month period. 
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• Have transitioned from a Training Center (TC) within the previous 12 months.

The SC will meet face-to-face with the person at least every thirty (30) days, with at least one such visit every 
two months in the individual's residence, for twelve (12) months post TC discharge. 

• Reside in congregate settings of 5 or more

If individuals qualify for enhanced visits solely because they live in a congregate setting of 5 or more 
individuals, and are known not to be at risk for serious injury and/or death, then enhanced visits may not be 
required. Prior to a person being designated as not needing ECM visits, the person has to be stable (defined 
above) for at least one year. The SC will meet face-to-face with the person at least every thirty (30) days, with 
at least one such visit every two months in the individual's residence. 

Starting Point for Assessment – Lives in a congregate setting of 5 or more individuals 

Ways to Minimize Risks 

A SC can help to minimize the risks by: 

• identifying strengths (competencies, accomplishments, resources, support network);
• understanding the capability of service providers to meet the person’s needs and preferences;
• reviewing assessments completing by qualified professionals;
• making referrals as appropriate to help mitigate newly identified risks or potential risks;
• following-up with the individual and any support partners to assure plan to mitigate risk are being

developed and followed;
• link with assistive technology (AT) and environmental modifications (EM) as appropriate;
• being knowledgeable of community opportunities and resources;

"Stabilized" means that the individual has returned to his/her pre-crisis --i.e., typical or as near to 
typical as possible following the crisis – mode of functioning. 
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• helping people make informed decisions; and
• ongoing collaboration with the person, family members, and service providers.

Person Centered Review (PCR) 

The SC will conduct a Person-Centered Review (PCR) once every quarter, based on the start date of the ISP. 

These reviews will evaluate the continued relevance of the ISP and the person's progress toward meeting their 
outcomes. The SC is reviewing not only the provider’s Part V (if the individual has a DD Waiver), but is also 
reviewing their own Part V. The SC will update the PC ISP, if indicated, and implement any updates made. 

These reviews will document evidence of progression toward or achievement of a specific targeted activity for 
each outcome. 

For outcomes that were not accomplished by the identified target date, the SC and any appropriate team 
members will meet to review the reasons for lack of progress and provide the individual an opportunity to 
make an informed choice of how to proceed. 

The Person Centered Review form is available online at https://dbhds.virginia.gov/developmental- 
services/provider-development under Training Resources. 

Ways to address changes in needs, preferences, supports, and services 

SCs can address changes in needs and preferences by: 

• educating service providers about the person and their plan;
• updating team members about significant events or changes that impact the person;
• collaborating to achieve outcomes;
• emphasizing opportunities for increased community integration, employment, and independent living;
• providing information about the process and options for change;
• assisting in problem solving; and
• not prejudging who can and cannot achieve success.

Problem Solving and Addressing Barriers 

There are many situations in which problems can arise and SCs can help bring resolution and overcome 
barriers. This can be done by: 

• clarifying the problem;
• listing possible options;
• teaching and modeling problem solving for people with disabilities and supporters;
• assessing situations;
• defining barriers;

https://dbhds.virginia.gov/developmental-services/provider-development
https://dbhds.virginia.gov/developmental-services/provider-development
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• listing solutions to barriers;
• identifying pros and cons; and
• facilitating meetings to work together with the person/support team to accomplish any of the points

listed here.

Sometimes the problems are about conflicts between people. In those cases, SCs can manage the conflict by 
doing the following: 

• anticipate and help resolve emerging tensions between people;
• remain calm and constructive when confronted with people who are angry, critical, or threatening

(seeking assistance if needed); and
• mediate conflicts among people with disabilities, family members, and other care providers.

PC ISP Updates 

When the SC identifies the need to update or modify a PC ISP, they must: 

• review current outcomes and make changes to the PC ISP to reflect any modifications. This includes
updating the Case Management Plan for Supports;

• review modified provider service plans in WaMS (for DD Waiver only);
• submit the modified provider service plan (Part V Plan for Supports) for service authorization if there is

a request for a change in hours or service providers;
o For SC responsibilities related to modifications in Service Authorizations (SA) use the WaMS CSB

User guide section 12;
• update the PC ISP Part I Personal Profile, Part II Essential Information, and Part III Shared plan

(remember the SC can only update the Part III if they are adding or removing a provider from the
outcomes. Any other changes to the Part III come from the provider,) as needed;

• obtain consent to exchange information forms for any new service providers; and
• update the Informed Choice DMAS 460.
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Life Transitions 

Charting the Lifecourse is a person-centered framework that was “created to help individuals and families of 
all abilities and all ages develop a vision for a good life, think about what they need to know and do, identify 
how to find or develop supports, and discover what it takes to live the lives they want to live.” This framework 
includes key principles that center on a different way of thinking about how people can be supported to move 
toward their definition of a “good life.” One of the principles is “Trajectory of Life Experiences Across the 
Lifespan,“ which recognizes that each one of us has our own unique life trajectory shaped by our beliefs, 
cultures, and experiences. Learn more about the framework including the Life Stages and tools to assist in 
discussing and planning for a desired future by visiting the links below (Charting the Lifecourse Nexus © 2020 
Curators of the University of Missouri | UMKC IHD, UCEDD) 

Charting the Lifecourse Life Stages 
Charting the Lifecourse tools 

Support Coordinators (SC) frequently work with people who are transitioning between services. In order to 
assure continuity of services, guidelines for transitions are outlined in the following pages. 

Part C to Intellectual Disability/Developmental Disability Support Coordination (ID/DD SC) 

When children who receive Part C Early Intervention (EI) supports and services reach the age of two, the Early 
Intervention team will begin to transition the child and their family to Part B services, and potentially ID/DD 
Support Coordination. It is important for the EI SC and the ID/DD SC to work collaboratively to ensure 
continuity of services if Support Coordination services will continue. 

Part of this transition also includes Early Childhood Education through the Virginia Department of Education. 
The ID/DD SC can work with the EI team and the family to ensure the child is linked to their local Special 
Education division. More information about the transition from Early Intervention to Early Childhood 
Education can be found below. 

Transition from Part C to Part B at a glance 

The SC should check with their organization’s policies specific to documentation regarding transitions. 

Support Coordination Process: Transitions of 
Support 

http://www.lifecoursetools.com/lifecourse-library/exploring-the-life-stages/
https://www.lifecoursetools.com/lifecourse-library/foundational-tools/person-centered/
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School to Adult Services to Retirement 

When a person with a disability is transitioning from school to adult services, it can be an exciting and 
challenging time for everyone involved. This transition period can be an extended process, as students may 
engage in career exploration, experience changing needs and a change in DD Waiver priority. During this 
period, especially as graduation nears, students and their families begin to think about life after high school. 
Starting at age 14, teams work to identify the student’s and family’s desired outcomes and to plan their 
community and school experiences to assure that they acquire the knowledge and skills needed to achieve 
their goals. 

Additionally, the transition to retirement and older adulthood can also be a challenging and exciting time for 
people with disabilities. SCs providing support to adults with disabilities who are considering retirement can 
help the person develop a plan that focuses on their health, continued participation in their community, and 
security. 

The transition planning processes should enable the person to move successfully to postsecondary education 
and training, employment, independent living, retirement, retirement living and community participation 
based on the person’s preferences, interests, and abilities. 

Transition planning for adult services can involve many topics including but not limited to: 

• Employment opportunities
• Community integration
• Unpaid relationship development
• Post-secondary education
• Social Security benefits
• Retirement benefits
• Senior Navigation resources

Supported decision making, can help guide the person and team to consider a variety of opportunities, 
identify barriers, and make decisions to achieve the life he/she wants. An SC can work with the person and 
their family by providing information and resources. See the websites and resources provided below. See 
Supported decision making Chapter 3. 

• Alzheimer’s Association
• Area Agency on Aging (support for individuals 60+ and caregivers)
• National Task Group on Intellectual Disabilities and Dementia Practices
• No Wrong Door Virginia
• Supported Decision Making information
• Virginia Department of Education Transition Resources
• Social Security Benefits
• The Virginia Department of Aging and Rehabilitation Services Transition Guide
• Aging and Disability Networks
• Virginia Navigator

https://www.doe.virginia.gov/special_ed/transition_svcs/index.shtml
https://www.vadars.org/downloads/publications/TransitionServicesGuide.pdf
https://acl.gov/programs/aging-and-disability-networks
http://seniornavigator.org/
https://www.alz.org/
http://vaaaa.org/
https://www.the-ntg.org/
https://www.nowrongdoorvirginia.org/
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Transfers between Support Coordinators Within the Same CSB 

The relationship between the SC and the people they support is very important. At times, the person may feel 
the need to request a new SC. Licensing regulations dictate that all CSBs should implement a written policy 
describing how people are assigned SCs and how they can request a change of their assigned SC. To 
proactively promote choice, SCs will review choice of providers when service changes occur, and include 
choice of current providers and SC at least annually by completing the Virginia Informed Choice form (DMAS 
460) as required by Medicaid. When a person requests a change in SCs, the SC should check with their
supervisor to learn their agency’s policy and honor the request from the person for a change in SC whenever
possible. Once the change has occurred it is important for the newly assigned SC to ensure that the record
indicates the change in SC. Documentation of this change might include:

• updating the PC ISP Part I Essential Information;
• recording the request from the person in the progress notes;
• completing the Virginia Informed Choice form (DMAS 460); and
• notifying all collateral contacts (family members, providers, professionals).

Transfer Protocols to/from Other CSBs 

When a person moves to another locality it may become more challenging for a Support Coordinator to 
continue to monitor services. In this instance, the SC should work with the person to transfer Support 
Coordination services to another Community Services Board (CSB). For more detailed information about the 
protocol for transferring Support Coordination to another CSB, please see The VACSB Transfer Protocol at a 
glance. 

Transfers: SC Responsibilities 

The referring CSB, (typically the I/DD Director or designee) will notify, by telephone, the receiving CSB 
(typically the I/DD Director or designee) of the expected date of transfer. Date of transfer is usually 90 days 
from receipt of initial communication regarding the request to transfer. 

The referring CSB will send a follow-up letter to the receiving CSB to formally inform the receiving CSB of the 
planned transfer. An SC should check with their supervisor on the internal guidelines for this process. 

The letter must contain: 

• The individual’s name
• Medicaid number
• Date of transfer
• A listing of current services, providers and approved funding for services
• Any changes in providers or service levels that will occur with the move
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The referring CSB’s SC will work with the receiving CSB and provide copies of current assessments, PC ISP, and 
other relevant documentation required on the Transfer Summary. The receiving CSB will respond in writing 
accepting the transfer, confirming the transfer date and identifying the SC who will be assigned, so both SCs 
can collaborate in the transfer. 

The referring SC will: 

• participate in any intake meetings required by the receiving CSB;
• update the date of transfer, the new CSB and new SC in WaMS; and
• check with a supervisor for any additional internal procedures related to discharging the person from

SC services at their CSB. This will typically include completion of a discharge Summary, final Person-
Centered Review and final progress note at a minimum.

Additionally, there are protocols developed by the Developmental Disabilities (DD) Council specific to 
transferring a person from one CSB to another, please see The VACSB Transfer Protocol At-A-Glance, linked 
above. For the most recent protocols, the SC should check with the Developmental Disability (DD) Director of 
the CSB. 

Discharge/Transition Planning 

All licensed providers are required to have written procedures that define the process for transitioning a 
person between or among services operated by the provider. At a minimum the policy shall address: 

• continuity of services during and following transition;
• participation of the person or his authorized representative in planning;
• process and timeframe for transferring access to the record and ISP; and
• process and timeframe for completing the Transfer Summary.
• For more information, read 12VAC35-105-691 (Transition of Individuals Among Services) and 12VAC35-

105-693 (Discharge).

Training Center Discharges 

As mentioned in Chapter 2 of this handbook, anyone who previously resided in a training center who now lives 
in  the community is required to have a more intensive level of support from the SC. When a person residing in 
a training center is seeking discharge into the community, the SC plays an important role of ensuring a smooth 
transition. The assessment and plan development process for a person being discharged from a training center 
is similar to the process for someone already residing in the community. Additionally, there is further funding 
available to help someone move into the community. Please ask your supervisor for assistance with funding 
resources available in your locality. Virginia has approved limited funding as a part of the plan to support 
individuals transitioning from a Training Center or other state facility according to the “Community Move 
Process” to a community home of their choice. Transitional funding, formerly known as “Bridge Funding,” can 
be used in a variety of ways to support the planning and move of these individuals to their own homes or to a 



104 

provider home licensed by the DBHDS. The application is available on the Department of Behavioral Health 
and Developmental Services (DBHDS) website. 

Transitional Funds Guidelines at a glance 
Transitional Funds Application at a glance 

State Psychiatric Hospital Discharge 

Both CSBs and state psychiatric hospitals recognize the importance of timely discharge planning and 
implementation of discharge plans to serve persons in the community, as well as to ensure the ongoing 
availability of state hospital beds for people presenting with acute psychiatric needs in the community. 

Please read the collaborative discharge protocols for state psychiatric hospital discharges for more 
information. 

Private Medical/Psychiatric Hospital 

The SC may support a person who resides in a private hospital and is seeking discharge into the community. 
The SC should work collaboratively with the person, their family/guardian, and the hospital staff in order to 
assess the person’s needs upon discharge, identify risks, needs and preferences, address barriers and 
ultimately develop a plan that meets the person’s desired outcomes. Once the person returns to the 
community, the SC provides ECM services for one year and then determines if the person continues to meet 
the criteria for ECM services. 

Moves to Different Level of Care 

There are times when a person will need to move to a different level of care, such as a move from the family’s 
home to a group home, or the transition from high school to adult services. The SC should work with people to 
assess the need, identify resources/ service options and address barriers. As discussed earlier in this chapter, 
transitions can be challenging but with the correct resources and tools, the SC can ensure a smooth transition. 
Chapter 8 identifies strategies the SC can use to help assess the situation and modify the plan as needed. 
One major transition occurs when a person no longer needs Support Coordination. There are a number of 
reasons why a person may be discharged from SC services. Reasons may include, but are not limited to: 

• person moves out of the CSB catchment area or out of the state;
• death;
• person chooses to no longer use Support Coordination services;
• person is no longer eligible for Support Coordination services;
• person no longer meets financial eligibility for Support Coordination services; and
• person no longer has active or specialized need for Support Coordination services.

It is essential for the SC to work carefully through the transition and discharge process. SCs must ensure there 
is agreement for ending of SC services with the person, the agency, and other appropriate parties. The SC 
should provide reasonable notice of discharge that is based upon the facts and circumstances of each person’s 

https://dbhds.virginia.gov/library/mental%20health%20services/OMH-DischargeProtocols.pdf
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life. The SC should document both verbal and written notice to the person leaving services and the other 
participating service providers. It is important to communicate pertinent information, with permission, when 
transitioning to other providers and supports to maximize positive outcomes. As part of a Discharge 
Summary, the SC will include linkage to other resources as needed for a smooth transition. Documentation 
includes completion of the required Discharge Summary, notice of appeal rights, final Person Centered review, 
and a progress note. 

Discharge from Support Coordination-SC responsibilities: 

• complete SC agency’s documentation requirements for discharge (discharge summary, case notes, final
Person Centered Review, etc.) and submit a Notification of Right to Appeal letter regarding
termination, if the person is receiving Medicaid billed State Plan Option (SPO) Targeted Case
Management.

• An exception to the need for a Notification of Right to Appeal letter is when the person has moved to
another locality in Virginia and the receiving CSB will continue to provide TCM services. Because the
SPO case management will continue, there is no need to send the appeal notification because no
Medicaid services will be terminated.

DBHDS Licensing regulation 12VAC35-105-693 regarding Discharge.

Death 

When a person who uses SC services passes away, there are a number of steps the SC takes to document the 
event. Each CSB has internal procedures, so the SC should check with their supervisor to ensure all 
documentation requirements have been completed. 

Licensure regulation 12VAC35-105-160 (D2) states that all serious incidents, including death, should be 
reported in writing to the DBHDS Office of Licensing within 24 hours. The state database system used to 
document serious incidents, such as death, is known as CHRIS (Computerized Human Rights Information 
System), training is accessible via the following link under Advocate Information: 
https://dbhds.virginia.gov/quality-management/human-rights 

https://dbhds.virginia.gov/quality-management/human-rights
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Introduction 

People with disabilities need health care and health programs for the same reasons anyone else does - to stay 
well, active, and a part of the community. Having a disability does not mean a person is not healthy or cannot 
be healthy. Being healthy means the same thing for all of us - getting and staying well so we can lead full, 
active lives. People with disabilities experience all the same common health issues as the general population, 
yet as a group, they have much greater health needs. People with disabilities can also be at higher risk for 
injuries and abuse. For these reasons, health and safety are core concerns for people with disabilities, 
however, these concerns do not override a person’s fundamental right to the dignity of risk, the right to take 
risks when engaging in life experiences, and the right to fail in those activities. All too often people are limited 
from living their best lives under the guise of health and safety concerns when it is really a lack of a creative, 
committed effort to provide individualized and meaningful supports. 

Resource: Disability and Health Information for People with Disabilities 

Support Coordinator’s Role in Health & Safety 

The Support Coordinator (SC) should perform the same process steps regarding a person’s health and safety 
that they do for other supports and services for waiver individuals. Some of the particular duties regarding 
health and safety are outlined below. 

Assessment 

• Complete the Risk Awareness Tool at or prior to the initial Waiver meeting and annually thereafter to
increase awareness of the potential for a harmful event (e.g., bowel obstruction, sepsis, fall with injury,
self-harm, elopement, etc.) to occur and to facilitate the process of taking action to reduce and prevent
the risk.

• Complete the Crisis Risk Assessment Tool at intake and every face to face meeting thereafter to
capture information that may put an individual at risk for crisis or hospitalization, and to foster
proactive referrals to the REACH programs if such a risk is determined.

• Complete the Onsite Visit Tool at one face to face meeting with each person, no less than one time per
quarter to observe the person and the environment to assess for risks.

• Request copies of and/or results of health risk assessments (HRA) completed annually by CCC+ care
coordinators.

Chapter 10: 
Health & Safety 

https://www.cdc.gov/ncbddd/disabilityandhealth/people.html
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• Participate in SIS® meetings.

Plan Development 

• Document risk and medical and behavioral support needs, which can be gathered from a variety of
sources to include but not limited to: needs as determined by the SIS® assessment, the Risk Awareness
Tool, the Crisis Risk Assessment Tool, the Onsite Visit Tool, and the CCC+ HRA.

• Include linkages to services and providers in the Person-Centered Individual Service Plan (PC ISP) Part
III and SC Part V to address risk and ensure health and safety. For example, assist a person to obtain a
ramp through an environmental modification, link someone to a psychiatrist to obtain needed for
mental health support and medication monitoring, link a person to a physician for an assessment for
wound care, etc.

• Review provider Part V plans for supports to ensure they include supports as agreed upon in the
shared planning regarding risk and medical and behavioral needs.

Plan Implementation/Coordination 

• Communicate with all providers to share vital information. Example: a residential provider reports that
someone they support has received a new order from their physician that blood sugar levels have to be
tested every 2 hours. The day support program will need to be informed so that they can also make
sure the blood sugar levels are tested every 2 hours while that person is at their program.

• Communicate with Care Coordinators of the Managed Care Organizations (MCOs) to update them on
an individual's needs and services and obtain results of their HRAs.

• Collaborate with care coordinators regarding medically related issues to develop coordinated plans to
mitigate risks.

• Report alleged abuse, neglect or exploitation to Adult Protective Services (APS) and Child Protective
Services.

Monitoring 

• Review provider Person Centered Reviews and other documentation to obtain input on medical
information, appointment information, and to ensure that all needed follow up has been done for all
medical conditions and concerns.

• Obtain input from the person using services and their authorized representative or legal guardian, as
appropriate, on satisfaction with all services and providers.

• Follow through with service providers regarding implementation of physician's orders, etc.
• Obtain information on all medications a person takes and obtain side effect information from websites

and other sources such as the Physician’s Desk Reference (PDR).
• Document medication changes and communicate information to all providers.
• Review CHRIS Case Management Report and provider incident reports for injuries and medical

concerns, and document communication with providers to ensure that all needed follow up occurred.
• Request needed medical records from family members, group home providers, and medical providers.
• Ensure that an individual obtains a physical within 12 months prior to enrollment into a DD Waiver.
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List of suggested considerations/questions to ask regarding Health & Safety when conducting face to face 
visits. 

Advocacy 

• Advocate for annual physicals, dental exams, and other recommended preventative screenings and
immunizations based on medical history, age and gender.

• Advocate for needed referrals. Example: Someone has been having increased seizure activity. The
Primary Care Physician has not ordered any blood work, medical tests, or shown any concern about
this increased seizure activity. The SC can advocate for a referral to a specialist, such as a neurologist
for more specialized care.

• Link to needed funding sources to cover someone’s needs. Example: drug companies frequently offer
reduced rate medications programs for those unable to pay for their prescriptions.

Optimal Health 

Maintenance of optimal health is one of the most basic supports provided by the team supporting a person 
with a disability. This is a shared responsibility among all entities who work with the person. It is a primary 
responsibility of the SC to lead the team in identifying health and safety risk factors, develop individualized 
supports, and to monitor the implementation of those supports and the person’s wellbeing. The level of active 
involvement with health care practitioners depends on the risk factors of each person. 

Achievement of OPTIMAL HEALTH is based upon these principles: 

• Person Centered: People participate in decisions about their health and are supported in making
person-centered decisions about healthy lifestyles, such as food choices, and activity.

• Access: People have adequate contact with health practitioners regarding their physical and mental
health, receiving preventative health care and services, including recommended physical and dental
exams, and timely assessment, treatment, and follow up for acute and chronic health issues.

• Support: People are supported, as needed, in all aspects of their health care including decision making,
access, and following their prescribed treatment plans (e.g., medications, diets, mealtime instructions).

• Documentation: People’s health related information, both current and historical, is documented
accurately and available when needed. People have some form of identification, which includes
emergency contact information, with them at all times.

PROACTIVE STEPS TO HEALTH 

In the area of health and safety, there are proactive steps that can be taken that can contribute to optimal 
health in people with disabilities just as they do for the general population. These topics should be included in 
the discussion when developing a support plan. These include: 
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Good Nutrition 

People with disabilities have the same needs for good nutrition and proper weight management as people 
without disabilities. Since developmental disabilities are often associated with other medical conditions, it 
may be recommended that a person adhere to a special diet for health reasons or food allergies. This may 
involve exploring outcomes with those supported about potentially serious consequences of consuming food 
items, such as nuts if allergic, nutritious and well-balanced meals, meal preparation, and food choice and 
amounts. Aging adults, whose nutritional needs, appetite, and vulnerability to illness are often changing, may 
require additional guidance and assistance. Note: No special diet should be implemented without checking 
first with the person’s medical professional. 

Attention to Personal Hygiene 

Personal hygiene plays a major role in how others view a person. It is important for all of us to wear clean 
clothing, keep our hair clean and to bathe regularly. Because people with disabilities are often seen by others 
as “different,” it is even more important to have good personal hygiene. Dirty clothing and sloppy 
appearances get in the way of meeting new people and making friends. When dressed in clean, well-fitting 
clothing, people are more likely to be seen in a positive manner. Some people with disabilities may need 
reminders, guidance, or physical intervention to assist with maintaining their personal appearance. Good 
hygiene, especially dental care, is also important for health reasons. Lack of attention to bathing or to routine 
care of teeth and gums can lead to serious medical conditions. 

Exercise 

Along with regular medical care and good nutrition, exercise is another important element for a healthy life. 
Many people have never experienced a regular exercise program. Though they may face some physical 
challenges, there are a variety of activities designed for older adults and people with disabilities. Exercise can 
be fun and exciting. All people benefit from moving more, so exploring physical activities the person enjoys 
doing and finding ways to include these activities in their daily routine can positively impact their overall 
health and wellbeing. Most major health organizations recommend at least 30 minutes of exercise most days 
of the week, using a combination of cardiovascular exercise (walking, swimming, and/or aerobics) and 
resistance exercise (weights). Encouraging creativity on the part of the person’s support team can be a role of 
the Support Coordinator. No new exercise program should be implemented without checking with the 
person’s medical professional. 

Assistive Technology 

Assistive technology refers an item, device, piece of equipment, or set of products that is used to maintain or 
improve ability. Assistive technology allows people to function with more independence, provides more 
choices, and results in an increased sense of confidence. Assistive technology devices may range from simple 
and inexpensive everyday items to complex computer systems. 

Some devices are not designed just for people with disabilities; they can make life easier for anyone. Examples 
of assistive technology that enable people to carry out daily activities include: eating and cooking utensils 
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fitted with oversize handles for easier gripping, shower benches and bathtub lifts, wheelchair ramps, 
programmable telephones, and picture boards. There are also assistive technology communication devices 
that provide assistance for people who do not communicate using words. The device can include speech, 
gestures, sign language, symbols, synthesized speech, dedicated communications aids, or microcomputers. 

Assistive technology benefits people as they age. It may be a key element in helping people remain in their 
home and community. It also helps maintain as much independence as possible, as physical and cognitive 
abilities change due to the aging process. If any of these devices are thought to benefit an individual, the SC is 
responsible for investigating funding for such devices. It is possible that the needed item may be available 
through Medicaid or Medicare. 

Regular Medical and Dental Care 

Regular medical and dental care is crucial in helping people enjoy a healthy life. It is important for team 
members to work closely with each person’s primary care physician and other medical and health 
professionals to make sure regular routine tests and screenings are completed and to assist in communicating 
to the health professional issues someone might be experiencing. All team members should be on the lookout 
for changes in appearance or behavior that may indicate some symptom of illness. Some people may not be 
able to fully communicate what they are feeling (physically and emotionally). It is important to be diligent in 
observing, monitoring, and reporting any of these changes. This role is usually done by the direct support 
professional (DSP) as they, are likely to have the consistency of contact needed to be aware of and note 
changes. It is the role of the SC to monitor changes in health and safety and to work with the person and the 
team to adjust supports accordingly. 

Resource: Direct Support Professional Orientation Manual 

Medication and Side Effects 

Some people take multiple daily medications. All medications can have side effects - some of which can be 
harmful. Side effects may indicate that the medication dosage or type may need to change. In addition, people 
on more than one medication may experience symptoms related to the interactions of their medications. 

While it is impossible to remember all the possible side effects for medications, it is important that the SC 
know where to find this information. Reputable sites that include information about drugs, dosage, uses and 
side effects are: 

• Drugs & Medication A-Z
• Find Drugs and Conditions
• Rx List

https://www.webmd.com/drugs/2/index
http://www.drugs.com/
https://www.rxlist.com/
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Barriers to Quality Healthcare 

Barriers to Quality Healthcare for People with Disabilities 

• Difficulties communicating signs and symptoms to a health care provider about treatable yet untreated
health conditions.

• Attitudes and assumptions of medical staff including discrimination and lack of empathy or caring for
people with disabilities.

• Untreated specific health issues related to the person’s disability due to health care providers’
inadequate knowledge.

• Decreased access to generic/preventative health screening as well as to specialists services
• Lack of independent mobility causing reliance on others to attend appointments.
• Behavior problems that may manifest themselves out of untreated medical conditions, fear or

disorientation.
• Lack of time and resources.

Resource: Barriers in health care for people with disabilities: It’s not what you think. 

Common Health Issues 

People with disabilities experience all the same common health issues as the general population yet as a 
group, they have much greater health needs. Identification and treatment may be more complex, due in part 
to associated difficulties with communication, which leads to under - recognition of common illnesses and 
disorders. These common conditions include: 

• Coronary heart diseases, e.g. high blood pressure, high cholesterol, cardiovascular disease
• Respiratory diseases,
• Oral health issues,
• Gastrointestinal diseases, e.g. dysphagia (difficulty in swallowing), aspiration pneumonitis,

Gastroesophageal reflux disease (GORD), constipation)
• Endocrine diseases, e.g. diabetes, thyroid conditions
• Epilepsy
• Bone health
• Visual impairment and/or hearing loss
• Cancer
• Mental and behavioral health issues
• Dementia, e.g. Alzheimer’s, vascular dementia
• Dermatitis (skin issues)
• Sleep disorders
• Obesity
• Hepatitis B

http://scopeblog.stanford.edu/2017/09/18/barriers-in-health-care-for-people-with-disabilities-its-not-what-you-think/
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These conditions while not unique to people with disabilities may occur more often or more seriously than in 
the general population and so are an important part of any assessment for the purpose of identifying and 
planning for appropriate supports. An online resource for looking up health information about these and other 
conditions is the National Institutes of Health. In addition, the DBHDS Office of Integrated Health has prepared 
many Safety Alerts on a variety of health topics, which are available online. 

Resource: Assessment in Primary Care. 

Eight Health Risks 

The following is a list of areas in which changes may indicate signs of illness or a change in health status. There 
are 8 health issues that are often overlooked and need to be more carefully monitored. These conditions can 
progress rapidly and result in bigger problems, even death. They are most likely to be identified and addressed 
by the DSPs who have regular contact with the person. However, the SC needs to be aware of the signs and 
symptoms of these health issues as well, so that they can properly monitor these conditions. The Department 
of Health and Developmental Services (DBHDS) Office of Integrated Health (OIH) has issued safety alerts on 
these conditions and provides a monthly newsletter that addresses health and safety issues. The 8 health risks 
include: 

Skin Care (general) 

Healthy skin aids in regulating body temperature, protecting internal organs from injury and environmental 
elements, and protecting against infection. 

Things to look for, but not limited to, and/or reports of: 

• unusual or abnormal color (pale, pink, red, or bluish);
• rashes, cuts, open sores, raised bumps, blisters, bruises;
• changes in skin temperature (such as moist, hot, or cool to the touch); and
• Parasites.

Decubitus ulcers/ pressure ulcers (bed sores) Decubitus ulcers are injuries to skin and underlying tissue 
resulting from prolonged pressure on the skin. Bedsores most often develop on skin that covers bony areas of 
the body, such as the heels, ankles, hips and tailbone. People most at risk of bedsores are those with a medical 
condition that limits their ability to change positions or those who spend most of their time in a bed or chair. 

Bedsores can develop quickly. Most sores heal with treatment, but some never heal completely. Most 
pressure sores are preventable with the proper supports such as regular changes in positioning, different 
seating, use of adaptive equipment. When pressures sores are a risk, physician orders for positioning protocols 
need to be developed and implemented. Documentation should be maintained on positioning logs which can 
be monitored by SCs. Skin integrity training is routinely offered by OIH. 

https://www.nih.gov/institutes-nih/nih-office-director/office-communications-public-liaison/clear-communication/clear-health-nih
https://dbhds.virginia.gov/office-of-integrated-health
http://www.intellectualdisability.info/changing-values/articles/assessment-in-primary-care
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Things to look for include: 

• unusual changes in skin color or texture;
• swelling;
• pus-like draining;
• an area of skin that feels cooler or warmer to the touch than other areas;
• tender areas; and
• if there are signs of infection, such as a fever, drainage from a sore, a sore that smells bad, or increased

redness, warmth or swelling around a sore, immediate medical attention should be sought, visit the
Mayo Clinic website for more information.

Aspiration Pneumonia 

Aspiration pneumonia is an inflammation of the lungs and airways to the lungs from breathing in foreign 
material. Aspiration pneumonia develops from inhaling food, vomit, liquids, or saliva into the lungs. This may 
occur when someone has difficulty swallowing (dysphagia) and has watery eyes or coughing while consuming 
food or fluids. 

Things to look for, but not limited to, and/or reports of: 

• chest pain,
• cough,
• fatigue,
• nausea,
• fever,
• shortness of breath, wheezing, and
• bluish discoloration of the skin caused by lack of oxygen (e.g., mouth, nail beds, finger tips).

Falls 

Fall risk is important to address as 1 in 3 older adults fall daily. Fall complications can include broken bones, 
head injuries, problem with daily activities, and need for home health care. 

Things to look for, but not limited to, and/or reports of: 

• health issues and medication;
• being shoved or running into a barrier;
• cluttered rooms, area rugs, wet or slick surfaces, improper lighting;
• wet or slick surfaces without non-skid footwear; and
• lack of appropriate medical adaptive equipment, inappropriate footwear.

http://www.mayoclinic.org/
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Urinary Tract Infections (UTI) 

A UTI is an infection of the urinary tract, which is the body’s system for removing wastes and extra water. 
Women are more susceptible than men due to their anatomy and reduced bladder function later in life and 
symptoms vary by age and gender. People who use wheelchairs and/or have reduced mobility are also more 
susceptible to developing UTIs. There are two different types of UTIs - the lower UTI relates to infections that 
occur in the urethra (a short narrow tube that carries urine from the bladder out of the body) and bladder - 
and the upper UTI is more severe and relates to infections that may involve the kidneys. 

Things to look for, but not limited to, and/or reports of: 

• pain or burning during urination;
• increased frequency, urgency of urination, incontinence;
• lower abdominal, pelvic or rectal pain or pressure;
• confusion, behavioral changes, increased falls;
• mild fever or “just not feeling well;” and
• changes in urine (such as milky, cloudy, bloody or foul-smelling).

Upper UTI symptoms develop rapidly and may not include the symptoms for a lower UTI and require 
emergency care. 

Things to look for, but not limited to, and/or reports of: 

• fairly high fever (higher than 101F);
• shaking chills;
• nausea;
• vomiting; and
• flank pain (pain in the back or side, usually only on one side at waist level).

Dehydration 

Dehydration occurs when we lose more fluids than we are taking in. The lack of water in the body may result 
from either a decrease in fluid intake or an increase in fluid loss. Water helps transport waste, supports tissue 
and cell hydration and helps regulate your temperature. Dehydration can be an important factor in illness and 
even death. Diarrhea and vomiting are the most common reasons why someone loses excess fluid. 

Things to look for, but not limited to, and/or reports of: 

• urine is concentrated and more yellow;
• dry mouth and nose;
• dry skin;
• decreased tear production;
• headache;
• dizziness;
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• sleepy or tired; and
• light headed (especially when standing).

SEVERE dehydration symptoms can include, but are not limited to confusion, lack of sweating, little or no 
urination, weakness, coma, organ failure (especially kidney), changes in vital signs (increase in pulse and 
decrease in blood pressure), and “tenting” of skin (sticks together, stays upright when pinched together). 

Constipation and Bowel Obstruction 

Constipation is the slow movement of feces through the intestine which results in infrequent bowel 
movements and hard, dry stools. The longer it takes for stool to move through the large intestines, the more 
fluid is absorbed and the harder stool becomes, making it difficult and sometimes impossible to pass. 

Things to look for, but not limited to, and/or reports of: 

• changes in bowel habits;
• infrequent bowel movements (less than 3 a week or more than 3 days between);
• difficulty passing stools - straining, painful;
• hard, dry, lumpy, small stools;
• belly pain relieved by bowel movements, swollen abdomen;
• bright red blood in stools; and
• leaks of wet, diarrhea-like stool between regular bowel movements.

Severe constipation can result in serious complications including rectal bleeding, nausea, vomiting, weight 
loss, bowel obstruction, fecal impaction, hemorrhoids, anal fissures and rectal prolapse. Two serious 
constipation issues are fecal impaction and bowel obstruction. Fecal impaction is when hard, dry stool is in 
the large intestines, often the rectum and cannot be passed. Individuals with fecal impactions often have 
breathing difficulties due to the collection of the stool in the colon. Fecal impaction can be life threatening. A 
bowel obstruction is either a partial or complete blockage of the small or large intestines and requires 
immediate medical attention! People who use wheelchairs and/or have reduced mobility are also more 
susceptible to developing a bowel obstruction. Use of a log to track bowel movements may be recommended 
to ensure people are having regular adequate bowel movements. This log would typically be maintained by 
DSPs and can be monitored by SCs. 

Bowel obstruction: Things to look for, but not limited to, and/or reports of: 

• abdominal pain;
• swelling and fullness;
• vomiting; and
• diarrhea; and odor to breath.
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Sepsis 

Sepsis is a serious medical condition caused by an overwhelming immune response to infection. Sepsis can 
arise unpredictably and can progress rapidly. Sepsis springs from two factors: an infection (such as pneumonia 
or a urinary tract infection) and a powerful and harmful response by the body’s own immune system. 

In severe cases, one or more organs fail. In the worst cases, blood pressure drops, the heart weakens and the 
patient spirals towards septic shock. Once that happens, multiple organs - lungs, kidneys, liver - may quickly 
fail and the person can die. 

Seizures 

Seizures are defined as abnormal movements or behavior due to electrical activity in the brain. Seizures might 
include shaking and convulsions, and can last a few seconds or over 5 minutes. Seizures have many causes and 
can lead to brain damage or even death. Diagnosis occurs when a person has had two or more seizures. 
Providers should track and report seizures. SCs should routinely monitor seizure activity. There are many types 
of seizures. 

Things to look for include, but not limited to, and/or reports of: 

• brief blackout followed by a period of confusion;
• changes in behavior;
• drooling or frothing at the mouth;
• eye movements;
• shaking of the entire body;
• grunting or snorting;
• loss of bladder or bowel control;
• sudden falling;
• teeth clenching;
• tasting a bitter or metallic flavor;
• temporary stop in breathing;
• uncontrollable muscle spasms with twitching and jerking limbs; and
• mood changes such as sudden anger, unexplainable fear, paranoia, joy or laughter.

Specific Developmental Disabilities and Co-occurring Medical Concerns 

The most common developmental disability is intellectual disability. According to the Centers for Disease 
Control (CDC), more than one out of every 100 school children in the United States has some form of 
intellectual disability. Cerebral palsy is the second most common developmental disability, followed by autism 
spectrum disorders: 

Other Developmental and Behavioral Disorders 

http://www.firstsigns.org/delays_disorders/other_disorders.htm
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For some syndromes or disability types, there are commonly co-occurring health issues. While people may not 
present with all of the co-occurring conditions that are associated with their disability, it is helpful to keep in 
mind these issues when supporting a person in their medical care. Following are the conditions associated 
with the most common developmental disabilities. 

Down syndrome (the most frequently occurring form of ID) 

• heart disease
• early onset dementia
• obesity
• disrupted sleep patterns and sleep disorders
• musculoskeletal conditions
• hearing loss
• vision problems
• Hypothyroidism (underactive thyroid)
• diabetes
• infections
• blood disorders
• hypotonia
• gum disease and dental problems
• epilepsy
• digestive problems
• celiac disease
• mental health and emotional problems

What conditions or disorders are commonly associated with Down syndrome? 

Cerebral palsy 

• oral motor impairment
• speech impairment
• intellectual disabilities
• learning difficulties
• visual impairment and blindness
• seizure disorder (epilepsy)
• sensory disorders

Conditions Associated with Cerebral Palsy 

Autism spectrum disorders 

• Anxiety
• ADHD

https://www.mayoclinic.org/diseases-conditions/hypothyroidism/symptoms-causes/syc-20350284
https://www.nichd.nih.gov/health/topics/down/conditioninfo/associated
https://www.cerebralpalsyguide.com/cerebral-palsy/coexisting-conditions/
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• Depression
• Epilepsy
• immune disorders
• intellectual disabilities
• OCD
• sensory disorders
• sleep problems
• Tourette syndrome
• Social (pragmatic) communication disorder

Conditions that can occur with autism 
Medical Comorbidities in Autism Spectrum Disorders 

Abuse, Neglect, and Exploitation 

It is estimated that people with disabilities are between two and five times more likely to be victims of abuse 
as those without disabilities (Martin et al., 2006; Mitra, Mouradian, & Diamond, 2011; Plummer & Findley, 
2011). Further, research has indicated that most abuse perpetrators are known by the person with DD and 
often include parents, intimate partners, extended family members, caregivers, teachers, bus drivers, and 
other paid service providers (Stevens, 2012). People with disabilities are also at greater risk of experiencing 
domestic and sexual abuse by non-intimate partners, including other family members and care providers 
within and outside of institutions (Chenoweth, 1996; Oktay & Tompkins, 2004; Saxton, et al., 2001; Young, et 
al., 1997). 

With these statistics in mind, the chances that an SC will support someone who is experiencing or has in the 
past experienced abuse, neglect or exploitation will be great. The SC is a mandated reporter. The 
responsibilities of the SC regarding mandated reporting are found in Chapter 2. 

The definitions for abuse, neglect and exploitation as outlined in Administrative Code of Virginia (22VAC30- 
100-10) are:

• "Abuse" means the willful infliction of physical pain, injury or mental anguish or unreasonable
confinement of an adult as defined in § 63.2-1603 of the Code of Virginia.

• “Adult” means any person 60 years of age or older, or any person 18 years of age or older who is
incapacitated and who resides in the Commonwealth as defined in § 63.2-1603 of the Code of
Virginia.

• “Neglect" means that an adult as defined in § 63.2-1603 is living under such circumstances that he is
not able to provide for himself or is not being provided such services as are necessary to maintain his
physical and mental health and that the failure to receive such necessary services impairs or threatens
to impair his well-being. However, no adult shall be considered neglected solely on the basis that such
adult is receiving religious nonmedical treatment or religious nonmedical nursing care in lieu of
medical care, provided that such treatment or care is performed in good faith and in accordance with
the religious practices of the adult and there is written or oral expression of consent by that adult.
Neglect includes the failure of a caregiver or another responsible person to provide for basic needs to
maintain the adult's physical and mental health and well-being, and it includes the adult's neglect of
self.

http://raisingchildren.net.au/articles/autism_spectrum_disorder_comorbidity.html
http://nationalautismassociation.org/pdf/MedicalComorbiditiesinASD2013.pdf
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Neglect includes: 

• the lack of clothing considered necessary to protect a person's health;
• the lack of food necessary to prevent physical injury or to maintain life, including

failure to receive appropriate food for adults with conditions requiring special
diets;

• shelter that is not structurally safe; has rodents or other infestations which may result in
serious health problems; or does not have a safe and accessible water supply, safe heat
source or sewage disposal. Adequate shelter for an adult will depend on the
impairments of an adult; however, the adult must be protected from the elements that
would seriously endanger his health (e.g., rain, cold or heat) and could result in serious
illness or debilitating conditions;

• inadequate supervision by a paid or unpaid caregiver who provides the
supervision necessary to protect the safety and well-being of an adult in his
care;

• the failure of persons who are responsible for caregiving to seek needed medical care or
to follow medically prescribed treatment for an adult, or the adult has failed to obtain
such care for himself. The needed medical care is believed to be of such a nature as to
result in physical or mental injury or illness if it is not provided;

• medical neglect includes the withholding of medication or aids needed by the adult such
as dentures, eye glasses, hearing aids, walker, etc. It also includes the unauthorized
administration of prescription drugs, over-medicating or under- medicating, and the
administration of drugs for other than bona fide medical reasons, as determined by a
licensed health care professional; and

• self-neglect by an adult who is not meeting his own basic needs due to mental or physical
impairments. Basic needs refer to such things as food, clothing, shelter, health or medical
care.

“Exploitation" means the illegal, unauthorized, improper, or fraudulent use of an adult as 
defined in § 63.2- 1603 of the Code of Virginia or the adult’s funds, property, benefits, 
resources, or other assets for another's profit, benefit, or advantage, including a caregiver or 
person serving in a fiduciary capacity, or that deprives the adult of his rightful use of or access 
to such funds, property, benefits, resources, or other assets. 

"Adult exploitation" includes: 

• an intentional breach of a fiduciary obligation to an adult to his detriment or an
intentional failure to use the financial resources of an adult in a manner that results
in neglect of such adult;

• the acquisition, possession, or control of an adult's financial resources or property
through the use of undue influence, coercion, or duress; and

• forcing or coercing an adult to pay for goods or services or perform services against
his will for another's profit, benefit, or advantage if the adult did not agree, or was
tricked, misled, or defrauded into agreeing, to pay for such goods or services or
perform such services.

Signs of abuse, neglect and exploitation 



120 

Caregiver Stress and Burnout 

As a Support Coordinator providing in-home visits, it is important to recognize the emotional, physical, mental and 
financial demands of being a caregiver. Some caregivers are well connected, while others may be isolated, and you may 
be one of the few people who visit the home. While you are there to support the individual, be attentive to the 
caregiver(s). Listen for requests they make for additional supports as well as comments about their lack of sleep or their 
own health (physical or mental) problems or their additional financial burdens. If possible, assess other responsibilities 
the caregiver may have. Don’t be afraid to ask about their own support system. Offer information for resources that are 
available in their community. Be proactive. If you believe supports are needed sooner than later, don’t hesitate to 
escalate those concerns to your supervisor. 

Caregivers commonly experience high levels of stress, anxiety, depression and other mental health effects. Read more 
at the Family Caregiver Alliance (https://www.caregiver.org/resource/caregiver-health/). 

Signs of caregiver stress and burnout are listed below. 

Signs of caregiver stress 

• Feeling overwhelmed or constantly worried
• Feeling tired often
• Getting too much sleep or not enough sleep
• Gaining or losing weight
• Becoming easily irritated or angry
• Losing interest in activities once enjoyable
• Feeling sad
• Having frequent headaches, body pain or other physical problems
• Abusing alcohol or drugs, including prescription medications
(https://www.mayoclinic.org/healthy-lifestyle/stress-management/in-depth/caregiver-stress/art-
20044784)

Signs of caregiver burnout 

• Withdrawal from friends, family and other loved ones
• Loss of interest in activities previously enjoyed.
• Feeling blue, irritable, hopeless and helpless.
• Changes in appetite, weight or both.
• Changes in sleep patterns.
• Getting sick more often.
• Feelings of wanting to hurt self or the person being cared for.
• Emotional and physical exhaustion.
• Irritability.
(https://my.clevelandclinic.org/health/diseases/9225-caregiver-burnout)

Caregiver stress and/or caregiver burnout can lead to a mental health crisis. Warning signs include having 
trouble with daily tasks, sudden, extreme changes in mood, increased agitation, abusive behavior, isolation, 

https://www.caregiver.org/resource/caregiver-health/
https://www.caregiver.org/resource/caregiver-health/
https://www.mayoclinic.org/healthy-lifestyle/stress-management/in-depth/caregiver-stress/art-20044784
https://www.mayoclinic.org/healthy-lifestyle/stress-management/in-depth/caregiver-stress/art-20044784
https://my.clevelandclinic.org/health/diseases/9225-caregiver-burnout
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paranoia and symptoms of psychosis. Warning signs are not always present when a mental health crisis is 
developing. Be attentive to these warning signs of suicide: 

• Giving away personal possessions
• Talking as if saying goodbye
• Taking steps
• Making or changing a will
• Collecting and saving pills or buying a weapon
• Saying things like “Nothing matters anymore”
• Withdrawing from friends, family and normal activities
• Increasing drug or alcohol use

Emotional support can help to deal with the stress of caring for someone with a disability. The impact on the 
caregiver cannot be minimized. Caregivers experience elevated levels of depression and anxiety, higher use of 
psychoactive medications, worse self-reported physical health, compromised immune function and increased 
risk of early death https://www.cdc.gov/aging/caregiving/index.htm. 

Signs of Abuse and Neglect as a Result of Caregiver Burnout 

• Injuries of unknown origin
• More restrictive supports in the home
• Less restrictive supports in the home
• Reports by the individual of use of:

o Intimidation
o Humiliating or aggressive language

• Failure to protect from harm
• Failure to meet essential needs to include:

o Essential medical care
o Nutrition
o Hydration
o Hygiene
o Basic activities of daily living or shelter

In extreme cases, suicide and filicide (the killing of one’s son or daughter) are carried out. Read An Overview of 
Filicide (https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2922347/) to learn more. If you have concerns with 
a caregivers’ level of stress or behavior, or fear for any family member in the home, please reach out to your 
supervisor for guidance. As a mandated reporter, you are required to report concerning suspicions. The 
Virginia Department of Social Services has two 24-hour, toll-free hotlines (one for concerns about children and 
one for adults). The hotline staff are trained to provide crisis counseling and intervention if needed, and can 
provide information and referral assistance to callers to locate prevention and/or treatment programs in their 
area as appropriate. The hotline numbers are provided below. 

Connecting a caregiver to resources is the first step to providing support. Please review and share these 
resources and information related to caregiver support. 

https://www.cdc.gov/aging/caregiving/index.htm
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2922347/
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My Life My Community Website 

https://www.mylifemycommunityvirginia.org/ 

Resources for People on the DD Waiver Waiting List 

Disability & Health Information for Family Caregivers 

         https://www.cdc.gov/ncbddd/disabilityandhealth/family.html       

              Partnership for People with Disabilities – Center for Family Involvement 

https://partnership.vcu.edu/programs/community-living/center-for-family-involvement/ 

Suicide Prevention: 1-800-273-8255 and website: https://suicidepreventionlifeline.org/ 

Child Abuse/Neglect hotline (Virginia): 1-800-552-7096 

Adult Protective Services hotline (Virginia): 1-888-832-3858 

DARS APS Division:  https://www.vadars.org/aps/ 

Virginia Department of Social Services: https://www.dss.virginia.gov/about/abuse.cgi 

Virginia COPES (Support through talking or texting about struggles and mental health; Spanish speaking 
counselors are available): 1-877-349-6428 

Family Violence and Sexual Assault Virginia Hotline: 1-800-838-8238 

LGBTQ Partner Abuse and Sexual Assault Helpline: 1-866-356-6998 (Instant messaging and texting options 
available – for texting: 1-804-793-9999 

National Domestic Violence Hotline: 1-800-7993-7233 

National Alliance for Mental Illness (NAMI): 1-888-486-8264 

National Alliance for Mental Illness (NAMI) Virginia Chapter: 1-804-285-8264 

https://www.mylifemycommunityvirginia.org/
http://www.mylifemycommunityvirginia.org/
https://www.cdc.gov/ncbddd/disabilityandhealth/family.html
https://suicidepreventionlifeline.org/
https://www.vadars.org/aps/
https://www.dss.virginia.gov/about/abuse.cgi
https://www.cdc.gov/ncbddd/disabilityandhealth/family.html
https://partnership.vcu.edu/programs/community-living/center-for-family-involvement/


123 

End of Life 

It is inevitable that Support Coordinators will experience the death of someone they are supporting. In some 
instances, the SC will have had a relationship with this person for years and they will experience grief and 
sadness. It is important that the SC reach out and rely on their own support systems during these times of loss. 
The relationship is a professional one, but also a human relationship, one with feelings, caring and regard. It is 
okay to acknowledge this and grieve. SCs may need to assist persons in obtaining end of life care through 
hospice or other medical providers 

Learn more at https://www.nia.nih.gov/health/end-of-life. 

https://www.nia.nih.gov/health/end-of-life
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Introduction 

In addition to the private providers who provide services to individuals with developmental disabilities, the 
Support Coordinator (SC) relies on the supports and services of many organizations to help them carry out 
their job responsibilities. Below are just some of the resources. 

Virginia Department of Behavioral Health & Developmental Services (804) 786-3921 

• Division of Developmental Services https://dbhds.virginia.gov/developmental-services
• Waiver Services https://dbhds.virginia.gov/developmental-services/waiver-services
• Crisis Services - (REACH Adult DD Crisis Services, REACH Children DD Crisis Services, Statewide and

Regional Resources/Documents) https://dbhds.virginia.gov/developmental-services/Crisis-services
• Community Integration and Transition Supports (Training Center Transition Services, Regional Support

Teams, Guardianship, Family Resource Consulting, Single Point of Entry for ICF/IIDs, Incident
Management/Quality assurance) https://dbhds.virginia.gov/developmental-services/training-centers

• Community Support Services (Employment, Housing, Individual Family Support Program)
Employment https://dbhds.virginia.gov/developmental-services/employment

• Housing https://dbhds.virginia.gov/developmental-services/housing

Individual Family Support Program (IFSP) - IFSP is designed to assist those on the DD Waiver Wait List and their 
families to access short-term, person/family centered resources, supports and services. These services and 
items funded through the IFSP are intended to support the continued residence of an individual in their own 
or family home in the community. Support Coordinators can encourage families and individuals to apply for 
this funding and offer support, as needed, in the application process. More information can be found at the 
IFSP website. Individual and Family Support Program 

• Department of Justice Agreement
• Home and Community Based Settings Regulations
• My Life My Community

o Search for Providers
o Virginia DD Waiver Guidance (select Navigating the DD Waivers Guidebook)

(844) 603-9248
• Office of Integrated Health
• Office of Human Rights
• Office of Licensing, Licensed Providers and Provider Inspection/Investigation Reports Search

http://www.dbhds.virginia.gov/
https://dbhds.virginia.gov/developmental-services
https://dbhds.virginia.gov/developmental-services/waiver-services
https://dbhds.virginia.gov/developmental-services/Crisis-services
https://dbhds.virginia.gov/developmental-services/training-centers
https://dbhds.virginia.gov/developmental-services/employment
https://dbhds.virginia.gov/developmental-services/housing
https://dbhds.virginia.gov/doj-settlement-agreement
https://www.govinfo.gov/content/pkg/FR-2014-01-16/pdf/2014-00487.pdf
http://www.mylifemycommunityvirginia.org/
https://mylifemycommunityvirginia.org/taxonomy/mlmc-menu-zone/find-provider
https://mylifemycommunityvirginia.org/taxonomy/mlmc-menu-zone/waiver-information
https://dbhds.virginia.gov/office-of-integrated-health
https://dbhds.virginia.gov/quality-management/human-rights
https://dbhds.virginia.gov/quality-management/Office-of-Licensing
https://dbhds.virginia.gov/developmental-services/ifsp
http://lpss.dbhds.virginia.gov/lpss.aspx
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American Association on Intellectual and Developmental Disabilities (AAIDD) 
(202) 387-1968

The Arc of Virginia 

Centers for Independent Living 

Centers for Medicare & Medicaid Services 

Community Health Clinics 

Department for Aging and Rehabilitative Services 

Department of Education: Special Education 

Department of Health 

Department of Medical Assistance Services 
(804) 786-7933 (General Information), (800) 343-0634 (TTY)

Department of Social Services 
(804) 726-7000 (General Information)

disABILITY Law Center of Virginia 
(800) 552-3962

Disability Navigator 

Early Periodic Supports Diagnosis & Treatment (EPSDT) 

National Gateway to Self-Determination 

The Olmstead Initiative 

Parent Educational Advocacy Training Center 

Partnership for People with Disabilities/Virginia Commonwealth University 
(804) 828-3876 (Voice), (800) 828-1120 (TTY)

Positive Behavioral Supports 

Social Security Administration 

http://www.aamr.org/
https://thearcofva.org/
https://www.vadars.org/cbs/cils.htm
http://www.cms.gov/
https://vacommunityhealth.org/about-the-association/about-chcs/
https://www.vadars.org/#gsc.tab%3D0
http://www.doe.virginia.gov/special_ed/index.shtml
http://www.vdh.virginia.gov/
http://www.dmas.virginia.gov/
https://www.dss.virginia.gov/
http://www.dlcv.org/
https://disabilitynavigator.org/
https://www.medicaid.gov/medicaid/benefits/epsdt/index.html
https://disabilitynavigator.org/links/70786/national-gateway-self-determination
https://www.olmsteadva.com/
http://www.peatc.org/
http://www.partnership.vcu.edu/
http://www.personcenteredpractices.org/launch_vpbs.html
http://www.ssa.gov/
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Virginia 2-1-1 

Virginia Association of Community Service Boards 
(804) 330-3141

Virginia Board for People with Disabilities 

Virginia Navigator 

Virginia Parks & Recreation 

https://www.211virginia.org/consite/index.php
https://vacsb.org/
https://www.vaboard.org/
http://virginianavigator.org/
http://www.dcr.virginia.gov/state-parks/
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Why Work? 

We derive meaning and a sense of self from many things in our life including our family, our friends, and our 
work. Employment contributes much to the way we view ourselves. Employment can impact our sense of self 
in many positive ways especially when we find the right job with the right support. These simple truths are no 
different for a person with a disability. 

Impacts of Employment 

Economics. Unlike the majority of the population, most people with developmental disabilities live at 
or near the national poverty level. Income from paying jobs can supplement resources and improve the 
quality of lives. 

Relationships. Employment is where people develop relationships, friendships, and acquaintances with 
other people. Through work, people with developmental disabilities have more opportunities to 
become connected to the greater community. People with disabilities who are employed report having 
a higher number of friendships with people without disabilities than those who do not work. 

Meaning. Our society values employment for all adults. Through employment, people with 
developmental disabilities gain skills, experience, and often a better understanding of the world 
around them. Being employed, in addition to the financial benefits, can make people feel there is a 
purpose to their lives. 

Self Esteem. Employment can contribute to a sense of accomplishment, increasing one’s sense of 
competence and self-worth. People with developmental disabilities who work believe more in their 
abilities and develop higher expectations for what they can accomplish. This can spread to other areas 
of their lives. 

Identity. Much of who we are and how we are perceived by others is related to our employment in 
where we work, what we do, and the connections we make. People with development disabilities can 
benefit in the same way from employment. 
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Virginia’s Recognition of the Importance of Work 

On October 4, 2011, by a certificate of recognition signed by governor, Bob McDonnell, Virginia joined a 
number of states who have declared themselves as Employment First states. 

The Association of People Supporting Employment First (APSE) defines Employment First as the following: 

Employment in the general workforce is the first and preferred outcome in the provision of publicly funded 
services for all working age citizens with disabilities, regardless of level of disability. 

In its official statement on Employment First, APSE maintains the following: 

• access to “real jobs with real wages” is essential if citizens with disabilities are to avoid lives of poverty,
dependence, and isolation;

• it is presumed that all working age adults and youths with disabilities can work in jobs fully integrated
within the general workforce, in typical work settings, working side-by-side with people without
disabilities, earning regular wages and benefits and being part of the economic mainstream of our
society;

• it is presumed that individuals with disabilities are capable of working until proven otherwise, and
employment in the general workforce is the first option pursued.

• as with all other individuals, employees with disabilities require assistance and support to ensure job
success and should have access to those supports necessary to succeed in the workplace;

• all citizens, regardless of disability, have the right to pursue the full range of available employment
opportunities, and to earn a living wage in a job of their choosing, based on their talents, skills, and
interests; and

• implementation of Employment First principles must be based on clear public policies and practices
that ensure employment of citizens with disabilities within the general workforce is the priority for
public funding and service delivery.

Ethical Standards and Guidelines from APSE that influence SC work 

APSE believes: 

• everyone has employable strengths and can work in the competitive labor force with the right
measure of support and in jobs well-matched and sometimes customized to their interests and
abilities;

• people with disabilities are the experts about themselves and should play a leading role in decisions
that affect their lives;

• companies who hire people with disabilities will profit in many ways, including financially;
• the focus of publicly funded services should be strengths-based - what people can do, not what

they cannot do;
• an important role of the organization is to educate policy makers, including elected officials, on

advocating for equal opportunities and fair treatment in the workplace.
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The case has already been made for employment for all based on economics, relationships, meaning, self- 
esteem, and identity. Who can argue the value of each of these aspects and how they improve one’s quality of 
life? Yet, according to the U.S Bureau of Labor Statistics, in 2020, 17.9 percent of people age 16 and older with 
a disability were employed. This is down from 19.3%- in 2019. That compares with 61.8 percent of people 
without a disability. 

In Virginia, the concept of Employment First, means offering the option of integrated, competitive 
employment as the first choice of day activity to people entering services; it means no longer asking whether a 
person can work, but instead asking what employment best matches the person’s strengths, skills, interests 
and conditions for success. 

Definition of Employment 

Employment means 

• working in a typical work setting where the employee with a disability works along-side co- 
workers without disabilities;

• earning a competitive wage, i.e. minimum wage or better along with related benefits; and
• doing meaningful tasks i.e. work/tasks that contribute to the organization or business, with an

opportunity for career advancement.

Role of the Support Coordinator 

The role of the Support Coordinator (SC) is multi-faceted. A SC needs to be able to wear a variety of hats in 
supporting a person achieve their employment goals. Below is a diagram illustrating the diversity of the SC’s 
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role. Each facet of the wheel will be discussed along with how these activities translate into helping a person 
achieve meaningful employment. 

Assess 

An SC should begin by using active listening skills to discover how the person they serve views employment, 
whether they want to work, what their employment dreams and goals are, what interests, experiences and 
skills they have that will lead the way to paid employment, and how they would be best supported in a 
working environment. 

Often a person with a developmental disability will have no reference for choosing work. In order to 
appropriately assess this, the person who is being assessed has to understand what work is, what the benefits 
of work are, and what the possibilities of working can be. The provision and review of all the relevant 
information can help to ensure the person is making an informed choice. Examples of relevant information 
include such things as: 

1. potential opportunities to learn about work, the types of jobs people do, and exposure to working
people within their interest areas;

2. the skill sets required by different jobs;
3. what the person may need to do to acquire those skills;
4. which supports the person may need on the job.

Information gathered from both the person who wants to work and the team who knows them well may come 
from asking the following types of questions: 

1. From the Personal Profile, what is there that demonstrates a skill or talent that might be used in a work
environment or would be valuable to a prospective employer? For example, does the person have a
good memory, are they friendly, are they organized?

2. Has the person had experiences that could lead to paid work? Have they held volunteer or paid jobs in
the past? What did they like/dislike in each of these experiences?

3. Does the person have career interests and/or places where they may want to work?

4. From the Essential Information, under Employment, a conversation regarding employment is expected.
Topics to discuss include employment interests, available options, satisfaction or dissatisfaction with
current services, barriers related to pursuing employment options, addressing barriers, as applicable, a
timeline for reviewing options in the future, at least annually, any related actions that will be taken,
what the person is working on at home and school that will lead to employment, and alternate sources
of funding (such as school or DARS). Which of these topics are relevant for the person supported?

(Word of caution: the obvious isn’t always the best. An interest in animals does not mean that someone wants 
to work with them. Also do not make the assumption that a first job will be the only job a person will ever 
hold. Just as employment is an exploratory process for most of us; so to it should be for a person with a 
disability. Imagine being placed in a job and the expectation of keeping that same job until retirement.) 
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5. Looking at “Important To and Important For” (part of developing the Person Centered Plan), is there
anything that could help the person be successful in their areas of interest or places where they want
to work?

6. Does the person have behavioral support needs either in the past or present that are causing the
person to be held to a higher standard around employment, in order to be given a chance to work,
than others in the community? Should overcoming them be a requirement of becoming employed? Is
this fair? Can some of these issues be addressed through the right job match?

A good resource for collecting information about interests, possible job avenues, best support and involving 
someone in writing their own resume is the I Want to Work Workbook and Partner Guide. Free copies may be 
obtained, as long as supplies last, from the Partnership for People with Disabilities/VCU. Contact Dawn 
Machonis. 

Link 

As a SC, linking a person with the right resources, including resources already present in their lives is another 
key element of success. While all efforts around work should focus on the person first, it is important to 
remember we all have support networks that help us to achieve our goals. Family, friends, professionals and 
advocates are often members of the “typical” team for a person with disabilities, yet the truth is the team can 
be comprised of anyone the person thinks can support them in achieving their employment goals. Part of 
getting the answers and helping the person achieve their goals is helping them to identify and leverage their 
personal networks. Many people find their first job and other jobs through people they know. This is no 
different for someone with a disability. Therefore, understanding and knowing the people who comprise the 
person’s personal network can be critical to ensuring success. Success is equally dependent on linking personal 
networks with other professionals supporting the person in achieving their employment dreams. There can 
never be enough linking or educating about organizations that support people in working towards 
employment. The SC can: 

• explore personal networks for employment resources and connect them with professionals if needed;
• connect the person to appropriate professional resources;

o Department of Aging and Rehabilitative Services (DARS);
o Employment Service Organizations (ESOs);
o Benefits Planning Services;

• connect DARS and Employment Service Organizations to people in the person’s network;
• discuss educational and post-secondary educational opportunities to enhance skills for employment

(link post-secondary section); and
• connect to community learning opportunities.

Assist 

Assisting the person means supporting them to reach their goals. There are legitimate things that may have to 
occur in order for a person to be successful in the job that they choose. Supporting persons in selecting among 
options based on the relevant information and then honoring individual choice is essential. Recognizing that 
the choices people make may be different from the choices other team members might make for them is 

mailto:dmmachonis@vcu.edu
mailto:dmmachonis@vcu.edu
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fundamental to creating a respectful, supportive environment. Identifying any barriers is critical, and equally 
important is developing a game plan to break down those barriers. All members of the person’s team are 
needed to address barriers. The team should not identify a barrier and simply determine it to be 
insurmountable. Moving from a mind-set of “can’t” to “how” is imperative. Team members will need to be 
focused and creative in addressing issues around barriers that interfere with the choices a person has made, 
especially issues involving staffing and transportation. In this instance, the “more heads are better than one” 
adage could not be truer. The more minds there are trying to find solutions to overcome barriers, the better, 
as there will be more creativity involved. 

It is the SC’s role to lead the team in creativity, ingenuity and determination to problem solve. 

• Who is in the person’s personal network that can help work toward finding and keeping employment?
• Ask the question: What could we do NOW to help the person be employed in the future?

What are skills and talents that could be tapped into? 

o What activities are available in Day Support or Community Engagement that could expand their
options and knowledge of work and career possibilities?

o Ask about obstacles - what are they? What could be done NOW to help overcome these obstacles?
o Garner support from current providers to think outside the box and put something into place in the

person’s current plan to address these obstacles.

Common Barriers 

Barriers to employment will be unique to each person served but several barriers are common. These barriers 
include: 

Lack of funding. If someone does not have waiver services, paying for job development and support services 
for many families is impossible. DARS may be used as a resource, but often their resources are limited as well. 

Misconceptions about benefits. Families at times fear that employment will mean a loss of government 
benefits such as SSI and Medicaid. 

Attitudes. Lack of belief that a person with developmental disabilities can work may be present in families, 
employers, and even the person themselves. 

Lack of opportunity. This is true especially in rural areas where job opportunities for all people are limited. 

Lack of transportation. Resource: Employment Programs for Persons with Developmental Disabilities- 
Department of Health and Human Services OFFICE OF INSPECTOR GENERAL August 1999. 

Possible ways to address barriers: 

• explore local funding and new services;

https://oig.hhs.gov/oei/reports/oei-07-98-00260.pdf
https://oig.hhs.gov/oei/reports/oei-07-98-00260.pdf
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• consider self-pay;
• consider natural supports;
• use work incentives;
• ABLE accounts;
• PASS plan;
• educate job seekers and family members- show videos from (www.realworkstories.org);
• advertise with personal networks;
• look at small business and local companies;
• ride share, community transportation; and
• family peer mentoring.

Building a Resume 

Anyone interested in working needs a resume. Throughout the process of assisting someone in securing 
employment, there are many activities a person can do to add to and build their resume. While working on 
finding a paid job, meaningful, productive activities can help increase skills, knowledge, experiences and be 
fun. As with all employment-related pursuits, these should be based on the interests and preferences of 
the person being supported. Activities may include but are certainly not limited to: 

• volunteer work;
• taking classes at technical school, community college, community adult education, and/or local

cultural sites, such as museums or art studios;
• taking online courses;
• attending workshops, seminars or conferences;
• internships;
• joining service or charitable organizations;
• participating in charitable events;
• attending camps that stress academics, teach skills, or show team-building;
• joining advocacy organizations; and
• developing hobbies in which one learns job related skills.

All of these activities should be tracked and added to a resume. 

Plan 

Recognizing that a person you support knows the most about their situation necessitates the involvement of 
them in every decision. The person should be an active participant in developing their person-centered plan, 
including discussion of integrated, competitive employment services at least annually and inclusion of 
employment goals or goals that breakdown barriers to employment in an individualized support plan. 
Remember “nothing about me without me!” How can this be done? 

In thinking about a first job, imagine it to be the only job or employment to which one is tied until retirement. 
Many of the general population today would be working as camp counselors, fast food employees, grass 
cutters or babysitters. With people with disabilities, we sometimes forget that a person’s first job is not 
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necessarily meant to be their last job. In fact, the people we support should have the same opportunities to 
grow, learn and change as the rest of the population. 

The SC’s role is to help people they support identify what they want their future to look like. This is called 
career planning and it involves: 

• Recognition that planning goes beyond getting the person a job yet at the same time understanding
and communicating with the job seeker and their family that most first jobs help people develop
valuable work skills that may lead to advancement.

• Identifying what someone’s long term career aspirations are and assisting in developing plans for 2, 5,
or 10 years into the future.

• Identifying what additional educational and/or training opportunities will help the person get where
they want to go.

Planning is also an opportunity to expand a person’s understanding of the importance of employment through 
conversations: 

• asking the person why they are working and explaining the importance of the tasks they are being
asked to complete.

• helping them to see where they fit in the organization and brainstorming opportunities for
advancement that might exist.

• explaining the dignity of work, the value that they add to the organization through the tasks they
perform, and how they earn a paycheck.

It is important for the Support Coordinator to talk with the person about how it is possible that advancement 
in a job may happen over time; but this may not be the case for everyone. Teaching the person how to grow in 
their current position, to master new skills, and to branch out to learn other areas, actually supports the 
person in becoming a more valuable and hopefully more satisfied employee. 

Coordinate 

Coordination of services ensures that multiple people providing support are not working on the same things. 
Teams can move more quickly if they divide up responsibilities and each member take a role in helping the 
person achieve their employment goals. Having a coordinated plan will minimize confusion. 

• Coordinate Responsibilities
o Who will be carrying out which duties?
o Who will make necessary appointments with other professionals?
o Who will accompany them to intake appointments?
o Does the person need supports and services – not all of the people SCs support do?
o Is there funding available for services/supports? How can it be accessed?
o Are the right supports available? Who will coordinate their involvement and implementation?

• What are transportation options open to the individual if they have a job? How are they accessed?
How will they be paid for?
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• Is there a provider that a referral could be made to now? If not, what information could be provided
that would assist in the choice of provider at a later date?

Monitor 

Monitoring services will ensure that the person maintains the paid and unpaid supports and assistance that 
they need. The Support Coordinator’s role in monitoring is different depending on whether or not the person 
has a job and whether or not paid supports are in place. Monitoring when the person does not have a job 
means ensuring the team continues to identify and address barriers, while at the same time providing 
education and training around realistic expectations of themselves and of potential employers. When the 
person has a job, monitoring ensures that the person still has the job they want, that their hours are working 
for them, and that they are happy where they work. This monitoring ensures that a person has an opportunity 
to share when/if they are unhappy in their work or would like to pursue another job. 

Questions to Ask 

• Is the person working? If no
o Are the barriers that have been identified being addressed? This requires thinking

“outside the box” in many instances.
o Is the team job developing consistently?
o Are they (the person and other team members) satisfied with the supports and services

implemented towards securing employment?
o Refer them to experts who can provide counseling on benefits such as SSI, SSDI,

Medicaid and Medicare (see the box below under Misinformation about Employment
and People with Disabilities for information about these experts).

• Is the person working? If yes
o Are they happy in their job?
o Is it the job they want?
o Do the hours work?
o Are there any unmet employment needs?
o Is the team actively involved, on the same page?

Supporting the person through training in self-advocacy and/or encouraging discussion with the job coach, 
supervisor, employer and/or the employment service provider by role playing to increase effective 
communication can help a person raise and address changes that are needed in order to ensure greater job 
satisfaction. It is also helpful for the Support Coordinator and the rest of the support team to share with the 
person the fact that people aren't always 100% happy in their jobs. It may be that a person cannot always be 
accommodated for everything that they want. However, there is a balance to be achieved between the 
perfect job and an awful job; that is a job that meets our most important needs, provides fair compensation, 
and engages us in meaningful work and gain skills for our next opportunity. 
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Follow-up 

Once the Support Coordinator has assessed, linked, assisted, coordinated, and monitored, the next step in 
supporting a person achieve their goals is follow-up. The Support Coordinator with the assistance of the right 
people, work together to ensure the person and their dream is not forgotten. 

• Are the barriers that have been identified being worked on?
o Have alternatives been identified?

• Are they job developing consistently?
o If no why not, how can this be resolved?

• Are they satisfied with the supports and services implemented towards getting them a job?
• Who can help them to become satisfied?

Does the person still need the same level of supports and services? 

Does the person need assistance with managing their benefits? 

Advocate 

Support Coordinators serve a critical role in advocating for the person in several instances such as: 

• when support network members in their effort to act in what they believe is the person’s best interest,
may hinder the person;

• dispelling myths and misconceptions, both positive and negative about a person’s ability or lack of
ability; and

• creatively addressing barriers and concerns that are raised. The Support Coordinator need not have all
the answers but instead should know where to connect the person to get them. The Support
Coordinator should be the initiator of brainstorming efforts and steer clear of shutting down
discussions that may be “outside the box.”

Support Coordinators also play an important role in system transformation, as this can only occur when 
advocates come together, united to educate and change the system. Often Support Coordinators are leaders 
in this effort as they can do much to educate the community at large through their day-to-day responsibilities. 
Support Coordinators: 

• educate families, individuals and team members about the value of employment;
• identify barriers to employment in communities;
• leverage personal and professional networks and communicate the value of employing individuals with

disabilities; and when needed
• work with Employment Service Organizations to overcome those barriers.

Three resource documents 
Employment Support Coordinator FAQ at a glance 
Employment Family FAQ at a glance 
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Employment Options Discussion at a glance 

Transportation Resources 

As stated above, lack of transportation is a common barrier to obtaining and keeping employment. Support 
Coordinators can link those they support with a variety of options, granted that as with other problem solving, 
this may take some creativity. Some resources are: 

Personal Networks 

When looking for work, is it possible for the job seeker to find work within walking distance or at or near a 
business in which they already know someone? Explore networks in a person’s life for transportation 
resources. Family, friends or a privately paid acquaintances may be transportation resources. “Carpooling” 
with a co-worker may be an option in which the non-driver contributes gas money in place of their turn to 
drive. Also private companies such as Uber or Lyft could be used for occasional needs. A program called Go Go 
Grandparent (open to anyone 18+) acts as an intermediary with transportation companies for those who may 
not have a smartphone (GoGo Grandparent website) 

Public Transportation/Travel Training 

Many people get to their places of employment by using public transportation, such as buses and subways. 

Travel training teaches people a variety of travel skills that will enable them to ride local transportation 
independently. Depending on what part of the state the Support Coordinator works, will determine if travel 
training is available. Here are some of the available resources in Virginia but the SC should continue to search 
for others on the internet. 

The Arc: Northern Virginia 
ENDependent Center of Northern Virginia, Inc. 
MetroReady Travel Training and System Orientation for People with Disabilities and Outreach 
Richmond metro 

Paratransit 

Paratransit is a specialized, door-to-door transport service for people with disabilities who are not able to ride 
fixed-route public transportation. Fact Sheet: Paratransit Services. 

Employment and Community Transportation 

For people who use waiver services, each of the three DD Waivers includes a service entitled Employment and 
Community Transportation, which includes assistance with getting and going to a job. See chapter 6 for more 
about this service. 

https://gogograndparent.com/gogostart?gclid=CjwKCAjw1uiEBhBzEiwAO9B_HWWDH5bo2xLB45PFvswdDj4gcCBAqX8DDMqchhoyaDjpPIau2NfyVxoCrUQQAvD_BwE
https://thearcofnova.org/programs-services/independent-living/travel-training-program/
https://www.ecnv.org/traveltraining
https://www.wmata.com/rider-guide/new-riders/Travel-Training.cfm
http://ridegrtc.com/need-help/rider-tutorial/
https://seniornavigator.org/article/12605/fact-sheet-paratransit-services
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If someone has Fee-For-Service (FFS) Medicaid, Managed Care Organization (MCO), or Commonwealth 
Coordinated Care Plus (CCC+) they may be eligible for Non-Emergency Medical Transportation (NEMT) 
services. This service will take you to Medicaid-covered services such as medical and health care 
appointments, supported employment and day support programs. 

Parking placards and plates for people with disabilities 

DMV offers parking placards and plates for customers with temporary or permanent disabilities that limit or 
impair their mobility. They are also available to customers with a condition that creates a safety concern while 
walking (examples are Alzheimer's disease, blindness or developmental amentia). 

These placards and plates entitle the holder to park in special parking spaces reserved for individuals with 
disabilities. Institutions and organizations that operate special vehicles equipped to carry persons with 
disabilities may also obtain parking placards and plates entitling them to special parking privileges Parking 
Placards and Plates for Virginians with Disabilities. 

Vehicle Modifications 

For those who use waiver services, environmental modifications are included on all three DD Waivers and may 
include reimbursement for changes to a personal vehicle: Vehicle Modifications. 

Misinformation about Employment and People with Disabilities 

There are assumptions about people with disabilities and employment, such as: 

• Not everyone can work! Everyone should be given the opportunity to explore work. Even people with
the most significant disabilities can and do work. https://www.thinkwork.org/project/real-work-stories

• You can’t work and keep benefits! Support Coordinators recognize that the person (and their family)
may have real concerns about work, income, and its impact on benefits. It may have taken them a long
time to be approved for benefits. They are concerned that they will lose their benefits. Fear of losing
cash benefits, as well as medical coverage under Medicaid (SSI) or Medicare (SSDI), often persuades
individuals to severely limit their employment participation and earnings or, more commonly, not to
enter the labor force at all. Unfortunately, beneficiaries are often told that employment will lead to the
loss of their benefits.

Additional Information about Benefits 

• Special rules make it possible for an individual with disabilities receiving Supplemental Security Income
(SSI) or Social Security Disability Insurance (SSDI) to work and still receive monthly payments and
Medicaid or Medicare. Social Security calls these rules “work incentives."

• If the person currently receives Medicaid, they should be eligible to continue to receive Medicaid even
after they stop receiving Supplemental Security Income (SSI) cash benefits due to work. Section

http://virginianavigator.org/article/64321/parking-placards-and-plates-virginians-disabilities
http://virginianavigator.org/article/64321/parking-placards-and-plates-virginians-disabilities
http://virginianavigator.org/article/64327/vehicle-modifications
https://www.thinkwork.org/project/real-work-stories
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1619(b) of the Social Security Act provides some protection. To be eligible, they need to meet certain 
requirements, which include earnings below a threshold amount set by Virginia. Even if their earnings 
exceed the state threshold, they may still be eligible under certain circumstances. 

• If they earn enough that their Social Security Disability Insurance (SSDI) checks stop, Medicare can
continue for up to 93 months.

• Individuals do not need to reapply if their benefits have ended within the past five years due to their
earnings and they meet a few other requirements, including that they still have the original medical
condition or one related to it that prevents them from working. This is a work incentive called
“Expedited Reinstatement."

• Social Security ordinarily reviews an individual’s medical condition from time to time to see whether
they are still disabled, using a process called the medical Continuing Disability Review, or medical CDR.
If they participate in the Ticket To Work program with either the State Vocational Rehabilitation
Agency (DARS) or another Employment Network (EN), and make “timely progress” following their
individual work plan, Social Security will not conduct a review of their medical condition. If a medical
CDR has already been scheduled for them before they assigned their ticket, Social Security will
continue with the medical CDR.

• MEDICAID WORKS is a work incentive opportunity offered by the Virginia Medicaid program for people
with disabilities who are employed or who want to go to work. MEDICAID WORKS is a voluntary
Medicaid plan option that will enable workers with disabilities to earn higher income and retain more
in savings, or resources, than is usually allowed by Medicaid. This program provides the support of
continued health care coverage so that people can work, save and gain greater independence. More
information on Medicaid Works may be found at Medicaid Works (Medicaid Buy-In).

• You only get one chance to work! Sometimes, a job comes along but it is the wrong job, the wrong
time or, the wrong supervisor. People with disabilities are no different in this regard; sometimes it
takes a couple of times to find the right job, at the right time, with the right people!

• People with disabilities can only do entry level work in the food, cleaning, and manufacturing
industries! This is not true. People with disabilities in Virginia are working as advocates, data entry
specialists, mechanics, hospital workers, etc. People are only limited by society’s perception of them.

Employment Services under Waivers 

If someone has one of the three Developmental Disabilities Waivers, there are employment services offered. 
All three waivers provide: 

• Supported Employment, both individual and group; and
• Community Engagement - a service where employment skills can be built.

An additional employment service, Workplace Assistance, is also provided under the Community Living Waiver 
and the Family and Individual Support Waiver. 

Ordinarily DARS would be a first option for referral for employment services for people who use waiver 
services. However, when DARS has a waitlist, this may be bypassed. 

https://www.dmas.virginia.gov/media/3151/medicaid-works-fact-sheet.pdf
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All of these services are described in Chapter 6. 

Integrated Employment Models 

There are a variety of community integrated employment models used in Virginia and across the country such 
as: 

• Individual Supported Employment is one person, one job, with supports based on the needs of the
person

• Entrepreneurship involves a person starting their own business
• Business within a Business is an employment model where someone opens a complimentary business

within an existing business. For example, a barista at a local hotel.
• Group Supported Employment, involves small groups (no more than 8 individuals) working in a

community business, while they have ongoing supports. The supports are there to fully integrate the
person into the work environment and help them develop meaningful relationships with their
coworkers while supporting them with their tasks.

The goal of each of these employment models and services is to support individuals in integrated work settings, 
doing meaningful work, for which they are paid at least the minimum or competitive wage and benefits. 

Benefits Counseling 

The Support Coordinator need not, nor should they, act as a benefits advisor to the people they serve. Knowing 
all the rules governing work and its impact on an individual’s benefits is best left to the experts. Benefits 
analysis is complicated and work incentives are specific to the type of benefit(s) a person receives. Inaccurate 
information can lead to an “overpayment” and even a loss of benefits. Income can also have an impact on 
other federal, state and local programs including food stamps, Section-8 housing vouchers, etc. Below is 
information on experts to whom you may refer those you support. 

Experts on Benefits and the Services Provided 

Work Incentive Planning and Assistance (WIPA) projects are funded by the Social Security 
Administration (SSA) to provide information and benefits planning to enable beneficiaries with 
disabilities to make informed choices about work. WIPA projects hire and train Community Work. 

Incentives Coordinators (CWICs) who work with individuals receiving Social Security Disability 
Insurance (SSDI) and/or Supplemental Security Income (SSI) to provide in-depth counseling about 
benefits and the effect of work on those benefits. In Virginia, The vaACCSES - WIPA project provides 
Community Work Incentives Counselors and Benefits Specialists to provide all SSA disability 
beneficiaries (including transition-to-work aged youth) with access to benefits planning and assistance 
services. The ultimate goal of the WIPA project is to assist SSA's beneficiaries with disabilities in 
meeting their employment goals. 
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To learn more about the function of these specialists and how to contact them, go to: 

• contact the Ticket to Work Help Line at (866) 968-7842 or (866) 833-2967 TTY
• visit Welcome to The Work Site
• visit Ticket to Work
• visit Work Incentives Planning & Assistance (WIPA)

Work Incentive Specialist Advocates (WISA) Work Incentives Specialist Advocates (WISA’s), are individuals 
who have been certified to provide work incentives counseling services to DARS clients who are receiving 
Social Security Disability (SSDI) and/or Supplemental Security Income (SSI) benefits. To learn more about the 
function of these specialists and how to contact them go to Grants & Special Programs. 

Benefits planning service Benefits planning is an individualized analysis and consultation service for recipients 
of a DD waiver and social security (SSI, SSDI, SSI/DDSI) to understand their personal benefits and explore their 
options regarding working, how to begin employment, and the impact employment will have on their state 
and federal benefits. 

http://www.socialsecurity.gov/work
http://www.choosework.net/
https://www.ssa.gov/work/WIPA.html
https://vadars.org/drs/#gsc.tab=0
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Introduction 

Historically, people with developmental disabilities (DD) have experienced major barriers to living in their own 
homes, including affordability, accessibility, and lack of supportive services options. Over the past several 
years, the Commonwealth has focused on addressing these obstacles and making significant investments to: 

• redesign its system of Home and Community based services for people with DD and offer a broader
array of services to support people in their own homes;

• offer rent assistance;
• provide funds to assist with upfront costs to secure housing; and
• help modify units so people can live in the same types of housing in the community that people

without disabilities do.

As people learn about these new opportunities and see others enjoying greater choice and control over where 
they live, with whom they spend their time, who supports them, and what they do with their day, more 
people with disabilities are opting to live in integrated, independent housing. 

Virginia envisions Virginians with DD, including those in the Settlement Agreement population, will 
have greater access to housing resources that offer increased opportunities for integrated, 
independent living. 

The Department of Behavioral Health and Developmental Services (DBHDS) has placed Regional Housing 
Coordinators in each of the five Developmental Services Regions to assist in making this plan a reality. See 
https://dbhds.virginia.gov/developmental-services/housing/housing-team for information on how to contact 
your Regional Housing Coordinator. 

What Is Integrated, Independent Housing? 

Integrated, Independent Housing has its roots in the following paradigm: 

Individuals have the right to: 

• choose where they live;
• choose who to live with;

Housing 

https://dbhds.virginia.gov/developmental-services/housing/housing-team
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• choose who will provide supports needed to be safe, healthy and independent (supports can be paid or
natural supports); and

• community inclusion.

Integrated, Independent Housing has the following core features: 

• the individual does not reside with a parent, grandparent or guardian;
• the individual can live in housing types that anyone without a disability lives in, based on income;
• the individual has social, religious, educational and personal opportunities to fully participate in

community life;
• housing is affordable (the individual pays no more than 30% to 40% of his/her adjusted gross income);
• housing is accessible (barrier free);
• housing is leased or owned by the person using services; and
• housing is not contingent upon participation in services (and vice versa).

Support Coordinator’s Role in Integrated, Independent Housing 

Support Coordinators (SCs) are primarily responsible for assessing individual needs, developing plans for 
support to help reach individual outcomes, linking individuals to services and supports, assisting individuals 
with locating or obtaining needed services and resources, coordinating services, enhancing community 
integration, offering education and counseling to guide individuals and monitoring whether services are 
helping achieve intended outcomes. When it comes to integrated, independent housing, the responsibilities 
are very similar. SCs convene the person-centered planning team and “coordinate” with members of the team 
to ensure a person’s plan for housing is fully implemented. 

Here is a more detailed description of what the SC’s role is specific to housing: 

Support Coordinator’s Role What This Role Looks Like in Housing 
Offer education and counseling to guide 
individuals 

Provide education about integrated, independent housing 
options (contact the Regional Housing Coordinator for 
assistance). 

• Review housing assistance options available in the
individual’s community.

• Share links to housing videos and information sessions
about housing options.

• Encourage individuals to connect with their peers to
learn about living in integrated, independent housing

Explore the person’s vision for housing. 

• What does the person’s desired housing arrangement
look like?



144 

Support Coordinator’s Role What This Role Looks Like in Housing 
• Where does the person want to live? With whom?
• What is important to/for the person in housing?

Assess individual needs Assess individual’s preparedness for housing and specific 
housing needs 

• Who (if anyone) will the individual live with?
• What supports does the individual need to obtain and

maintain housing? Who does the person want to
provide these supports? Can the person access these
supports?

• Does the person have a realistic budget to obtain and
maintain housing? What income and assets does
he/she have?

• Does the person have the documents he/she will need
to obtain housing (e.g., Social Security card, birth
certificate, government photo I.D.)?

• What specific housing features does the person need
(e.g., specific location, unit size, accessibility features)?

• What barriers does the person face to obtaining rent
assistance and housing (e.g., poor credit, prior evictions 
or lease violations, criminal history, etc.)?

Develop the individual service plan Based on the assessment above, develop the plan to help the 
individual transition to independent housing and to maintain 
housing. 

• Identify and get commitments from any roommates
and/or live-in aides.

• Outline plans to secure needed supports in housing,
including funding sources, providers, and proposed
support schedule.

• Determine ways to increase income, reduce expenses
and access alternative resources to offset living
expenses (e.g., SNAP, fuel assistance, etc.).

• Define financial responsibilities (e.g., who will pay for
specific upfront and ongoing housing expenses and
how will payments be made).

• Identify documents needed to apply for housing and
who will assist with securing them.

• Review potential housing options and locate properties
that may meet the individual’s needs.
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Support Coordinator’s Role What This Role Looks Like in Housing 
• Identify housing assistance programs for which the

individual is eligible and would like to apply.
• Investigate approaches to reduce or remove barriers

(e.g., reasonable accommodation requests, building or
repairing credit, tenant training).

Link to services and resources 

Assist individuals with locating or obtaining 
needed services and resources 

Coordinate services 

Based on the plan above, SC activities may include: 

• Submitting a DBHDS housing resource assessment and
referral for housing assistance.

• Assisting the individual with completing housing
assistance applications and eligibility interviews.

• Supporting the individual with applicant briefings for
housing assistance.

• Connecting the person to affordable rental properties
that may meet his/her needs and/or accept rent
assistance.

• Coordinating resources and services to assist with the
housing search, lease review and the move (e.g., family, 
support services such as Community Housing Guide).

• Helping individuals access funding sources to cover
upfront expenses related to securing housing (e.g.,
application fees, security deposits, utility deposits,
etc.).

• Assisting individuals with requesting reasonable
accommodations and modifications in housing
assistance programs and housing.

Monitor whether services are achieving 
intended outcomes 

If an individual who lives in independent housing receives no 
Waiver services in the home, the SC should do the following: 

• Provide two in-home visits per year to review whether
the housing environment continues to meet the
person’s needs.

• Complete two telephone contacts per year with the
individual to monitor rent and utility payments and
satisfaction with the housing arrangement.

• Make two collateral contacts per year with the landlord
and two contacts with the housing program to support
compliance with the lease and the housing assistance
program’s participation requirements.



146 

Support Coordinator’s Role What This Role Looks Like in Housing 
If an individual live in independent housing and receives 
Waiver services in the home, the SC should do the following. 

• Provide at least one, in-home visit per year to review
whether the housing environment continues to meet
the person’s needs.

• Complete two telephone contacts per year with the
individual to monitor rent and utility payment,
satisfaction with housing arrangement.

• Make two collateral contacts per year with the
landlord, and two contacts with the housing program,
to support compliance with the lease and housing
assistance program participation requirements.

• Review quarterly reports from the service providers to
determine whether service providers that support the
individual in the home report changes in the person’s
housing needs, satisfaction with the housing
arrangement, rent/utility payment status, or
compliance with lease or housing assistance program
requirements.

Support Coordinators work closely with others on the person-centered planning team to help individuals with 
developmental disabilities obtain and maintain housing, including Community Housing Guides, residential service 
providers, landlords and property owners, and the DBHDS Regional Housing Coordinator. For more information about 
how support coordinators’ roles intersect with these partners, see the Community Housing Transition Collaboration Map 
in Appendix 1 at the end of this chapter. 

Support Coordinator Training, Resources and Tools 

DBHDS has created Independent Housing Training for SCs. This training consists of three modules and is 
required within the first 30 days of employment to ensure SCs are aware of independent housing resources 
and options available, as well as the process to access those resources. The Independent Housing Training for 
SCs can be found on the Commonwealth of Virginia Learning Center (COVLC). To access the Independent 
Housing Training, after logging in, please type in “Housing” in the search bar. Please note, there is also an 
Independent Housing Training in COVLC for Community Housing Guides, so make sure you complete the 
modules for support coordinators. 

There are a number of tools and resources available on the DBHDS Housing website for SCs. For example, the 
following helpful tools are available: 

• Housing Assessment and Referral: The purpose of the housing assessment is to help assess a person’s
eligibility for DBHDS housing resources and preparedness to successfully obtain rental assistance and

https://covlc.virginia.gov/
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rental housing. DBHDS requires support coordinators to complete a Housing Assessment and Referral 
for anyone being referred for DBHDS housing resources. 

• Housing Action Plan: Using the information from the Housing Assessment and Referral, individuals and
SCs can develop a housing action plan to guide the transition to independent housing. A
comprehensive plan will help address barriers and ensure a budget, supports, accommodations and
modifications are in place to facilitate a smooth transition into a home of one’s own.

• Independent Housing Monitoring Assessment: When visiting individuals who have transitioned to
their own homes, SCs can use this tool to monitor and record observations regarding an individual’s
housing stability in the areas of lease compliance, ability to maintain the unit, and general health and
safety. If issues are observed, SCs and individuals can address these issues in the context of the
individual service plan.

Please use one of the links below to access these tools and other resources. 

https://www.dbhds.virginia.gov/developmental-services/housing/the-path-to-housing 

https://www.dbhds.virginia.gov/developmental-services/housing/resources-for-support-coordinators-and- 
case-managers 

Community Housing Guide Collaboration Map 

Integrated, Independent Housing Resources and Options 

SCs must submit a DBHDS Housing Assessment and Referral form to access the following housing resources for 
individuals they serve. The Housing Assessment and Referral is currently available at 
https://www.dbhds.virginia.gov/developmental-services/housing/resources-for-support-coordinators-and- 
case-managers 

If the assessment reveals the individual is likely to face major barriers to housing, has not firmed up the 
household composition, or does not have a feasible budget or needed supports, the SC must develop a 
Housing Action Plan with the individual and his/her planning team and submit the Action Plan for DBHDS 
review. The purpose of the Action Plan is to address issues that could negatively affect the individual’s ability 
to obtain or maintain housing. The individual and the planning team will work on the Action Plan together. 
Once the person has a viable plan to address these issues, DBHDS will place the referral in the queue to be 
assigned a housing resource. 

Individuals on the waiver waitlist also access their housing resources through the DBHDS referral system and 
support coordinators submit the same Housing Assessment and Referral form. In the absence of waiver 
support coordination, CSBs may utilize Medicaid SPO case management for eligible individuals to complete 
support coordination activities associated with housing. 

https://www.dbhds.virginia.gov/developmental-services/housing/the-path-to-housing
https://www.dbhds.virginia.gov/developmental-services/housing/resources-for-support-coordinators-and-case-managers
https://www.dbhds.virginia.gov/developmental-services/housing/resources-for-support-coordinators-and-case-managers
https://www.dbhds.virginia.gov/developmental-services/housing/resources-for-support-coordinators-and-case-managers
https://www.dbhds.virginia.gov/developmental-services/housing/resources-for-support-coordinators-and-case-managers
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Housing Choice Voucher Special Admissions Preference and the State Rental Assistance Programs 

The Housing Choice Voucher Special Admissions Preference Program and the State Rental Assistance Program 
are rent assistance resources for eligible people with DD in the Settlement Agreement population. Typically, 
the individual/household receives a voucher or certificate that can be used at any rental property in the 
community. A unit’s “gross rent” (e.g., rent plus tenant-paid utilities) that is reasonable and affordable based 
on the program’s maximum subsidy limit. The unit must also pass a safety inspection. If the unit is approved, 
the individual/household will pay 30%-40% of their monthly adjusted income towards rent, minus an 
allowance for tenant-paid utilities. The balance of rent (up to the maximum allowable by the program) is paid 
directly to the landlord by the rental assistance program administrator. 

Rental Properties with a Leasing Preference for the Settlement Agreement Population 

Certain rental properties, known as Low Income Housing Tax Credit (LIHTC) properties, have units that are 
available on a preferential basis for people with DD in the Settlement Agreement population. A growing 
number of LIHTC properties, including some with project-based rental assistance, provide this leasing 
preference. The leasing preference gives individuals in the Settlement Agreement population priority in 
applying for available units at these rental properties. Individuals must still qualify for the apartments (e.g., 
meet income and other tenant selection criteria). Rental assistance may or may not be available at the 
property. For information about rental properties with a leasing preference in your region, contact your 
Regional Housing Coordinator. 

DBHDS Flexible Funding 

DBHDS has partnered with one or more Community Services Boards (CSBs) in each region that serve as 
Flexible Funding program administrators to help people with DD in the Settlement Agreement Population 
afford the costs associated with (1) making the initial transition to their own rental housing or (2) maintaining 
housing if they are at risk of eviction. Some examples of costs that Flexible Funding could help pay for are: 

Assistance with the Initial Transition to Housing (one-time allotment of up to $5,000 for the initial move only) 

• rental application fees
• utility deposits and/or connection fees
• security deposits
• moving expenses
• essential furniture and other household supplies (these items have maximum allowable

payment/reimbursement limits)
• non-reimbursable environmental modifications or assistive technology
• temporary rent to allow completion of environmental modifications
• direct support with housing location and pre-tenancy activities
• temporary support staffing to help individuals get acclimated to new housing (e.g., orientation to an

apartment building and the surrounding community, instruction in use of appliances and
environmental controls)
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• shared living provider start-up activities (e.g., identifying roommate preferences, advertising for a
roommate, assisting with interviews, performing background checks, arranging for required trainings,
conducting visual inspection of the housing unit, facilitating discussions of support expectations,
assisting with completion of the Supports Agreement)

Assistance with Maintaining Housing/Eviction Prevention (one-time allotment of up to $5,000 – can be drawn 
down until allotment is depleted) 

• emergency rent and associated late fees
• last resort utility assistance
• household management activities (specialized cleaning, pest extermination)
• unit repairs
• temporary relocation

SCs complete and submit applications for Flexible Funding on behalf of individuals. CSB Flexible Funding 
program administrators can either reimburse individuals (or their families) for eligible, out-of-pocket 
expenses, purchase items on behalf of individuals or pay vendors directly. Documentation of expenses is 
required for all requests and must be submitted by the deadlines indicated on the application. 

For more information about Flexible Funding, contact your Regional Housing Coordinator or visit 
https://dbhds.virginia.gov/developmental-services/housing/flexible-funding. 

Role of Regional Housing Coordinators 

Helping someone through the housing process can seem like a daunting task. Housing Coordinators are 
available in each region of the Commonwealth to make the transition process as smooth as possible. 
Housing Coordinators provide technical assistance to help SCs access housing resources in the community for 
eligible individuals. Housing Coordinators can: 

• provide information about available housing resources;
• assist with submitting a DBHDS Housing Assessment and Referral;
• assist with developing a Housing Action Plan and implementing the Plan;
• assist with locating housing and completing rental and housing assistance applications;
• assist with preparing reasonable accommodation or modification requests;
• assist with developing approaches to address fair housing and/or tenant-landlord concerns; and
• assist with securing resources to cover transition expenses such as security deposits, utility connection

fees, and essential furniture and household supplies.

Find your Regional Housing Coordinator at https://dbhds.virginia.gov/developmental- 
services/housing/housing-team 

https://dbhds.virginia.gov/developmental-services/housing/flexible-funding
https://dbhds.virginia.gov/developmental-services/housing/housing-team
https://dbhds.virginia.gov/developmental-services/housing/housing-team
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Centers for Medicare & Medicaid Services (CMS) Setting Regulations 

The Home and Community-Based Services (HCBS) settings regulations (previously known as the “Final Rule”) 
published in the Federal Register, became effective March 17, 2014. They were designed to enhance the quality 
of HCBS, provide additional protections, and ensure full access to the benefits of community living. Settings 
regulations establish requirements for the qualities of settings for those who use Medicaid-reimbursable HCBS 
services. 

Mandated Qualities for Residential/Non-residential Settings 

• Supports full access to the greater community
o Provide opportunities to seek employment, work in competitive integrated settings, engage in

community life, control personal resources, and
o Ensure that people use services in the community, to the same degree of access as those not

using HCBS;
• Selected by the person served from among setting options including non-disability specific settings and

options for a private unit in a residential setting;
o Person-centered service plans document the options based on the person’s needs, preferences,

and for residential settings, resources available for room and board
• Ensures a person’s rights of privacy, dignity and respect, and freedom from coercion and restraint;
• Optimizes one’s initiative, autonomy, and independence in making life choices, including, but not

limited to, daily activities, physical environment, and with whom to interact; and
• Facilitates one’s choice regarding services and supports, and who provides them.

The integration of services in a person’s life, family and community are depicted in the third circle in the 
following diagram. 

Resource: Michelle ‘Shelli’ Reynolds, PhD UMKC Institute for Human Development 
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A residential setting that is provider-owned or controlled is subject to additional requirements. These settings 
include group homes, sponsored placements and supported living situations. 

Mandated Qualities for Residential Settings 

• Have a lease, or other signed legally enforceable agreement providing similar protections
• Have access to privacy in their sleeping units
• Have entrances lockable by the individual, with keys provided to appropriate staff as needed
• Have a choice in selecting their roommate(s), if they share a room
• Have the freedom to decorate and furnish their sleeping and/or dwelling unit
• Have the ability to control their daily schedules and activities and have access to food at any time
• Be able to have visitors at any time; and,
• Be able to physically maneuver within the setting (e.g., setting is physically accessible).

Though it is not the responsibility of the SC to ensure that providers adhere to the additional requirements, it is 
important that the SC familiarize themselves with these requirements as they may need to discuss the settings 
regulations with providers. 

To learn more about the HCBS settings rule go to: https://www.medicaid.gov/medicaid/home-community- 
based-services/guidance/home-community-based-services-final-regulation/index.html 

https://www.medicaid.gov/medicaid/home-community-based-services/guidance/home-community-based-services-final-regulation/index.html
https://www.medicaid.gov/medicaid/home-community-based-services/guidance/home-community-based-services-final-regulation/index.html
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Importance of Reviews 

There are several different types of reviews and audits in the DD service system. Some are intended to ensure 
that people are being provided with supports that ensure their health and safety, some reviews examine 
compliance with regulations, some are quality reviews, and some reviews look at documentation in order to 
justify Medicaid billing. It is important for Support Coordinators (SC) to know and understand the different 
entities that currently review the DD service system. 

Internal 

All DBHDS-licensed providers are responsible for conducting qualitative and quantitative reviews to evaluate 
clinical and service quality and effectiveness on a systematic and ongoing basis. SC supervisory and internal 
quality assurance reviews are conducted regularly to ensure the SC is consistently interpreting and applying 
licensing regulations and Medicaid requirements. Internal reviews allow the SC to learn methods to improve 
the quality of services they provide and ensure that the supports are in line with agency standards and state 
regulations. 

External 

Reviews and audits are conducted by several agencies that are not part of the Community Services Board 
(CSB) or SC organization. External reviews are often conducted by an independent review organization or a 
state or federal organization. The goals of external reviews are to provide a review free from conflict of 
interest, establish standard requirements and qualifications, and to provide fair and impartial reviews. 

Department of Behavioral Health and Developmental Services (DBHDS) 

DBHDS provides oversight to a number of different units that provide regular reviews of the DD service 
delivery system. Some of those units are employed by DBHDS and others are contracted to provide the 
reviews. Below is a description of the four review units associated with DBHDS. 

Reviews 



153 

DBHDS Office of Licensing (OL) 

Licensing specialists are employed by DBHDS in the Office of Licensing (OL) to license, monitor and provide 
oversight and technical assistance to licensed public and private providers that deliver services to people with 
mental illness, developmental disabilities or substance use disorders. They conduct announced or 
unannounced onsite inspections, inspect buildings and locations, review staff qualifications, review individual 
plans, and investigate complaints regarding potential violations of licensing regulations. 

DBHDS licenses services that provide treatment, training, support and rehabilitation to people who have 
mental illness, developmental disabilities or substance use disorders, to people using services under the 
Medicaid DD Waiver, or to people with brain injuries using services in residential facilities. 

You can learn more about this department at the DBHDS Homepage. 

DBHDS OL Annual Reviews 

On an annual basis DBHDS will conduct announced and unannounced onsite reviews to determine compliance 
on preventing specific risks to people with disabilities. More information about the DBHDS Annual Medical 
and Behavioral Health Reviews can be located in the Licensing regulation 12VAC35-105-70. 

Licensing regulations can be found here: 
https://law.lis.virginia.gov/admincode/title12/agency35/chapter105/ 

DBHDS Office of Human Rights (OHR) 

Human Rights advocates are employed by DBHDS in the Office of Human Rights (OHR). They advocate for the 
rights of people using services in DBHDS licensed programs and facilities. They monitor provider compliance 
with human rights regulations, provide consultation and education to people with disabilities, families and 
providers about the human rights regulations. OHR manages the DBHDS human rights dispute resolution 
program by investigating complaints regarding potential violation of the human rights regulations, reviewing 
provider’s policies to ensure compliance with the human rights regulations, and providing technical assistance 
to the Local Human Rights Committees (LHRC’s). 

SCs help protect the basic human rights of people with disabilities. They ensure that people are treated with 
dignity and respect and are free from abuse, neglect and exploitation. The SC should ensure that the person 
and their legal guardian (LG)/authorized representative (AR) is involved in all aspects of care including person 
centered planning and signed consents for treatment. In the event that a person’s rights have been violated, 
the SC should ensure the person, their family and the LG/AR know who to contact if they have a complaint. 

You can find more information about OHR at the following site: 
https://dbhds.virginia.gov/quality-management/human-rights 
https://law.lis.virginia.gov/admincode/title12/agency35/chapter115/ 

https://dbhds.virginia.gov/index.php
https://law.lis.virginia.gov/admincode/title12/agency35/chapter105/
https://dbhds.virginia.gov/quality-management/human-rights
https://law.lis.virginia.gov/admincode/title12/agency35/chapter115/
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Quality Service Reviews 

DBHDS contracts with a separate agency, the Health Services Advisory Group (HSAG), to conduct Quality 
Service Reviews (QSRs) of those with a developmental disability (DD) who use services under the Department 
of Justice (DOJ) settlement agreement. This includes people using services through the Medicaid Home and 
Community-Based (HCBS) Services DD Waivers who live the community. 

The purpose of the QSRs is to evaluate the quality of services and determine if people are achieving outcomes, 
particularly in the areas of person-centered planning, integrated settings and community inclusion. The QSR 
consists of Person-Centered Reviews (PCR) and Provider Quality Reviews (PQR). The person using services has 
a voice as part of each process which is measured during interviews with the person, their authorized 
representative or legal guardian. During a QSR, the SC can expect to be interviewed by HSAG reviewers. QSRs 
also include provider and SC record reviews. 

National Core Indicators (NCI) 

DBHDS contracts with the Partnership for People with Disabilities at Virginia Commonwealth University to 
collect National Core Indicators (NCI). NCI is a voluntary effort by public developmental disabilities agencies to 
measure and track their own performance. The core indicators are standard measures used across states to 
assess the outcomes of services provided to individuals and families. Indicators address key areas of concern 
including employment, rights, service planning, community inclusion, choice, and health and safety. NCI 
gathers information through face-to-face interviews about satisfaction with supports and services from the 
people who use them. The survey instruments are used by a majority of states in the U.S. Information is also 
gathered from families about satisfaction with supports and services via mail-in surveys. Major activities of NCI 
include conducting interviews with people who use supports and services across the state, and sending mail-in 
surveys to family members of people who use supports and services. Analyses and reports of findings may be 
found at Virginia's NCI website and at the National NCI website. 

Department of Medical Assistance Services (DMAS) Reviews 

Quality Management Reviews (QMR): QMR Reviewers are employed by the Department of Medical Assistance 
Services (DMAS). QMR reviews are intended to ensure the health, safety and welfare of individuals receiving 
home and community based waiver services. Federal regulations require that DMAS assure that necessary 
safeguards have been taken to protect the health and welfare of the recipients of services, assure that all 
providers are in compliance with applicable State and federal standards, and assure financial accountability for 
funds. Reviewers complete reviews of provider documentation and personnel records for compliance with 
Medicaid policies and regulations, and provide technical assistance related to onsite reviews. They may refer 
providers to the DMAS Program Integrity unit when fraud is suspected or retractions in funding are warranted. 
A link to the website is provided on this slide. You can find more information about the QMR on the LIS 
website. 

Utilization Reviews are financial audits conducted by DMAS Program Integrity staff or its contractor, Myers 
and Stauffer, LLC. Audits are conducted to: 1) assure that Medicaid payments are made for covered services 
that were actually provided and properly billed and documented; 2) calculate and initiate recovery of 

https://web.partnership.vcu.edu/nci/
https://www.nationalcoreindicators.org/
https://law.lis.virginia.gov/admincode/title12/agency30/chapter120/section990/
https://law.lis.virginia.gov/admincode/title12/agency30/chapter120/section990/
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overpayment; 3) educate providers on appropriate billing procedures; 4) identify potentially fraudulent or 
abusive billing practices and refer fraudulent and abusive cases to other agencies; and 5) recommend policy 
changes to prevent waste, fraud and abuse. 

Department of Justice (DOJ) Settlement Agreement Independent Reviewer 

As a result of the DOJ settlement, an independent reviewer, separate from the state of Virginia conducts 
reviews and submits reports every 6 months on their findings. These reviews can include document reviews 
and discussions with Support Coordinators, provider, DBHDS staff and others in Virginia’s DD system of 
supports and services. To learn more about the Settlement Agreement and read past reports, visit: 
https://dbhds.virginia.gov/doj-settlement-agreement. 

https://dbhds.virginia.gov/doj-settlement-agreement

	Table of Contents
	This Handbook’s Target Audience
	Terms Used in Handbook
	Use of this Handbook
	See Chapter 4
	Untitled
	Virginia’s Public Behavioral Health and
	A Brief History of Department of Justice Settlement Agreement in Virginia
	Definition
	Principles & Virginia’s Vision
	Principles of Practice

	Promises of Person-Centered Practices
	Important To
	Important For

	Supporting vs. Fixing
	Values & Practices
	Respect
	Cultural Agility & Humility
	How do you expand your Cultural Agility
	Communication Considerations
	Use of Everyday Language
	Personal Choice and Decision Making
	Dignity of Risk
	Individual Rights
	Confidentiality

	Community
	Definition
	Contribution
	Natural Supports

	Person Centered Practices Resources
	Support Coordination
	Definition
	Support Coordination for people with DD

	Types of Support Coordination
	Developmental Disability (DD)
	Intellectual Disability (ID)
	Part C
	Omnibus Budget Reconciliation Act (OBRA)
	Mental Health (MH) Disorders
	COMMUNITY MENTAL HEALTH REHABILITATIVE SERVICES
	Intensive In-Home Services (IIH) for Children and Adolescents
	Therapeutic Day Treatment (TDT) for Children and Adolescents
	Day Treatment/Partial Hospitalization
	Psychosocial Rehabilitation
	Crisis Intervention
	Intensive Community Treatment
	Crisis Stabilization
	Mental Health Skill Building Services

	Substance Use Disorders (SUD)
	Targeted Case Management (State Plan Option)
	Enhanced Case Management (ECM)
	Monitoring/Follow Along
	Post Move Monitoring

	Choice of Support Coordinator
	Support Coordination Process Overview
	Preparation and Engagement
	Assessment
	Plan Development
	Plan Implementation
	Monitoring and Evaluation
	Transitions, Transfers, Ending Services

	Recognizing Limitations
	Mandated Reporting
	Department of Social Services/Child Protective Services (CPS)
	Department of Aging and Rehabilitative Services (DARS) & Adult Protective Services (APS)
	Office of Licensing/Serious Incident Reporting
	Office of Human Rights Allegations/Abuse, Neglect and Exploitation
	Office of Human Rights: SC responsibilities

	Importance of Documentation
	Data Collection
	Waiver Management System (WaMS)

	Appeal Rights
	Introduction
	Diagnostic & Statistical Manual (DSM-5)
	Developmental Disability
	Intellectual Disability
	Down Syndrome
	Cerebral Palsy
	Autism Spectrum Disorder

	Aquired Brain Injury
	According to the Brain Injury Association of America (BIAA) and acquired brain injury is an “injury to the brain that is not hereditary, congenital, degenerative, or induced by birth trauma. Essentially, this type of brain injury is one that has occur...
	There are two types of acquired brain injury: traumatic and non-traumatic.
	A traumatic brain injury (TBI) is caused by an external force and be defined as closed (or non-penetrating) or open (penetrating). Examples of a TBI include: falls, assaults, and motor vehicle accidents.
	One of the most common forms of mild traumatic brain injury is concussion often caused by an injury during sports.  Concussive symptoms may develop over days or even months later and initially may not show up on a diagnostic imaging test, such as a CA...
	Non-Traumatic Brain Injury causes damage to the brain by internal factors, such as a lack of oxygen, exposure to toxins, pressure from a tumor, etc. These can include injuries from stroke or heart attack, near-drowning, aneurysm, infectious disease th...
	The symptoms of brain injury can be mistaken for mental illness or even substance misuse and often include behavioral challenges.  Other effects of brain injury, such as short term memory problems and delayed processing, may be interpreted as lack of ...
	There are simple screening tools that can identify the potential for brain injury that do not depend on diagnosis but rather ask about experiences.
	More information about brain injury may be found at Brain Injury Association of America:
	https://www.biausa.org/brain-injury
	To learn more about brain injury programs and resources in your area contact the Brain Injury Services Coordination Unit at DARS (804-662-7615 or https://www.vadars.org/cbs/biscis.htm) or the Brain Injury Association of Virginia (800-444-6433 or https...
	Co-occurring Disorders
	Communication
	Types of Communication
	Role of Behavior in Communication
	Support Coordinator Role
	Assistive Devices in Communication

	Role of family, Legal Guardians, Authorized Representatives, Powers of Attorney
	Family & Friends
	Tips for including families:
	Legal Guardianship (LG) and Conservatorship
	Determining Capacity
	Power of Attorney (POA)
	Futures Planning

	Preparation
	Qualifications of Support Coordinator Employees or Contractors
	Remember that YOU make a Difference!

	Enhancing Knowledge, Skills, Abilities
	Self-examination

	Engagement
	Healthy Relationship Core Components
	Positive Helping Relationship

	How to screen, assess and conduct an intake
	Eligibility for Support Coordination
	Intellectual Disability Support Coordination (ID SC)
	Eligibility for Part C Service Coordination

	Assessment and Eligibility for Developmental Disability (DD) Waivers
	Diagnostic Eligibility
	Functional Eligibility-Virginia Individual Developmental Disability Eligibility Survey (VIDES)
	Financial Eligibility

	Person Centered Individual Service Plan (PC ISP)
	Risk Assessment
	Human Rights Notification
	Consents to Exchange Information
	Choice of Waiver/Intermediate Care Facility
	Three Types of Developmental Disability Waivers
	Wait List
	Priority Needs Checklist
	Right to Appeal
	Critical Needs Summary

	DD Waiver Slot Allocation General Information
	Waiver Slot Assignment Committee (WSAC)
	Slot Assignment
	Review/update Assessment and VIDES
	Supports Intensity Scale (SIS®)
	Physical Exam
	DMAS 460 Virginia Informed Choice Form

	Waiver Slot Management
	Update Person Centered Individual Support Plan (PC ISP)
	Update WaMS Data
	Review, Add, Change Service Providers
	Service Authorization (SA)

	Retain a Slot
	Introduction
	Brief History of Developmental Disability Waivers
	Description of Developmental Disability Waivers

	Services in Waivers
	Allowable activities include but are not limited to:
	Allowable activities include but are not limited to:
	Allowable activities include but are not limited to:
	Allowable Activities:
	Allowable activities include, but are not limited to:
	Consumer Directed Services Facilitation
	Allowable activities include:

	Employment and Community Transportation
	Allowable activities include but are not limited to skill development and support in order to:
	Service Units and Service Limitations: 1 day
	Allowable activities include but are not limited to:
	Allowable activities include:
	Service Units and Service Limitations:
	Allowable activities include:
	Allowable activities include, but are not limited to:

	Shared Living
	Shared Living supports include:
	Service Units and Service Limitations: 1 month
	Allowable activities include, but are not limited to:
	Allowable activities include but are not limited to:
	Allowable activities include, but are not limited to:
	Service Units and Service Limitations: 1 hour
	Allowable costs include, but are not limited to:
	Patient Pay

	Access
	Working with Managed Care Organizations (MCOs) Care Coordinators

	Addiction and Recovery Treatment Services
	Introduction
	Foundational Beliefs in Person Centered Planning
	Supported Decision Making

	Linking to Services
	Touring/Visiting Providers
	Virginia Informed Choice form (DMAS-460)
	Referrals

	How to Utilize Assessment Information to Begin Plan Development
	Person Centered Planning and the Team Meeting
	Facilitating Conversation
	Completing the Person-Centered Individual Support Plan (PC ISP) Trainings in the Virginia Learning Center
	Parts of Virginia’s PC ISP
	Part I- Personal Profile
	Part II - Essential Information
	Part III- Shared Planning
	Part IV- Agreements
	Part V- Plan for Support (PFS)

	How to Write Measurable Outcomes
	How to Evaluate and Document Implementation of a PC ISP
	Progress Notes
	Person Centered Review (PCR)

	Regional Support Teams
	Regional Support Teams: SC Responsibilities

	Service Authorizations to Initiate Services
	Support Coordination Timelines
	Monthly Contact

	Ongoing Assessment/Monitoring
	Is the PC ISP implemented appropriately?
	Status of Current Risks and Identifying New Risks
	Documenting Newly Identified Needs, Preferences, Supports, and Services
	Face-to-Face Visits
	Enhanced Case Management
	 Receive services from providers having conditional or provisional licenses
	 Have more intensive behavioral or medical needs as defined by the Supports Intensity Scale® (“SIS”) category, representing the highest level of risk to individuals
	Decision Tree:
	Stable is defined as:
	 Have an interruption in service greater than 30 days
	 Encounter the crisis system for a serious crisis or for multiple less serious crises within a three-month period
	 Have transitioned from a Training Center (TC) within the previous 12 months.
	 Reside in congregate settings of 5 or more

	Ways to Minimize Risks
	Person Centered Review (PCR)

	Problem Solving and Addressing Barriers
	PC ISP Updates
	Life Transitions
	Part C to Intellectual Disability/Developmental Disability Support Coordination (ID/DD SC)
	School to Adult Services to Retirement

	Transfers between Support Coordinators Within the Same CSB
	Transfer Protocols to/from Other CSBs
	Transfers: SC Responsibilities

	Discharge/Transition Planning
	Training Center Discharges
	State Psychiatric Hospital Discharge
	Private Medical/Psychiatric Hospital
	Moves to Different Level of Care
	Death

	Introduction
	Support Coordinator’s Role in Health & Safety
	Assessment
	Plan Development
	Plan Implementation/Coordination
	Monitoring
	Advocacy
	Optimal Health
	Achievement of OPTIMAL HEALTH is based upon these principles:


	PROACTIVE STEPS TO HEALTH
	Good Nutrition
	Attention to Personal Hygiene
	Exercise
	Assistive Technology
	Regular Medical and Dental Care
	Medication and Side Effects
	Barriers to Quality Healthcare

	Common Health Issues
	Eight Health Risks
	Skin Care (general)
	Things to look for, but not limited to, and/or reports of:
	Things to look for include:

	Aspiration Pneumonia
	Things to look for, but not limited to, and/or reports of:

	Falls
	Things to look for, but not limited to, and/or reports of:

	Urinary Tract Infections (UTI)
	Things to look for, but not limited to, and/or reports of:
	Things to look for, but not limited to, and/or reports of:

	Dehydration
	Things to look for, but not limited to, and/or reports of:

	Constipation and Bowel Obstruction
	Things to look for, but not limited to, and/or reports of:
	Bowel obstruction: Things to look for, but not limited to, and/or reports of:

	Sepsis
	Seizures
	Things to look for include, but not limited to, and/or reports of:


	Specific Developmental Disabilities and Co-occurring Medical Concerns
	Down syndrome (the most frequently occurring form of ID)
	Cerebral palsy
	Autism spectrum disorders

	Abuse, Neglect, and Exploitation
	End of Life
	Introduction
	Why Work?
	Impacts of Employment
	Virginia’s Recognition of the Importance of Work
	Definition of Employment

	Role of the Support Coordinator
	Assess
	Link
	Assist

	Common Barriers
	Plan
	Coordinate
	Monitor
	Questions to Ask

	Follow-up
	Advocate

	Transportation Resources
	Personal Networks
	Public Transportation/Travel Training
	Paratransit
	Employment and Community Transportation
	Parking placards and plates for people with disabilities
	Vehicle Modifications

	Misinformation about Employment and People with Disabilities
	Additional Information about Benefits
	Employment Services under Waivers
	Integrated Employment Models

	Benefits Counseling
	Experts on Benefits and the Services Provided

	Introduction
	What Is Integrated, Independent Housing?
	Support Coordinator’s Role in Integrated, Independent Housing
	Support Coordinator Training, Resources and Tools

	Integrated, Independent Housing Resources and Options
	Housing Choice Voucher Special Admissions Preference and the State Rental Assistance Programs
	Rental Properties with a Leasing Preference for the Settlement Agreement Population
	DBHDS Flexible Funding

	Role of Regional Housing Coordinators
	Centers for Medicare & Medicaid Services (CMS) Setting Regulations
	Mandated Qualities for Residential/Non-residential Settings
	Mandated Qualities for Residential Settings

	Importance of Reviews
	Internal
	External
	Department of Behavioral Health and Developmental Services (DBHDS)
	DBHDS Office of Licensing (OL)
	DBHDS OL Annual Reviews
	DBHDS Office of Human Rights (OHR)
	Quality Service Reviews
	National Core Indicators (NCI)
	Department of Medical Assistance Services (DMAS) Reviews
	Department of Justice (DOJ) Settlement Agreement Independent Reviewer

	1




4/1/2019  1 
 


 


 


Compatible/Incompatible Combinations  
of Services in the DD Waivers  


 


IF an individual is 
authorized to 
receive a service in 
this column;   


THEN, the services in this column MAY NOT 
be authorized. 
 


The services in this column MAY BE 
authorized, but MAY NOT bill concurrently 
(i.e., same dates and times) 


Assistive 
Technology 


 


None 
 


*Shall not be covered under the DD waivers for 
individuals younger than 21 years of age. This 
services shall be covered through Medicaid's Early 
and Periodic Screening, Diagnosis and Treatment 
program (12VAC30-50-130) 


 


N/A 


Benefits Planning None N/A 
 


Center-Based           
Crisis Support 
Services 
 
 


None 
 
*In accordance with the CMS Informational Bulletin 
issued on July 7, 2014, center-based crisis supports 
for individuals under age 21 shall be accessed 
through the state plan pursuant to ESPDT. Center-
based crisis supports through this waiver shall not be 
available to individuals under age 21. 


 


Group Home Residential  


Sponsored Residential 


Supported Living 


Respite  


Community-Based 
Crisis Support 
Services  


None 
 
*In accordance with the CMS Informational Bulletin 
issued on July 7, 2014, center-based crisis supports 
for individuals under age 21 shall be accessed 
through the state plan pursuant to ESPDT. Center-
based crisis supports through this waiver shall not be 
available to individuals under age 21. 


 


N/A 


Community 
Coaching 


None 
 
*The DSP providing Community Coaching services 
shall not be the immediate family member of the 
individual receiving Community Coaching services.  
 


*The DSP providing Community Coaching services 
shall not a member of the sponsored family residing 
in the sponsored residential home. 


 


Community 
Engagement 
 


Companion 


Group Day 


Group Supported 
Employment 
 


 


In-Home Support  
 


Independent Living  
 


Personal Assistance 


Respite 


Workplace Assistance  


 


Community 
Engagement 


None 
 


*The DSP providing Community Engagement services 
shall not be the immediate family member of the 
individual receiving Community Engagement 
services.  
 


*The DSP providing Community Engagement services 
shall not a member of the sponsored family residing 
in the sponsored residential home. 


 


Community Coaching 


Companion 


Group Day 


Group Supported 
Employment 
 


In-Home Support  
 


Independent Living 
Support 
 


Personal Assistance 


Respite 


Workplace Assistance  
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IF an individual is 
authorized to 
receive a service in 
this column;   


THEN, the services in this column MAY NOT 
be authorized. 
 


The services in this column MAY BE 
authorized, but MAY NOT bill concurrently 
(i.e., same dates and times) 


Community Guide None N/A 
 


 


Companion 
(Agency & Consumer 
Directed) 
 
AGE LIMIT: 18 years 
of age and older 
ONLY 
 


None 
 
*Foster care providers shall not provide companion 
services to the same individuals for whom they 
provide foster care. 
 
*Companion services shall not be provided by a 
member of the sponsored residential family for 
someone received sponsored residential services. 
 
*Companion services shall not be provided by an 
immediate family member for someone receiving a 
group home service, sponsored home service or 
supported living service. 


 


Community Coaching 
 


Community 
Engagement 
 


Group Day 
 


Group Supported 
Employment 
 


In-Home Support 


Independent Living  


Personal Assistance 


Respite 


Workplace Assistance  


 


Crisis Support 
Services   


None 
 
*In accordance with the CMS Informational Bulletin 
issued on July 7, 2014, center-based crisis supports 
for individuals under age 21 shall be accessed 
through the state plan pursuant to ESPDT. Center-
based crisis supports through this waiver shall not be 
available to individuals under age 21. 


 
 


N/A  


Electronic Home-
Based Support  
 
AGE LIMIT: 18 years 
of age and older 
ONLY 
 


Group Home Residential  


Sponsored Residential 


Supported Living 


*Not available to people residing in an ALF 


N/A  


Environmental 
Modifications  


Group Home Residential 


Sponsored Residential 


Supported Living 


*Not available to people residing in an ALF 
 


N/A  


Group Day None Community Coaching 
 


Community 
Engagement 
 


Companion 
 


Group Supported 
Employment 
 


In-Home Support 


Independent Living 
Support 
 


Personal Assistance 


Respite 


Workplace Assistance  


 


IF an individual is THEN, the services in this column MAY NOT The services in this column MAY BE 
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authorized to 
receive a service in 
this column;   


be authorized. 
 


authorized, but MAY NOT bill concurrently 
(i.e., same dates and times) 


Group Home 
Residential 


Electronic Home-Based Supports 


Environmental Modifications 


In-Home Supports 


Independent Living Support 


Personal Assistance 


PERS 


Respite 


Shared Living 


Sponsored Residential 


Supported Living Residential 


*Not available to people residing in an ALF 


Center-Based Crisis Support Services 


Group Supported 
Employment 


None Community Coaching 
 


Community 
Engagement 
 


Companion 
 


Group Day 
 


In-Home Support 


Independent Living 
Support 
 


Individual Supported 
Employment 
 


Personal Assistance 


Respite 


Workplace Assistance  


In-Home Support 
Services 
 


Group Home Residential 


Independent Living Supports 


Sponsored Residential 


Supported Living Residential 


*Not available to people residing in an ALF  
 


Community Coaching 
 


Community 
Engagement 
 


Companion 
 


Group Day 


Group Supported 
Employment 
 


Personal Assistance 


Respite 


Workplace Assistance  


 


Independent Living 
Support Services 


Group Home Residential 


In-Home Support Services 


Individual and Family/Caregiver Training  


Sponsored Residential 


Supported Living Residential 


*Not available to people residing in an ALF 


Community Coaching 
 


Community 
Engagement 
 


Companion 
 


Group Day 


Group Supported 
Employment 
 


Personal Assistance 


Respite 


Workplace Assistance  


 


Individual and 
Family/ Caregiver 
Training  


Group Home Residential 


Sponsored Residential  


Independent Living Supports 


Supported Living Residential 


*Not available to people residing in an ALF 


N/A  


IF an individual is THEN, the services in this column MAY NOT The services in this column MAY BE 
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authorized to 
receive a service in 
this column;   


be authorized. 
 


authorized, but MAY NOT bill concurrently 
(i.e., same dates and times) 


Individual 
Supported 
Employment 


None Community Coaching 
 


Community 
Engagement 
 


Companion 
 


Group Day 
 


 
 


Group Supported 
Employment 
 


In-Home Support 


Personal Assistance 


Respite 


 


Peer Support 
Services 


None 


 


N/A 
 
 
 


 


Personal Assistance 
Services 
(Agency & Consumer 
Directed) 
 
 


 


Group Home Residential 
 


Independent Living Supports 
 


Sponsored Residential 
 


Supported Living Residential 
 


*Not available to people residing in an ALF 


*Shall not be covered under the DD waivers for 
individuals younger than 21 years of age. This 
services shall be covered through Medicaid's Early 
and Periodic Screening, Diagnosis and Treatment 
program (12VAC30-50-130) 
 


 


Community Coaching 
 


Community 
Engagement 
 


Companion  
 
Group Day 
 


 


Group Supported 
Employment 
 


In-Home Support 


Respite 


Workplace Assistance  


 


Personal Emergency 
Response System 
(PERS)  


Group Home Residential 
 


Sponsored Residential 
 


Supported Living 
 


*Not available to people residing in an ALF  
 
 


N/A  


Private Duty 
Nursing 
 
 


Independent Living Supports 
 


Skilled Nursing 
 


*Not available to people residing in an ALF 


*Shall not be covered under the DD waivers for 
individuals younger than 21 years of age. This 
services shall be covered through Medicaid's Early 
and Periodic Screening, Diagnosis and Treatment 
program (12VAC30-50-130) 
 


 


N/A  


 


 


IF an individual is THEN, the services in this column MAY NOT The services in this column MAY BE 
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authorized to 
receive a service in 
this column;   


be authorized. 
 


authorized, but MAY NOT bill concurrently 
(i.e., same dates and times) 


Respite  
(Agency & Consumer 
Directed) 
 


Group Home Residential 
 


Independent Living Supports 
 


Sponsored Residential 
 


Supported Living 
 


*Not available to people residing in an ALF  
 
*Foster care providers shall not provide respite 
services to the same individuals for whom they 
provide foster care. 
 


Community Coaching 
 


Community 
Engagement 
 


Companion 
 


Group Day 


Group Supported 
Employment 
 


In Home Support 


Personal Assistance 


Workplace Assistance  


Shared Living Group Home Residential 
 


Sponsored Residential 
 


Supported Living 
 


*Not available to people residing in an ALF or 
foster home 
 


  


Skilled Nursing Independent Living Supports 
 


Private Duty Nursing 
 


*Foster care providers shall not provide SN 
services to the same individuals for whom they 
provide foster care. 
 


Personal Assistance 
 


 


Sponsored Home Electronic Home-Based Supports 
 


Environmental Modifications 
 


Group Home Residential 
 


Independent Living Supports 
 


In-Home Support 
 


PERS 
 


Personal Assistance 
 


Respite 
 


Shared Living 
 


Supported Living Residential 
 


*Not available to people residing in an ALF  
 


Center-Based Crisis Support Services 


 


IF an individual is 
authorized to 
receive a service in 


THEN, the services in this column MAY NOT 
be authorized. 
 


The services in this column MAY BE 
authorized, but MAY NOT bill concurrently 
(i.e., same dates and times) 
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this column;   


Supported Living  Electronic Home-Based Supports 
 


Environmental Modifications 
 


Group Home Residential 
 


Independent Living Supports 
 


In Home Support 
 


PERS 
 


Personal Assistance 
 


Shared Living  
 


Sponsored Residential 
 


*Not available to people residing in an ALF  
 


Center-Based Crisis Support Services 


Therapeutic 
Consultation  


Independent Living Supports 
 
 


N/A  


Transition Services None 
 
 


N/A 
 


 


Workplace 
Assistance 


Group Supported Employment 
 


Community Coaching 
 


Community 
Engagement 
 


Companion 
 


Group Day 
 


 


Independent Living 
Supports 
 


In Home Support 


Personal Assistance 


Respite 


 
 








REGIONAL HOUSING SPECIALISTS                                            At a Glance 
 


Name Title Region Email Phone 
Number 


Marie 
Fraticelli 


Housing 
Specialist 1 - Western marie.fraticelli@dbhds.virginia.gov 434-953-


7146 
Jeannie 
Cummins 
Eisenhour 


Senior Housing 
Specialist/Acting 
Housing Manager 


2 - NOVA j.cummins@dbhds.virginia.gov 804-836-
4308 


Anna 
Bowman 


Housing 
Specialist 


3 -  
Southweste
rn 


anna.bowman@dbhds.virginia.gov 804-839-
0476 


Sheree 
Hilliard 


Housing 
Specialist 4 - Central sheree.hilliard@dbhds.virginia.gov 


804-371-
2154 or  
804-629-
1675 


Kimberly 
Rodgers 


Housing 
Specialist 5 - Eastern kimberly.rodgers@dbhds.virginia.go


v 
804-629-
1674 


 
 












Request for a Reserve Slot 


 


10/24/16 
 


An individual may be able access a reserve slot to transition from one DD waiver to another DD waiver in 
order to access needed services. 


CSB:       


Support Coordinator completing the form:       


Date completed: Click here to enter a date. 


Individual requiring a reserve slot:       


Medicaid number:       


Current waiver: Choose an item. 


Requested waiver: Choose an item. 


Describe the change in the individual’s assessed needs, as documented in the individual’s record, which 
requires a service or services that are not available in the waiver in which the individual is presently 
enrolled:       


 


Please forward this form to Vivian Stevenson (vivian.stevenson@dbhds.virginia.gov) via secure email. 


 


 


GUIDANCE PER REGULATIONS: The assignment of reserve slots is managed by DBHDS. In the event that 
all reserve slots have been assigned, a chronological list of individuals in need of a reserve slot will be 
maintained.    


The waiver slot that is vacated by the individual transitioning to a reserve slot shall remain with the 
vacated slot’s CSB/BHA. The assignment of the vacated slot will be made by DBHDS after review and 
recommendations from the local Waiver Slot Assignment Committee. 


Individuals and family/caregivers shall have the right to appeal the application of the reserve criteria to 
their circumstances pursuant to 12 VAC 30-110.  All notifications of appeal shall be submitted to DMAS.  


Additional information about reserve slots may be found in the DD waivers’ emergency regulations at 
12VAC30-120-580.   


 
 


 








IFSP: First Steps
The Individual and Family Support Program


Need an electronic copy of this
document? Use your mobile device
to scan this QR code!







how to access Virginia’s Medicaid Waivers for Developmental Disabilities,
links to our one-stop information website, My Life, My Community,
a summary of the Individual and Family Support Program (IFSP), and
a list of resources for people who are on Virginia’s Developmental Disability waiver waiting list.


The Department of Behavioral Health and Developmental Services (DBHDS) made this guide to help
families understand resources, supports, and services that the Commonwealth of Virginia offers to
people with developmental disabilities. 


It includes the following information:


We know that navigating the developmental disability system can be hard for families. We hope you
will find this resource useful!


If you need more information, we invite you to visit our website at mylifemycommunityvirginia.org.


Financial assistance: Visit our webpage to learn more about eligibility and how to apply.
Education, information, and referrals: Visit My Life, My Community, our one-stop online tool,
to find what you need.
Family Mentoring: Want guidance or support from someone who has been there? The Family to
Family Network at the Center for Family Involvement can help!
Peer Mentoring: Connect with peers with disabilities through The Arc of Virginia's Peer
Mentoring Program!
Community coordination: Ready to give back to your community and have your voice heard?
Consider joining your IFSP Regional Council.


NOTE: Some families may know of or receive services through an Individualized Family Service Plan
through the Infant and Toddler Connection of Virginia. This is not the same as the Individual and
Family Support Program at DBHDS!


The Individual and Family Support Program (IFSP) helps individuals and families by providing:


To get updates from IFSP, please sign up for our email list at tinyurl.com/IFSPList. This is the best
way to get the most up-to-date information from us.


To speak with a live operator, you can call My Life, My Community at 844-603-9248 (Monday through
Friday, from 9 a.m. to 4 p.m.). Operators can help you find the Community Services Board or
Behavioral Health Authority (CSB/BHA) that serves your area. They can also help you navigate the
My Life, My Community website.
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What is IFSP?


Welcome!



https://mylifemycommunityvirginia.org/

https://tinyurl.com/mlmc-funding

http://mylifemycommunityvirgina.org/

https://centerforfamilyinvolvementblog.org/

https://mylifemycommunityvirginia.org/taxonomy/mlmc-menu-zone/connect-peer-mentor

https://tinyurl.com/mlmc-councils

http://tinyurl.com/ifsplist





service providers,
advocacy organizations,
public agencies, and
nonprofit partners.


are in crisis,
have behavioral health needs, and/or
have developmental disabilities.


This is a brief overview of Virginia’s Developmental Disability Waivers (DD Waivers). You can find
more detailed information in the Navigating the DD Waivers Guide. You can also click on the links
provided in this page, or use your mobile device to scan the QR code on Page 5. 


What is a developmental disability? A "developmental disability" is usually a lifelong disability that
can affect a person's day-to-day physical function, learning, language, or behavior. Developmental
disabilities can often—but not always—begin in early childhood.


What is a DD Waiver? DD waivers help people with developmental disabilities, including an
intellectual disability, live at home and in their communities. Virginia has 3 types of DD waivers.
Each type provides access to a different level of supports and services for employment, independent
living, and other needs.


Who can receive DD supports in Virginia? In Virginia, the service system helps people with
developmental disabilities and their families from birth through adulthood.


What DD services are available? You have to be eligible to receive services. 


The service system includes the following: 


A person receives services and supports based on individual needs.


Where do I start? Contact your local Community Services Board or Behavioral Health Authority
(CSB/BHA) to start the process. Local CSB/BHAs are entry points to DD waiver services in your
region.


What are Community Services Boards/Behavioral Health Authorities? Local CSB/BHAs provide
community assistance for people who:
 


To find your local CSB/BHA, visit My Life, My Community. Type in your city, county, or zip code.
Then type "CSB or BHA" in the topic box. You can also visit the Virginia Community Services
Board Directory.


To learn more about state assistance for people of all ages with DD, please see the Waivers
information section on My Life, My Community.


To read how Virginia defines
"developmental disabilities," 


visit this link or use your mobile
device to scan this QR code.


Virginia Developmental
Disability "DD" Waivers
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https://drive.google.com/file/d/1cYSDNb58t-kK4CrhBcI3xa4tQUWn6rzU/view?usp=sharing

https://tinyurl.com/mlmc-waivers

https://vacsb.org/csb-bha-directory/

http://mylifemycommunityvirginia.org/

https://vacsb.org/csb-bha-directory/

https://tinyurl.com/mlmc-waivers

https://law.lis.virginia.gov/admincode/title12/agency35/chapter230/section10/





under the age of 3,
not developing as expected, and
have a medical condition that can delay normal development.


What is support coordination? Support coordination is when a support coordinator (SC) helps you
find the supports and services you need. Support coordination is also called "case management"
(CM). SCs are the point of contact for DD waivers and the waiver waiting list.


How can I get support coordination? Contact your local CSB/BHA to ask about support
coordination. If you have not already had a DD waiver screening, an SC will guide you through the
process of determining eligibility.


The process starts with an assessment. The assessment verifies that you have a developmental
disability. It also identifies the services and supports that you need. During the assessment, your case
manager will ask you questions from an assessment tool called the Virginia Intellectual and
Developmental Disability Eligibility Survey (VIDES). The information from the assessment lets your
SC know if DD waivers are right for you. Based on your responses, your SC can work with you to
develop an individualized plan.


How do I get help for my infant or toddler (under the age of 3)? Early Intervention Services (EI)
helps families with children who are:


EI services also help parents and caregivers support their children with everyday activities. Services
are available for all eligible children and their families. This is true whether you can pay for the
services or not. To learn more about EI services, contact the Infant and Toddler Connection of
Virginia.


How do I get help for a child older than 3? If your child is older than 3, you should contact your
local school system. 


Your local school system offers services to help your child succeed in school through Special
Education services. To connect with the special education program at your local school system, visit
the Virginia Department of Education's Virginia School Directories.


Where else can I go for help? Community-based supports may also be available. To learn more
about state programs and supports in your local community, visit IFSP's "Resources for Families"
webpage or contact your local CSB/BHA.


To find out about supports for children with special health care needs, visit the Virginia Department
of Health Care Connection for Children and Early and Periodic Screening, Diagnostic and
Treatment (EPSDT). 
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Case Management / 
Support Coordination 
(CM/SC)



https://vacsb.org/csb-bha-directory/

https://tinyurl.com/mlmc-child

https://www.doe.virginia.gov/directories/index.shtml

http://www.mylifemycommunityvirginia.org/taxonomy/mlmc-menu-zone/resources-families

https://vacsb.org/csb-bha-directory/

https://www.vdh.virginia.gov/care-connection-for-children/

https://www.medicaid.gov/medicaid/benefits/early-and-periodic-screening-diagnostic-and-treatment/index.html
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Resources for People on the
DD Waiver Waiting List


Financial assistance through the Individual and Family Support Program (IFSP) Funding
Program. Read the "Beyond IFSP-Funding" document to find suggestions for free or reduced-
cost alternatives for items or services typically purchased with IFSP funds.


Advice from a family like yours through the VCU Center for Family Involvement's Family to
Family (F2F) Program.


Peer support for self-advocates and people with disabilities through The Arc of Virginia's Peer
Mentoring Program.


Connections to other families in your community through the IFSP Regional Councils. 


Rent or housing assistance through one of DBHDS’s Integrated, Independent Housing
Resources. 


Local Community Services Boards/Behavioral Health Authorities (CSB/BHA) have case
managers/support coordinators (CMs/SCs) who can answer your general questions about
waivers and services. Case managers/support coordinators should be your point of contact if
something changes, or you need help sooner.


Maintenance and repair of your Durable Medical Equipment (DME), assistive technology
and physical therapy consultations through the Office of Integrated Health’s Mobile Rehab
Engineering Team.


Assistance overcoming barriers and accessing dental care, through the Office of Integrated
Health's dental program.


Assistance with accessing support for health- and/or safety-related issues. Contact your local
CSB/BHA and ask about eligibility for assistance from the "DBHDS Office of Integrated Health."


If you have a child who is under the age of 3 years old, you may be eligible for Early Intervention
Services through the Infant and Toddler Connection.


If your child on the Waiver Waiting List is 14-22 years old and enrolled in an approved education
program, they may be eligible for Pre-Employment Transition Services (Pre-ETS) through the
Division of Rehabilitation Services at DARS. To learn about vocational rehabilitation or other
employment services in general, contact your local DARS field office.


IFSP partners with disAbilityNavigator to provide My Life, My Community, an online tool that helps
individuals and families gain knowledge and connect to resources in their community. Explore the
site to find general information on waivers, providers, and services.


If you or a loved one is on the DD Waiver Waiting List, you are eligible for any of the following
supports:


 


 



https://tinyurl.com/mlmc-funding

https://drive.google.com/file/d/1uZ46NYnLDx8O4g0CwzbuSZ8QRy9tXk1j/view

https://tinyurl.com/mlmc-family

https://mylifemycommunityvirginia.org/taxonomy/mlmc-menu-zone/connect-peer-mentor

https://tinyurl.com/mlmc-councils

https://tinyurl.com/mlmc-housing

https://tinyurl.com/casemgrelig

https://tinyurl.com/casemgrelig

https://tinyurl.com/casemgrelig

https://dbhds.box.com/s/vzinafbzz0nxloab160fa4f8svg19o2w

https://www.dbhds.virginia.gov/office-of-integrated-health/health-support-network/mobile-rehab-engineering

https://dbhds.virginia.gov/office-of-integrated-health/health-support-network/dental

https://vacsb.org/csb-bha-directory/

https://tinyurl.com/mlmc-child

https://www.vadars.org/drs/index.htm

https://vadars.org/drs/drsoffices.htm

https://mylifemycommunityvirginia.org/

https://tinyurl.com/mlmc-waivers

https://tinyurl.com/mlmc-providers

https://tinyurl.com/mlmc-services





Region I Adult Crisis Line: (855) 917-8278 (Charlottesville)


Region I Children Crisis Line: (888) 908-0486 (Lynchburg)


Region II Crisis Line Children and Adults: (855) 897-8278 (Woodbridge)


Region III Crisis Line Children and Adults: (855) 887-8278 (Radford)


Region IV Crisis Line Children and Adults: (855) 282-1006 (Chester)


Region V Crisis Line Children and Adults: (888) 255-2989 (Suffolk)


If you need immediate help for an individual with developmental disabilities experiencing a behavioral
or mental health crisis, please contact the REACH crisis services program in your region for
assistance.


The REACH program is the statewide crisis system of care that is designed to meet the crisis support
needs of individuals who have a developmental disability and are experiencing crisis events as a
result of a behavioral or mental health support need that puts them at risk for homelessness,
incarceration, hospitalization, and/or danger to themselves or others. REACH services are available
statewide, with one regional program being located in each of the Commonwealth’s 5 DBHDS regions
(Southwestern, Western, Northern, Central, and Eastern).


The contact for your region is highlighted below: 


Did you know that you can complete the Annual
Choice form and the Needed Services form online? 
Visit tinyurl.com/VADDWWLQuickTips, or scan this


QR code to get the form link and instructions.


Special thanks to Virginia Commonwealth University's


If you need this message provided in Spanish or another language, please contact us at
(804) 663-7277.


Si necesita este mensaje proporcionado en Español, por favor contáctenos en (804) 663-7277.


Crisis Services and 
General Information


6


To find your region or to get more information,
visit mylifemycommunityvirginia.org and


select “Resources for Families.”



https://dbhds.virginia.gov/developmental-services/Crisis-services

https://centerforfamilyinvolvementblog.org/

https://centerforfamilyinvolvementblog.org/

https://tinyurl.com/VADDWWLQuickTips

https://mylifemycommunityvirginia.org/
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Service Authorization Staff CSB Assignments 
Samuel Piñero, Waiver Operations Manager 


Sam.Pinero@dbhds.virginia.gov  


Cora Banister (CO) Larissa Bolz (CO) Angela Bright (CO) 
(804) 786-0946  CO Desk (804) 371-0544 


Cell (804) 305-8301 
(804) 225-4704 


Cora.Banister@dbhds.virginia.gov  Larissa.Bolz@dbhds.virginia.gov  Angela.Bright@dbhds.virginia.gov 


Chesterfield CSB 
 


Alexandria CSB 
Arlington CSB 
Loudoun CSB 
Prince William CSB 


Colonial Behavioral Health 
Virginia Beach CSB 


Ernestine Davison (CO) Dyanne Gordon (CO) Karen Jones (CO) 


Cell (804) 920-6225 CO Desk (804) 225-3682 
Cell (804) 944-7065 


(804) 225-4702 


Ernestine.Davison@dbhds.virginia.gov Dyanne.Gordon@dbhds.virginia.gov K.Jones@dbhds.virginia.gov 


Blue Ridge CSB 
Highlands CSB 
Piedmont CSB 


Cumberland Mountain CSB 
Danville-Pittsylvania CSB 
Mt. Rogers CSB 


District 19 CSB 
 


Terri Hardin (CO) Leigh Harris (CO) Esther Forrest-Hines (CO) 


(804) 225-3327 CO Desk (804) 371-4769 
Cell (804) 536-8116 


CO Desk (804) 225-2279 
Cell (804) 536-6133 


Terri.Hardin@dbhds.virginia.gov  Leigh.Harris@dbhds.virginia.gov Esther.ForrestHines@dbhds.virginia.gov 


Hanover CSB 
Richmond Behavioral Health 
 


Hampton-Newport News CSB 
Middle Peninsula-Northern Neck CSB 
Portsmouth Behavioral Health 


Harrisonburg-Rockingham 
Horizon Behavioral Health 
Rappahanock-Rapidan CSB 
 
 



mailto:Sam.Pinero@dbhds.virginia.gov

mailto:Cora.Banister@dbhds.virginia.gov

mailto:Larissa.Bolz@dbhds.virginia.gov

mailto:Angela.Bright@dbhds.virginia.gov

mailto:Ernestine.Davison@dbhds.virginia.gov

mailto:Dyanne.Gordon@dbhds.virginia.gov

mailto:K.Jones@dbhds.virginia.gov

mailto:Terri.Hardin@dbhds.virginia.gov

mailto:Leigh.Harris@dbhds.virginia.gov

mailto:Esther.ForrestHines@dbhds.virginia.gov
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Laura Lupejkis (CO) Richard Rodgers Jr. (CO) Kristen Shaw (CO) 
 (804) 536-6155 CO Desk (804) 663-7249 


Cell (804) 536-9035 
(804) 663-7253 


Laura.Lupejkis@dbhds.virginia.gov Richard.RodgersJr@dbhds.virginia.gov Kristen.Shaw@dbhds.virginia.gov 


Alleghany Highlands CSB 
Northwestern CSB 
Rappahannock Area CSB 


Fairfax-Falls Church CSB Henrico 


 Anthony Jennings McKinley Harris  Ashley Bennett  


(804) 839-4341 (804) 495-6075 (804) 205-7711 
Anthony.Jennings@dbhds.virginia.gov M.Harris@dbhds.virginia.gov  Ashley.Bennett@dbhds.virginia.gov 


Valley CSB 
 


Region 10 CSB 
Rockbridge 


Dickenson CSB 
New River CSB 


Tiffany Barrios  Tammy Kleinke Tiffany Oats 
(804) 495-5930 (804) 263-4198 (804) 944-4216 


Tiffany.Barrios@dbhds.virginia.gov  Tammy.Kleinke@dbhds.virginia.gov Tiffany.Oats@dbhds.virginia.gov  


Norfolk CSB Planning District One CSB 
Southside CSB 


Crossroads CSB 
Goochland/Powhatan CSB 


Shelagh Young Christopher O’Handley  


(804) 263-5393 (804) 338-3046  


Shelagh.Young@dbhds.virginia.gov Christopher.Ohandley@dbhds.virginia.gov  


Chesapeake Behavioral Healthcare 
Western Tidewater CSB 


Eastern Shore CSB  



mailto:Laura.Lupejkis@dbhds.virginia.gov

mailto:Richard.RodgersJr@dbhds.virginia.gov

mailto:Kristen.Shaw@dbhds.virginia.gov

mailto:Anthony.Jennings@dbhds.virginia.gov

mailto:M.Harris@dbhds.virginia.gov

mailto:Ashley.Bennett@dbhds.virginia.gov

mailto:Tiffany.Barrios@dbhds.virginia.gov

mailto:Tammy.Kleinke@dbhds.virginia.gov

mailto:Tiffany.Oats@dbhds.virginia.gov

mailto:Shelagh.Young@dbhds.virginia.gov

mailto:Christopher.Ohandley@dbhds.virginia.gov





Revised:  9/1/2021  


 


ADMIN & REGIONAL SA STAFF 
 


LEAD SA CONSULTANTS 


Donna Ross Lead SA - Region 1 804-393-0663 Region 1 Donna.Ross@dbhds.virginia.gov 


Deidre Hairston Lead SA - Region 2 703-881-6387 Region 2 Deidre.Hairston@dbhds.virginia.gov 


Ashley Bennett Lead SA - Region 3 804-205-7711 Region 3 A.Bennett@dbhds.virginia.gov 


Karen Jones Lead SA - Region 4 804 225-4702 Region 4 CO K.Jones@dbhds.virginia.gov 


Christopher O'Handley Lead SA - Region 5 804-338-3046 Region 5 Christopher.Ohandley@dbhds.virginia.gov 


     


REGIONAL SA CONSULTANTS 


McKinley Harris SA Consultant Reg-1 804-495-6075 Region 1 M.Harris@dbhds.virginia.gov 


Anthony Jennings SA Consultant Reg-1 804-839-4341 Region 1 Anthony.Jennings@dbhds.virginia.gov 


Ashley Pannell SA Consultant Reg-2 804-839-4566 Region 2 Ashley.Pannell@dbhds.virginia.gov 


Edwin Salguero SA Consultant Reg-2 804-735-6756 Region 2 Edwin.Salguero@dbhds.virginia.gov 


Tammy Kleinke SA Consultant Reg-3 804-263-4198 Region 3 Tammy.Kleinke@dbhds.virginia.gov 


VACANT SA Consultant Reg-3  Region 3  


Tiffany Barrios SA Consultant Reg-5 804-495-5930 Region 5 Tiffany.Barrios@dbhds.virginia.gov 


Shelagh Young SA Consultant Reg-5 804-263-5393 Region 5 Shelagh.Young@dbhds.virginia.gov 


Julie Zeh SA Nurse Consultant 804-786-1393 Central Office Julie.Zeh@dbhds.virginia.gov 


Bobbi Jo Overton Admin Assistant 434-569-5031 Central Office Bobbijo.Overton@dbhds.virginia.gov 


Melanie Dezorzi Admin Assistant 703-517-5798 NOVA Melanie.Dezorzi@dbhds.virginia.gov 


 


  



mailto:Donna.Ross@dbhds.virginia.gov
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mailto:A.Bennett@dbhds.virginia.gov

mailto:Christopher.Ohandley@dbhds.virginia.gov

mailto:M.Harris@dbhds.virginia.gov

mailto:Anthony.Jennings@dbhds.virginia.gov

mailto:Ashley.Pannell@dbhds.virginia.gov

mailto:Edwin.Salguero@dbhds.virginia.gov

mailto:Tiffany.Barrios@dbhds.virginia.gov

mailto:Julie.Zeh@dbhds.virginia.gov

mailto:Bobbijo.Overton@dbhds.virginia.gov

mailto:Melanie.Dezorzi@dbhds.virginia.gov





Division of Developmental Services 
Service Authorization Organizational Chart 
 


Revised:  9/1/2021  


 


 


Waiver Operations Manager


Samuel Piñero, MPA


Region One SA Lead


Donna Ross


SA Consultants Reg 1


Mckinley Harris


Esther Forrest-Hines


Anthony Jennings


Laura Lupejkis


Region Two Lead


Deidre Hairston


SA Consultants Reg 2


Larissa Bolz


Ashley Pannell


Richard Rodgers Jr.


Edwin Salguero


Region Three Lead


Ashley Bennett


SA Consultants Reg 3


Ernestine Davison


Dyanne Gordon


VACANT


Tammy Kleinke


Region Four Lead


Karen Jones


SA Consultants Reg 4


Cora Banister


Terri Hardin


Tiffany Oats


Kristen Shaw


Region Five Lead


Christopher
O'Handley


SA Consultants Reg 5


Tiffany Barrios


Angela Bright


Leigh Harris


Shelagh Young


Admin Specialists


Bobbi Jo Overton


Melanie Dezorzi


Service Authorization


Nurse Conusltant


Julie Zeh








Revised 03/19/21, 06.21.21, 10.4.2021, 11.10.21 


 Page 1 


 


 
 


 


 


VIRGINIA SUPPORT COORDINATION/CASE MANAGEMENT 
Transfer Protocol 


               for Persons with Developmental Disabilities 
 


 


 


 


 


 


 


 


 


Committee members: 


Region 1- Krista Lynch, Valley CSB 
Region 2-Lara Lafin, Fairfax CSB 
Region 3- Rema McCue, Highland CSB 
Region 4-David Meadows, Chesterfield CSB 
Region 5-Ed Gonzalez, Chesapeake CSB 
Chair- Michelle Johnson, Henrico CSB 


  


 







Revised 03/19/21, 06.21.21, 10.4.2021, 11.10.21 


 Page 2 


 


 


 


This document has been developed to assure the compliance with the Person-Centered Individual Support Plan 


(PCISP) to promote full community inclusion and to promote self-determination in the event that an individual’s 


residency may be out of his/her home area. As one’s comprehensive supports are defined for the most integrated 


settings, the following areas must be addressed: 


 


 Employment  


 Community Participation  


 Skill Development 


 Medication Use 


 Monitoring 


 Choice  


 Risk 


 Health & Safety 


The following protocol will be followed by all Virginia Community Services Boards (CSBs) and Behavioral Health 


Authorities (BHAs) to address Support Coordination/Case Management (SC/CM) and service delivery responsibilities 


when individuals with an intellectual/developmental disability (IDD) move from one CSB/BHA jurisdiction to another 


regardless of providers, or when a request is made for SC/CM responsibilities to be transferred to another jurisdiction. 


These protocols apply to any individual who changes residency or requests a transfer of SC/CM responsibilities 


regardless of funding source including Medicaid Waiver, Community Intermediate Care Facility1, Targeted Case 


Management (TCM), those persons without specialized funding sources. CSB/BHAs have the responsibility to 


participate in intense communication regarding individuals moving into a new CSB/BHA area who have complex 


behavioral, psychiatric, and/or medical needs (e.g. involvement with REACH, psychiatric facilities, rehabilitation 


facilities, emergency placements) to ensure the quality of care. 


 


 


                                                                 


1 While community ICFs, and other facilities provide case management services to their residents making CSB/BHA support coordination/case 


management not a billable service, liaison services by either the local CSB/BHA or CSB/BHA of origin (depending on circumstances) is advisable.  


Determination of which CSB/BHA should perform this function depends on individual/family choice (to the extent possible), the elements of this 


protocol and residency (per Code requirements). 
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Preliminary Notification of Relocation 


A. When an individual relocates or intends to relocate outside their CSB/BHA jurisdiction, either 


temporarily or permanently, the CSB/BHA of origin will secure an authorization to release protected 


health information and notify the receiving CSB/BHA Developmental Disability Director (DD) or 


Designee. (For temporary, please use retain letter-Attachment C) 


B. The CSB/BHA of origin shall contact the receiving CSB/BHA of any intensive support needs concerning 


the individual’s placement, such as a crisis plan, behavioral concerns/receiving behavioral health services, 


REACH, recent discharge information from training center or psychiatric hospitalization, medication 


management, medical, waiver waitlist status and/or need for other services.  


1. Written Notification of Relocation for transfer   


A. Upon notification of relocation, a transfer letter Attachment A and required documentation packet as 


outlined in checklist Attachment B will be sent by the CSB/BHA of origin to the receiving CSB/BHA.  


 


B. For an individual whose SC/CM is being transferred, the receiving DD Director will send a notification 


of acknowledgement to the CSB/BHA of origin. 


 


2.  Transfer Timeline 


A. Within 30 calendar days of relocation (individual moving) send transfer letter (Attachment A) and 


transfer documentation packet with checklist (Attachment B) via electronically, mail or agreed upon 


method.  


 


B. Within 30 calendar days of receipt of the transfer documentation, the accepting CSB/BHA 


acknowledges receipt of documentation and communicates any concerns that need to be negotiated and 


resolved. 


 


 


        C.     The transfer of SC/CM responsibility will take place approximately 90 days from receipt of written    


              relocation notification date.              


If the ISP is expiring within 60 days of the transfer date, referring CSB will be required to complete the 


annual ISP and all service authorizations in WaMs. 


In cases of Medicaid billing, each CSB/BHA needs to be cognizant of regulations and communicate the 


billing end date for the CSB/BHA of origin and start date for the receiving CSB/BHA.  The first of the 


month being preferred to avoid duplication of billing. 
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3. Exceptions  
SC/CM will be retained by the CSB/BHA of origin in the following situations: 


A. When an individual is relocating on a temporary basis and the CSB/BHA of origin agrees to provide 


SC/CM with the ability to manage emergency situations. 


B. When an individual is a minor and receives services in one jurisdiction, but their parent(s)/guardians 


retains legal residency in the CSB/BHA of origin’s jurisdiction, and/or where individual is receiving 


services through the Children’s Services Act (CSA). 


C. When an individual is a minor and in the custody of the Department of Social Services (DSS) and reside 


in a foster care placement outside of the responsible DSS jurisdiction.  


D. Staff vacancies is not a reason to refuse/delay a transfer. Communication is essential to work a plan. 


Special circumstances  


It is beneficial for the CSB/BHA of origin to retain SC/CM longer than 90 days; an agreement will be negotiated 


between DD Directors or designee regarding length of time and exchange of information. Examples may include 


psychiatric, medical crisis or, changes/termination of service placements is requested through the authorization 


process stability of placement, etc.  


 Stability of placement references an individual’s support services not the individual. For example, an 


individual can be in and out of the hospital, but the residential provider does not change. This is a stable 


support system, and the individual will continue to require ongoing supports from the hospital and crisis 


system as this is his/her baseline. This information should be communicated initially by the DD Director or 


designee, so all are informed. 


 DD Directors will discuss and develop a plan to ensure person-centered supports are in place. Which may 


include extending the 90-day transfer process. This should include a conversation with DD Directors or 


designee. 


 If the receiving CSB/BHA has internal requirements requiring a psychological to be more recent the 


receiving Board will complete the evaluation and this process should not delay the transfer.  


 ISP/VIDES/SIS should reflect the individual’s current level. 


 The expectation with diagnostic evidence is that it is "current," meaning that it reflects the individual's 


current status. There is no regulatory requirement that the diagnostic information, psychological be 


updated within any particular time period; however, it should be updated if there has been a significant 


change in the individual, particularly if that change call the diagnosis itself into question or if additional 


testing/assessment would provide the team supporting the individual with valuable, updated information so 


as better to support the individual. 


 


 For children over the age of 9 years, a DD eligible diagnosis must be clearly documented, or diagnostic 


testing scheduled or being conducted. Per DD definition regulations: "An individual from birth to age 


nine, inclusive, who has a substantial developmental delay or specific congenital or acquired condition 


may be considered to have a developmental disability without meeting three or more of the criteria 


described in clauses (i) through (v) if the individual, without services and supports, has a high 


probability of meeting those criteria later in life." 
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4.  Changes 


During the transfer process if there is any significant change with the transfer the receiving DD Director 


or designee should be notified. For example, if an individual initially moved to Chesapeake and moved 


again during the 90-day transfer period to Richmond both DD Directors should be notified. This 


notification provides closure and documentation to the original receiving CSB/BHA.  


5. Disputes  


Any unresolved concerns, during the initial review period (initial review period is within 45 days of 


receipt of the transfer notification letter), between the CSB/BHA of origin and the receiving CSB/BHA; 


the Transfer Protocol Committee Chair will be notified immediately of the unresolved concerns. The 


chair will contact committee members to discuss and assist with identifying solutions. If the parties are 


unable to resolve and/or negotiate the transfer, the chair will contact the VACSB Executive Director and 


ED Forum Chair to assist with the process of resolution. 


 


 


Reference 


Attachment D The document (12 VAC30-122-70) outlines specific requirements from the regulations related to 


the requirements for a psychological for initial eligibility.  Also included is (12VAC30-122-190) which references 


the frequency as well as requirements for an updated psychological.  The addendum are the minimum requirements 


by the Department of Medical Assistance Services for psychological assessments.  
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NOTICE OF ACTION 
 


                                                  
DATE 


                                      


____        ______  


 


__           _____  


 


____        _____  


 


_ __________________ 
INDIVIDUAL'S NAME AND ADDRESS 


 


This letter serves as notification of the following action regarding Targeted Case 


Management and/or DD Medicaid waiver funded services:  


 


 A.  Your request for Medicaid funded services has been denied 


 B.  You are a current recipient of Medicaid services that have been:  


 Terminated. 


 Suspended. 


 Decreased. 


 Denied a request for increase 


 


 Reason for above action: 


_____________________________________________________________________


_____________________________________________________________________  


 


 C. You are a new recipient of the DD waiver 


 D.  You have been placed on the DD waiver waiting list: 


 Priority 1 


 Priority 2 


 Priority 3 


 E. Your status on the DD waiver waiting list has been changed: 


 From Priority 1 to Priority 2 or 3 


 From Priority 2 to Priority 3 


 Removed from the DD Waiver Waiting List 


 


For situations A, B, or C, the Medicaid services referenced are the following:  


 


 Support Coordination/Case Management Services  


Provider of affected service__________________ 


   


 Consumer-Directed or Agency-Directed Services  


 Companion  
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 Personal Assistance Services 


 Respite 


 Services Facilitation 


Provider(s) of affected service__________________ 


 


 Crisis Services:  


 Center-based Crisis Support Services  


 Community-based Crisis Support Services 


 Crisis Support Services 


Provider(s) of affected service__________________ 


 


 Day Services 


 Community Coaching 


 Community Engagement 


 Group Day Services 


 Provider(s) of affected service__________________ 


 


     Employment Services 


 Group Supported Employment 


 Individual Supported Employment 


 Workplace Assistance Services 


  Provider(s) of affected service__________________ 


 


 Nursing Services:  


 Private Duty Nursing Services  


 Skilled Nursing Services 


Provider(s) of affected service__________________ 


 


 Residential Services  


 Group Home Residential  


 Independent Living Supports 


 In-home Support Services 


 Shared Living 


 Supported Living 


 Sponsored Residential  


Provider(s) of affected service__________________ 


 


 Other Services 


 Assistive Technology   


 Electronic Home-based Services 


 Environmental Modifications 


 Individual and Family/Caregiver Training 


 Personal Emergency Response System (PERS) 


 Therapeutic Consultation Services 


 Transition Services 


Provider(s) of affected service__________________ 
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For situations A, B, D, or E the reason for the action is the following: 


 


 Diagnostic eligibility was not met. 


 Functional eligibility (via the Virginia Individual Developmental Disability Eligibility 


Survey [VIDES]) was not met. 


 Medicaid financial eligibility is currently not met. 


 No DD waiver slots were available for assignment. 


 Priority criteria 1 were not met. 


 No desire/need for waiver services within 30 days. 


 Other:    
 


The projected effective date for this action is:                 


 


If you don’t like this decision, you or someone you want to represent you may ask for an appeal.  


You must ask for an appeal within 30 days of getting this notice.  


You may ask for either a normal or fast appeal.  A normal appeal is for non-urgent problems.  A fast 


appeal is called an expedited appeal.  You can only get a fast appeal if you think waiting for a 


decision will put your life or health at risk. The Department of Medical Assistance Services will 


decide and tell you if your appeal is fast or normal.  


If you are already getting services, you can continue to get those services if you ask for your appeal 


within10 days from the date you got this notice, OR you ask for your appeal at any time before the 


date your services are going to end or change. If you do get services while your appeal is going on, 


and you lose your appeal, you might have to pay the Medicaid/FAMIS program back. 


How Do I Request an Appeal? 


 You can get a Medicaid/FAMIS Appeal Request Form from your local Department of Social 


Services. 


 You can get the appeal form from the internet at www.dmas.virginia.gov.   


 You can get the appeal form by calling the Department of Medical Assistance Services at 


(804) 371-8488 and asking for a form.  After you complete the form, you may mail or fax it.   


 You can write a letter.  Be sure that the letter includes: 


 Your name 


 The date you were born  


 Your Social Security number  


 Your case number 


 The name of the agency or company that sent this notice 


 The date of this notice 


 A copy of this notice. 



http://www.dmas.virginia.gov/
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 You can send an email with all your information and attachments to DMAS-


Info@dmas.virginia.gov. 


 You can call in your appeal.  Call (804) 371-8488 and be ready to give the same 


information that you would put in a letter.  After your phone call, you can mail or fax 


more information to help with your appeal. 


 You can ask for an appeal in person. 


 


Where do I send my appeal form or letter or go to file an appeal in person? 


Appeals Division 


Department of Medical Assistance Services 


600 E. Broad Street 


Richmond, Virginia  23219 


 


What is the fax number? 


Fax your appeal to (804) 452-5454. 


 


 


Please see the attached information, “About Your Appeal,” for further information.  If you have any 


questions regarding the actions noted in this letter, you may contact me at the following telephone 


number: ______________.    


 


 


Sincerely, 


 


 


 


Support Coordinator 


 


 



mailto:DMAS-Info@dmas.virginia.gov

mailto:DMAS-Info@dmas.virginia.gov
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SERVICE AUTHORIZATION GUIDANCE 
Each DD waiver service has specific requirements which must be included with the Service Authorization (SA) request in order to justify the request.  


Specific minimum SUPPORTING DOCUMENTATION FOR SA, per service, includes but is not limited to: 


WAIVERS – BUILDING INDEPENDENCE (BI), FAMILY & INDIVIDUAL SUPPORTS (FIS) & COMMUNITY LIVING (CL) 
SERVICES WAIVER MINIMUM DOCUMENTATION  WHAT YOU SHOULD KNOW, BUT NOT REQUIRED 


DOCUMENTATION FOR SUBMISSION 
Assistive Technology 
(AT) 


BI, FIS, CL • Requests for AT must include in the ISP a 
description of the individual and (1) the 
individual’s need for equipment for remedial or 
direct medical benefit in the individual's primary 
home, primary vehicle, community activity 
setting, or day program to specifically improve the 
individual's personal functioning;   and (2)  the 
items being requested to include (a) specialized 
medical equipment, ancillary equipment, and 
supplies necessary for life support; (b) durable or 
nondurable medical equipment and supplies that 
are not otherwise available through the State Plan 
for Medical Assistance; (c) adaptive devices, 
appliances, and controls which enable an 
individual to be independent in areas of personal 
care and ADLs; and (d) equipment and devices 
which enable an individual to communicate more 
effectively. 


• Documentation within the current ISP of at least 
one other waiver service. 


• Documentation that the item(s) is not covered in 
the State Plan for Medical Assistance under 
Durable Medical Equipment.   


• Documentation that the AT has been 
recommended and determined appropriate by an 
independent professional consultant. 


• A DME denial letter may be requested. 
• Maximum expenditure is $5,000.00 per calendar 


year.  
• The AT independent professional consultant shall 


not be the AT provider, and the AT provider shall 
not be the individual’s parent or spouse.   


• Item(s) must be cost effective, not for purposes 
of convenience of the caregiver or restraint of the 
individual and no additional provider mark-ups 
shall be permitted. 
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• Request must include an itemized invoice/ 
estimate from the chosen provider/vendor. 


• Drawings, images or pictures of the requested AT 
item(s) are recommended and/or may be 
requested by SA Consultant. 


Center Based Crisis 
Support Services 


BI, FIS, CL 
 


• Clear documentation of at least one of following: 
history of psychiatric hospitalization(s), 
incarceration, or terminated residential/day 
placement, behavior(s) has significantly 
jeopardized placement. 


• Specific documentation of at least one of 
following: current reduction in psychiatric, 
adaptive or behavioral functioning,  current 
increase in emotional distress,  present need for 
ongoing intervention in order to maintain stability, 
currently causing harm to self or others. 


• Documentation of current risk of psychiatric 
hospitalization or  risk of  emergency  ICF/IID 
placement or immediate risk of loss of community 
service or currently causing harm to self or others. 


• Documentation of the date of the face-to-face 
assessment by a QDDP to determine need for 
service. 


• Number of days service is being requested. 
• Requests for Center-based Crisis Support services 


must delineate in the ISP which of the following 
allowable activities will be provided:  (i) face-to-
face assessments and stabilization techniques by 
professionals; (ii) medication management and 
monitoring; (iii) behavior assessment and positive 
behavior support; (iv) intensive care coordination 
with other agencies or providers to maintain the 
individual's community placement; (v) training 
family members/caregivers and service providers 
in positive behavior supports; (vi) skill building 
related to the behavior creating the crisis such as 
self-care/ADLs, independent living skills, self-


• Center based crisis support providers shall be 
licensed by DBHDS as providers of group home 
residential services and either emergency 
services or residential crisis stabilization services. 


• Center based crisis supports shall be provided by 
a Licensed Mental Health Professional (LMHP), 
LMHP-supervisee, LMHP-resident LMHP-RP, 
certified pre-screener, QDDP, or DSP under the 
supervision of one of the professionals listed 
above. 


• Center based crisis supports shall be limited to 
six months per ISP year and shall be authorized 
in increments of up to a maximum of 30 days 
with each authorization.  


• Requests may be for planned admissions for 
individuals who need temporary, therapeutic 
interventions outside of their home setting to 
maintain stability or emergency admissions for 
individuals who are experiencing an identified 
behavioral health need or behavior challenge 
that is preventing them from reaching stability 
within their home settings. 


• Service authorization requests may be submitted 
up to 72 hours after assessment/reassessment by 
a QDDP. 


• Center based crisis supports shall not be provided 
or billed concurrently during the provision group 
home, sponsored residential, supported living, 
agency directed or consumer directed services. 
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esteem, appropriate self-expression, coping skills, 
and medication compliance; and (vii) supervising 
the individual in crisis to ensure his safety and that 
of other persons in the environment. 


Community Based 
Crisis Support Services 


BI, FIS, CL • Clear documentation of at least one of following: 
history of psychiatric hospitalization(s), 
incarceration, or terminated residential/day 
placement, behavior(s) has significantly 
jeopardized placement. 


• Specific documentation that the individual is 
experiencing at least one of following: marked 
reduction in psychiatric, adaptive or behavioral 
functioning, current increase in extreme 
emotional distress, a present need for ongoing 
intervention in order to maintain stability, or 
currently causing harm to self or others. 


• Documentation of the date of the face-to-face 
assessment by a QDDP to determine need for 
service. 


• Documentation of current risk of psychiatric 
hospitalization or  risk of  emergency  ICF/IID 
placement or immediate risk of loss of community 
service or currently causing harm to self or others. 


• ISP must include the support activities to be 
provided using (i) coaching; (ii) teaching; (iii) 
modeling; (iv) role-playing; (v) problem solving; 
or (vi) direct assistance.  


• Requests for Community-based Crisis Support 
services must delineate in the ISP which of the 
following allowable activities will be provided:  (i) 
psychiatric, neuropsychiatric psychological, and 
behavioral assessments and stabilization 
techniques; (ii) medication management and 
monitoring; (iii) behavior assessment and positive 
behavior support; (iv) intensive care coordination 
with agencies or providers to maintain the 
individual's community placement; (v) 


• Community based crisis support providers shall 
be licensed by DBHDS as providers of emergency 
services outpatient crisis stabilization services, 
residential crisis stabilization services or non-
residential crisis stabilization services.  


• Community based crisis support services shall be 
provided by an LMHP. LMHP-supervisee, LMHP-
resident, LMNHP-RO, a certified pre-screener, or 
QDDP. 


• Community based crisis support is an hourly 
service unit and may be authorized for up to 24 
hours per day if necessary in increments of no 
more than 15 days at a time. 


• The annual authorization limit is 1080. 
• Request for additional community based crisis 


support services in excess of the 1080 hour 
annual limit will be considered if justification of 
medical necessity is provided. 


• Service authorization requests may be submitted 
up to 72 hours after assessment/reassessment 
by a QDDP. 
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family/caregiver training in positive behavioral 
supports to maintain the individual in the 
community; (vi) skill building related to the 
behavior creating the crisis such as self-
care/ADLs, independent living skills, self-esteem, 
appropriate self-expression, coping skills, and 
medication compliance; and (vii) supervision to 
ensure the individual's safety and the safety of 
others in the environment. 


• Documentation of location of the community-
based crisis supports (either the individual’s home 
or in community settings or both). 


• Documentation of the date of the face-to-face 
assessment by a QDDP to determine the need for 
service. 


• Number of hours the service is being requested. 
 


Community Coaching 
(CC) 


BI, FIS, CL 
 


• Requests for Community Coaching must delineate 
in the ISP (1) that the individual requires one-to-
one support to address identified barriers that 
prevent him/her from participating in community 
engagement services, including identification of 
those barrier(s) to participation in community 
engagement services; (2) the planned supports, 
which may include a) one-on-one skill-building 
and coaching to facilitate participation in 
community activities and opportunities such as (i) 
activities and public events in the community; (ii) 
community education, activities, and events; and 
(iii) use of public transportation; b) skill building 
and support in positive behavior, relationship 
building, and social skills; c) support with the 
individual's self-management, eating, and 
personal care needs in the community; (3) a 
schedule of daily and weekly supports. 


• The unit of service is an hour. 
• Community coaching providers must be licensed 


by DBHDS as a provider of non-center based day 
support services.  
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• Documentation that the included activities shall 
be sensitive to the individual’s age, abilities and 
personal preferences.  


• Documentation that the service will be delivered 
1:1.  


• Documentation shall include a weekly schedule 
with no more than 66 hour per week combining all 
other employment and day options,  


Community 
Engagement (CE) 
 


BI, FIS, CL 
 


• Requests for Community Engagement must 
delineate in the ISP (1) the need for    ; (2) which 
of the following allowable activities will be 
provided:  a) skill building, education, supports 
and monitoring that assist the individual with 
acquisition and retention of skills in the following 
areas: (i) activities and public events in the 
community; (ii) community educational activities 
and events; (iii) interests and activities that 
encourage therapeutic use of leisure time; (iv) 
volunteer experiences; and (vi) maintaining 
contact with family and friends; (b) Skill building 
and education in self-direction to enable the 
individual to achieve one or more of the 
following outcomes particularly through 
community collaborations and social connections 
developed by the provider (e.g., partnerships 
with community entities such as senior centers, 
arts councils, etc.): (i) development of self-
advocacy skills; (ii) exercise of civil rights; (iii) 
acquisition of skills that promote the ability to 
exercise self-control and responsibility over 
services and supports received or needed; (iv) 
acquisition of skills that enable the individual to 
become more independent, integrated, or 
productive in the community; (v) development of 
communication skills and abilities; (vi) furthering 
spiritual practices; (vii) participation in cultural 
activities; (viii) developing skills that enhance 


• The unit of service is an hour. 
• Community engagement providers must be 


licensed by DBHDS as a provider of non-center 
based day support services.  


• Community Engagement activities should 
enhance the individual's involvement with the 
community and facilitate the development of 
natural supports. This service is to be provided in 
the least restrictive and most integrated settings 
possible. 
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career planning goals in the community; (ix) 
development of living skills; (x) promotion of 
health and wellness; (xi) development of 
orientation to the community, mobility, and the 
ability to achieve the desired destination; (xii) 
access to and utilization of public transportation; 
or (xiii) interaction with volunteers from the 
community in program activities; (3) a  schedule 
of daily and weekly supports. 


• Documentation that, if Community Engagement 
includes planning community activities with the 
individual, this is limited to no more than 10% of 
the total number of authorized hours per month. 


• Documentation of the specific setting of the 
service delivery to confirm that the service is 
conducted at naturally occurring times and in a 
variety of natural settings in which the individual 
actively interacts with persons without 
disabilities (other than those paid to support the 
individual). 


• Documentation of the staff/individual ratio, as the 
ratio shall be no more than 1:3. 


• Documentation shall include a weekly schedule 
with no more than 66 hour per week combining all 
other employment and day options. 


 
Companion Services  
(Agency Directed - AD &  
Consumer Directed - 
CD) 
 


FIS, CL 
 


• Requests for Companion services must delineate 
in the ISP (1) the individual’s need for nonmedical 
care, socialization, or general support (2) the 
planned activities, which may include (a) 
assistance with IADLs including meal preparation, 
laundry, and shopping, (b) light housekeeping, (c) 
community access and activities, (d) general 
supports and (e) safety supports; and (3) a 
schedule of daily and weekly supports. 


• Documentation identifying the Employer of 
Record (EOR) for an individual who is unable to 


• The unit of service is an hour. 
• No regularly scheduled hands-on care or 


Activities of Daily Living (ADLs).   
• No skill building or nursing activities.   
• Companion Services can be used in conjunction 


with residential support services.   
• May not be provided during the same billable 


hours as Personal Assistance services or Respite 
(Consumer and/or Agency-Directed). 


• The Consumer-Directed Companion Assistant 
shall not be the individual’s spouse.   
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independently manage his own consumer-
directed companion services.  The EOR may be an 
adult family member/caregiver or some other 
person who agrees to fulfill the required duties to 
serve as the employer of record on behalf of the 
individual.  


• Documentation that the individual is 18 years of 
age or older.  


• Companion Services shall only be authorized to 
be delivered by family members living under the 
same roof as the individual if there is objective 
written documentation submitted by the support 
coordinator as to why there are no other 
providers available to render the services to the 
individual. 


• The schedule must include no more than 8 hours 
per day of either or a combination of CD and AD 
Companion services. 


• Companion services cannot be provided by adult 
foster care providers or any other paid caregivers 
for an individual residing in that foster care home. 


• No more than two unrelated individuals who are 
receiving waiver services and who live in the 
same home shall be permitted to share the 
authorized work hours of the companion. 


 


Crisis Support Services BI, FIS, CL 
 


• Specific documentation that the individual is 
experiencing at least one of following: marked 
reduction in psychiatric, adaptive or behavioral 
functioning, current increase in extreme 
emotional distress, a present need for ongoing 
intervention in order to maintain stability, or 
currently causing harm to self or others. 


• Documentation of the date of the face-to-face 
assessment by a QDDP to determine need for 
service. 


• Number of hours the service is being requested. 
• Requests for Crisis Support services must 


delineate in the ISP which of the following 
components/allowable activities will be provided: 
• Crisis Prevention – Documentation will indicate 


assessment of individual’s medical, cognitive 
and behavioral status and predictors of 
self/other injurious, disruptive or destructive 
behaviors and the positive behavior supports to 


• Crisis Support services shall be authorized or 
re—authorized following a documented face-to-
face assessment conducted by a QDDP. 


• Crisis Support services shall be provided by 
entities licensed by DBHDS as providers of 
outpatient crisis stabilization services, residential 
crisis stabilization services or non-residential 
crisis stabilization services. 


• Crisis Support services providers shall employ or 
utilize QDDPs, licensed mental health 
professional or other qualified personnel 
licensed to provide clinical or behavioral 
interventions.  


• Service authorization requests may be submitted 
up to 72 hours after assessment/reassessment 
by a QDDP. 


• The unit of the service for crisis prevention is 
one hour and billing may occur up to 24 hours 
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prevent crisis situations; training to be provided 
to family/caregivers to avert further crises and 
to maintain the individual's typical routine to 
the maximum extent possible. 


• Crisis Intervention - Documentation will 
indicate short-term structured strategies that 
will be used to prevent further escalation and 
maintain immediate personal safety of those 
involved.   


• Crisis Stabilization – Documentation will 
indicate efforts and strategies that will be used 
to gain a full understanding of all factors that 
precipitated the crisis and training to be 
provided to family/caregivers and other 
persons significant to the individual in 
techniques and interventions to avert future 
crises. 


per day if necessary. Crisis prevention may be 
authorized for up to 60 days per ISP year.  


• The unit of the service for crisis intervention is 
one hour and billing may occur up to 24 hours 
per day if necessary. Crisis intervention may be 
authorized in increments of no more than 15 
days at a time for up to 90 days per ISP year.  


• The unit of the service for crisis stabilization is 
one hour and billing may occur up to 24 hours 
per day if necessary. Crisis stabilization may be 
authorized in increments of no more than 15 
days at a time for up to 60 days per ISP year.  


• Crisis Support services include supports during 
the provision of any other waiver service and 
may be billed concurrently (same dates and 
times). 


Electronic Home Based 
Supports (EHBS) 
 


BI, FIS, CL • Requests for EHBS must delineate in the ISP the 
need for the service, how it will decrease the need 
for other Medicaid services, promote inclusion in 
the community or increase the individual’s safety 
in the home environment, the equipment or 
device being requested, which may include 
ongoing electronic monitoring services, and how it 
will be used. 


• Documentation of the assessment for the need for 
this service from a technology specialist for the 
requested equipment, which may be (but not 
limited to) a registered Occupational Therapist. 


• Documentation that the individual is at least 18 
years of age and physically able to utilize the 
equipment. 


• Documentation of the complete provider proposal 
with itemized quote and diagram, pictures, etc. 


 


• EHBS is not available to individuals receiving 
group home, sponsored residential or supported 
living services.  


• Receipt of this service and related equipment is 
not tied to any other waiver or covered service.  


• Equipment or supplies already covered by any 
other Medicaid covered service may not be 
included in requests for this waiver service. 


• The annual ISP year limit for this service is 
$5,000. 
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Environmental 
Modifications (EM) 


BI, FIS, CL • Requests for EM must delineate in the ISP (1) a 
description of the individual, reason for the 
request with a clear statement(s) of remedial or 
direct medical benefit and how it will improve the 
individual’s personal functioning; (2) a description 
of the EM (which may include the installation of 
ramps and grab-bars, widening of doorways, 
modification of bathroom facilities, or installation 
of specialized electric and plumbing systems that 
are necessary to accommodate the medical 
equipment and supplies required by the 
individual, as well as modifications to a primary 
automotive vehicle in which the individual is 
transported if it is owned by the individual, a 
family member with whom the individual lives or 
has consistent and ongoing contact, or a 
nonrelative who provides primary long-term 
support to the individual and is not a paid provider 
of services) and where the EM will be completed. 
May include Environmental Modification 
Maintenance. Documentation within the current 
ISP of at least one other waiver service. 


• Request must include an itemized proposal/ 
estimate from the chosen provider/contractor. 


• Drawings, images or pictures of the requested 
EM are recommended and/or may be requested. 


• EM is not available for individuals receiving Group 
Home Supports, Sponsored Residential Services, 
or Supported Living Residential Services. 


• The service unit is the cost of the EM. Maximum 
expenditure is $5,000 per calendar year.  


• Modifications shall not be used to bring a 
substandard dwelling up to minimum habitation 
standards or add square footage to the home. 


• Providers of EM services shall not be the spouse 
or parents (natural, adoptive, or foster parents) 
or legal guardians of the individual enrolled in the 
waiver. 


• Adaptations or improvements to the home shall 
not include those that are not of direct medical or 
remedial benefit to the individual enrolled in the 
waiver. 


• EM to vehicles shall not include: improvements 
that are of general utility, purchase or leasing, or 
regularly scheduled upkeep and maintenance.  


• The EM must be cost effective. 
• The EM is typically a permanently installed 


fixture. 


Group Day Services BI, FIS, CL • Requests for Group Day services must delineate 
in the ISP (1) the need for skill-building or 
supports that promotes the individual’s 
opportunities for being a productive and 
contributing member of his community and (2) 
planned  skill building (required) and support 
activities in: (a) problem-solving, sensory, gross 
and fine motor, communication, and personal 
care skills (b) self, social, and environmental 
awareness skills (c) positive behavior, using 
community resources, community safety and 


• The service unit is one hour. 
• No greater than a 1:7 staff to individual ratio.  
• Group Day services are provided primarily in 


settings other than the individual's own 
residence. 


• Group Day services shall be coordinated with the 
therapeutic consultation plan, as applicable.  
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positive peer interactions, volunteering and 
educational programs in integrated settings, 
forming community connections or relationships; 
(d) supporting older adults in participating in 
meaningful retirement activities in their 
communities (i.e., clubs and hobbies); and (e) 
career planning and resume developing based on 
career goals, personal interests, and community 
experiences; (3) a  schedule of daily and weekly 
supports. 


• Skill building must be a component of this service 
unless the ISP documents that the individual has a 
progressive condition, in which case Group Day 
services may focus on maintaining skills and 
functioning and preventing or slowing regression 
rather than acquiring new skills or improving 
existing skills. 


• Documentation of the weekly schedule may 
include staff time when required to ride with the 
individual to and from Group Day service, up to 
25% of the total time the individual is scheduled 
to participate in Group Day services for the day. 


• Documentation of weekly schedule with no more 
than 66 hour per week combining Group Day with 
all other employment and day options. 


Group Home 
Residential 


CL • Requests for Group Home services must 
delineate in the ISP (1) the need for skill-building, 
as well as routine supports, general supports, 
and/or safety supports to enable the individual to 
successfully live the community; and (2) planned 
skill building (required) and supports related to 
(a) ADLs and IADLs; (b) the use of community 
resources (transportation, shopping, restaurant 
dining, and participating in social and 
recreational activities); (c) replacing challenging 
behaviors with positive, accepted behavior for 
home and community environments; d) health, 


• The unit of service is a day. 
• Homes of 4 persons (or less): use the UA modifier; 


homes of 5 – 12 persons: use the U2 – U9 
modifiers, as appropriate. 
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safety, and physical condition; e) transportation; 
and (3) a  schedule of daily and weekly supports. 


• Request must indicate the number of beds for 
which the home is licensed. 


Group Supported 
Employment 


BI, FIS, CL • Requests for Group Supported Employment 
services must delineate in the ISP (1) the 
individual's need for employment-related skill 
building and ongoing support to perform in a work 
setting and (2) planned skill building (required) 
and supports related to (a) Vocational/job-related 
discovery or assessment; (b) Person-centered 
employment planning that results in employment 
related outcomes; (c) Negotiation with 
prospective employers, with or without the 
individual present; (d) On-the-job training in work 
skills required to perform the job; (e) Ongoing 
evaluation, supervision, and monitoring of the 
individual's performance on the job but which do 
not include supervisory activities rendered as a 
normal part of the business setting; (f) Ongoing 
support services necessary to ensure job 
retention, with or without the individual present; 
(g) Supports to ensure the individual's health and 
safety; (h) Development of work-related skills 
essential to obtaining and retaining employment, 
such as the effective use of community resources 
and break or lunch areas and transportation 
systems; and (i) Staff provision of transportation 
between the individual's place of residence and 
the workplace in the absence of other 
transportation.  


• Documentation that this service is not available 
from DARS or IDEA for the individual enrolled in 
the waiver. 


• Documentation of the size of the group. 


• The unit of service is one hour and the services 
can be authorized for no more than 40 hours per 
week per individual. Groups are limited to 2 to 8 
individuals and services are provided in a 
community setting that promotes integration 
into the workplace and interaction between 
participants and people without disabilities in 
the workplace.  
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• Documentation of weekly schedule with no more 
than 66 hour per week combining all other 
employment and day options. 


Independent Living 
Supports 
 


BI • Requests for Independent Living Supports must 
delineate in the ISP (1) the individual's need for 
skill building and assistance to secure a self-
sustaining, independent living situation in the 
community and provide the support necessary to 
maintain those skills; (2)  skill building (required) 
and supports to (a) increase community 
participation and inclusion in meaningful 
activities; (b) increase socialization skills and 
maintain relationships; (c) improve and maintain 
health, safety and fitness; (d) increase decision-
making and self-determination skills; and (e) 
increase/maintain ADLs and IADLs; (3) a  schedule 
of daily and weekly supports. 


• Documentation indicating that the individual is at 
least 18 years old and has no primary care giver. 


• Documentation to indicate living situation 
(roommates, own home, etc). 


• The unit of service is a month or, when 
beginning or ceasing the service, may be a 
partial month. Services will be authorized for no 
more than 21 hours of Independent Living 
Supports per week.  


• Individuals receiving this service must be adults 
18 years of age and older who live alone or with 
roommates in their own homes or apartments.  


• The supports may be provided in the individual's 
residence or in other community settings. 


• This service shall not be provided in a licensed 
residential setting. 


Individual Supported 
Employment 
 


BI, FIS, CL • Requests for Individual Supported Employment 
services must delineate in the ISP (1) the 
individual's need for employment-related skill 
building and ongoing support to perform in a 
work setting and (2) planned skill building 
(required) and supports related to (a) 
vocational/job-related discovery or assessment; 
(b) person-centered employment planning that 
results in employment related outcomes; (c) 
individualized job development, with or without 
the individual present, that produces an 
appropriate job match to include job analysis or 
determining job tasks, or both (d) negotiation 
with prospective employers, with or without the 
individual present; (e) on-the-job training in work 
skills required to perform the job; (f) ongoing 


• The unit of service is one hour and the services 
can be authorized for no more than 40 hours per 
week per individual.  


• For time-limited and service authorized periods 
(not to exceed 40 hours) individual supported 
employment may be provided in combination 
with day services or residential services for 
purposes of job discovery. 


• Services must be provided 1:1.  
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evaluation, supervision, and monitoring of the 
individual's performance on the job but which do 
not include supervisory activities rendered as a 
normal part of the business setting; (g) ongoing 
support services necessary to ensure job 
retention, with or without the individual present; 
(h) supports to ensure the individual's health and 
safety; (i) development of work-related skills 
essential to obtaining and retaining employment, 
such as the effective use of community resources 
and break or lunch areas and transportation 
systems; and (j) staff provision of transportation 
between the individual's place of residence and 
the workplace in the absence of other 
transportation; (3) a  schedule of daily and 
weekly supports. 


• Documentation that this service is not available 
from DARS or IDEA for the individual enrolled in 
the waiver. 


• Documentation of weekly schedule with no more 
than 66 hour per week combining all other 
employment and day options. 


In-Home Support 
Services 


FIS, CL • Requests for In-Home Support services must 
delineate in the ISP (1) the individual's need for 
skill-building and routine supports, general 
supports, and safety supports that enable an 
individual to acquire, retain, or improve the self-
help, socialization, and adaptive skills necessary to 
reside successfully in community settings; (2) 
planned skill building (required) and supports 
related to (a) personal care activities (ADLs) and 
IADLs; (b) the use of community resources 
(transportation, shopping, dining at restaurants, 
and participating in social and recreational 
activities); (c) replacing challenging behaviors with 
positive, accepted behaviors for home and 
community environments; (d) the individual's 


• In-home support services are reimbursed 
according to the number of individuals being 
served.  


• These services shall not typically be authorized 
for 24 hours per day, but may be authorized for 
brief periods up to 24 hours when medically 
necessary.  


• Services are designed to supplement the primary 
care provided by the individual, family, or other 
unpaid caregiver and are designed to ensure the 
health, safety and welfare of the individual. 


• In-home support services shall not be covered for 
the individual simultaneously with the coverage 
of group home residential, supported living 
residential, or sponsored residential services.  
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health and physical condition or other medical 
needs; (e)  using community resources; (e) 
transportation; or (f) providing safety supports to 
ensure the individual's health and safety (3) a  
schedule of daily and weekly supports. 


• Documentation that the individual is living in his 
own home or family home. 


• Documentation of the number of individuals living 
in home and receiving the service at the same 
time. 


• Documentation of the individual’s back-up plan 
for times when In-home Supports cannot occur as 
regularly scheduled. 
 


• Individuals may have In-home Supports, personal 
assistance, and respite services in their ISP but 
shall not receive these Medicaid-reimbursed 
services simultaneously with In-home Supports. 


Individual & 
Family/Caregiver 
Training (IFCT) 
 


FIS • Requests for Individual & Family/Caregiver 
Training services must delineate in the ISP (1) the 
need for training and counseling or education for 
the family or caregiver (to include the name & 
relationship of the training recipient(s) and an 
indication of how the training will improve their 
ability to care for and support the individual 
enrolled in the waiver), or the individual’s need for  
educational opportunities to better understand 
his disability and increase his self-determination 
and self-advocacy; (2) the name of the 
conference, seminar, or individual practitioner 
conducting the training event; and an agenda, 
schedule, etc., which indicates the date(s), time(s), 
location(s) of the IFCT. 


 


• Authorized hours may not exceed 80 total hours 
per ISP year. 


• Travel and room and board expenses shall not be 
authorized. 


 


Personal Assistance 
Services  
(Agency Directed-AD &  
Consumer Directed-CD) 
 


FIS, CL 
 


• Requests for Personal Assistance services must 
delineate in the ISP (1) the individual’s need for 
assistance with activities of daily living (a need for 
and provision of support with ADLs REQUIRED for 
authorization of this service), reminders to take 
medication, or other medical needs, or 
monitoring health status or physical condition; 


• If the individual requires skill building services, 
those must be provided through another 
appropriate service.  


• These services do not include nursing services.  
• Services may not be provided to individuals 


receiving Sponsored Residential Services, 
Supported Living Residential, or Group Home 
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(2) the supports required by the individual in any 
of the following areas: (i) ADLs; (ii) monitoring of 
health status or physical condition; (iii) 
medication and other medical needs; (iv) 
preparation and eating of meals; (v) 
housekeeping (such as bed making, cleaning, 
individual's laundry) activities; (vi) participation in 
social, recreational, and community activities; 
(vii) bowel/bladder care needs, range of motion 
activities, nonsterile technique routine wound 
care, and external catheters when supervised by 
an RN; (ix) accompanying the individual to 
appointments or meetings; (x) safety supports; 
and (xi) assistance and supports to individuals in 
the workplace and postsecondary educational 
institutions (as long as these supports should not 
be provided by DARS, under IDEA, as part of the 
employer's responsibility, or are provided under 
supported employment; (3) a  schedule of daily 
and weekly supports. 


• Requests for Consumer-Directed PA must include 
documentation identifying the Employer of 
Record (EOR).  


• Documentation of a back-up plan must be 
submitted. 


Supports. However, there is an exception to this 
when individuals have visits to family homes 
away from these settings that require staff 
support. 


• Individuals may receive a combination of 
Personal Assistance, Respite, and In-home 
Support services in their ISP, but will not be 
authorized to receive these services at the same 
time. 


• Services may be authorized for provision by the 
individual's relative or legal guardian. living under 
the same roof as the individual if there are no 
other providers available to render the services 
and the support coordinator can provide 
objective written documentation to support this 
option.   


• Services shall not be reimbursed by Medicaid 
when they are provided by the individual's 
spouse or, if the individual is a minor child, by his 
parent or parents (natural, adoptive, foster, or 
step-parent). 


• No more than two unrelated individuals who live 
in the same home shall be permitted to share the 
authorized work hours of the personal assistant. 


• IADLs authorized must be essential to the health 
and welfare of the individual, rather than for the 
individual's family/caregiver's comfort. 
 


Personal Emergency 
Response System 
(PERS) 
 


BI, FIS, CL 
 


• Requests for PERS services must delineate in the 
ISP (1) the individual’s need to secure help in an 
emergency because there is no one else in the 
home with the individual who is competent or 
continuously available to call for help in an 
emergency; (2) the times when individual is alone 
and that the individual has the cognitive and 
physical ability to use the PERS; (3) the type of unit 
(i.e., PERS only, medication dispensing unit in 


• The unit is the one-time cost of installation or 
monthly rental/monitoring fee.  


• Physician-ordered medication monitoring units 
may only be authorized for those individuals 
receiving PERS services. 


• PERS services provide support to those who 
have no regular caregiver for extended periods 
of time and who would otherwise require 
supervision. 
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addition to PERS device), monthly monitoring 
service, RN medication dispensing unit refilling. 
 


• PERS shall not be authorized for individuals who 
are simultaneously receiving Group Home 
Supports, Sponsored Residential services, or 
Supported Living Residential services. 


Private Duty Nursing 
Service 
 


FIS, CL 
 


• Requests for Private Duty Nursing services must 
delineate in the ISP (1) the individual’s serious 
medical conditions and complex health care needs 
that require specific nursing services that cannot 
be provided by non-nursing personnel; (2) nursing 
services to be provided: (a) monitoring of an 
individual's medical status; (b) administering 
medications or other medical treatment. 


• Requests for service authorization must include 
doctors’ orders affirming the individual’s need for 
continuous medical care, the nursing (RN or LPN) 
services to be provided, and number of hours 
requested. The completed and signed CMS 
485/POC form is strongly recommended 


• Service authorization documentation must 
include the location of the services.  


 


• The unit of service is a quarter hour. 
• Private   duty   nursing    may occur concurrently 


with other services. 
• These services may be provided in the individual’s 


residence or in the community.   
• Individuals enrolled in waiver services shall not be 


authorized to receive private duty nursing 
services concurrently with skilled nursing 
services. 


Respite Services  
(Agency Directed - AD &  
Consumer Directed - 
CD) 
 


FIS, CL • Requests for Respite services must delineate in 
the ISP (1) the individual’s need for assistance 
with ADLs, community access, self-administration 
of medications or other medical needs, or 
monitoring of health status or physical condition; 
(2) supports to be provided including  (a) ADLs 
and IADLs; (b) monitoring health status and 
physical condition; (c) medication and medical 
needs; (d) safety supports; (e) participation in 
social, recreational, or community activities; (f) 
accompanying the individual to appointments or 
meetings; and (g) bowel/bladder programs, range 
of motion exercises, routine wound care that 
does not include sterile technique, and external 
catheter care when trained and supervised by an 
RN. 


• The unit of service is an hour. 
• Authorized units of service may not exceed 480 


hours per state fiscal year (7/1 – 6/30) to include 
a combination of Consumer-Directed Respite and 
Agency-Directed Respite. 


• May not be provided to Individuals receiving 
Supported Living services, Sponsored Residential 
services or Group Home Supports. 


• No more than two unrelated individuals who live 
in the same home shall be permitted to share the 
authorized work hours of the respite assistant. 


• This service is authorized for two years (refer to 
Medicaid Memo 4/3/14), but must be included in 
the ISP both years. 
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• Documentation should identify the setting for the 
service. 


• Documentation must accompany the service 
authorization request identifying the family 
member or other unpaid, primary caregiver who 
resides in the same home as the individual who is 
the beneficiary of the respite services.  


• Requests for Consumer-Directed Respite must 
include documentation identifying the Employer 
of Record (EOR).  


• Documentation of a back-up plan must be 
submitted. 


Shared Living BI, FIS, CL 
 


• Requests for Shared Living services must delineate 
in the ISP (1) the individual’s need for fellowship, 
safety supports, and limited ADL/IADL help and (2)  
the supports to be provided by the Shared Living 
roommate that have been determined by the 
individual and roommate, which may include  
fellowship, safety supports, and limited ADL/IADL 
help. 


• Documentation accompanying the service 
authorization request must include a copy of the 
lease/mortgage verifying that supports are 
provided in the individual’s own home or leased 
residence and the monthly rent or mortgage 
amount. 


• Accompanying documentation must also include 
the name and relationship of the roommate to the 
individual as well as the name of the DBHDS-
licensed provider agency responsible for 
oversight. 
 


• The unit of service shall be a month or may be a 
partial month for months in which the service 
begins or ends. 


• The individual must be 18 years or older. 
• ADLs and/or IADLs (help with meal preparation, 


light housework, reminders to take medications, 
routine prompting or intermittent direct 
assistance with ADLs) may be provided but may 
not exceed 20% of the roommate’s time. 


• The roommate may not be the parent (biological, 
adoptive, foster, or step-parent), legal guardian, 
or spouse of the individual.  


• The individual shall be receiving at least one other 
waiver service in order to be approved for Shared 
Living. 


• Shared living services will not be authorized for 
individuals who are simultaneously receiving 
group home residential, sponsored residential 
services, or supported living residential services. 


 
Skilled Nursing Services FIS, CL • Requests for Skilled Nursing services must 


delineate in the ISP (1) that the individual has 
serious medical conditions and complex health 
care needs that do not meet home health criteria 
but require specific skilled nursing services that 


• The unit of service is a quarter-hour. 
• This service shall   be   authorized to provide part-


time or intermittent care.   
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cannot be provided by non-nursing personnel, and 
(2) the supports required by the individual in any 
of the following areas: (a) administering 
medications and other medical treatment, (b)  
Monitoring an individual's medical status, (c) 
provision of  consultation, assistance to direct 
support staff, and nurse delegation, and (d) 
training of family and other caregivers regarding 
the individual’s medical needs/procedures. 


• Documentation must include doctor orders which 
indicate the medical necessity of the service and 
the number of hours to be provided by a 
registered nurse and/or licensed practical nurse. 


 


• Short-term, acute, and limited-in-nature skilled 
nursing needs are to be met through State Plan 
for Medical Assistance home health services.  


• This service may be provided concurrently with 
other services except for personal assistance 
services or private duty nursing services.   


• Waiver Skilled Nursing shall not be authorized or 
covered if the necessary service is available under 
EPSDT for an individual who is under the age of 
21 years old (after 2/28/17).  


• Foster care providers shall not be the skilled 
nursing providers for the same individuals for 
whom they provide foster care. 
 


Sponsored Residential CL • Requests for Sponsored Residential services must 
delineate in the ISP (1) the individual’s need to 
acquire, retain, or improve the self-help, 
socialization, and adaptive skills necessary to 
reside successfully in home and community 
settings and (2) the supports required by the 
individual in any of the following areas: (a) 
personal care activities, (such as ADLs), 
communication and IADLs; (b) the use of 
community resources; (c) replacing challenging 
behaviors with positive, accepted behaviors; (d) 
health and physical conditions, including 
medication management and other medical 
needs; (e) transportation to and from training 
sites and community resources or activities; and 
(f) general supports and safety supports; (3) a  
schedule of daily and weekly supports. 


• Skill building is a required component of this 
service and submitted documentation must 
include that in the Plan for Supports. 


• Documentation should include whether or not the 
sponsor is a paid family member. When a family 
member is the paid sponsor, documentation 


• Prior to 1/1/17, the unit of service is an hour.   
After January 1, 2017, the unit of service  is a day 
and shall not exceed 344 days per ISP year. 


• Paid family members can only provide care to 
family members who are 18 years of age or older.  


• This service will not be authorized for individuals 
who are simultaneously receiving shared living 
services, supported living services, in-home 
support services, or group home residential 
services. 


• Sponsored Residential services shall be limited to 
no more than two individuals per sponsor home. 
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submitted must include the “Family Member as A 
Sponsor Provider Form.” 
 


Supported Living 
Residential 
 


FIS, CL • Requests for Supported Living Residential 
services must delineate in the ISP (1) the 
individual’s need to acquire, retain, or improve 
the self-help, socialization, and adaptive skills 
necessary to reside successfully in home and 
community settings and (2) the supports required 
by the individual in any of the following areas: (a) 
personal care activities (such as ADLs, 
communication, and IADLs); (b) replacing 
challenging behaviors with positive, accepted 
behaviors; (c) health and physical conditions 
including medication or other medical needs; (d) 
transportation to and from training sites and 
community resources or activities; (e) general 
supports and safety supports; (3) a  schedule of 
daily and weekly supports. 
 


 


• The unit of service is a day and shall not exceed 
344 days per ISP year. 


• Services must take place in a setting which is 
operated by a DBHDS licensed provider.  This is 
often but not limited to apartment settings.  


• Supported living residential services shall be 
provided to the individual in the form of around-
the-clock availability of paid provider staff who 
have the ability to respond in a timely manner.  


• These services may be authorized for a single 
individual or simultaneously to more than one 
individual living in the apartment, depending on 
the required support or supports. 


• The individual shall not be authorized to 
concurrently receive personal assistance services 
or any other residential service such as shared 
living services, group home supports, in-home 
supports or sponsored residential services.  


• This service is not to be used solely to provide 
routine or emergency respite care for the 
family/caregiver with whom the individual lives. 


Therapeutic 
Consultation (TC) 
-Behavioral Consultation 
-Therapeutic Consultation 
-Speech & Language  


Pathology 
-Occupational Therapy 
-Physical Therapy 
-Rehabilitation Engineering 


FIS, CL 
 


 


• Requests for Therapeutic Consultation services 
must delineate in the ISP (1) the individual’s need 
for consultation in any of these services’ areas and 
(2) the resulting planned activities of the 
consultant to include (a) interviewing the 
individual and relevant others to identify desired 
outcomes of consultation; (b) observing the 
individual in daily activities and natural 
environments; (c) assessing the individual's need 
for an assistive device or evaluating the device’s 
efficacy; (d) developing data collection 
mechanisms and collecting baseline data for the 
consultation service; (e) observing and assessing 


• The unit of service is an hour. 
• The individual shall be receiving at least one other 


waiver service in order to be approved for 
Therapeutic Consultation.  The exception to this 
is Behavioral Consultation. 


• Other than Behavioral Consultation, Therapeutic 
Consultation services shall not include direct 
therapy provided to the individual and shall not 
duplicate the activities of other services that are 
available to the individual through the State Plan 
for Medical Assistance. Behavior consultation 
services may include direct behavioral 
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the current interventions, support strategies, or 
assistive devices being used with the individual; (f) 
designing a written therapeutic consultation plan; 
(g) demonstrating specialized, therapeutic 
interventions, individualized supports, or assistive 
devices; (h) training relevant persons to assist the 
individual in using an assistive device or 
implement therapeutic interventions/appropriate 
support techniques; (i) intervening directly, by 
behavioral consultants, with the individual and 
demonstrating to family/caregivers/staff such 
interventions.  
 


interventions and demonstration to family 
members/staff of such interventions. 


• Travel time, written preparation, and telephone 
communication shall be considered as in-kind 
expenses within this service and shall not be 
included in authorized hours. 


 
  


Transition Services BI, FIS, CL • Requests for Transition Services must delineate in 
the ISP (1) the need of a transitioning individual 
(i.e., from an institution (nursing facility, 
specialized care facility/hospital, or ICF/IID) or 
licensed/certified provider-operated living 
arrangement to a living arrangement in a private 
residence for which he  is directly responsible for 
his own living expenses) for set-up expenses in 
that new setting; (2) the types of items/expenses 
to be covered, which may include: (a) security 
deposits and the first month's rent that are 
required to obtain a lease on an apartment or 
home;  (b) essential household furnishings 
required to occupy and use a community domicile, 
including furniture, window coverings, food 
preparation items, and bed/bath linens; (c) set-up 
fees or deposits for utility or services access, 
including telephone, electricity, heating and 
water; (d) services necessary for the individual's 
health, safety, and welfare such as pest 
eradication and one-time cleaning prior to 
occupancy; (e) moving expenses; (f) fees to obtain 
a copy of a birth certificate or an identification 
card or driver's license; and (g) activities to assess 
need, arrange for, and procure needed resources. 


• Transition Services may be authorized for one 
transition per individual and must be expended 
within nine months from the date of 
authorization. The total cost of these services 
shall not exceed $5,000, per person lifetime limit  


• The person is unable to meet such expenses 
himself and resources for such expenses cannot 
be obtained from another source. 


• Transition Services will not be authorized for 
ongoing monthly rental or mortgage expenses, 
food, regular utility charges, or household items 
that are intended for purely 
diversional/recreational purposes.  


• This service shall not include services or items 
that are covered under other waiver services. 
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• Documentation must confirm community housing 
and the expected date of the move.  
 


Workplace Assistance 
Service 
 


FIS, CL 
 


• Requests for Workplace Assistance services must 
delineate in the ISP (1) that the individual has 
completed job development and completed or 
nearly completed job placement training (i.e., 
individual supported employment) and needs  
more than the typical job coach services to 
remain stable in his employment; (2) the 
supports required by the individual in any of the 
following areas: (a) habilitative supports related 
to non-work skills needed for the individual to 
maintain employment (i.e., behavior, health, time 
management, or other skills the absence of which 
would endanger the individual's continued 
employment); (b) habilitative supports to make 
and strengthen community connections; (c) 
supports to ensure the individual's health and 
safety; and (d) ADL supports (although this may 
not be the only type of support authorized under 
this service); (3) a  schedule of daily and weekly 
supports. 


• Documentation of service delivered at a 1:1 ratio. 
 


• The unit of service is an hour. No more than 40 
hours per week will be authorized. Workplace 
assistance services, alone or in combination with 
community engagement, community coaching, 
supported employment, or group day services 
will not be authorized for more than 66 hours per 
week. 


• Workplace Assistance services are 
supplementary to individual supported 
employment services and shall not be work skills 
related training that would normally be provided 
by a job coach 


• Workplace Assistance services shall not be 
authorized simultaneously with work-related 
personal assistance services.  
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WSAC: Click here to enter text. WSAC Date: Click here to enter text. 
CSB: Click here to enter text. 
Support Coordinator/Case Manager (SC/CM): Click here to enter text. 
 
Non-PHI Identifier: Click here to enter text. 


 
I. Age: Click here to enter text. 
 
II. Current Diagnoses: Click here to enter text. 
 
III. Indicate which of the Priority 1 criteria were met and describe how the individual’s 


situation meets the criteria:  
 


  An immediate jeopardy exists to the health and safety of the individual due to the 
unpaid primary caregiver having a chronic or long-term physical or psychiatric condition 
or conditions that significantly limit the ability of the primary caregiver or caregivers to 
care for the individual; there are no other unpaid caregivers available to provide supports. 
Click here to enter text. 
 


  There is immediate risk to the health or safety of the individual, primary caregiver, or 
other person living in the home due to either of the following conditions: 


 
  The individual's behavior or behaviors, presenting a risk to himself or others, 


cannot be effectively managed by the primary caregiver or unpaid provider even with 
support coordinator/case manager-arranged generic or specialized supports; or  
 


  There are physical care needs or medical needs that cannot be managed by the 
primary caregiver even with support coordinator/case manager-arranged generic or 
specialized supports; 


 
  The individual lives in an institutional setting and has a viable discharge plan; or 


Click here to enter text. 
 


  The individual is a young adult who is no longer eligible for IDEA services and is 
transitioning to independent living. After individuals attain 27 years of age, this criterion 
shall no longer apply.      Click here to enter text. 


 
 
IV. Risks to the individual’s safety in his/her present environment:   


 
Challenge Intensity Frequency 


  Physical aggression Click here to enter text. Click here to enter text. 
  Self-injurious   Click here to enter text. Click here to enter text. 
  Sexually inappropriate Click here to enter text. Click here to enter text. 
  Property damage Click here to enter text. Click here to enter text. 
  Verbal aggression Click here to enter text. Click here to enter text. 
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  Leaves a safe setting putting self in 
jeopardy 


Click here to enter text. Click here to enter text. 


  Other   Click here to enter text. Click here to enter text. 
 
 


V. Community integration needs/social isolation issues  
List all current challenges, such as residence in an institution, homebound due to lack of 
services, impact of elderly caregiver, etc:    Click here to enter text. 


 
 


VI. What resources have been sought and/or are received to address the needs of the 
individual?    


 
 
VII. Describe the primary caregiver(s)’ ability and challenges to providing natural  
             supports such as transportation, supervision, promotion of community  
             integration, etc.):  Click here to enter text. 
 
 
VIII. Are there other natural supports in the person’s life such as family members,     
            neighbors, friends, other community members?  


      Click here to enter text. 
 
 


IX.       A. In the person’s own words where would he/she like to live and with whom? 
      Click here to enter text. 


 


Resource Applied If no application made, 
why not?  


Received If applied for but not 
received, why not?  


Early and Periodic  
Screening, Testing and 
Diagnosis Treatment 
(EPSDT) 


 Click here to enter text.  Click here to enter text. 


Elderly or Disabled with 
Consumer Directed 
(EDCD) Waiver  


 
 


Click here to enter text.  
 


Click here to enter text. 


Individual  and Family 
Support (IFSP) 


 Click here to enter text.  Click here to enter text. 


Summer camp  
 


Click here to enter text.  Click here to enter text. 


Comprehensive Services 
Act (CSA) 


 Click here to enter text.  Click here to enter text. 


Housing voucher  Click here to enter text.  Click here to enter text. 


Other-Name any locally 
funded services received 


 Click here to enter text.  Click here to enter text. 







Slot Assignment Review Form 


8/22/16                                                             3 
 


 
B. In the person’s own words, what would he/she like to do during the day? 
Click here to enter text. 
 


      C. Does the person have a legal guardian and if so, does the legal guardian agree 
with the person’s wishes? Click here to enter text. 
 


 
X. A. What, if anything, will occur in the next 30 days if this individual is not awarded 


a waiver slot? Click here to enter text.  
 
B. Describe indicators that support this statement: Click here to enter text. 


 
XI. Identify only those waiver services that best meet immediate needs.  


How would this/these service(s) be used to address immediate needs? 
  Assistive Technology  Click here to enter text. 
  Benefits Planning  Click here to enter text. 
  Center-Based Crisis Supports  Click here to enter text. 
  Community Coaching  Click here to enter text. 
  Community Engagement  Click here to enter text.     
  Community Guide  Click here to enter text. 
  Community-Based Crisis Supports  Click here to enter text.  
  Companion  Click here to enter text. 
  Crisis Support Services  Click here to enter text. 
  Environmental Modification  Click here to enter text. 
  Group Day  Click here to enter text. 
  Group Home Residential Click here to enter text.   
  Group Supported Employment  Click here to enter text.   
  In-Home Support  Click here to enter text.     
  Independent Living Supports  Click here to enter text.                     
  Individual & Family/Caregiver Training  Click here to enter text.  
  Individual Supported Employment  Click here to enter text.    
  Non-Medical Transportation  Click here to enter text.  
  Electronic Home-Based Supports  Click here to enter text. 
  PERS  Click here to enter text.  
  Personal Assistance  Click here to enter text. 
  Private Duty Nursing  Click here to enter text. 
  Respite  Click here to enter text. 
  Services Facilitation  Click here to enter text.  
  Shared Living  Click here to enter text. 
  Skilled Nursing  Click here to enter text.      
  Sponsored Residential  Click here to enter text.    
  Supported Living Residential  Click here to enter text. 
  Therapeutic Consultation  Click here to enter text. 
  Transition Services  Click here to enter text. 
  Workplace Assistance  Click here to enter text.  
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XII. Any other information about the individual that would help the Waiver Slot Assignment 


Committee determine if this individual is most in need of a slot:  
Click here to enter text. 
 


 
 


 
Support Coordinator completing this form:  Date: 
Click here to enter text.     Click here to enter a date.   
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Introduction
This publication is for youth who receive 
Supplemental Security Income (SSI) 
and their parents, teachers, health 
providers, caregivers, or representatives. 
Your SSI could change when you turn 
18 and prepare to transition to higher 
education or employment. Many services 
and supports are available from Social 
Security, and other federal and state 
agencies to help you prepare for a 
successful transition to adulthood.


The Age-18 Redetermination
When you turn 18, Social Security will 
review your eligibility for continued SSI 
benefits based on disability rules for 
adults, including non-medical eligibility 
rules (income, resources, residency, 
citizenship, etc.). We will generally 
contact you within a year of turning 
age 18. We call this review the age-18 
redetermination. During this medical 
review, we will send you a letter to ask 
for the following information about your 
disability:
• Names of any medicines.
• Hospital stays and surgeries.
• Visits to doctors and clinics.
• Work activity.
• Counseling and therapy.
• Schools and special classes or 


tutoring.
• Teachers and counselors who have 


knowledge of your condition.







2


Doctors and other trained staff will 
decide if you meet the disability rules 
for adults. Our disability rules for adults 
are different from our disability rules for 
children. Historically, about one-third of 
children lose their SSI eligibility following 
the age-18 redetermination.


When we decide if you will continue to 
qualify for SSI, we will write to let you 
know our decision. Our letter explains 
your right to appeal our decision—that 
is, ask us to look at your case again. 
If you want to appeal the decision, 
you must send a written appeal to 
Social Security within 60 days from 
the date you receive your letter. If you 
appeal the decision within 10 days of 
receiving the letter, you can also choose 
to have us continue to pay SSI benefits 
during the appeal process. For more 
information on the appeal process, go to 
www.ssa.gov/pubs/EN-05-10041.pdf  
and read The Appeals Process 
(Publication No. 05-10041).


Earnings and the Age-18 
Redetermination
The age-18 redetermination differs 
from a new application. Unlike in a new 
application for SSI, earning above the 
substantial gainful activity (SGA)1 level 
in a month will not automatically make 
you ineligible for SSI during your age-
18 redetermination. We will make a 


1 Social Security considers your monthly earnings to 
evaluate whether your work activity is at a level of 
substantial gainful activity.



https://www.ssa.gov/pubs/EN-05-10041.pdf

https://www.socialsecurity.gov/pubs/EN-05-10041.pdf

https://www.socialsecurity.gov/pubs/EN-05-10041.pdf
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decision about whether you meet the 
other medical and non-medical criteria 
to receive SSI. When we decide if you 
2meet the medical criteria, we will also 
consider your level of functioning in your 
past work and what it says about your 
ability to work in the national economy. 
If you are able to work at the SGA level 
only because of SSI work incentives 
or other supports, we will consider that 
information in the redetermination. To 
get the current year’s SGA amounts 
(blind and non-blind amounts), visit 
www.ssa.gov/pubs/EN-05-10095.pdf 
and read Working While Disabled: How 
We Can Help (Publication No. 05-10095). 


When we review non-medical eligibility 
during the age-18 redetermination, we 
will ask for information about all of your 
income, including any earnings. If you 
use SSI work incentives and supports 
to help you to work, we will not count 
some of your earnings and that will 
reduce your risk of you losing your SSI 
or Medicaid because of work. However, 
you must tell us about your work activity 
no matter how little you earn. Your SSI 
may continue while you work if you are 
still disabled. As your earnings go up, 
the amount of your SSI will go down and 
eventually may stop. Even if your SSI 
stops, you may be able to keep your 
Medicaid coverage and keep working.



https://www.ssa.gov/pubs/EN-05-10095.pdf
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Social Security Work Incentives 
and Supports
Social Security has work incentives 
that are available to help youth and 
adults. We also have additional 
information available to assist with 
benefits counseling and work supports. 
Work incentives allow you to continue 
receiving your SSI payments or Medicaid 
coverage while you work. Social Security 
can give you information about our work 
incentives and supports, tell you when 
you qualify for them, and help you to 
use them. We describe some of the 
work incentives and supports below. For 
more information on these and other 
Social Security employment supports, 
visit www.ssa.gov/redbook and read 
The Red Book - A Summary Guide To 
Employment Supports (Publication  
No. 64-030).


SSI Continued Payments 
(Section 301 Payments)
If we find that you are no longer 
medically eligible after the age-18 
redetermination, your SSI payments 
usually stop. However, if you are 
participating in an approved program 
of special education, vocational 
rehabilitation (VR), or similar services, 
your benefits may continue until you stop 
participating in or complete the program.  


To qualify for SSI continued payments 
under Section 301 payments:



https://www.ssa.gov/redbook

https://www.ssa.gov/redbook/

https://www.ssa.gov/redbook/

https://www.ssa.gov/redbook/
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• You must be participating in an 
appropriate program of VR or similar 
services that began before your 
eligibility ends under our rules.


• We must review your program 
and decide that your continued 
participation in the program will likely 
result in you no longer receiving 
disability benefits.


Examples of appropriate programs  
may include:
• An individualized education program 


(IEP) for a youth who is age 18 
through 21.


• A VR agency using an individualized 
plan for employment.


• Support services using an 
individualized written employment plan.


• A written service plan with a 
school under Section 504 of the 
Rehabilitation Act.


• An approved Plan to Achieve Self 
Support (PASS).


Student Earned Income 
Exclusion (SEIE)
Are you working or planning to 
work? The SEIE allows youth under 
age 22 who are regularly attending 
school to have some of their earnings 
excluded from their countable 
income when determining SSI 
eligibility and payment. To find the 
current amount we can exclude, visit 
www.ssa.gov/pubs/EN-05-10095.pdf 



https://www.ssa.gov/pubs/EN-05-10095.pdf





6


and read Working While Disabled: How 
We Can Help (Publication No. 05-10095). 
This means that earnings up to these 
limits will not change SSI payment 
amounts. The SEIE is available to you 
if you are participating in any of the 
following:
• Grades 7-12 for at least 12 hours  


a week. 
• Home schooling meeting the 


homeschooling laws of the state or 
jurisdiction where the student lives.


• On line schooling authorized by the 
laws of the state where the online 
school is located.


• A college or university for at least 8 
hours a week under a semester or 
quarter system. 


• A training course to prepare for 
employment for at least 12 hours 
a week (or 15 hours a week if the 
course involves shop practice). 


• Any of the above for less time for 
reasons beyond the student’s control, 
such as illness.


• A transition program preparing you for 
employment while you receive special 
education services.


The SEIE is available during school 
vacations if you attend classes regularly 
just before and after the school vacation 
and tell Social Security. If you are home 
schooled, we may consider you regularly 
attending school.



https://mwww.ba.ssa.gov/pubs/EN-05-10095.pdf

https://mwww.ba.ssa.gov/pubs/EN-05-10095.pdf
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Plan to Achieve Self-Support 
(PASS)
A PASS is a written plan for your future. 
A PASS allows you to set aside income 
and resources for a specified period of 
time so that you may reach a work goal 
that will reduce your SSI payments. For 
example, you could set aside some of 
your earnings to pay for expenses for 
education, vocational training, starting 
a business, or other expenses related 
to achieving your work goal. If you have 
a PASS, you may also qualify you 
for SSI continued payments under 
Section 301. Social Security must 
approve your PASS. You can locate the 
PASS Cadre for your area by visiting 
www.ssa.gov/disabilityresearch/wi/
passcadre.htm. For more information 
about PASS, read our publication, 
Working While Disabled – A Guide 
to Plans for Achieving Self-Support 
(Publication No, 05-11017) or by visiting 
www.ssa.gov/pubs/EN-05-11017.pdf.  
You can also visit www.ssa.gov/
redbook and read The Red Book – 
A Summary Guide to Employment 
Supports (Publication No. 64-030). 


Work Incentives Planning and 
Assistance (WIPA)
Beginning at age 14, WIPA projects 
provide information and benefits 
counseling to help you understand 
how work and earnings can affect your 
benefits. To learn more about work 



https://www.ssa.gov/disabilityresearch/wi/passcadre.htm

https://www.ssa.gov/disabilityresearch/wi/passcadre.htm

https://www.ssa.gov/pubs/EN-05-11017.pdf

https://www.ssa.gov/pubs/EN-05-11017.pdf

https://www.ssa.gov/pubs/EN-05-11017.pdf

https://www.ssa.gov/pubs/EN-05-11017.pdf

https://www.ssa.gov/redbook

https://www.ssa.gov/redbook

https://www.ssa.gov/redbook/

https://www.ssa.gov/redbook/

https://www.ssa.gov/redbook/
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incentives and to locate the nearest 
WIPA project, contact the Ticket to 
Work Help Line at 1-866-968-7842 
(TTY 1-866-833-2967) Monday 
through Friday from 8:00 a.m. 
to 8:00 p.m., Eastern Time. Visit 
https://choosework.ssa.gov/findhelp 
to find information on WIPA projects.


Protection and Advocacy for 
Beneficiaries of Social Security 
(PABSS)
PABSS organizations work to protect 
the legal rights of Social Security 
disability beneficiaries who want to work. 
PABSS organizations work with youth in 
transition to identify and remove barriers 
to employment and independence and 
can provide information about obtaining 
vocational rehabilitation services. To 
locate the PABSS organization in your 
state, contact the Ticket to Work Help Line 
at 1-866-968-7842 (TTY 1-866-833-2967) 
Monday through Friday from 8:00 
a.m. to 8:00 p.m., Eastern Time. Visit 
https://choosework.ssa.gov/findhelp 
to locate your PABSS organization.


Grants and Scholarships
You may be planning to continue your 
education in college, or in vocational 
or technical school, and you may get 
grants, scholarships, fellowships, and 
gifts. As long as these items are used, 
or are set aside to be used at a future 
date, to pay for tuition, fees, or other 



https://choosework.ssa.gov/findhelp

https://choosework.ssa.gov/findhelp
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necessary educational expenses at 
any educational institution (including 
vocational and technical schools):
•	 We do not count them as income when 


we figure your SSI benefits. However, 
we do count any portion set aside or 
actually used for food or shelter.


•	 We do not count them as a resource 
for nine months when we figure your 
SSI benefits.


In addition, we do not count other types 
of assistance as income and resources 
in their entirety, regardless of how you 
can use them. When we figure SSI 
benefits, we do not count all student 
financial assistance received under:
•	 Title IV of the Higher Education Act of 


1965, including the following: 
 —Pell grants. 
 —Federal PLUS Loans. 
 —Perkins Loans. 
 —Stafford Loans. 
 —Ford Loans. 
 —Work Study programs.


•	 Bureau of Indian Affairs student 
assistance programs.


Achieving a Better Life 
Experience (ABLE) Account
An (ABLE) account is a tax-advantaged 
savings account for an individual with a 
disability. You can use an ABLE account 
to save funds for many disability-related 
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expenses. Anyone, including the account 
owner, family, and friends can contribute 
to the ABLE account. 


The account owner of an ABLE account 
must meet one of the below criteria:
• Be eligible for SSI based on disability or 


blindness that began before age 26.
• Be entitled to disability insurance 


benefits, childhood disability benefits, or 
disabled widow’s or widower’s benefits, 
based on disability or blindness that 
occurred before age 26.


• Have a certification that disability or 
blindness occurred before age 26.


The money that you have in your ABLE 
account (up to and including $100,000) 
does not count as a resource under SSI 
rules. You can use money in an ABLE 
account to pay for certain qualified 
disability expenses, such as those for 
education, housing, transportation, 
employment training, employment 
support, assistive technology, and 
related services.


Visit www.ablenrc.org to get more 
information on ABLE accounts.


National and Community 
Supports From Programs Other 
Than Social Security
There are many other free or low-
cost supports and programs available 
that can help you prepare for your 



http://www.ablenrc.org/
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transition to adulthood. Many of these 
are available in the areas of health, 
education, finance, and employment.
• If you have not already done so, we 


encourage you to contact your local 
school district. Services may be 
available to you through the school 
system. Ask about an Individualized 
Education Program (IEP) or a Section 
504 plan.


• Get to Where You Want to Go is 
a resource guide produced by the 
Wisconsin Division of Vocational 
Rehabilitation that provides tips 
and resources to help plan for  
adulthood and life after high school. 
Visit www.beforeage18.org to get 
information.


• Parent Centers, funded by the U.S. 
Department of Education, help 
families with children who have 
special needs. You can find out about 
services for school-aged children, 
therapy, local policies, transportation, 
early intervention programs for babies 
and toddlers, and much more. Visit 
www.parentcenterhub.org/find-
your-center/ to find a Parent Center 
in your state.


• State VR agencies help youth 
transition to adulthood. Visit www2.
ed.gov/about/contacts/state/index.
html to find your state VR agency.


• There are programs offering help with 
health care costs, assessments, and 
treatments for babies, youth, young 
adults, and their family members. 



https://beforeage18.org/handouts/transition-guide/resource-guide-families.pdf

https://beforeage18.org/

https://www.parentcenterhub.org/find-your-center/

https://www.parentcenterhub.org/find-your-center/

http://www2.ed.gov/about/contacts/state/index.html

http://www2.ed.gov/about/contacts/state/index.html

http://www2.ed.gov/about/contacts/state/index.html
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Upon turning 18, you may be 
eligible to keep your current health 
insurance or need to find other health 
insurance. To find programs in your 
state offering help with health care 
costs, assessments and treatment, 
contact the U.S. Health Resources 
and Services Administration’s toll-free 
hotline at 1-800-311-2229 (Spanish 
1-800-504-7081).


• You can find a low cost, 
affordable health center by visiting 
www.hrsa.gov/index.html online. 
To get health insurance through a 
Health Insurance Marketplace, visit 
localhelp.healthcare.gov or call 
1-800-318-2596.


• Got Transition is a U.S. Health 
Resources and Services 
Administration funded resource 
center that provides information 
and resources to improve transition 
from pediatric to adult health care, 
particularly for youth with disabilities. 
Visit www.gottransition.org for more 
information.


• If you have questions about 
children’s health insurance or want 
to apply, contact 1-877-KIDS-NOW 
(1-877-543-7669) to connect to an 
agency in your state. In addition, 
you can contact your state’s family-
to-family health information center, 
funded by the Health Resources 
and Services Administration. Visit 
http://familyvoices.org/ncfpp/ to 
find a center in your state.



https://www.hrsa.gov/index.html

https://localhelp.healthcare.gov/

https://www.gottransition.org

http://familyvoices.org/ncfpp/
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• You may apply for Medicaid through 
your state’s Medicaid agency. Visit 
https://www.medicaid.gov/about-us/
contact-us/contact-state-page.html.


• Neighborhood Navigator Tool is 
a resource application created by 
the American Academy of Family 
Physicians. This interactive tool can 
support referrals from doctors, service 
providers, counselors, families, and 
caregivers. Visit the Neighborhood 
Navigator Tool online at  
www.familydoctor.org/
neighborhood-navigator to get 
information on thousands of local social 
services that can assist with needs 
like child care, housing, transportation, 
employment, and legal services.


• The Catalyst Center at Boston 
University, funded by the U.S. 
Health Resources and Services 
Administration, publishes a monthly 
newsletter and infographic that 
focuses on financing of care, including 
Medicaid for children and youth with 
special health care needs and their 
families. Visit www.ciswh.org online 
and search for Infographic: Medicaid 
and Children and Youth with Special 
Health Care Needs.


• American Job Centers (One-Stop 
Centers) offer many free education, 
employment, and training services to 
help job seekers. You can find lists 
of job openings, use computers with 
internet access to search for jobs, and 
get help writing your resume. You can 



https://www.medicaid.gov/about-us/contact-us/contact-state-page.html

https://www.medicaid.gov/about-us/contact-us/contact-state-page.html

https://www.familydoctor.org/neighborhood-navigator/

https://www.familydoctor.org/neighborhood-navigator/

https://ciswh.org/resources/infographic-medicaid-and-children-and-youth-with-special-health-care-needs/
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talk to career counselors about career 
options, and learn about education 
and training for a new career. To find 
the nearest American Job Center, go 
online to America’s Service Locator at 
www.servicelocator.org or call the 
toll-free help line at 1-877-US2-JOBS 
(1-877-872-5627).


• MyMoney.gov provides financial 
information on a variety of topics, 
including how to earn, save and 
invest, protect, spend, and borrow. 
Go online to www.mymoney.gov to 
learn more.


• Hands on Banking is a program 
available in both English and Spanish 
that teaches people at all stages of 
life about the basics of responsible 
money management, including how 
to create a budget, save and invest, 
borrow responsibly, buy a home, 
and establish a small business. Visit 
www.handsonbanking.org to get 
more information.


• YouthBuild engages young people 
to rebuild their communities and 
their lives by providing pathways to 
education, employment, or training. 
Visit www.youthbuild.org to get 
information on YouthBuild.


• Think College is a national 
organization focused on developing, 
expanding, and improving research 
and practice in inclusive higher 
education for students with intellectual 
disability. Visit the website at 
https://thinkcollege.net/ to learn 



http://www.servicelocator.org

https://www.mymoney.gov

https://handsonbanking.org/

https://www.youthbuild.org/

https://thinkcollege.net/





15


about two hundred college programs 
for students with intellectual 
disabilities including the programs that 
have the Comprehensive Transition 
and Postsecondary Program 
designation from the U.S. Department 
of Education.


Social Security is not endorsing any 
particular non-federal government 
organization, program, or employees 
thereof by listing the organization or 
program in this publication. We include 
the names and contact information for 
organizations or programs only as a 
convenience to you.


Contacting Social Security
The most convenient way to contact us 
from anywhere with any device is to visit 
www.ssa.gov to get information and 
use basic services. We offer additional 
services when you create a secure 
online my Social Security account. 


Call us toll-free at 1-800-772-1213 or at 
1-800-325-0778 (TTY) if you’re deaf or 
hard of hearing. We can answer your call 
from 7 a.m. to 7 p.m., weekdays. Or use 
our automated services via telephone, 
24 hours a day. We look forward to 
serving you. 



https://www.ssa.gov

https://www.ssa.gov/myaccount/
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SUPPORTED DECISION MAKING 
 


If your child is turning 17, it is time to begin thinking about the age of majority and what that means for you and your 
son or daughter. Federal and state laws require that Local Education Agencies explain this to parents and students 
by age seventeen.  You need to consider how you might support the decisions he or she has to make upon reaching 
the age of majority at age eighteen.  The freedom to make decisions and to be self-determined plays an important 
role in defining all of us as human beings and determining our quality of life.  Some young adults will do a great job 
making choices, problem solving and advocating for themselves; others may need your involvement. 
 


Here are just a few questions to think about when identifying your child’s ability to make decisions and manage key 
areas of their life.  
 


� Can your child search for and find a job? 
 


� Is your child able to manage their own money?  
 


� Does your child make decisions about where,    
 when, and what to eat?  
 


� Can your child take medicines as directed?  
 


� Is your child able to recognize when someone is 
taking advantage of, hurting, or abusing him or her and 
are they able to protect themselves? 
 


� Is your child able to make appropriate decisions 
concerning marriage & intimate relationships?  


  
� Is your child able to be on their own without risk of 
serious harm or injury to themselves?  


� Does your child understand what is involved with 
managing a home?  
  
� Is your child able to understand and communicate 
consent and/or permission regarding legal documents 
or services, such as signing a lease, an IEP or 
applying for credit?  
 


� Does your child demonstrate the ability to vote?  
 


   Is your child able to decide and direct the kinds of 
assistance or supports they need or want and can 
they select who provides those supports?  
 


  Is your child able to communicate approval to 
share information with parents, family members, and 
friends who are not legal guardians? 


 


We are all interdependent.  Everybody needs support from others in making decisions concerning different areas of life. There 
is a wide spectrum of documents and roles that young adults can use or assign for parents or other people that they want to 
support them.  Below are just a few of these options that range from limited support to full support in all decision making: 
 


Consent for Release of Information 
By signing Consent for Release of Information Form, your young adult can empower a family member or friend to participate in 
IEP or other planning meetings and have access to educational or medical records.  Most schools, doctor offices and agencies 
have their own consent forms.  
 
Limited or Joint Bank Accounts 
Most banks can help you set up limited or joint bank accounts to help ease concerns about money management.  Some 
additional features may include pre-set limit debit/credit cards or dual signatures on checks. 







 


 


 
Representative Payee or Authorized Representative for Social Security Insurance (SSI) 
The Social Security Administration has special paperwork and procedures for appointing a representative payee.  Generally, a 
family member or friend may request and be appointed by Social Security to receive and manage your young adult’s SSI 
benefits.  The payee must follow strict rules to take care of the money.  
 
Power of Attorney 
A Power of Attorney is a written document that can be limited, meaning your young adult gives permission to someone to act 
only with regard to a very specific matter of life such as medical care.  A Power of Attorney can also be general, meaning your 
young adult gives permission for someone to act on a wide variety of decisions (health, money, etc.).  A Power of Attorney is 
only valid if the person signing understands the nature and importance of the document.  A Power of Attorney can be canceled 
or modified at any time as long as the individual is competent. 
 


Conservators 
A conservatorship is a legal right given to a person to protect and manage the personal care or the assets and finances of a 
person considered fully or partially incapable of handling these for himself.  There are many circumstances where a person is 
still able to live an independent life, but may require help with his/her assets due to disability.  
 


Guardianship 
Guardians are appointed by judges and have the power to make decisions about where a person will live, work, spend their 
money, go, and dress as allowed by the judge.   If someone has a guardian, they may not be able to vote or get a driver’s 
license, unless those rights are protected under a limited guardianship.  Guardianship should be an option of last resort and 
should be entered into only if it is determined that the individual has difficulty making appropriate decisions and does not have 
supports in place to manage financial affairs, safety, and welfare.   
 
 
 
 
 
 
 


Different individuals have different situations, needs and available supports.  Deciding what alternatives or guardianship 
options will work best with your young adult’s unique circumstances can be complex and difficult and may require the 
expertise of an attorney.  A good tool for you and your young adult to use to determine his/her level of ability with regard to key 
areas of life and appropriate alternatives that meet needs for support can be found on the Missouri Developmental Disability 
Resource Center Web site (www.moddrc.org).  The questions on the tool are not intended to provide a final determination of 
what a person should or should not do in their unique circumstances, but rather a place to start the discussion.   


 


It is important to note that some of these options listed above may provide too much or not enough protection for your young 
adult so it is always best to speak with an attorney.  The Virginia Office for Protection and Advocacy (1-800-552-3962), the 
state Bar Association (1-804-775-0500) or Legal Aid (1-866-534-5243) are good places to start when looking for legal advice. 
For more information on the issue of age of majority and special education, see Students and the Right to Make Educational 
Decisions in Virginia at the Web site below. 
http://www.doe.virginia.gov/special_ed/regulations/state/transfer_rights_students_disabilities.pdf 


 


For more information contact the Virginia Department of Education’s Office of Dispute Resolution and Administrative Services 


at www.doe.virginia.gov,  Virginia Office for Protection and Advocacy (VOPA),  Virginia Bar Association. 
  
 


 


 


Everyone is presumed competent to make choices about their lives.  Just because a 
person has a disability is not a reason to assume the person cannot make decisions.  
Sometimes, because of limited intellectual or communication skills, a person may 
simply need some help with making decisions.   
 



http://www.moddrc.org/

http://www.doe.virginia.gov/special_ed/regulations/state/transfer_rights_students_disabilities.pdf

http://www.doe.virginia.gov/

http://www.disabilitylawva.org/

http://www.vba.org/






Required training title: DBHDS-DD Therapeutic Consultation Behavioral Services Support Coordinator 


Training 


Content description: The course will review the 2021 regulatory changes to therapeutic consultation 


behavioral services, provide learners with information about expectations for “problem” focused 


behavioral services, provide information on the 2021 Practice Guidelines for Behavior Support Plans, 


and provide learners with information on key indicators that can be observed to determine if a behavior 


support plan (and related service deliverables) are being implemented adequately. 


Exhibit M reference: Exhibit M FY2022 Department of Justice Settlement Agreement Requirements 11b: 


DBHDS will provide the practice guidelines and a training program for case managers regarding the 


minimum elements that constitute an adequately designed behavioral program and what can be 


observed to determine whether the plan is appropriately implemented. The CSB shall ensure that all case 


managers and case management leadership complete the training such that case managers are aware 


of the practice guidelines for behavior support plans and of key elements that can be observed to 


determine whether the plan is appropriately implemented. [SA. Provision: III.C.6.a.i-iii Filing reference: 


7.16, 7.20] 


Training location: Commonwealth of Virginia Learning Management System, see COVLC CSB Staff 


Account Registration Guide 


 








 
 


DBHDS	TRANSITIONAL	FUNDING	APPLICATION	 
 


SECTION	1.	 CONTACT	INFORMATION			 
DATE	 Click here to enter a date. 
INDIVIDUAL	NAME	 Click here to enter text. 
INDIVIDUAL	DOB	 Click here to enter text. 
INDIVIDUAL	
MEDICAID	#	


Click here to enter text. 


CSB	 Click here to enter text. 
PROVIDER	NAME	 Click here to enter text. 
PROVIDER	
MAILING	ADDRESS	


Click here to enter text. 
Click here to enter text. 


LOCATION	OF	
HOME	


Click here to enter text. 
Click here to enter text. 


PROVIDER	POINT	
OF	CONTACT	


Click here to enter text. 


PROVIDER	PHONE	
NUMBER	


Click here to enter text. 


PROVIDER	EMAIL	 Click here to enter text. 
TRAINING	
CENTER/STATE	
FACILITY		


Click here to enter text. 


HOW	MANY	BEDS	
IS	THE	HOME	
LICENSED	FOR?	


Click here to enter text. 


SECTION	2.	 SUMMARY	OF	INDIVIDUAL	SUPPORT	NEEDS 
Please	list	the	
essential	support	
needs	documented	
in	the	Discharge	
Plan	and	
Discussion	Record,	
for	which	
Transitional	
Funding	is	
requested.		


Click here to enter text. 


SECTION	3.		 CATEGORIES:		Describe	the	request	for	funding	within	each	category.	Complete	only	the	categories	
under	which	Transitional	Funds	are	requested 


ENVIRONMENTAL	
MODIFICATIONS		 Click here to enter text. 


EQUIPMENT	 Click here to enter text. 
VEHICLE	
MODIFICATIONS		


Click here to enter text. 


ADDITIONAL	
STAFF	TRAINING		


Click here to enter text. 


OFF-SITE	
SUPERVISION	


Click here to enter text. 







 
 


DBHDS	TRANSITIONAL	FUNDING	APPLICATION	 
NUTRITIONAL	
SUPPLEMENTS	


Click here to enter text. 


EMPLOYMENT	
SERVICES	


Click here to enter text. 


MISCELLANEOUS	 Click here to enter text. 
SECTION	4.	 FUNDING	REQUESTED			


FUNDING	CATEGORY	 DESCRIPTION		 RATE	 TOTAL	
Choose	an	item. Click here to enter text. Click here to enter text. Click here to enter text. 
Choose	an	item. Click here to enter text. Click here to enter text. Click here to enter text. 
Choose	an	item. Click here to enter text. Click here to enter text. Click here to enter text. 
Choose	an	item. Click here to enter text. Click here to enter text. Click here to enter text. 
Choose	an	item. Click here to enter text. Click here to enter text. Click here to enter text. 
Choose	an	item. Click here to enter text. Click here to enter text. Click here to enter text. 
Choose	an	item. Click here to enter text. Click here to enter text. Click here to enter text. 
Choose	an	item. Click here to enter text. Click here to enter text. Click here to enter text. 
TOTAL REQUESTED:                                                                                                                                                      $TOTAL 


 


SECTION 5.  TIME	LINE	(Complete	this	section	based	on	discharge	planning	goals)	


ASSESSMENT	 Click here to enter a date.	


INITIAL	PROVIDER	
MEETING	


Click here to enter a date.	


DAY	VISIT		 Click here to enter a date.	


EVENING	VISIT		 Click here to enter a date.	


OVERNIGHT	VISIT		 Click here to enter a date.	


FINAL	PROVIDER	
MEETING		


Click here to enter a date.	


NEW	STAFF	HIRE		 Click here to enter a date.	


ENVIRONMENTAL	
MODIFICATIONS		


Click here to enter a date.	


LICENSING	 Click here to enter a date.	


DISCHARGE	DATE	 Click here to enter a date.	


SECTION	6.			 SIGNATURES	(Only	original	signatures	permitted)	
The following documentation is required with application submission. For assistance obtaining this information, please 
contact the training center Community Integration Manager:        
                                                                                                                                                               


• Discharge Plan and Discussion Record 







 
 


DBHDS	TRANSITIONAL	FUNDING	APPLICATION	 
• Quotes for Home Modifications, equipment, and vehicle modifications 
• Copy of proposed monthly activities if applying for Employment Services.    


 
 
  
This application is submitted by the parties below. All signatures MUST be original.  No scanned/copied signatures 
accepted.   
 
_________________________________________   ___________________ 


Signature of Provider/Title                    Date 


 


 


_________________________________________   ___________________ 


Received by                               Date Received 
	
SECTION	7.			 AGREEMENT/FUNDING	APPROVED			


• This Transitional Funding Agreement is entered into by and between the Department of Behavioral Health 
and Developmental Services (“DBHDS”), and Click here to enter provider name.. 


 
• WHEREAS Virginia approved limited funding as a part of the plan to support individuals transitioning from 


Training Centers back to the community, according to the “Community Move Process;” and   
 


• WHEREAS Transitional Funds support the planning and move of these individuals to their own homes or 
to a provider home licensed by the DBHDS; and 


 
• WHEREAS DBHDS received a Transitional Funding Application for the individual named herein and 


DBHDS has approved Transitional Funding as specified herein. 
 
• NOW, THEREFORE, in consideration of the agreements contained herein, DBHDS and Provider agree as 


follows: 
 
1. ITEMS FOR WHICH TRANSITIONAL FUNDING IS PROVIDED.   
 In accordance with DBHDS Transitional Funding Guidelines and the Application, DBHDS has approved 
Transitional Funding for Click here to enter individual name.. Transitional Funding is approved for the following 
goods and/or services in the following amounts: 


FUNDING	CATEGORY	 DESCRIPTION		 RATE	 TOTAL	
Choose	an	item. Click here to enter text. Click here to enter text. Click here to enter text. 
Choose	an	item. Click here to enter text. Click here to enter text. Click here to enter text. 
Choose	an	item. Click here to enter text. Click here to enter text. Click here to enter text. 
Choose	an	item. Click here to enter text. Click here to enter text. Click here to enter text. 
Choose	an	item. Click here to enter text. Click here to enter text. Click here to enter text. 
Choose	an	item. Click here to enter text. Click here to enter text. Click here to enter text. 







 
 


DBHDS	TRANSITIONAL	FUNDING	APPLICATION	 
Choose	an	item. Click here to enter text. Click here to enter text. Click here to enter text. 
Choose	an	item. Click here to enter text. Click here to enter text. Click here to enter text. 
TOTAL REQUESTED:                                                                                                                                                                 $TOTAL 


 
 
 


2. PROVISION OF TRANSITIONAL FUNDING.   
Approved Transitional Funds will be distributed to reimburse Provider following the provision of services.  Once 
the individual has been discharged, Provider shall send proof of expenditures to the DBHDS by the 15th day of 
each month in which reimbursement is being requested. 
   
            2.1 Invoices. Invoices will be approved once all signatures have been received and a transitional funding 
agreement has been entered into. Providers have 1 year from the date of application submission to use approved 
funds.  
 
3. PROVIDER OBLIGATIONS.   
  
 3.1. Provider shall support the individual for a minimum of twelve (12) months unless the individual 
chooses to receive services from another provider or Provider becomes unable to meet the individual’s needs.  
Provider must utilize all available interventions and technical assistance resources provided by DBHDS before 
recommending that the individual locate to another residence. 
 
 3.2. Provider shall use Transitional Funds only as specified in Section 4 of this Agreement.  Provider 
shall comply with all requests by DBHDS for information and documents related to the provision and use of goods 
and services for which Transitional Funding has been provided.   
 
 3.3 In the event that the individual is relocated, all adaptive equipment purchased specifically for the 
individual using Transitional Funds shall accompany him or her to the next residence. 
 
4. RIGHT TO RECOVER TRANSITIONAL FUNDING.   
 
If Provider is not able to fulfill its commitment to support the individual for a minimum of twelve (12) months, 
DBHDS may request return of and recoup all Transitional Funds used for any home or vehicle modifications.  
However, if the individual or his AR chooses to receive services from another provider or if the provider will make 
the home/vehicle modifications funded with Transitional Funds available to another individual exiting a training 
center and the provider has addressed, through approved corrective action, any citations of violations of the 
Rules and Regulations for Licensing Providers by the Department of Behavioral Health and Developmental 
Services, 12 VAC 35-105, and the Rules and Regulations to Assure the Rights of Individuals Receiving Services from 
Providers Licensed, Funded, or Operated by the Department of Behavioral Health and Developmental Services, 12 
VAC 35-115, DBHDS will not seek recovery of the Transitional Funds provided for those modifications.  In the 
event that an individual is relocated, all adaptive equipment purchased specifically for the individual using 
Transitional Funds shall accompany him/her to the next residence. 
 







 
 


DBHDS	TRANSITIONAL	FUNDING	APPLICATION	 
5. MODIFICATION.   
 
Modifications to the amount or frequency of a good or service for which Transitional Funds are approved herein 
may be approved in writing at the sole discretion of DBHDS.  No modifications to this Transitional Funding 
Agreement shall be permitted to change or substitute the type of good or service provided.  In that event, a new 
application shall be submitted. 
 
 IN WITNESS WHEREOF, Provider and DBHDS have executed this Agreement as of the date of the latest 
signature. 
 
 
PROVIDER: 
 
Name: Click here to enter text. 
Title: Click here to enter text. 
 
Signature:  ________________________________ 
 
Date:  _____________________________________ 


 
DEPARTMENT OF BEHAVIORAL HEALTH AND 
DEVELOPMENTAL SERVICES: 
 
Name:  
Title:  Assistant Commissioner or Designee 
 
Signature:  ________________________________ 
 
Date:  _____________________________________ 
 
**Funds must be invoiced within 12 months of the latest signature noted above.**  
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Virginia has approved limited funding as a part of the plan to support individuals 


transitioning from a Training Center or other state facility according to the “Community 


Move Process” to a community home of their choice. Transitional funding, formerly 


known as “Bridge Funding,” can be used in a variety of ways to support the planning and 


move of these individuals to their own homes or to a provider home licensed by the 


DBHDS.  The application is available on the Department of Behavioral Health and 


Developmental Services (DBHDS) website.   


Transitional Funding may be used:   


1. Prior to discharge for those individuals who will reside in their own 


home or a provider home licensed by DBHDS of any size. 


2. Post discharge for those individuals who will reside in their own home 


or a provider home licensed by DBHDS to access escrowed funds 


approved in the offsite supervision category. Post discharge funds are 


approved for up to 12 months post discharge.  


Transitional Funds will provide flexibility not currently available through existing federal or state 


programs.   Transitional Funding may NOT be used to purchase goods or services which may be 


funded through Medicaid or any other means at the time that funding is provided. Transitional 


Funds may NOT be used to supplement transitional services currently available through the Money 


Follows the Person (MFP) Program and the Developmental Disability Waiver. Transitional funds may 


NOT be used to support individuals who have not discharged from a training center or other state 


institutional setting. Transitional funding is approved based on the individual’s essential needs at the 


time of discharge.    


Determinations as to whether or not to grant an application and provide Transitional Funds are at 


the sole discretion of DBHDS. 


 


What is Transitional Funding? 


How Can Transitional Funding Be Used? 
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Transitional Funds may be used in a variety of ways to support individuals with costs associated 


with transitioning into a community home.  The various types of Transitional Funding are 


described below: 


Prior to discharge, supports such as the following may be funded: 


Employment Services- This includes discovery, job development, placement and training 


and follow along for the purpose of assuring individuals have a successful transition into 


the community.  This funding is limited to employment service organizations with a 


provider participation agreement with the Department for Aging and Rehabilitative 


Services (DARS).  This funding is also limited to when DARS is operating with a waiting 


list and/or when DARS has deemed someone ineligible for services. 


Environmental Modifications – This includes environmental modifications required to 


assure the individual has a safe and accessible home. One quote is required with 


application submission for each modification request. DBHDS reserves the right to 


request a second quote for competitive rate comparison.  


Equipment- This includes equipment needed to support the individual based on their 


medical and/or behavioral diagnosis, and as outlined as an essential support need. 


Transitional funding will not cover equipment covered by any other source at the time of 


the funding request. One quote is required with application submission for each 


equipment request. DBHDS reserves the right to request a second quote for competitive 


rate comparison.  


Vehicle Modifications- This includes modifications to a provider owned vehicle to ensure 


the vehicle is fully accessible to the individual. One quote should be submitted for all 


vehicle modifications. DBHDS reserves the right to request a second quote for 


competitive rate comparison.  


Additional Staff Training – This includes individualized training to address the unique 


needs of the individual while preparing for transition from a training center or other state 


facility to a specific community provider. This can include specific discharge related 


training, or to support training which occurs during day, evening, and overnight visits. 
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Additionally, funding may be utilized for extensive, specialized training that is essential 


to ensuring the individual’s safe transition. This does not include state mandated 


training required of all licensed DBHDS providers.  Funding is approved based on 


staff participation hours spent in direct training and shall not exceed the allowable hourly 


rate as described within the waiver rate model, based on level, tier, and location of 


service.    


Nutritional Supplements – Funding is available to pay for needed dietary supplements 


and special foods that do not meet the criteria for sole source of nutrition but are 


nevertheless required to support the health and weight of an individual residing in either a 


provider home licensed by DBHDS or his/her own home and which are not available 


through current funding sources. [See 12VAC30-50-165 (A), (M) for the definition of 


“sole source” or nutrition.] Funding is approved for up to 6 months post discharge.  


Miscellaneous- This includes onetime expenses not covered by Medicaid but are none the 


less essential to the individual’s health and well-being and are only covered up to one 


year post discharge.   


ABA-Funding may be used when an individual residing in a provider home licensed by 


DBHDS or his/her own home has an acute behavioral need requiring direct 


therapy/interventions to ensure the safety of the individual or others. In order for an 


individual to receive funding for applied behavioral analysis, such supports must be 


provided by a Board Certified Behavioral Analyst.  


Post-Discharge Supports will be available after discharge from a Training Center and support 


the following:    


Off-Site Supervision – Funding should be used to support an individual receiving 


Congregate Residential Support who requires out of home care, such as hospitalization, 


each calendar year. Supervision may include assisting the individual when out of the 


residence to ensure that the individual’s needs are understood by a provider/hospital. 


Funding is only approved for up to one year post discharge. Funding is approved based 


on the number of staff hours required to provide off-site supervision and shall not exceed 


the allowable hourly rate as described within the waiver rate model, based on level, tier, 
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and location of service. [Federal regulation against funding through Medicaid at 42 CFR 


441.301(b)(1)(ii).] 


 


 


§ Application –The application shall include: the individual essential needs 


information; time line for provision of supports including an estimated start date, 


and one price quote for any home modification, vehicle modification, or equipment 


request. DBHDS reserves the right to request a second quote for competitive rate 


comparison.  A copy of the “Discharge Plan and Discussion Record,” must be 


attached.   


§ Submission-Applications should be submitted via email in a Word format to 


carrie.ottoson@dbhds.virginia.gov or directly to the training center Community 


Integration Manager for review.  Handwritten or partially completed applications 


will be pended for editing.  


§ Review – The application package will be reviewed by the DBHDS Assistant 


Commissioner for Developmental Services and the Transitional Funding 


Manager to determine that the items requested to be funded are eligible for 


Transitional Funding and that the requested items may not be funded by 


Medicaid or any other funding sources.  The Assistant Commissioner will make a 


decision on the application package and provide his decision to the Transitional 


Funding Manager within 10 working days of his receipt of a completed 


application package.  The Transitional Funding Manager, shall notify the 


individual and the provider of the decision within 3 business days of the receipt 


of the decision from the Assistant Commissioner.  If Transitional Funds are 


approved, DBHDS shall send the signed application packet to the provider via 


standard mail for signature.   


§ Status Categories – Approved, Denied, or Pended for More Information. 


How Can a Provider Access Transitional Funding? 
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§ Applications shall be denied if the Assistant Commissioner determines in his sole 


discretion that: 


o Items requested to be funded are not eligible for Transitional Funding; 


o Items requested to be funded may be funded by Medicaid or another 


source;  


o DBHDS allotted transitional funds have been expended; or 


o The individual did not discharge from a state institutional setting.  


 


§ For applications that are denied, DBHDS shall provide notice to the individual, 


and the provider stating the reason(s) for the denial and the process for requesting 


a reconsideration of the decision. 


§ If an application is denied, the individual, or the provider may submit a written 


request for reconsideration to the Assistant Commissioner within 10 days of the 


date of the written notice of the denial. The Assistant Commissioner shall provide 


an opportunity for the person requesting reconsideration to submit for review any 


additional information or reasons why Transitional Funding should be approved 


as requested.  The Assistant Commissioner, after reviewing all submitted 


materials, shall render a written decision on the request for reconsideration within 


15 business days of receipt of the request for reconsideration.  The decision of the 


Assistant Commissioner shall be binding.  Further review may be sought in 


accordance with the Virginia Administrative Process Act, Virginia Code § 2.2-


4000 et seq. 


 


§ Transitional Funding Agreement - After review and approval of the electronic 


file submitted, a signed original copy of the application packet will be mailed by 


DBHDS to the provider for signature. Once a signed application packet is 


returned to DBHDS, the provider and DBHDS shall enter into a Transitional 


Funding Agreement. No invoices will be processed without final signature from 


all parties. Scanned signatures are not permitted. Agreements will be effective 


on the latest date of signature, and will be extended for a 12 month period. 


How Can Providers Receive Transitional Funding Payments? 
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Providers who do not use the approved funds within this time frame will forfeit all 


remaining funds. Invoices submitted post one year will not be processed by 


DBHDS.  Providers are responsible for submitting invoices by the close of the 


fiscal year or by May 1st of each year in which funding is approved. Should 


overpayment occur, the provider will be responsible for returning funds to 


DBHDS within 90 days.   


§ Expensing Funds - Providers shall send proof of expenditures by completing a 


DBHDS invoice which can be obtained from the Transitional Funding Manager 


or on the DBHDS website. The invoice and proof of expenditures should be 


submitted to the DBHDS Transitional Funding Manager by the 15th day of the 


following month, for each month in which reimbursement is being requested. 


Funding can take up to 30 days after submission for payments to be dispersed.  


 


 


 


 


§ Provider Commitment – A provider receiving Transitional Funds to support an 


individual shall support that individual for a minimum of 12 months unless the 


individual chooses to receive services from another provider or the provider 


becomes unable to meet the individual's needs.   The provider must utilize all 


available interventions and technical assistance resources provided by DBHDS 


before recommending that the individual locate to another residence.  If the 


provider is not able to fulfill its commitment to support the individual for a 


minimum of 12 months, DBHDS may request return of and recoup all 


Transitional Funds used for any home or vehicle modifications.  However, if the 


individual or his AR chooses to receive services from another provider or if the 


provider will make the home/vehicle modifications funded with Transitional 


Funds available to another individual exiting a training center and the provider 


has addressed, through approved corrective action, any citations of violations of 


Provider Commitment  
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the Rules and Regulations for Licensing Providers by the Department of 


Behavioral Health and Developmental Services, 12 VAC 35-105, and the Rules 


and Regulations to Assure the Rights of Individuals Receiving Services from 


Providers Licensed, Funded, or Operated by the Department of Behavioral 


Health and Developmental Services, 12 VAC 35-115, DBHDS will not seek 


recovery of the Transitional Funds provided for those modifications.  In the event 


that an individual is relocated, all adaptive equipment purchased specifically for 


the individual using Transitional Funds shall accompany him/her to the next 


residence. 


 








Virginia Waiver Management System (WaMS)
demo(On behalf of: Gibney, Grover)
Organization Unit: LUTHERAN FAMILY SERVICES OF VIRGINIA INC


Person: Mary Mallon Age: 34 ID: 1039424AM318121 DOB: 10/23/1984


Part V: Plan for Supports - Summary
Status: Complete


Instructions
We encourage the use of the Form Notes module to communicate reasons for the requested changes to the 
Support Coordinator. If an Outcome is changed or added, then the Support Coordinator will have a chance to review 
these changes and make edits as needed, but making them aware of the changes might speed up the approval process.


Service and Outcomes
Effective Date*


Provider


Service*


11/01/2020
RESIDENTIAL SERVICES OF AVALON


Group Residential Supports 4 or Fewer Person Homes(H2022/UA)


Comment


Desired Outcome*


Mary’s hair and nails are done monthly.


Life Area* Community Living


Key steps and services to get there:*


Go to Z-Spa (GH).


Start Date 11/01/2020


End Date 10/31/2021


Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


Desired Outcome*


Mary is understood.


Life Area* Meaningful Day


Key steps and services to get there:*


Link with SLP (SC), obtain AT recommended by SLP (SC), work with SLP to implement device into Mary’s daily routine
(GH, CE, SN), provide opportunities for choices and decision making throughout the day (GH, CE).


Mary goes to the Z
Spa each month
throughout the
planning year.


Each month record
the date of the visit
to Z-Spa.


No Monthly 10/31/2021
1.a. Mary's hair and
nails are
professionally done.


1.b, Mary chooses
her nail color.


Mary utilizes her
communication
device to make
choices.


Did Mary express a
preference when
offered choice of nail
color?


Yes Monthly 10/31/2021
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Sample - Complete Use







Start Date 11/01/2020


End Date 05/31/2021


Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


Desired Outcome*


Mary has activities that match her interests in order to identify skills or interests that could be transferred to a job
skill/task.


Life Area*
Employment


Key steps and services to get there:*


Expand community presence by discovering preferred locations (CE, GH), explore volunteer opportunities (CE), develop
personal care plan for community settings (SN, CE, GH), explore AT/DME for overcoming barriers to accessing the
community (SN, CE, SC), explore new activities to learn new interests (GH).


Start Date 11/01/2020


End Date 05/31/2021


Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


Date of the
No One occurrence by 01/31/2021


No Weekly 05/31/2021


2.a. Mary is
evaluated by a
speech therapist.


2.b. Mary receives
speech therapy in
order to use her
communication
device.


2.c. Mary
communicates her
choices


2.d. Mary and her
support partners
learn how to use her
communication
device.


The evaluation is 
completed.


Mary is discharged 
from speech therapy.


Mary does not 
requires assistance 
to communicate


Mary can use her 
communication 
device to make a 
request or respond 
to a question 5 times 
within a day.


evaluation.


Dates of therapy.


How Mary's 
preferences were 
determined


Dates DSP were 
trained on the use of 
the device. Did Mary 
use her device as 
instructed by her 
SLP?


Yes
Daily - Once
communication
device is obtained.


05/31/2021


Mary shops at her
favorite store each
month throughout
the plan year.


Dates Mary went
shopping.


No Monthly 10/31/2021


Mary utilizes her
communication
device to make
choices.


Did Mary express a
preference when
offered choice items
to purchase?


Yes Monthly 10/31/2021


Mary visits a new
location twice a
month for 6 months.


Where did Mary go?
What was her
response to the
location?


No Twice a month 05/31/2021


3.a. Mary shops at
her favorite stores.


3.b. Mary chooses
what to spend her
money on.


3.c. Mary visits a
location new to her in
Avalon.


3.d. Mary is referred
to an OT to help


Mary is finished
working with the OT.


Date of visits. Mary's
response during the No As occurs. 05/31/2021
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No


No Daily 10/31/2021







Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


Desired Outcome*


Mary is an active member of a faith community which incorporates lots of music.


Life Area* Social & Spirituality


Key steps and services to get there:*


Research then visit places of worship with music integrated into the service, revisit preferred locations, attend location of
choice at least weekly. (GH)


Start Date 11/01/2020


End Date 10/31/2021


Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


Desired Outcome*


Mary spends time with her family.


Life Area* Social & Spirituality


Key steps and services to get there:*


Has dinner with Frank at least monthly (Frank-brother), visit mom overnight at least once a month (Frank-brother), video
chat with Brian weekly (GH, Brian-brother).


Start Date 11/01/2020


End Date 10/31/2021


Support Activities
I no longer
want/need supports What to record Skill building How often By when


appointments. OT
recommendations.


A personal care plan
is developed that
support Mary to
receive supports in
the community
safely and with
dignity.


Progress towards
developing a plan.


No Every other week 05/31/2021


discover new items 
Mary can hold and 
interact with that 
would be of interest 
to her and help 
increase hand 
strength.


3.e. Mary's personal
care needs are met
in the community
safely and with
dignity.


3.f.Mary stretches
her arms while in her 
sensory room.


Mary stretches each
arm 5 times for a
month.


Does Mary stretch
each arm 5 times?


Yes Daily 10/31/2021


4.a. Mary visits
several churches
to find a
preference.


Mary has shown a
preference for a
church by smiling
and clapping when
attending three
services.


Church Mary attends
and her response to
the people and
service.


No Weekly 01/31/2021
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when...


Desired Outcome*


Mary eats preferred foods in order to remain free from choking/aspiration.


Life Area* Healthy Living


Key steps and services to get there:*


Follow nutrition and hydration protocol (GH, SN), follow g-tube care protocol (GH, SN), provide options each day for
food by mouth (GH), provide training and oversite (SN).


Start Date 11/01/2020


End Date 10/31/2021


Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


Desired Outcome*


Mary has smooth healthy and fragrant skin.


Life Area* Healthy Living


Key steps and services to get there:*


Follow ROM protocol (GH), provide training and oversight (SN).


Start Date 11/01/2020


End Date 10/31/2021


Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


5.a. Mary video
chats with Brian
on Sunday
evenings.


Mary video chats
each Sunday night
throughout the
planning year.


Did Mary video
chat?


No Weekly 10/31/2021


Mary is no longer
able to tolerate food
by mouth.


Complete intake log No Daily - as occurs 10/31/2021


Mary's nutritional
and/or medical
protocols are
changed or
discontinued by a
medical
professional.


Initial MAR and
Document
observation of the
g-tube site and any
care that was
needed. Complete
specialized
supervision logs


No Daily - as occurs 10/31/2021


6.a. Mary eats a
pureed diet following
her eating protocol.


6.b.Mary receives
nutrition, fluids and
medication via
g-tube so that she
stays hydrated,
nourished, and
minimizes bowel
complications to stay 
healthy.


6.c. Mary goes
grocery shopping to
purchase preferred
foods.


Mary goes shopping
at least twice a
month for one year.


Did Mary go
shopping?


No Twice a month. 10/31/2021


7.a. Mary receives
gentle message with
the use of lotion to
complete her ROM


Mary’s physician
removes the
protocol.


Initial checklist No Daily - as occurs 10/31/2021
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Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


Desired Outcome*


Mary is free from hospitalizations.


Life Area* Healthy Living


Key steps and services to get there:*


Develop transfer, seating and repositioning protocol (SN) Follow transfer, seating and repositioning protocols (GH, CE)
develop pain protocol (SN), follow pain protocol (GH, CE), follow seizure protocol (SN, GH, CE), provide training and
oversight (SN).


Start Date 11/01/2020


End Date 10/31/2021


Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


exercises and 
minimize the severity 
of her contractures.


7.b. Mary uses her
voice, eyes or smile
to inform DSP which
lotion she prefers out
of a choice of two.


Mary obtains her
communication
device.


Did Mary use her
voice, eyes or a
smile to make a
choice?


Yes Daily prior to ROM 10/31/2021


Physician orders or
nursing protocols
change.


Complete
repositioning log.


No Daily - as occurs 10/31/2021


Personal care will be
offered throughout
the day per nursing
protocols.


Any changes to
Mary's skin (color,
scratches,
breakdown, etc.)
and/or changes
noted in her overall
well-being. Bowel
chart. Complete
specialized
supervision logs


No Daily - as occurs 10/31/2021


Mary is able to use
assistive technology
to safely and
independently
maneuver in her
environment.


Any challenges to
helping Mary move
around her home
and community and
initialing the DME
checklist.


No
Ongoing throughout
each day through


10/31/2021


8.a.Mary is
repositioned and
properly positioned
throughout the day.


8.b. Mary’s personal
care needs are met.


8.c. Mary uses a
wheelchair and other 
DME items to safety
maneuver in her
home and
community.


8.d. Mary receives a
bone density scan
every other year in
order to monitor her


Mary’s physician
removes this order


Date, Results,
follow-up
instructions


No As scheduled 10/31/2021
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Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


Desired Outcome*


Mary is healthy, safe, and a valued member of her community.


Life Area* Healthy Living


Key steps and services to get there:*


Follow daily routines (GH), identify changes in status (CE, SN, GH), maintaining a healthy and safe home and
community environment (GH, CE), receiving routine supports and assessments to keep Mary healthy and safe (GH,
SN).


Start Date 11/01/2020


End Date 10/31/2021


Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


Physician orders or
nursing protocols
change.


Complete seizure
log.


No As Occurs 10/31/2021


osteoporosis


8.e. Mary has rest
after seizures
following her seizure
protocol.


8.f. Mary lets others
know when she is in
pain.


Mary can utilize her
communication
device to
communicate that
she in in pain.


Were any indicators
of pain noted? If yes,
document follow-up
and results.


No Daily - as occurs 10/31/2021


No
Ongoing throughout
each day


10/31/2021


No
Ongoing throughout
each day


10/31/2021


No Daily 10/31/2021


9.a. Mary’s home is 
clean and those 
supporting her know 
how to keep her safe 
in her home and 
community.


9.b. Mary receives 
regular medical and 
dental care and her 
health is monitored 
daily.


9.c. Mary dresses in 
an outfit that match 
from her hair 
scrunchie to her 
shoes.


9.d. Mary picks out 
her accessories.


9.e. Mary follows her 
daily routines.


General supports 
will be provided 
each day throughout 
the planning year


Mary attends appts. 
as scheduled and is 
monitored for a 
change in status 
daily.


Mary wears 
matching clothing 
each day throughout 
the plan year.


Mary obtains her 
communication 
device.


Mary's support 
needs will continue.


When safety drills 
are completed. 
Overnight checklist. 
Safety concerns at 
home and in the 
community


Complete 
specialized 
supervision logs. 
Changes in medical 
status. Dates of 
appointment. 
Medical appointment 
sheets


Did Mary wear a 
matching outfit?


Did Mary express a 
preference when 
offered choice of 
accessory?


How was Mary 
supported?
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Yes Daily 10/31/2021


No Daily 10/31/2021







General Schedule of Supports
The General Schedule of Supports is a general blueprint of activities and supports, based on the person's preferences
and routine. The authorized support time allotted to each group of activities is included in the authorized hours and totals
sections. The General Schedule of Supports can be developed in various ways, but must include: support activities and
outcome numbers, time frames for activities, as well as authorized totals.
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Sunday Monday Tuesday Wednesday Thursday Friday Saturday


Sunday Monday Tuesday Wednesday Thursday Friday Saturday


12:00 AM


1:00 AM


2:00 AM


3:00 AM


4:00 AM


5:00 AM


6:00 AM


7:00 AM


8:00 AM


9:00 AM


10:00 AM


11:00 AM


12:00 PM


1:00 PM


2:00 PM


3:00 PM


4:00 PM


5:00 PM


6:00 PM


7:00 PM


8:00 PM


9:00 PM


10:00 PM


11:00 PM


9:00 AM - 11:00 AM
Morning
Routine
Outcomes:8,
9,10


11:00 AM - 1:00 PM
Church
Outcomes:11


1:00 PM - 3:00 PM
Afternoon
Routine
Outcomes:8,
7


Sensory
Room
Outcomes:1


5:00 PM - 7:00 PM
Evening
Routine
Outcomes:8,
9,7,10


Video chat
with Brian
Outcomes:12


9:30 AM - 11:30 AM
Morning
Routine
Outcomes:8,
9,7,10


12:00 PM - 2:00 PM
Afternoon
Routine
Outcomes:8,
7


Sensory
Room
Outcomes:1


5:00 PM - 7:00 PM
Evening
Routine
Outcomes:8,
9,7,10


9:30 AM - 11:30 AM
Morning
Routine
Outcomes:8,
9,7,10


12:00 PM - 2:00 PM
Afternoon
Routine
Outcomes:8,
7


Sensory
Room
Outcomes:1


5:00 PM - 7:00 PM
Evening
Routine
Outcomes:8,
9,7,10


9:30 AM - 11:30 AM
Morning
Routine
Outcomes:8,
9,7,10


12:00 PM - 2:00 PM
Afternoon
Routine
Outcomes:8,
7


Sensory
Room
Outcomes:1


5:00 PM - 7:00 PM
Evening
Routine
Outcomes:8,
9,7,10


9:30 AM - 11:30 AM
Morning
Routine
Outcomes:8,
9,7,10


12:00 PM - 2:00 PM
Afternoon
Routine
Outcomes:8,
7


Sensory
Room
Outcomes:1


5:00 PM - 7:00 PM
Evening
Routine
Outcomes:8,
9,7,10


9:30 AM - 11:30 AM
Morning
Routine
Outcomes:8,
9,7,10


12:00 PM - 2:00 PM
Afternoon
Routine
Outcomes:8,
7


Sensory
Room
Outcomes:1


5:00 PM - 7:00 PM
Evening
Routine
Outcomes:8,
9,7,10


9:30 AM - 11:30 AM
Morning
Routine
Outcomes:8,
9,7,10


12:00 PM - 2:00 PM
Afternoon
Routine
Outcomes:8,
7


Sensory
Room
Outcomes:1


5:00 PM - 7:00 PM
Evening
Routine
Outcomes:8,
9,7,10


Monitoring h Monitoring h Monitoring h Monitoring h Monitoring h Monitoring h Monitoring h… … … … … … …
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Total Authorized Hours per Week: 46


Sunday Monday Tuesday Wednesday Thursday Friday Saturday


This schedule is subject to change based on Mary's health,
opportunities for community engagement, day support schedule and preferences. Mary's outcomes that occur less than
weekly are not reflected on this schedule.


Signatures


Signer Type Signature Type Signature Print Name
Relationship /
Service


Date Signed
Organization
Unit Name


Safety Restrictions
As your provider, we have identified something you want to do that might create a risk. We need your input to develop a
plan that supports you to have what you want in a safe way. We have determined that this restriction is necessary to
achieve a therapeutic benefit, maintain a safe and orderly environment or to intervene in an emergency and that all
possible less restrictive options have been tried. [12VAC35- 115-100].
I understand that I will not


This is necessary because


The outcomes in my plan related to
this restriction include


The following is to be completed by a qualified professional.
Describe your assessment, to include
all possible alternatives to the
proposed restriction that take into
account the individual’s medical and
mental condition, behavior,
preferences, nursing and medication
needs, and ability to function
independently


2 2 2 2 2 2 2


Person Written
No Signature
Uploaded


Mary Mallon
Signature on
File


09/06/2020


RESIDENTIAL 
SERVICES OF 
AVALON


Substitute
Decision Maker


Written
No Signature
Uploaded


Peach Mallon
Signature on
File


09/06/2020


RESIDENTIAL 
SERVICES OF 
AVALON


Provider Written
No Signature
Uploaded


Grover Gibney
Signature on
File


09/06/2020


RESIDENTIAL 
SERVICES OF 
AVALON
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Describe other less restrictive, positive
approaches that have been attempted
to meet safety needs based on the
person’s medical and mental
condition, behavior, preferences,
nursing and medication needs, and
ability to function independently


Is this proposed restriction necessary
for effective treatment of the individual
or to protect him or others from
personal harm, injury, or death


Yes No


Describe how progress toward
resolving the restriction(s) will be
measured


Describe how often restriction(s) will
be reviewed


Describe conditions for removal of
restriction(s)


I understand that taking the actions listed can create a safety risk. I understand the reason for the restriction, the criteria
for removal, and my right to a fair review of whether the restriction is permissible. When utilized, I understand that the
proposed restriction will not cause harm and give my consent to participate.


Signer Type Signature Type Signature: Print Name
Relationship /
Service:


Date Signed:
Organization
Unit Name


No data available
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Part V. Support Instructions – Sample 1 
 


Provider: Residential Services of Avalon Service:  Group Home Residential 
 


What other need to know. 


 Maintain a calm atmosphere around Mary.    


 Mary prefers a calm atmosphere and in such an atmosphere, Mary has a higher success rate for learning, interacting and being engaged.  


 Mary enjoys greeting people as they come over to her home, especially for holiday parties and other social events, however, Mary likes to be able to go 


to another part of the house when the festivities get too loud.  


 Pay attention to what Mary has to say.  


o Mary lets us know her preference by smiling, making eye contact, clapping and humming with her body relaxed.  Mary's body is relaxed and she is 


observed to be smiling when she is outside and actively engaged around familiar people.  Mary responds with humming and clapping her hands when 


she is getting lotion on her hands and feet, her purse is put in her lap as she is leaving the house and when entering her sensory room.     


o Mary lets us know something is not her preference by looking away, yelling and/or putting her hand in her mouth with her body tense. When Mary 


becomes overwhelmed she hums with her hand in her mouth and if the stimulus is not removed she may cry or yell. When you see Mary put her hand 


in her mouth, try to identify the stimulus, remove it, and support her to dry her hand. 


o When Mary interacts with people who are not familiar with her, help Mary engage in conversation by encouraging people to speak directly to Mary. 


 Mary does not want to be bored. 


o Some of Mary’s favorite things to do are listening to music on her iPod, the radio or on the television, having books read to her, interacting with 


animals, spending time in her sensory room, and watching the birds and squirrels eat from the bird feeders.    


o Mary has consistently shown a preference for spending time outdoors.  This should be offered as frequently as possible.  There are chairs on the back 


porch where Mary enjoys sitting for her pressure release. Mary’s sunscreen is kept with her lotions and for chilly days, she has extra blankets in the top 


of her closet. If the weather is not permitting for outdoor exposure, Mary may enjoy sunbathing through a window. 


o When a new activity is tried with Mary, document the activity and Mary’s response. 


 Mary likes to listen to music and wear her favorite slippers after dinner.  


 Mary typically shows that she is ready for bed by rubbing her eyes and starting to nod off in her chair. 


 Mary lights up when she is around animals.  


o Mary attends Community Engagement twice a week with Engaging Avalon to learn to work with a therapy dog.  Maintain contact with this provider 


and offer assistance as needed to support Mary to integrate into this service.  


o Consider this when looking at new places for Mary to explore in her community.    


o Mary is prone to skin break down, has an active seizure disorder, and utilizes a g-tube to receive most of her nutrition.  


o All DSPs must be trained in how to support Mary with her exceptional support needs before independently assisting her. 
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Activity Supports Through-out the Day 


2.c.  Mary has control over her day  


o Throughout the day, DSP provides Mary with the opportunity to make as many choices as possible.  DSP gives Mary two options and 


encourages Mary to choose the one she prefers.  Mary lets us know her preference by smiling, making eye contact, clapping and humming with 


her body relaxed.  Document in the notes how Mary’s preference was determined. 


8.f.  Mary is free from pain. 


o Mary’s nurse has developed a pain protocol to help everyone supporting Mary identify if/when she is in pain. This protocol is to be followed 


each time Mary is repositioned or transferred. All DSPs are trained on this protocol.  


8.a.  Mary spends time out of her wheelchair every four hours for 30-60 minutes. She needs to be repositioned every 30 minutes during waking hours 


and every 2 hours when she is asleep to minimize the risk of skin breakdown.  


o Always talk to Mary prior to moving/repositioning her.  During the overnight hours, provide as little stimulation as possible.   


o Offer Mary choices for her pressure release.  Preferred locations include her swing on the back porch, her recliner and her bed. 


o Follow the repositioning, pain, and seating protocols developed by the RN. Document support in the positioning log and pressure release log in 


the MAR.  All DSPs are trained on these protocols. 


8.b.  Mary relies on DSP to provide total physical assistance in all areas of daily living including bathing, washing her hair, cleaning her body, dressing, 


personal care (incontinence), tooth brushing, hand washing and shaving.  


o Explain to Mary what you are doing prior to touching her. 


o Use DME items (wheelchair, hoyer lift, parker tub, bath chair) to assist Mary with transfers and bathing per trainings and protocols developed 


by RN including pain protocol to assure Mary is comfortable.  


o Using the hoyer lift, the hygiene sling and the lift, transfer and seating protocols to support Mary to properly sit on the commode at least three 


times a day to facilitate proper bowel function and decrease the risk of constipation.  


o Complete bowel chart.  Document abnormalities to Mary’s skin or concerns and/or changes noted in her overall wellbeing.  If any areas of 


concern are identified, document them in the specialized supervision log for nurse to review.  Follow the protocols to determine when to notify 


administrator and/or RN on call and/or emergency services.  For any emergency, call 911.   


8.c.  Mary’s osteoporosis puts her at an increased risk for broken bones.  Mary uses a wheelchair and other DME items so that she can easily move 
around her home and community  


o Mary’s wheelchair is an extension of her body.  Prior to moving Mary or her wheelchair, talk to her and let her know what is going to occur. 


o Mary uses her wheelchair and other DME items to easily and safely move around her home and community.  Use the lift for all transfers.  Mary 


is not to be picked up for transfers unless there is there is an emergency. Follow trainings and protocols developed by RN including pain 


protocol to assure Mary is comfortable.   


8.e.  Mary has an active seizure disorder.  


o After Mary has a seizure she is tired and should be ready to lie down in her bed.  


o Each DSP must be trained on Mary’s seizure protocol.  The protocol and the seizure log can be found in the MAR book.   
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9.a.  Mary relies on the support of her DSP to complete all household tasks including dusting, vacuuming, laundry, cleaning her bedroom, etc. as well 


as identifying and removing and safety concerns in the home.  


o Mary has shown a preference for helping to dust with the feather duster as observed by her smiling and relaxed body when assisting.  Assist 


Mary to hold the feather duster putting your hand under hers.  Do not force the movement on her arms as this could hurt her.  Offer for Mary 


to assist with other activities around the house and document Mary’s response. 


 Morning 


6.b.  Mary has shown a preference for sleeping in and following a leisurely morning routine.   


o Mary knows her daily routine.  She has shown a preference for waiting until her housemates have left for the day before getting out of bed.     


o Mary does not care for breakfast food.  She has shown a preference for receiving her morning nutritional supplements, medication and 


hydration prior to getting out of bed.  Staff must be trained by RN on all protocols and documentation requirements regarding Mary’s g-tube 


prior to administering nutrition or medication.   


9.e.  Mary prefers fragrant shampoos and conditioners.   


o Mary bathes each day switching between a shower and a bath.   


o When Mary takes a bath, don’t forget the bubbles and don’t forget to shave under Mary’s arms and her legs. Mary does not wash her hair on 


days she takes a bath.   


o When Mary takes a shower, take special care not to get water or soap in Mary’s eyes.  She does not like that.  


o Mary is often relaxed after her bath.  This is a good time to offer her assistance with trimming her finger and toe nails.  If she is resistant, don’t 


do it. 


o Follow training and protocols for skin integrity checks and document accordingly.  


9.c. 


9.d. 


 Mary smiles when she is complimented on her appearance.  


o After Mary’s shower, it is essential that she is completely dry prior to applying undergarments or clothing.   


o Mary has long hair and has shown a preference for having her hair in a ponytail with a hair bow or scrunchie that matches her outfit. 


o *Skill-building* Mary picks out her accessories.   


Mary smiles and claps when accessories are offered.  Support Mary to choose which one she would like to wear. Offer Mary two 


choices of accessories to wear. This can be accomplished by hold a couple options up in front of Mary and encouraging her to pick one.  


Mary lets us know her preference by turning her head and smiling, making eye contact, clapping and humming with her body relaxed.  


Document in the notes how Mary’s preference was determined and which item she chose. 


 Document yes or no: Did Mary express a preference when offered choice of accessory? 


o Mary likes to have her toenails painted. If her fingernails start to chip in between visits to the Z Spa, she enjoys having her fingernails painted as 


well.  


7.a. 


7.b. 


 Mary prefers that fragrant lotions be used to stretch her arms and legs.  


o ROM is not a preferred activity of Mary, however, support partners have learned that if fragrant lotion is being rubbed on her skin while the 


range of motion protocol is being followed, her body is relaxed and when light massage is included she smiles.  


o Explain to Mary what you are doing prior to touching her.   
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o *Skill-building* Mary picks which lotions she would like on her skin.  


Offer Mary two choices of lotion by supporting her to smell the lotion.  This can be accomplished by opening the lid and placing the 


bottle near her nose taking care not to get lotion on her nose or rubbing some lotion on the top of her hand.  Mary lets us know her 


preference by turning her head and smiling, making eye contact, clapping and humming with her body relaxed.  Document in the notes 


how Mary’s preference was determined and which lotion she chose. 


 Document yes or no: Did Mary express a preference when offered choice of lotion? 


o Warm the lotion in your hands prior to applying it to her skin.  


o Follow training and protocol on completing ROM and initial ROM checklist kept in the MAR book.   


Activity Afternoon 


3.f.  Mary loves soft soothing music with nature sounds, watching colors and smelling various essential oils.  


o Mary typically chooses to remain in the sensory room for 45 to 60 minutes, however this does vary.  Mary communicates she is done by 


continuously turning her head away from DSP. It’s important to pay attention to what she is communicating so she does not get frustrated. We 


know Mary is frustrated when Mary puts her hand in her mouth while humming.  


o Offer Mary a choice of two items.  She shows a preference by either reaching for or looking at the item.  When she is done with one item, offer 


her another.  


o One of Mary’s favorite items in the sensory room is her light stick.  Turn on the light stick and rub it on the back of Mary’s hand so she can feel 


it vibrate.   


o *Skill-Builder* Mary stretches her arms.  


Blow bubbles in front of Mary.  Encourage her to reach out and pop the bubbles.  Do not offer physical assistance as this could hurt her.  


Continue to encourage her to pop the bubbles using both arms until she has stretched each arm 5 times or until she is no longer 


interested in the activity.   


 Document yes or no: Did Mary stretch each arm 5 times. 


6.a. 


6.b. 


 Mary has a nutritional protocol so that she can eat food she enjoys while assuring she receives proper nutrition and hydration through her g-


tube. 


o Mary doesn’t like salty foods or being supported to eat by people that she doesn’t like/ is not familiar with. Document Mary’s response to new 


foods that are tried so that Mary’s preferences are known.    


o Prior to supporting Mary with eating or with administering nutrition or medication through her g-tube, staff must complete specific training 


that requires observation by the RN.  Protocols regarding how Mary’s food and drink must be prepared, documented, and how to determine 


how much nutrition to supplement with are kept in the MAR.   


 Evening 


6.a. 


6.b. 


 Mary has a nutritional protocol so that she can eat food she enjoys while assuring she receives proper nutrition and hydration through her g-


tube.  


o Follow the instructions under Afternoon  


7.a.  Mary prefers that fragrant lotions be used to stretch her arms and legs.  
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7.b. o Follow the instructions under Morning   


 Night 


9.e.  Mary is monitored overnight for health and safety concerns. 


o Mary sleeps at a 45 angle. DSP watches for change and status and report per medical protocols as written by RN. This occurs through 30 


minutes overnight checks.  


o Every two hours, check to see if Mary if personal care assistance is needed and reposition Mary following trainings and protocols. Personal 


care and repositioning is completed with the lights on dim to keep from disrupting Mary more than necessary. Document repositioning on the 


corresponding log.  


 Mary has a full electrical bed with air mattress that provides some repositioning, however, Mary still needs to be repositioned from side to side 


every two hours. 


 During the overnight hours, DSP inspects and cleans Mary’s wheelchair, bed rails and mechanical lift twice a week.  This is documented on the 


DME Checklist.  


 As occurs 


9.a.  DSP completes quarterly fire-drills and supports Mary to participate in the drills.  


o Mary has an individual evacuation plan. Each DSP must be trained in how to support Mary to exit her home safely in the event of an 


emergency.  


Community Access 


 Mary is transported in her wheelchair while riding in a wheelchair accessible van.  


o DSP provide physical assistance to secure her in both her wheelchair seatbelt and vehicle 5-point Q-hook locking system.  Training and 


protocols must be followed. 


 DSP is mindful of community locations and their wheelchair accessibility as Mary’s mobility is a barrier for her.  


o Mary has a backpack filled with items she may require in the community.  Make sure this goes as well. Upon returning, replace any items 


that were used.   


1.a. 


1.b. 


 Once a month Mary goes to the Z-Spa to have her hair and nails done.   


o Mary has a standing appointment for the first Wednesday of the month when the shop opens at 10:00 a.m.  This time of day is typically not as 


busy so it provides a calm atmosphere for Mary to enjoy herself.   


o *Skill-building* Mary chooses her nail color. 


Offer Mary choices of colors for her nails by holding them out in front of her and encourage Mary to choose the one she prefers.  


Mary lets us know her preference by turning her head and smiling, making eye contact, clapping and humming with her body 


relaxed.  Document in the notes how Mary’s preference was determined and what color she chose. 


 Document yes or no: Did Mary express a preference when offered choice of nail color? 


3.a. 


3.b. 


 Mary goes shopping at her favorite stores.  


o At least monthly, DSP takes Mary shopping. Mary’s favorite shops are Bath Solutions where she likes to smell and purchase lotions and body 


spray and Maggie’s Closet where she likes to purchase clothes.  Mary has become a familiar face at both of these locations.     
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o Mary does not like to be in noisy or crowded places.  She is best supported to go shopping when a store first opens or near closing.  


o *Skill-building* Mary chooses what to spend her money on. 


After looking around, provide Mary with a choice of several items she showed an interest in. Offer Mary choice by holding the items 


out in front of her and encourage Mary to choose the one she prefers.  Mary lets us know her preference by turning her head and 


smiling, making eye contact, clapping and humming with her body relaxed.  Document in the notes how Mary’s preference was 


determined and what item she chose. 


 Document yes or no: Did Mary express a preference when offered choice of item to purchase? 


3.c. 


3.e. 


6.c. 


 Mary is an active member of her home and community. 


o Mary runs errands such as going grocery shopping and going to the bank.  Prior to leaving, Mary’s purse is placed on her lap.  


 Prior to going grocery shopping, Mary helps develop a shopping list based on her preferences for food and the upcoming menu.  


Those supporting Mary document Mary’s response to new foods that are tried so that Mary’s preferences are known.   Mary does 


not like to be in noisy or crowded places.  She is best supported to go shopping when a store first opens or near closing.  Mary’s 


family has requested that Mary purchase fresh fruits and vegetables when possible instead of canned or frozen as Mary seems to 


prefer the taste.   


o Mary visits locations new to her. 


 Twice a month for 6 months, Mary is supported to visit a location in the community that is new to her in order to expand her 


community presence and explore new interests.  Document location and Mary’s response. Once completed, ISP is updated to 


include frequenting preferred locations.  


o Mary’s time in the community is not limited by her support needs. 


 House manager works with SC and Mary’s nurse to work to develop a personal care plan to support Mary to be able to spend more 


than two hours in the community at one time.  Updates on this progress is recorded at least every other week.  


3.d.  Mary expands her interests. 


o House manager works with Mary’s mother and physician to obtain a referral to an OT for an evaluation to help identify items Mary can 


manipulate that might help improve her hand strength and that would be in interest to her.  House manager is responsible for scheduling any 


follow-up appointments.   


5.a.  Mary stays connected to her mom and brothers. 


o On Thursday night, Mary goes to her brother Frank’s house for dinner.  He picks her up around 5:00 and brings her home around 9:00. If this is 


not going to occur, Frank or his wife Sarah will call.  Make sure Mary’s backpack has been refilled prior to her departure.   


o Once a month, Frank takes Mary for an overnight at her mother’s house.  Frank lets the DSP at the house know at least a week before the visit 


will occur so that the house manager/ RN can assure Mary has the medications and nutritional supplements that she needs to take with her.  


The house manager has developed a checklist of everything that needs to be packed for Mary’s overnight shift.  Mary should be ready to go 


with her bag and medications packed by 3pm on the identified day.   
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o On Sunday evening, at 7:30 Mary video chats with her brother Brian.  This is accomplished utilizing the webcam attached to the computer in 


the office.  The steps for connecting the webcam are on a laminated sheet posted on the corkboard behind the desk.  While DSP remains with 


Mary, she does not require much support to remain engaged while her brother and his family talk to her.      


2.a. 


2.b. 


2.d. 


 Mary obtains a communication device. 


o House manager, SC and Mary’s mom are working together to identify a speech pathologist.  Once the SLP is identified, the house manager will 


schedule an appointment for an intake evaluation.  House manager is responsible for scheduling any follow-up appointments.  Once a 


communication device is obtained and a protocol for use is developed, all DSPs are trained on the implementation and the plan is updated to 


include the use of these tools to support Mary to communicate.  


4.a.  Mary attends several churches to see which one she prefers  


o Based on conversation with Mary’s mother and her expressed preference on TV, four churches have been picked for Mary to visit on a rotating 


schedule to help Mary pick a preferred location.  Document her response upon arrival, during the service and after. If there is a place she does 


not respond favorably to, we will not return.  The schedule and directions are in the front of her book.  


9.b.  Mary is regularly followed by her PCP and dentist.  


o Mary’s house manager and nurse work in tandem to support Mary to maintain her regular medical appointments.  DSPs take a medical 


appointment sheet to each visit and have the practitioner complete it.     


8.d.  Mary receives a bone density scan every other year in order to monitor her osteoporosis.  


 House manager works with nurse to assure this is scheduled.  


Documentation Instructions 


 During each shift, a shift note is completed in addition the completion of the skill-building log, support log, MAR and other logs/ checklists as identified in 


this ISP.  When completing the shift note, the following questions should be answered: What was Mary’s response to services?  How was she supported? 


Where did she go and what did she do? Were any contacts made on Mary’s behalf? Who was contacted? Did any new learning occur?  Did anything out of 


the ordinary occur?  Is there a change in status to report?  Were there any observations made regarding health or safety?   
 


Signatures:  


I have received and reviewed the Plan for Supports including WaMS Support Activities and Support Instructions.  


 


Individual: _____________________________________________   Date: ________ 


Substitute Decision Maker: ________________________________________________   Date: ______ 


Provider:                                                                         Date: _______ 


Mary’s Mark as witnessed by Grover Gibney  9/10/2020 


Peach Mallon                                     9/10/20 


Grover Gibney         9/10/2020 







Virginia Waiver Management System (WaMS)
demo(On behalf of: Gibney, Grover)
Organization Unit: LUTHERAN FAMILY SERVICES OF VIRGINIA INC


Person: Mary Mallon Age: 34 ID: 1039424AM318121 DOB: 10/23/1984


Part V: Plan for Supports - Summary
Status: Complete


Instructions
We encourage the use of the Form Notes module to communicate reasons for the requested changes to the 
Support Coordinator. If an Outcome is changed or added, then the Support Coordinator will have a chance to review 
these changes and make edits as needed, but making them aware of the changes might speed up the approval process.


Service and Outcomes
Effective Date*


Provider


Service*


11/01/2020
RESIDENTIAL SERVICES OF AVALON


Group Residential Supports 4 or Fewer Person Homes(H2022/UA)


Comment


Desired Outcome*


Mary’s hair and nails are done monthly.


Life Area* Community Living


Key steps and services to get there:*


Go to Z-Spa (GH).


Start Date 11/01/2020


End Date 10/31/2021


Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


Desired Outcome*


Mary is understood.


Life Area* Meaningful Day


Key steps and services to get there:*


Link with SLP (SC), obtain AT recommended by SLP (SC), work with SLP to implement device into Mary’s daily routine
(GH, CE, SN), provide opportunities for choices and decision making throughout the day (GH, CE).


Mary goes to the Z
Spa each month
throughout the
planning year.


Each month record
the date of the visit
to Z-Spa.


No Monthly 10/31/2021
1.a. Mary's hair and
nails are
professionally done.


1.b, Mary chooses
her nail color.


Mary utilizes her
communication
device to make
choices.


Did Mary express a
preference when
offered choice of nail
color?


Yes Monthly 10/31/2021
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Start Date 11/01/2020


End Date 05/31/2021


Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


Desired Outcome*


Mary has activities that match her interests in order to identify skills or interests that could be transferred to a job
skill/task.


Life Area*
Employment


Key steps and services to get there:*


Expand community presence by discovering preferred locations (CE, GH), explore volunteer opportunities (CE), develop
personal care plan for community settings (SN, CE, GH), explore AT/DME for overcoming barriers to accessing the
community (SN, CE, SC), explore new activities to learn new interests (GH).


Start Date 11/01/2020


End Date 05/31/2021


Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


Date of the
No One occurrence by 01/31/2021


No Weekly 05/31/2021


2.a. Mary is 
evaluated by a 
speech therapist.


2.b. Mary receives 
speech therapy in 
order to use her 
communication 
device.


2.c. Mary 
communicates her 
choices


2.d. Mary and her 
support partners 
learn how to use her 
communication 
device.


The evaluation is 
completed.


Mary is discharged 
from speech therapy.


Mary does not 
requires assistance 
to communicate


Mary can use her 
communication 
device to make a 
request or respond 
to a question 5 times 
within a day.


evaluation.


Dates of therapy.


How Mary's 
preferences were 
determined


Dates DSP were 
trained on the use of 
the device. Did Mary 
use her device as 
instructed by her 
SLP?


Yes
Daily - Once
communication
device is obtained.


05/31/2021


Mary shops at her
favorite store each
month throughout
the plan year.


Dates Mary went
shopping.


No Monthly 10/31/2021


Mary utilizes her
communication
device to make
choices.


Did Mary express a
preference when
offered choice items
to purchase?


Yes Monthly 10/31/2021


Mary visits a new
location twice a
month for 6 months.


Where did Mary go?
What was her
response to the
location?


No Twice a month 05/31/2021


3.a. Mary shops at
her favorite stores.


3.b. Mary chooses
what to spend her
money on.


3.c. Mary visits a
location new to her in
Avalon.


3.d. Mary is referred
to an OT to help


Mary is finished
working with the OT.


Date of visits. Mary's
response during the No As occurs. 05/31/2021
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No Daily 10/31/2021







Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


Desired Outcome*


Mary is an active member of a faith community which incorporates lots of music.


Life Area* Social & Spirituality


Key steps and services to get there:*


Research then visit places of worship with music integrated into the service, revisit preferred locations, attend location of
choice at least weekly. (GH)


Start Date 11/01/2020


End Date 10/31/2021


Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


Desired Outcome*


Mary spends time with her family.


Life Area* Social & Spirituality


Key steps and services to get there:*


Has dinner with Frank at least monthly (Frank-brother), visit mom overnight at least once a month (Frank-brother), video
chat with Brian weekly (GH, Brian-brother).


Start Date 11/01/2020


End Date 10/31/2021


Support Activities
I no longer
want/need supports What to record Skill building How often By when


appointments. OT
recommendations.


A personal care plan
is developed that
support Mary to
receive supports in
the community
safely and with
dignity.


Progress towards
developing a plan.


No Every other week 05/31/2021


discover new items 
Mary can hold and 
interact with that 
would be of interest 
to her and help 
increase hand 
strength.


3.e. Mary's personal
care needs are met
in the community
safely and with
dignity.


3.f.Mary stretches
her arms while in her 
sensory room.


Mary stretches each
arm 5 times for a
month.


Does Mary stretch
each arm 5 times?


Yes Daily 10/31/2021


4.a. Mary visits
several churches
to find a
preference.


Mary has shown a
preference for a
church by smiling
and clapping when
attending three
services.


Church Mary attends
and her response to
the people and
service.


No Weekly 01/31/2021
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when...


Desired Outcome*


Mary eats preferred foods in order to remain free from choking/aspiration.


Life Area* Healthy Living


Key steps and services to get there:*


Follow nutrition and hydration protocol (GH, SN), follow g-tube care protocol (GH, SN), provide options each day for
food by mouth (GH), provide training and oversite (SN).


Start Date 11/01/2020


End Date 10/31/2021


Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


Desired Outcome*


Mary has smooth healthy and fragrant skin.


Life Area* Healthy Living


Key steps and services to get there:*


Follow ROM protocol (GH), provide training and oversight (SN).


Start Date 11/01/2020


End Date 10/31/2021


Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


5.a. Mary video
chats with Brian
on Sunday
evenings.


Mary video chats
each Sunday night
throughout the
planning year.


Did Mary video
chat?


No Weekly 10/31/2021


Mary is no longer
able to tolerate food
by mouth.


Complete intake log No Daily - as occurs 10/31/2021


Mary's nutritional
and/or medical
protocols are
changed or
discontinued by a
medical
professional.


Initial MAR and
Document
observation of the
g-tube site and any
care that was
needed. Complete
specialized
supervision logs


No Daily - as occurs 10/31/2021


6.a. Mary eats a
pureed diet following
her eating protocol.


6.b.Mary receives
nutrition, fluids and
medication via
g-tube so that she
stays hydrated,
nourished, and
minimizes bowel
complications to stay 
healthy.


6.c. Mary goes
grocery shopping to
purchase preferred
foods.


Mary goes shopping
at least twice a
month for one year.


Did Mary go
shopping?


No Twice a month. 10/31/2021


7.a. Mary receives
gentle message with
the use of lotion to
complete her ROM


Mary’s physician
removes the
protocol.


Initial checklist No Daily - as occurs 10/31/2021
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Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


Desired Outcome*


Mary is free from hospitalizations.


Life Area* Healthy Living


Key steps and services to get there:*


Develop transfer, seating and repositioning protocol (SN) Follow transfer, seating and repositioning protocols (GH, CE)
develop pain protocol (SN), follow pain protocol (GH, CE), follow seizure protocol (SN, GH, CE), provide training and
oversight (SN).


Start Date 11/01/2020


End Date 10/31/2021


Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


exercises and 
minimize the severity 
of her contractures.


7.b. Mary uses her
voice, eyes or smile
to inform DSP which
lotion she prefers out
of a choice of two.


Mary obtains her
communication
device.


Did Mary use her
voice, eyes or a
smile to make a
choice?


Yes Daily prior to ROM 10/31/2021


Physician orders or
nursing protocols
change.


Complete
repositioning log.


No Daily - as occurs 10/31/2021


Personal care will be
offered throughout
the day per nursing
protocols.


Any changes to
Mary's skin (color,
scratches,
breakdown, etc.)
and/or changes
noted in her overall
well-being. Bowel
chart. Complete
specialized
supervision logs


No Daily - as occurs 10/31/2021


Mary is able to use
assistive technology
to safely and
independently
maneuver in her
environment.


Any challenges to
helping Mary move
around her home
and community and
initialing the DME
checklist.


No
Ongoing throughout
each day through


10/31/2021


8.a.Mary is
repositioned and
properly positioned
throughout the day.


8.b. Mary’s personal
care needs are met.


8.c. Mary uses a
wheelchair and other 
DME items to safety
maneuver in her
home and
community.


8.d. Mary receives a
bone density scan
every other year in
order to monitor her


Mary’s physician
removes this order


Date, Results,
follow-up
instructions


No As scheduled 10/31/2021
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Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


Desired Outcome*


Mary is healthy, safe, and a valued member of her community.


Life Area* Healthy Living


Key steps and services to get there:*


Follow daily routines (GH), identify changes in status (CE, SN, GH), maintaining a healthy and safe home and
community environment (GH, CE), receiving routine supports and assessments to keep Mary healthy and safe (GH,
SN).


Start Date 11/01/2020


End Date 10/31/2021


Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


Physician orders or
nursing protocols
change.


Complete seizure
log.


No As Occurs 10/31/2021


osteoporosis


8.e. Mary has rest
after seizures
following her seizure
protocol.


8.f. Mary lets others
know when she is in
pain.


Mary can utilize her
communication
device to
communicate that
she in in pain.


Were any indicators
of pain noted? If yes,
document follow-up
and results.


No Daily - as occurs 10/31/2021


No
Ongoing throughout
each day


10/31/2021


No
Ongoing throughout
each day


10/31/2021


No Daily 10/31/2021


9.a. Mary’s home is 
clean and those 
supporting her know 
how to keep her safe 
in her home and 
community.


9.b. Mary receives 
regular medical and 
dental care and her 
health is monitored 
daily.


9.c. Mary dresses in 
an outfit that match 
from her hair 
scrunchie to her 
shoes.


9.d. Mary picks out 
her accessories.


9.e. Mary follows her 
daily routines.


General supports 
will be provided 
each day throughout 
the planning year


Mary attends appts. 
as scheduled and is 
monitored for a 
change in status 
daily.


Mary wears 
matching clothing 
each day throughout 
the plan year.


Mary obtains her 
communication 
device.


Mary's support 
needs will continue.


When safety drills 
are completed. 
Overnight checklist. 
Safety concerns at 
home and in the 
community


Complete 
specialized 
supervision logs. 
Changes in medical 
status. Dates of 
appointment. 
Medical appointment 
sheets


Did Mary wear a 
matching outfit?


Did Mary express a 
preference when 
offered choice of 
accessory?


How was Mary 
supported?
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Yes Daily 10/31/2021


No Daily 10/31/2021







General Schedule of Supports
The General Schedule of Supports is a general blueprint of activities and supports, based on the person's preferences
and routine. The authorized support time allotted to each group of activities is included in the authorized hours and totals
sections. The General Schedule of Supports can be developed in various ways, but must include: support activities and
outcome numbers, time frames for activities, as well as authorized totals.


Person: Mary Mallon  ID: 1039424AM318121  ISP Effective Date: 11/01/2020  ISP End Date: 10/31/2021  Plan For Support Effective Date: 11/01/2020


Page 7 of 10







Sunday Monday Tuesday Wednesday Thursday Friday Saturday


Sunday Monday Tuesday Wednesday Thursday Friday Saturday


12:00 AM


1:00 AM


2:00 AM


3:00 AM


4:00 AM


5:00 AM


6:00 AM


7:00 AM


8:00 AM


9:00 AM


10:00 AM


11:00 AM


12:00 PM


1:00 PM


2:00 PM


3:00 PM


4:00 PM


5:00 PM


6:00 PM


7:00 PM


8:00 PM


9:00 PM


10:00 PM


11:00 PM


9:00 AM - 11:00 AM
Morning
Routine
Outcomes:8,
9,10


11:00 AM - 1:00 PM
Church
Outcomes:11


1:00 PM - 3:00 PM
Afternoon
Routine
Outcomes:8,
7


Sensory
Room
Outcomes:1


5:00 PM - 7:00 PM
Evening
Routine
Outcomes:8,
9,7,10


Video chat
with Brian
Outcomes:12


9:30 AM - 11:30 AM
Morning
Routine
Outcomes:8,
9,7,10


12:00 PM - 2:00 PM
Afternoon
Routine
Outcomes:8,
7


Sensory
Room
Outcomes:1


5:00 PM - 7:00 PM
Evening
Routine
Outcomes:8,
9,7,10


9:30 AM - 11:30 AM
Morning
Routine
Outcomes:8,
9,7,10


12:00 PM - 2:00 PM
Afternoon
Routine
Outcomes:8,
7


Sensory
Room
Outcomes:1


5:00 PM - 7:00 PM
Evening
Routine
Outcomes:8,
9,7,10


9:30 AM - 11:30 AM
Morning
Routine
Outcomes:8,
9,7,10


12:00 PM - 2:00 PM
Afternoon
Routine
Outcomes:8,
7


Sensory
Room
Outcomes:1


5:00 PM - 7:00 PM
Evening
Routine
Outcomes:8,
9,7,10


9:30 AM - 11:30 AM
Morning
Routine
Outcomes:8,
9,7,10


12:00 PM - 2:00 PM
Afternoon
Routine
Outcomes:8,
7


Sensory
Room
Outcomes:1


5:00 PM - 7:00 PM
Evening
Routine
Outcomes:8,
9,7,10


9:30 AM - 11:30 AM
Morning
Routine
Outcomes:8,
9,7,10


12:00 PM - 2:00 PM
Afternoon
Routine
Outcomes:8,
7


Sensory
Room
Outcomes:1


5:00 PM - 7:00 PM
Evening
Routine
Outcomes:8,
9,7,10


9:30 AM - 11:30 AM
Morning
Routine
Outcomes:8,
9,7,10


12:00 PM - 2:00 PM
Afternoon
Routine
Outcomes:8,
7


Sensory
Room
Outcomes:1


5:00 PM - 7:00 PM
Evening
Routine
Outcomes:8,
9,7,10


Monitoring h Monitoring h Monitoring h Monitoring h Monitoring h Monitoring h Monitoring h… … … … … … …
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Total Authorized Hours per Week: 46


Sunday Monday Tuesday Wednesday Thursday Friday Saturday


This schedule is subject to change based on Mary's health,
opportunities for community engagement, day support schedule and preferences. Mary's outcomes that occur less than
weekly are not reflected on this schedule.


Signatures


Signer Type Signature Type Signature Print Name
Relationship /
Service


Date Signed
Organization
Unit Name


Safety Restrictions
As your provider, we have identified something you want to do that might create a risk. We need your input to develop a
plan that supports you to have what you want in a safe way. We have determined that this restriction is necessary to
achieve a therapeutic benefit, maintain a safe and orderly environment or to intervene in an emergency and that all
possible less restrictive options have been tried. [12VAC35- 115-100].
I understand that I will not


This is necessary because


The outcomes in my plan related to
this restriction include


The following is to be completed by a qualified professional.
Describe your assessment, to include
all possible alternatives to the
proposed restriction that take into
account the individual’s medical and
mental condition, behavior,
preferences, nursing and medication
needs, and ability to function
independently


2 2 2 2 2 2 2


Person Written
No Signature
Uploaded


Mary Mallon
Signature on
File


09/06/2020


RESIDENTIAL 
SERVICES OF 
AVALON


Substitute
Decision Maker


Written
No Signature
Uploaded


Peach Mallon
Signature on
File


09/06/2020


RESIDENTIAL 
SERVICES OF 
AVALON


Provider Written
No Signature
Uploaded


Grover Gibney
Signature on
File


09/06/2020


RESIDENTIAL 
SERVICES OF 
AVALON
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Describe other less restrictive, positive
approaches that have been attempted
to meet safety needs based on the
person’s medical and mental
condition, behavior, preferences,
nursing and medication needs, and
ability to function independently


Is this proposed restriction necessary
for effective treatment of the individual
or to protect him or others from
personal harm, injury, or death


Yes No


Describe how progress toward
resolving the restriction(s) will be
measured


Describe how often restriction(s) will
be reviewed


Describe conditions for removal of
restriction(s)


I understand that taking the actions listed can create a safety risk. I understand the reason for the restriction, the criteria
for removal, and my right to a fair review of whether the restriction is permissible. When utilized, I understand that the
proposed restriction will not cause harm and give my consent to participate.


Signer Type Signature Type Signature: Print Name
Relationship /
Service:


Date Signed:
Organization
Unit Name


No data available
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Part V. Support Instructions – Sample 2 
 


Provider: Residential Services of Avalon Service:  Group Home Residential 
 


What other need to know. 


 Maintain a calm atmosphere around Mary.    


 Mary prefers a calm atmosphere and in such an atmosphere, Mary has a higher success rate for learning, interacting and being engaged.  


 Mary enjoys greeting people as they come over to her home, especially for holiday parties and other social events, however, Mary likes to be able to go 


to another part of the house when the festivities get too loud.  


 Pay attention to what Mary has to say.  


 Mary lets us know her preference by smiling, making eye contact, clapping and humming with her body relaxed.  Mary's body is relaxed and she is 


observed to be smiling when she is outside and actively engaged around familiar people.  Mary responds with humming and clapping her hands when 


she is getting lotion on her hands and feet, her purse is put in her lap as she is leaving the house and when entering her sensory room.     


 Mary lets us know something is not her preference by looking away, yelling and/or putting her hand in her mouth with her body tense. When Mary 


becomes overwhelmed she hums with her hand in her mouth and if the stimulus is not removed she may cry or yell. When you see Mary put her hand in 


her mouth, try to identify the stimulus, remove it, and support her to dry her hand. 


 When Mary interacts with people who are not familiar with her, help Mary engage in conversation by encouraging people to speak directly to Mary. 


 Mary does not want to be bored. 


 Some of Mary’s favorite things to do are listening to music on her iPod, the radio or on the television, having books read to her, interacting with animals, 


spending time in her sensory room, and watching the birds and squirrels eat from the bird feeders.    


 Mary has consistently shown a preference for spending time outdoors.  This should be offered as frequently as possible.  There are chairs on the back 


porch where Mary enjoys sitting for her pressure release. Mary’s sunscreen is kept with her lotions and for chilly days, she has extra blankets in the top 


of her closet. If the weather is not permitting for outdoor exposure, Mary may enjoy sunbathing through a window. 


 When a new activity is tried with Mary, document the activity and Mary’s response. 


 Mary likes to listen to music and wear her favorite slippers after dinner.  


 Mary typically shows that she is ready for bed by rubbing her eyes and starting to nod off in her chair. 


 Mary lights up when she is around animals.  


 Mary attends Community Engagement twice a week with Engaging Avalon to learn to work with a therapy dog.  Maintain contact with this provider and 


offer assistance as needed to support Mary to integrate into this service.  


 Consider this when looking at new places for Mary to explore in her community.    


 Mary is prone to skin break down, has an active seizure disorder, and utilizes a g-tube to receive most of her nutrition.  


 All DSPs must be trained in how to support Mary with her exceptional support needs before independently assisting her.  


 







This ISP belongs to: Mary Mallon    ID# 12345-6789-00-1_ ISP Start:     11/1/2020   End: _10/31/2121______ Revision: ______ 


 
Page 2 of 8 


 


 


Activity When How to support 


1.a. < daily  Once a month Mary goes to the Z-Spa to have her hair and nails done.   


 Mary has a standing appointment for the first Wednesday of the month when the shop opens at 10:00 a.m.  This time of day is 


typically not as busy so it provides a calm atmosphere for Mary to enjoy herself.   


1.b. < daily  *Skill-building* Mary chooses her nail color. 


o Offer Mary choices of colors for her nails by holding them out in front of her and encourage Mary to choose the one she prefers.  


Mary lets us know her preference by turning her head and smiling, making eye contact, clapping and humming with her body 


relaxed.  Document in the notes how Mary’s preference was determined and what color she chose. 


Document yes or no: Did Mary express a preference when offered choice of nail color? 


2.a. < daily  Mary obtains a communication device. 


 House manager, SC and Mary’s mom are working together to identify a speech pathologist.  Once the SLP is identified, the house 


manager schedules an appointment for an intake evaluation.  House manager is responsible for scheduling any follow-up 


appointments.  Once a communication device is obtained and a protocol for use is developed, all DSPs are trained on the 


implementation and the plan is updated to include the use of these tools to support Mary to communicate. 


2.b. < daily  Mary obtains a communication device. 


 House manager is responsible for scheduling any follow-up appointments.   


2.c. All day  Mary has control over her day  


 Throughout the day, DSP provides Mary the opportunity to make as many choices as possible.  DSP gives Mary two options and 


encourage Mary to choose the one she prefers.  Mary lets us know her preference by smiling, making eye contact, clapping and 


humming with her body relaxed.  Document in the notes how Mary’s preference was determined. 


2.d.   Mary obtains a communication device. 


 Once a communication device is obtained and a protocol for use is developed, all DSPs are trained on the implementation and the 


plan is updated to include the use of these tools to support Mary to communicate. 


3.a. < daily  Mary goes shopping at her favorite stores.  


 At least monthly, DSP takes Mary shopping. Mary’s favorite shops are Bath Solutions where she likes to smell and purchase 


lotions and body spray and Maggie’s Closet where she likes to purchase clothes.  Mary has become a familiar face at both of 


these locations.     


 Mary does not like to be in noisy or crowded places.  She is best supported to go shopping when a store first opens or near 


closing.  


3.b. < daily  *Skill-building* Mary chooses what to spend her money on. 


o After looking around, provide Mary with a choice of several items she showed an interest in. Offer Mary choice by holding the 


items out in front of her and encourage Mary to choose the one she prefers.  Mary lets us know her preference by turning her 
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head and smiling, making eye contact, clapping and humming with her body relaxed.  Document in the notes how Mary’s 


preference was determined and what item she chose. 


Document yes or no: Did Mary express a preference when offered choice of item to purchase? 


3.c. < daily  Mary is an active member of her home and community.  


 Mary runs errands such as going grocery shopping and going to the bank.  Prior to leaving, Mary’s purse is placed on her lap.  


 Mary visits locations new to her. 


 Twice a month for 6 months, Mary is supported to visit a location in the community that is new to her in order to expand 


her community presence and explore new interests.  Document location and Mary’s response. Once completed, ISP is  


updated to include frequenting preferred locations.  


3.d. < daily  Mary expands her interests. 


 House manager works with Mary’s mother and physician to obtain a referral to an OT for an evaluation to help identify items 


Mary can manipulate that might help improve her hand strength and that would be in interest to her.  House manager is 


responsible for scheduling any follow-up appointments.   


3.e. < daily  Mary is an active member of her home and community. 


 Mary’s time in the community is not limited by her support needs. 


 House manager works with SC and Mary’s nurse to work to develop a personal care plan to support Mary to be able to 


spend more than two hours in the community at one time.  Updates on this progress is recorded at least every other 


week. 


3.f. Afternoon  Mary loves soft soothing music with nature sounds, watching colors and smelling various essential oils.  


 Mary typically chooses to remain in the sensory room for 45 to 60 minutes, however this does vary.  Mary communicates she is 


done by continuously turning her head away from DSP. It’s important to pay attention to what she is communicating so she does 


not get frustrated. We know Mary is frustrated when Mary puts her hand in her mouth while humming.  


 Offer Mary a choice of two items.  She shows a preference by either reaching for or looking at the item.  When she is done with one 


item, offer her another.  


 One of Mary’s favorite items in the sensory room is her light stick.  Turn on the light stick and rub it on the back of Mary’s hand so 


she can feel it vibrate.   


 *Skill-Builder* Mary stretches her arms.  


o Blow bubbles in front of Mary.  Encourage her to reach out and pop the bubbles.  Do not offer physical assistance as this 


could hurt her.  Continue to encourage her to pop the bubbles using both arms until she has stretched each arm 5 times or 


until she is no longer interested in the activity.   


 Document yes or no: Did Mary stretch each arm 5 times. 


4.a. < daily  Mary attends several churches to see which one she prefers  
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 Based on conversation with Mary’s mother and her expressed preference on TV, four churches have been picked for Mary to visit 


on a rotating schedule to help Mary pick a preferred location.  Document her response upon arrival, during the service and after. If 


there is a place she does not respond favorably to, we will not return.  The schedule and directions are in the front of her book.  


5.a. < daily  Mary stays connected to her mom and brothers. 


 On Thursday night, Mary goes to her brother Frank’s house for dinner.  He picks her up around 5:00 and brings her home around 


9:00. If this is not going to occur, Frank or his wife Sarah will call.  Make sure Mary’s backpack has been refilled prior to her 


departure.   


 Once a month, Frank takes Mary for an overnight at her mother’s house.  Frank lets the DSP at the house know at least a week 


before the visit occurs so that the house manager/ RN can assure Mary has the medications and nutritional supplements that she 


needs to take with her.  The house manager has developed a checklist of everything that needs to be packed for Mary’s overnight 


shift.  Mary should be ready to go with her bag and medications packed by 3pm on the identified day.   


 On Sunday evening, at 7:30 Mary video chats with her brother Brian.  This is accomplished utilizing the webcam attached to the 


computer in the office.  The steps for connecting the webcam are on a laminated sheet posted on the corkboard behind the desk.  


While DSP remains with Mary, she does not require much support to remain engaged while her brother and his family talk to her.      


6.a.  


6.b. 


Afternoon 


and 


Evening 


 Mary has a nutritional protocol so that she can eat food she enjoys while assuring she receives proper nutrition and hydration 


through her g-tube. 


 Mary doesn’t like salty foods or being supported to eat by people that she doesn’t like/ is not familiar with. Document Mary’s 


response to new foods that are tried so that Mary’s preferences are known.    


 Prior to supporting Mary with eating or with administering nutrition or medication through her g-tube, staff must complete 


specific training that requires observation by the RN.  Protocols regarding how Mary’s food and drink must be prepared, 


documented, and how to determine how much nutrition to supplement with are kept in the MAR.   


6.b. Morning  Mary has shown a preference for sleeping in and following a leisurely morning routine.   


 Mary knows her daily routine.  She has shown a preference for waiting until her housemates have left for the day before getting 


out of bed.     


 Mary does not care for breakfast food.  She has shown a preference for receiving her morning nutritional supplements, medication 


and hydration prior to getting out of bed.  Staff must be trained by RN on all protocols and documentation requirements regarding 


Mary’s g-tube prior to administering nutrition or medication.   


6.c.  < daily  Mary is an active member of her home and community. 


 Prior to going grocery shopping, Mary helps  develop a shopping list based on her preferences for food and the upcoming menu.  


Document Mary’s response to new foods that are tried so that Mary’s preferences are known.   Mary does not like to be in noisy or 


crowded places.  She is best supported to go shopping when a store first opens or is near closing.  Mary’s family has requested that 


Mary purchase fresh fruits and vegetables when possible instead of canned or frozen as Mary seems to prefer the taste.    
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7.a. Afternoon 


and 


evening 


 Mary prefers that fragrant lotions be used to stretch her arms and legs.  


 ROM is not a preferred activity of Mary, however, support partners have learned that if fragrant lotion is being rubbed on her skin 


while the range of motion protocol is being followed, her body is relaxed and when light massage is included she smiles.  


 Explain to Mary what you are doing prior to touching her.   


 Warm the lotion in your hands prior to applying it to her skin.  


 Follow training and protocol on completing ROM and initial ROM checklist kept in the MAR book.   


7.b. Afternoon 


and 


evening 


 *Skill-building* Mary picks which lotions she would like on her skin.  


o Offer Mary two choices of lotion by supporting her to smell the lotion.  This can be accomplished by opening the lid and placing the 


bottle near her nose taking care not to get lotion on her nose or rubbing some lotion on the top of her hand.  Mary lets us know 


her preference by turning her head and smiling, making eye contact, clapping and humming with her body relaxed.  Document in 


the notes how Mary’s preference was determined and which lotion she chose. 


Document yes or no: Did Mary express a preference when offered choice of lotion?  


8.a. All Day  Mary spends time out of her wheelchair every four hours for 30-60 minutes. She needs to be repositioned every 30 minutes during 


waking hours and every 2 hours when she is asleep to minimize the risk of skin breakdown.  


 Always talk to Mary prior to moving/repositioning her.  During the overnight hours, provide as little stimulation as possible.   


 Offer Mary choices for her pressure release.  Preferred locations include her swing on the back porch, her recliner and her bed. 


 Follow the repositioning, pain and seating protocols developed by the RN. Document support in the positioning log and pressure 


release log in the MAR.  All DSPs are trained on these protocols. 


8.b. All day  Mary relies on DSP to provide total physical assistance in all areas of daily living including bathing, washing her hair, cleaning her 


body, dressing, personal care (incontinence), tooth brushing, hand washing and shaving.  


 Explain to Mary what you are doing prior to touching her. 


 Use DME items (wheelchair, hoyer lift, parker tub, bath chair) to assist Mary with transfers and bathing per trainings and protocols 


developed by RN including pain protocol to assure Mary is comfortable.  


 Using the hoyer lift, the hygiene sling and the lift, transfer and seating protocols to support Mary to properly sit on the commode at 


least three times a day to facilitate proper bowel function and decrease the risk of constipation.  


 Complete bowel chart.  Document abnormalities to Mary’s skin or concerns and/or changes noted in her overall wellbeing.  If any 


areas of concern are identified, document them in the specialized supervision log for nurse to review.  Follow the protocols to 


determine when to notify administrator and/or RN on call and/or emergency services.  For any emergency, call 911.   


8.c. All day  Mary’s osteoporosis puts her at an increased risk for broken bones.  Mary uses a wheelchair and other DME items so that she can 
easily move around her home and community  


 Mary’s wheelchair is an extension of her body.  Prior to moving Mary or her wheelchair, talk to her and let her know what is going 


to occur. 
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 Mary uses her wheelchair and other DME items to easily and safely move around her home and community.  Use the lift for all 


transfers.  Mary is not to be picked up for transfers unless there is there is an emergency. Follow trainings and protocols developed 


by RN including pain protocol to assure Mary is comfortable.  


8.d. < daily  Mary receives a bone density scan every other year in order to monitor her osteoporosis.  


 House manager works with nurse to assure this is scheduled. 


8.e. All day  Mary has an active seizure disorder.  


 After Mary has a seizure she is tired and is ready to lie down in her bed.  


 Each DSP must be trained on Mary’s seizure protocol.  The protocol and the seizure log can be found in the MAR book.   


8.f. All day  Mary is free from pain. 


 Mary’s nurse has developed a pain protocol to help everyone supporting Mary identify if/when she is in pain. This protocol is to be 


followed each time Mary is repositioned or transferred. All DSPs are trained on this protocol.  


9.a. All Day  Mary relies on the support of her DSP to complete all household tasks including dusting, vacuuming, laundry, cleaning her bedroom, 


etc. as well as identifying and removing and safety concerns in the home.  


 Mary has shown a preference for helping to dust with the feather duster as observed by her smiling and relaxed body when 


assisting.  Assist Mary to hold the feather duster putting your hand under hers.  Do not force the movement on her arms as this 


could hurt her.  Offer for Mary to assist with other activities around the house and document Mary’s response. 


 DSP completes quarterly fire-drills and supports Mary to participate in the drills 


 Mary has an individual evacuation plan. Each DSP must be trained in how to support Mary to exit her home safely in the event of 


an emergency.  


 Mary is monitored overnight for health and safety concerns. 


 Mary sleeps at a 45 angle. DSP watches for change and status and report per medical protocols as written by RN. This occurs 


through 30 minutes overnight checks.  


 Every two hours, check to see if Mary if personal care assistance is needed and reposition Mary following trainings and protocols. 


Personal care and repositioning is completed with the lights on dim to keep from disrupting Mary more than necessary. Document 


repositioning on the corresponding log.  


 Mary has a full electrical bed with air mattress that provides some repositioning, however, Mary still needs to be repositioned from 


side to side every two hours. 


 During the overnight hours, DSP inspects and cleans Mary’s wheelchair, bed rails, and mechanical lift twice a week.  This is 


documented on the DME Checklist. 


Community Access 


 Mary is transported in her wheelchair while riding in a wheelchair accessible van.  


 DSP provide physical assistance to secure her in both her wheelchair seatbelt and vehicle 5-point Q-hook locking system.  


Training and protocols must be followed. 


 DSP is mindful of community locations and their wheelchair accessibility as Mary’s mobility is a barrier for her.  
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 Mary has a backpack filled with items she may require in the community.  Make sure this goes as well. Upon returning, replace 


any items that were used.   


9.b. < daily  Mary is regularly followed by her PCP and dentist.  


 Mary’s house manager and nurse work in tandem to support Mary to maintain her regular medical appointments.  DSPs take a 


medical appointment sheet to each visit and have the practitioner complete it.   


9.c. Morning  Mary smiles when she is complimented on her appearance.  


 After Mary’s shower, it is essential that she is completely dry prior to applying undergarments or clothing.   


 Mary has long hair and has shown a preference for having her hair in a ponytail with a hair bow or scrunchie that matches her 


outfit. 


 Mary likes to have her toenails painted. If her fingernails start to chip in between visits to the Z Spa, she enjoys having her 


fingernails painted as well.  


9.d. Morning  *Skill-building* Mary picks out her accessories.   


o Mary smiles and claps when accessories are offered.  Support Mary to choose which one she would like to wear. Offer Mary two 


choices of accessories to wear. This can be accomplished by hold a couple options up in front of Mary and encouraging her to pick 


one.  Mary lets us know her preference by turning her head and smiling, making eye contact, clapping and humming with her body 


relaxed.  Document in the notes how Mary’s preference was determined and which item she chose. 


 Document yes or no: Did Mary express a preference when offered choice of accessory? 


9.e. Morning  Mary prefers fragrant shampoos and conditioners.   


 Mary bathes each day switching between a shower and a bath.   


 When Mary takes a bath, don’t forget the bubbles and don’t forget to shave under Mary’s arms and her legs. Mary does not wash 


her hair on days she takes a bath.   


 When Mary takes a shower, take special care not to get water or soap in Mary’s eyes.  She does not like that.  


 Mary is often relaxed after her bath.  This is a good time to offer her assistance with trimming her finger and toe nails.  If she is 


resistant, don’t do it. 


 Follow training and protocols for skin integrity checks and document accordingly.  


Documentation Instructions 


 During each shift, a shift note is completed in addition the completion of the skill-building log, support log, MAR and other logs/ checklists as identified in this 


ISP.  When completing the shift note, the following questions should be answered: What was Mary’s response to services?  How was she supported? Where 


did she go and what did she do? Were any contacts made on Mary’s behalf? Who was contacted? Did any new learning occur?  Did anything out of the 


ordinary occur?  Is there a change in status to report?  Were there any observations made regarding health or safety?   
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Signatures:  


I have received and reviewed the Plan for Supports including WaMS Support Activities and Support Instructions.  


 


Individual: _____________________________________________   Date: ________ 


Substitute Decision Maker: ________________________________________________   Date: ______ 


Provider:                                                                         Date: ________ 


 


Mary’s Mark as witnessed by Grover Gibney  9/10/2020 


Peach Mallon                                     9/10/20 


Grover Gibney         9/10/2020 
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Virginia Waiver Management System (WaMS)
demo(On behalf of: Lewis, Teri, Provider ISP Approver) 
Organization Unit: HALO INC


Person: Mary Mallon Age: 34 ID: 1039424AM318121 DOB: 10/23/1984


Part V: Plan for Supports - Summary
Status: Complete


Instructions
We encourage the use of the Form Notes module to communicate reasons for the requested changes to the 
Support Coordinator. If an Outcome is changed or added, then the Support Coordinator will have a chance to review 
these changes and make edits as needed, but making them aware of the changes might speed up the approval process.


Service and Outcomes
Effective Date*


Provider


Service*


11/01/2020
Engaging Avalon


Community Engagement(T2021)


Comment


Desired Outcome*


Mary has activities that match her interests in order to identify skills or interests that could be transferred to a job
skill/task.


Life Area* Employment


Key steps and services to get there:*


Expand community presence by discovering preferred locations (CE, GH), explore volunteer opportunities (CE), develop
personal care plan for community settings (SN, CE, GH), explore AT/DME for overcoming barriers to accessing the
community (SN, CE, SC), explore new activities to learn new interests (GH).


Start Date 11/01/2020


End Date 05/31/2021


Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


Desired Outcome*


Mary is understood.


Life Area* Meaningful Day


Key steps and services to get there:*


Link with SLP (SC), obtain AT recommended by SLP (SC), work with SLP to implement device into Mary’s daily routine


Visit new locations,
dog therapy classes,
personal care,
remove barriers to
community and
interacting with the
community


Yes 05/31/2021


Person: Mary Mallon  ID: 1039424AM318121  ISP Effective Date: 11/01/2020  ISP End Date: 10/31/2021  Plan For Support Effective Date: 11/01/2020
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(GH, CE, SN), provide opportunities for choices and decision making throughout the day (GH, CE).


Start Date 11/01/2020


End Date 05/31/2021


Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


Desired Outcome*


Mary is free from hospitalizations.


Life Area* Healthy Living


Key steps and services to get there:*


Develop transfer, seating and repositioning protocol (SN) Follow transfer, seating and repositioning protocols (GH, CE)
develop pain protocol (SN), follow pain protocol (GH, CE), follow seizure protocol (SN, GH, CE), provide training and
oversight (SN).


Start Date 11/01/2020


End Date 10/31/2021


Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


Desired Outcome*


Mary is healthy, safe, and a valued member of her community.


Life Area* Healthy Living


Key steps and services to get there:*


Follow daily routines (GH), identify changes in status (CE, SN, GH), maintaining a healthy and safe home and
community environment (GH, CE), receiving routine supports and assessments to keep Mary healthy and safe (GH,
SN).


Start Date 11/01/2020


End Date 10/31/2021


Support Activities
I no longer
want/need supports
when...


What to record Skill building How often By when


General Schedule of Supports
The General Schedule of Supports is a general blueprint of activities and supports, based on the person's preferences
and routine. The authorized support time allotted to each group of activities is included in the authorized hours and totals
sections. The General Schedule of Supports can be developed in various ways, but must include: support activities and
outcome numbers, time frames for activities, as well as authorized totals.


Communicate
choices


Yes 05/31/2021


Seizure protocol,
repositioning
protocol, skin
integrity


No 10/31/2021


Routine supports,
safety in the
community


No 10/31/2021
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Sunday Monday Tuesday Wednesday Thursday Friday Saturday


Sunday Monday Tuesday Wednesday Thursday Friday Saturday


12:00 AM


1:00 AM


2:00 AM


3:00 AM


4:00 AM


5:00 AM


6:00 AM


7:00 AM


8:00 AM


9:00 AM


10:00 AM


11:00 AM


12:00 PM


1:00 PM


2:00 PM


3:00 PM


4:00 PM


5:00 PM


6:00 PM


7:00 PM


8:00 PM


9:00 PM


10:00 PM


11:00 PM


3:00 PM - 5:00 PM
Rec Center
Outcomes:1,
3,7,10


5:00 PM - 7:00 PM
Community
Outcomes:1,
3,7,10


Person: Mary Mallon  ID: 1039424AM318121  ISP Effective Date: 11/01/2020  ISP End Date: 10/31/2021  Plan For Support Effective Date: 11/01/2020


Page 3 of 5







Total Authorized Hours per Week: 4


Sunday Monday Tuesday Wednesday Thursday Friday Saturday


Signatures


Signer Type Signature Type Signature Print Name
Relationship /
Service


Date Signed
Organization
Unit Name


Safety Restrictions
As your provider, we have identified something you want to do that might create a risk. We need your input to develop a
plan that supports you to have what you want in a safe way. We have determined that this restriction is necessary to
achieve a therapeutic benefit, maintain a safe and orderly environment or to intervene in an emergency and that all
possible less restrictive options have been tried. [12VAC35- 115-100].
I understand that I will not


This is necessary because


The outcomes in my plan related to
this restriction include


The following is to be completed by a qualified professional.
Describe your assessment, to include
all possible alternatives to the
proposed restriction that take into
account the individual’s medical and
mental condition, behavior,
preferences, nursing and medication
needs, and ability to function
independently


Describe other less restrictive, positive
approaches that have been attempted
to meet safety needs based on the
person’s medical and mental
condition, behavior, preferences,
nursing and medication needs, and
ability to function independently


Is this proposed restriction necessary
for effective treatment of the individual
or to protect him or others from
personal harm, injury, or death


Yes No


0 0 2 2 0 0 0


Person Written
No Signature
Uploaded


Signature on
File


Signature on
File


10/07/2020 ENGAGING 
AVALON


Provider Written
No Signature
Uploaded


Signature on file Signature on file 10/07/2020 ENGAGING 
AVALON


Substitute
Decision Maker


Written
No Signature
Uploaded


Signature on file Signature on file 10/07/2020 ENGAGING 
AVALON
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Describe how progress toward
resolving the restriction(s) will be
measured


Describe how often restriction(s) will
be reviewed


Describe conditions for removal of
restriction(s)


I understand that taking the actions listed can create a safety risk. I understand the reason for the restriction, the criteria
for removal, and my right to a fair review of whether the restriction is permissible. When utilized, I understand that the
proposed restriction will not cause harm and give my consent to participate.


Signer Type Signature Type Signature: Print Name
Relationship /
Service:


Date Signed:
Organization
Unit Name


No data available
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Part V. Plan for Supports 
 


Provider: ___Engaging Avalon______ Service:  __Community Engagement _ 
 


Describe support instructions and preferences that occur consistently across activities and settings.   
[These instructions apply whenever support is provided and do not require duplication in the activities section of the Plan for Supports. Include a description of the need 
for high intensity services or overnight safety supports as applicable. These support instructions impact the duration of activities and describe how the person learns 
best. For example, Mary uses a communication board to share her preferences throughout the day.  Make sure she brings it along when leaving home and place it on 
her lap when asking questions.] 
      
Mary loves fashion and music. She has a beautiful smile, is playful and laughs a lot.  Mary enjoys spending time with people who are 
cheerful and kind.  Mary lights up when she is around animals, especially dogs.  Mary loves being outdoors and music.  
 
Mary lives in a group home with three other women operated by Residential Services of Avalon.  She uses a wheelchair for mobility and 
several pieces of adaptive equipment for hygiene and transfers.  When Mary is not engaged in other activities some of Mary’s favorite 
things to do are listening to music on her iPod, the radio or on the television, having books read to her and spending time outside, etc.   
  
Mary requires significant support from her DSPs for personal care and to assure the maintenance of her health and safety.  Mary has an 
active seizure disorder, is susceptible to skin breakdown, and utilizes a g-tube for the majority of her nutritional intake.  All of her support 
staff must be trained on the various protocols Mary has in place to keep her healthy and safe before working independently with her.  
 


 
 


Outcomes and Activities 


 


DESIRED OUTCOME 


 


Mary has activities that match her interests in order to identify skills or interests that could be transferred to a job 


skill/task. 


Key steps and services to get 


there: 


Expand community presence by discovering preferred locations (CE, GH), explore volunteer opportunities (CE), develop 
personal care plan for community settings (SN, CE, GH), explore AT/DME for overcoming barriers to accessing the 


community (SN, CE, SC), explore new activities to learn new interests (GH). 
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 Support Activities 


(action steps) 


I no longer want/need 


supports when… 


Support Instructions  


(Describe the steps, what’s needed for the person to be successful and how 


they participate with each support activity. 


How often?  


Mary visits at least one new 
location a month over the 
next six months. 


 


Skill-building: 


 Yes  No 
 


Mary has had six new 
experiences in six months 
to help discover new 
interests. 


Due to Mary’s extensive medical and personal care support needs, Mary 
has not had the opportunity to spend time in her community.   


 At least once a month, Mary is supported to visit a location that is 
new to her.   


 A log of places Mary visits are kept in the front of her book.  DSP 
places a star next to any location that has not been previously 
listed on the log.   


 Prior to visiting a new location, DSP contacts the location to assure 
they are wheelchair accessible.  


 DSP documents the location and Mary’s response in a progress 
note. 


Monthly  


Mary joins and attends 
classes to train a dog as a 
therapy dog.  
 


Skill-building: 


 Yes  No 
 


The class ends. Mary is known to light up when she is around animals, particularly dogs.  


Mary is scheduled to attend a class to learn to work with a therapy dog 


once a week so that once the class is finished, she and the dog can go to 


the hospital to visit the nurses and the nurses can pet the dog while 


visiting with Mary. 


 On Monday, EA DSP picks up Mary from her home at 1500.  


 The therapy dog training class begins at 1530.  Mary enjoys 
greeting familiar people.  She requires lots of encouragement to 
be social the first few classes until she becomes familiar with her 
classmates.  When Mary is uncomfortable, she sometimes may 
yell and put her hand in her mouth.  Redirect her to someone she 
has already connected with (ideally with a smile) or to the 
animals and drying her hand as needed. 


 The class is over at 1615.   


 Take 15 minutes to walk around the rec center and help Mary 
introduce herself people she meets.  As she becomes a regular 
attendee, she should become familiar with people who are there 
on a regular basis.  


 Mary returns home at 1700.   


 EA DSP reports any atypical occurrences or anything related to 
Mary’s health and safety to her residential staff.   


Weekly 
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 DSP documents Mary’s participation and response in her 
progress notes. 


 


Mary interacts with people 
she meets in the community 
through smiles. 


 


Skill-building: 


 Yes  No 
 


Mary responds to 5 
greetings with a smile 
and/or clapping her 
hands. 


 


Mary relies on her DSP to engage with her community and to have the 
community engage with her.  DSP supports Mary to interact with others 
by introducing her to people she meets at new locations and 
reintroducing her to people she has already met at places she visits again.  
As she becomes a regular at preferred locations, she should start to 
recognize people and  start to respond differently. DSP supports Mary to 
engage with new and familiar faces.  


 Document Mary’s response when interacting with others in her 
progress notes. 


 Document what supports Mary needed to engage with others and 
whether she needed to be redirected when interacting in her 
progress notes. 


 Document what support you provided others to engage with Mary 
in her progress notes.  


 
Skill builder: Did Mary respond to 5 people with a smile and/or clapping 
her hands? Complete Skillbuilder Checklist. 


Twice a week 


Mary learns how to interact 
with the therapy dog. 


 


Skill-building: 


 Yes  No 
 


Mary keeps the dog 
on her lap for 30 


minutes 


Support Mary to follow the instructor’s directions on how to hold the dog 
in her lap.  


 Document what supports Mary needed to engage with others and 
whether she needed to be redirected when interacting in her 
progress notes. 


 Document what support you provided others to engage with Mary 
in her progress notes. 


 
Skill Builder: Did Mary push the dog off her lap? Complete Skillbuilder 
Checklist.  


Weekly  


Mary's support team 
develops a plan for personal 
care when Mary is in the 
community. 
 


A plan is developed. At home Mary utilizes lifts and her bed to support her with personal care. 
These are not available to her in the community.  Should Mary require 
hygiene supports while in the community, specifically as a result of a 
bowel movement, return home as there are not any clean, safe or 
dignified locations available to support Mary to have these needs met.  


Weekly 
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Skill-building: 


 Yes  No 
 


Until a plan and/or DME/AT items can be identified to overcome these 
barriers, Mary should not travel more than 20 minutes from home during 
her time with EA.    


Barriers are removed that 
keep Mary from spending 
extended amounts of time 
in the community. 
 


Skill-building: 


 Yes  No 
 


Mary can safely spend 
more than two hours in 
the community at a time. 


There are still barriers that cannot be addressed with protocols including 
supporting Mary with personal hygiene care in the community.  Mary’s 
community engagement staff and support coordinator are committed to 
linking her with professionals that can identify tools for Mary to be able 
to spend more than two hour at a time in the community.    


 Mary’s DSP follows-up at least monthly to obtain updates.  


 Document progress towards plan development along with who 
was contacted in her progress notes. 


Monthly  


 
 


DESIRED OUTCOME 


 


Mary is understood. 


Key steps and services to get 


there: 


Link with SLP (SC), obtain AT recommended by SLP (SC), work with SLP to implement device into Mary’s daily routine 


(GH, CE, SN), provide opportunities for choices and decision making throughout the day (GH, CE). 


 Support Activities 


(action steps) 


I no longer want/need 


supports when… 


Support Instructions  


(Describe the steps, what’s needed for ther person to be successful and 


how they participate with each support activity. 


How often?  


Mary uses smiles, her eyes 
and clapping to 
communicate her choices. 


 


Skill-building: 


 Yes  No 
 


Mary uses smiles, her 
eyes and clapping to 
communicate her choices 
three times a day. 


Mary is a woman who knows what she wants.  She communicates by 
smiling and clapping her hands when she is pleased.  She lets you know 
she is dissatisfied by turning her head and putting her hand in her mouth.  
Mary is known to put her hand in her mouth when her wheelchair is 
moved prior to someone informing her that she will be moved.  DSP must 
inform Mary that they plan to move her prior to pushing her in her 
wheelchair. When you see Mary put her hand in her mouth, talk with her 
to identify what she is communicating and support her to dry her hand. 
Mary is planning to work with a speech and language specialist to obtain a 
communication device to help her better express herself.  Mary is working 
with a speech and language pathologist to identify an augmentative 
communication device that will support her to enhance her 
communication with those around her.  Until this device arrives, Mary is 
offered choices through the day of two options and DSP observes Mary’s 


Twice a Week 







This ISP belongs to: Mary Mallon    ID# 12345-6789-00-1_____ISP Start:    10/1/20      End: _9/30/21______ Revision: ______ 


PC ISP rev. 4.1.15 (Note: add rows as needed)  Page 5 of 8 


response for a smile, clapping ,or if she looks at one of the choices being 
held up.   


 Document how Mary’s preferences were known in her progress
notes.


Skill Builder: Did Mary make a choice using her eyes, clapping her hands 
or with a smile?  Complete Skillbuilder Checklist. 


DESIRED OUTCOME Mary is free from hospitalizations. 


Key steps and services to get 


there: 


Develop transfer, seating and repositioning protocol (SN) Follow transfer, seating and repositioning protocols (GH, CE) 
develop pain protocol (SN), follow pain protocol (GH, CE), follow seizure protocol (SN, GH, CE), provide training and oversight (SN). 


 Support Activities 


(action steps) 


I no longer want/need 


supports when… 


Support Instructions 


(Describe the steps, what’s needed for the person to be successful and how 


they participate with each support activity. 


How often? 


Mary's seizure protocols are 


followed. 


Skill-building: 
 Yes  No 


Mary is seizure free and her 
physician has removed her 
seizure protocols. 


During each trip with EA, Mary is closely monitored for signs or symptoms 
that might show a change in status per the training received by the RN.  
Written protocols as well as a seizure log are kept on hand in the 
community with the DSP. Mary has an RN who has trained Mary’s DSPs on 
how to follow these protocols while she is attending Community 
Engagement. 


 Complete seizure log if a seizure occurred and document any
contacts that were made as a result of the seizure in her progress
notes along with any other information pertinent to the seizure.


 Mary often requires rest after a seizure and may be most
comfortable returning home after a seizure.


Twice a week 


Mary is assisted with 
repositioning and receives 
support with personal care 
and skin integrity monitoring 
for prevention of irritation or 
infection. 


Mary's physician has 
removed orders for 
skin integrity protocols. 


Mary has physician’s orders and a protocol developed by her RN to be 
repositioned every 30 minutes.  


 DSP supports Mary to be repositioned upon arrival to the first
location by following the repositioning protocol and then again
every 30 minutes after per physician’s orders and written
protocol.


 DSP talks to Mary and let her know they are going to touch her


Twice a week 
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Skill-building: 
 Yes  No 


and move her before touching her.  


 Each DSP is trained on this protocol.


 Initial reposition log.
 Once Mary is repositioned, DSP follows the pain protocol.


 Document Mary’s response to the supports, observation of any
skin abnormalities, and contacts made in her progress notes.


Mary’s skin must remain dry. DSP assists her with keeping her hands and 
face dry.  


DESIRED OUTCOME Mary is healthy, safe, and a valued member of her community 


Key steps and services to get 


there: 


Follow daily routines (GH), identify changes in status (CE, SN, GH), maintaining a healthy and safe home and 
community environment (GH, CE), receiving routine supports and assessments to keep Mary healthy and safe (GH, SN). 


 Support Activities 


(action steps) 


I no longer want/need 


supports when… 


Support Instructions 


(Describe the steps, what’s needed for the person to be successful and how 


they participate with each support activity. 


How often? 


Mary is monitored for routine 
supports including health, 
safety and changes in status. 


This support will continue 
throughout the length of this 
service. 


Mary has a number of exceptional medical support needs and 
accompanying protocols. Each of Mary’s DSPs have received training with 
Mary’s RN on protocols regarding Mary’s seizure d/o, skin integrity, pain 
protocol, repositioning and general healthcare for Mary.  


 During CE hours, Mary does not receive food by mouth, nutrition
via her g-tube, medication, or ROM.  As Mary does eat enjoy
eating, DSP takes great efforts to avoid activities that include
eating so that Mary is not left out.


 If DSP notices any changes in Mary’s skin integrity or change in
status, DSP should notify Residential Services of Avalon, and
document who was notified and the information exchanged.


 Document any information pertinent to her health and safety in
her progress notes.


Twice a week 


Mary safely accesses her 
community. 


Mary receives 
transportation and safety 
supports each day while in 
the community. 


Mary requires extra support in order to be able to safely access her 
community.  


 Due to Mary’s exceptional support needs, Mary should join a
group whose ratio will consist of 2:3, 2:2, or 1:1.  Document the
ratio of the group in her progress notes.


Twice a week 


Skill-building: 


Skill-building: 


 Yes X No


 Yes X No
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 EA has a wheelchair accessible van with a 5-point Q-hook system 
that supports Mary to safely access the community.   


 
 


 
 
 
 
 
 
 
 
Outcome changes included in the Plan for Supports revision (additions or deletions): N/A 


 
 
 


Outcome 
number: 


 


Desired outcome: 
Outcome formula:  


[Name] [important TO] 


I no longer want/need 
supports when… 


Start date for 
additions or 
end date for 


deletions:  


Describe what others need to know and 
do to support (important FOR): 


 


[Enter 
Outcome 


#] 
 


[Enter the Desired Outcome 
statement] 


[Describe what will be seen 
or how natural supports 
could resolve the activity]   


[Enter start or 
end date] 


[Describe what others need to know or do 
to support me (important FOR)] 


[Enter 
Outcome 


#] 
 


[Enter the Desired Outcome 
statement] 


[Describe what will be seen 
or how natural supports 
could resolve the activity]   


[Enter start or 
end date] 


[Describe what others need to know or do 
to support me (important FOR)] 


[Enter 
Outcome 


#] 
 


[Enter the Desired Outcome 
statement] 


[Describe what will be seen 
or how natural supports 
could resolve the activity]   


[Enter start or 
end date] 


[Describe what others need to know or do 
to support me (important FOR)] 
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Signatures: 
 
Individual: _____________________________________Mary’s mark as witnessed by Dee Reynolds  9/12/20__   Date: __9/12/20_____ 


 
Substitute Decision Maker: ________________________________________________   Date: ______ 
 
Provider: _____________________________________ Date: ______ 
 
 


Peach Mallon 
 


9/12/20 


Dee Reynolds, DSP                                                     9/12/20 
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Virginia Waiver Management System (WaMS)
demo(On behalf of: AVALON CSB, SCStaff) 


Person: Mary Mallon Age: 35 ID: 1039424AM318121 DOB: 10/23/1984


Individual Support Plan


Status: Pending Support Coordinator Input
Version: 3.1


Status: ISP Complete


Overview
Waiver: Community Living
Create Date: 07/06/2020
Source: WaMS ISP Type:*
Annual ISP - recertification
Effective Date: 10/01/2020


End Date: 09/30/2021


Comments:


Providers
Provider
NPI


Phone Actions


Part I. Personal Profile
This ISP belongs to Mary


Legal Last Name*


Mallon


Legal Middle Name


Legal First Name*


Mary


Preferred Name


Mary's Meeting


How I am best supported to direct my
planning process:*


Mary is best supported by having her family attend the meeting. If they are not able to attend in person, they should be
included via video chat. Mary relies on her family to help her express her preferences and advocate for things that are
important to her.


My preferences for annual planning:*


Mary prefers to have her planning meeting occur first thing in the morning after she has finished her morning routine
when she is alert. She prefers to have the meeting in her home as no one else is home at that time and her home is
quiet. She enjoys greeting people as they arrive.


0049444117 5551234567


1104986017 5559876543


Provider Name


ENGAGING AVALON


RESIDENTIAL SERVICES 
OF AVALON


NURSES WITH SKILL 1316133739


Provider Address


TERI LEWIS, 4412 MOUNTAIN DR, AVALON, VA 


GROVER GIBNEY, 1145 DIOHPYT DR, AVALON, 
VA 


ZANETTA FORD, 4007 NURSES HIGHWAY, 
AVALON, VA 5551237895
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My preferred date, time, and location
for my meeting:*


Mary's support team notes that she is the most alert and engaged in the morning after her housemates have departed.
The meeting shall occur in her home in the morning after everyone has left and preferably on a Tuesday so it won't
conflict with her day support activities.


Mary's Talents & Contributions


List great things about Mary


Important TO/FOR Mary
Instructions: To complete this section, consider and discuss the following life areas: Employment, Meaningful Day,
Community Living, Safety & Security, Healthy Living, Social & Spirituality, and Citizenship & Advocacy.
Describe what’s important TO Mary *


Employment - Having more money to go shopping, finding activities that matches passions or interests Meaningful Day -
Being understood, making choices and decisions Community Living - Living with fewer people, following a routine, being
complimented on her looks, looking nice/stylish, going to get hair & nails done, buying and wearing new clothes,
interacting with and/or watching animals Safety and Security - Mary's mother supports her to make decisions Social and
Spirituality - Belonging to a faith community whose services involve music and are uplifting as opposed to solemn,
frequent visits with mom and Frank (brother), regularly video chat Brian (brother), becoming familiar with people in the
community Healthy Living - Eats preferred food, has smooth healthy skin, is understood by others, remains free from
hospitalizations, Citizenship and Advocacy - Mary's mother supports her to make decisions.


Describe what’s important FOR Mary *


Employment - Having medical and personal care supports in place, having means for effective communication,
identifying if a skill or interest could be transferred to a job task, addressing barriers to obtaining employment, exploring
assistive technology to overcome barriers to employment Meaningful Day - Exploring new places in the community,
meeting community members, explore assistive technology to overcome barriers to accessing and/or interacting with the
community Community Living - Follow daily protocols, stay awake during the day, remains safe at home and in the
community, adapted living space with DME equipment, wheelchair accessible van Safety and Security - Develop a
personal emergency evacuation plan, remain safe at home and in the community, receive support to maintain finances,
free from abuse, neglect and exploitation Social and Spirituality - Being introduced to new activities that may form new
interests, have funds for social activities, visits new locations/ has new experiences to enhance her community
involvement, addressing barriers to community involvement Healthy Living - Follows all protocols with DSP support,
utilizes AT and DME items


The Life Mary Wants


Describe Mary’s vision of the life he or
she wants*


Mary is a very loving and devoted sister. Her family is very important to her. Mary spends the night at her mother's house
once a month with the support of her brother Frank, goes to Frank's house monthly for dinner, has regular visits from
from her brother Frank, and video chats with her brother Brian. Mary lives in a quiet setting with plenty of room for her to
move around. She is in close proximity to her family, lives in the country where she can see wildlife from a front or back
porch, has a lot of bird feeders around and has a dog. Mary has her wants and needs met by familiar caring people who
keep her involved with others, safe, healthy, clean and dry, and help her eat only foods and supplements she likes in the
manner she likes to eat them. Mary is not a morning person and does not like to be awoken and taken out of bed for
breakfast. While she gets nutrition and liquids through her g-tube during the day in addition to meals, in the morning she


Mary is playful and laughs a lot.


Mary has a strong spirituality.


Mary loves music, colors and scents.


Mary enjoys animals and nature.


Mary enjoys spending time with people who are cheerful and kind.


Mary is pretty and has beautiful blue eyes.


Mary has strong family values.


Mary is very stylish and takes pride in her appearance.
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only wants to be supported by receiving nutrition through her g-tube with minimal interactions. Mary wants to remain
healthy, free from injuries, and free from hospitalizations. Mary spends time each day out of her wheelchair resting on
the couch in the family room, reclining in a chaise on the front porch, sitting in her swing or lounging in her hammock.
Mary enjoys spending time outdoors and lights up when she sees animals, particularly dogs. Mary's never taken to loud
or crowded places (except when music is involved) or has to spend time around angry people who raise their voice.
Mary has a variety of music to listen to throughout the day with close attention paid so that the music matches her mood
and energy level. Mary has lotions and creams that are rubbed on her skin often, and she gets to have regular gentle
massages, manicures and pedicures.


What Mary Doesn’t Want


Describe what Mary doesn’t want in
his/her life*


Mary's planning team believes she does not want the following in her life: hospitalizations, pain/discomfort, solemn or
boring religious services, excessive noise (unless it's music), sudden movements, any barriers that would keep her from
her time with her family, boredom, having others not know what she is communicating, cold days where she cannot
comfortably sit outside.


Part II Essential Information
Representation


Individual has the following* Legal Guardian


Are there any concerns with having or
needing a substitute-decision maker?
*


Yes No


If yes, describe*


Mary's mother is often not able to attend her planning meetings or medical appointments requiring that forms be mailed
to her for signatures. This occasionally has caused some delays in medical services being obtained as services could
not be rendered until her signature was obtained on the medical forms. Mom and Frank and pursuing Co-Guardianship.


Decisions that the representative is
authorized to make (check all that
apply)*


Medical Financial


Housing Service Planning


Other


Individual has a power of attorney? * Yes No


Is there an advanced directive? * Yes No


If yes, provide a copy to relevant parties.


Disability Determination


SSA Disability Determination
Completed? *


Yes No


Health Information
All identified needs related to health, mental health, or behavioral support needs, must be addressed in outcomes in the
plan. When present, this includes the eight DBHDS-identified health risks: skin breakdown, aspiration pneumonia, falls,
urinary tract infections, dehydration, constipation and bowel obstruction, sepsis, and seizures.
Date the Annual Risk Assessment
was completed.*


07/06/2020


Are there identified health (medical or
mental health) and/or behavioral
support needs to be addressed under
outcomes in Part III Shared
Planning?*


Yes No


List the identified needs*


Tube feeding, dehydration, choking/swallowing/aspiration/aspiration pneumonia, seizure management, osteoporosis,
falls, range of motion
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Do any needs listed above require a
referral for Therapeutic Consultation
Behavioral Services? *


Yes No


Behavioral and Crisis Supports


Is there a Crisis Plan?* Yes No


Is there a formal behavior support
Plan?*


Yes No


Is a formal behavior support plan
needed?*


Yes No


Current or past substance use
including alcohol, prescription and
nonprescription medications, and/or
illicit drugs?*


Yes No


Does this person have any previously
unidentified risks (medical or mental
health and/or behavioral)?*


Yes No


Describe how this/these risks will be addressed*


Skin breakdown - Mary has not had any issues with skin breakdown but she is at risk. SN will be used to develop a
repositioning protocol to keep her free from skin breakdown. Constipation - Mary has not had any issues with
constipation but takes a supplement to address this potential concern. SN will be used to develop a seating protocol to
keep Mary free from constipation.


Medications


Medications Required? * Yes No


Did the SC/CM ask all providers who
are administering psychotropic
medications if evidence of consent for
use has been obtained (according to
the providers’ own policies)? *


N/A


Medication name Location of side effect information


Lamictal Electronic Health Record (EHR)


Os-Cal Calcium+D3


WaMS ISP - Get emergency medical help if you have signs
of an allergic reaction: hives; difficult breathing; swelling of
your face, lips, tongue, or throat. Call your doctor at once if
you have signs of too much calcium in your body, such as:
nausea, vomiting, constipation; increased thirst or urination;
muscle weakness, bone pain; or confusion, lack of energy,
or feeling tired. Common side effects may include: an
irregular heartbeat; weakness, drowsiness, headache; dry
mouth, or a metallic taste in your mouth; or muscle or bone
pain. https://www.drugs.com/mtm/os-cal-calcium-d3.html


Keppra


WaMS ISP - KEPPRA can cause serious side effects. Call
your healthcare provider right away if you have any of these
symptoms: Mood and behavior changes such as
aggression, agitation, anger, anxiety, apathy, mood swings,
depression, hostility, and irritability. A few people may get
psychotic symptoms such as hallucinations (seeing or
hearing things that are really not there), delusions (false or
strange thoughts or beliefs) and unusual behavior; Extreme
sleepiness, tiredness, and weakness problems with muscle
coordination (problems walking and moving); Allergic
reactions such as swelling of the face, lips, eyes, tongue,
and throat, trouble swallowing or breathing, and hives; A
skin rash. Serious skin rashes can happen after you start
taking KEPPRA. There is no way to tell if a mild rash will
become a serious reaction. The most common side effects
seen in people who take KEPPRA include: sleepiness,
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Medication name Location of side effect information


Physical and Health Conditions


History of health complications
(medical or mental health), injuries,
and/or past hospitalizations? *


Yes No


If yes, describe*


Mary has been treated for several fractures and bone breaks due to osteoporosis. In 1997, she wore a cast on her left
leg for two months following a break. Her mother stated that in childhood medical care was frequently provided, but
could not recall reasons or dates. Seizures reported from birth. Hospital admission in 2005 due to dehydration and
aspiration pneumonia resulted in Mary receiving a g-tube to supplement her nutritional needs. Mary had two hospital
admissions this year. The first admission was was due to a break of the right fibula that occurred during a two person
transfer. This admission required surgery. Mary has since healed. The second admission was following a four minute
seizure and during the hospital stay Mary was diagnosed with pneumonia. This admission lasted almost three weeks.


List current/chronic medical and
mental health diagnoses and when
diagnosed (if known).*


Osteoporosis (1997), cerebral palsy (at birth), dysphagia (2005), seizure disorder


Describe any current and previous
health-related interventions and their
outcomes.*


Nutrition and Hydration Protocol - No concerns with current protocol. Transfer Protocol and Use of DME items - Transfer
protocol added after break following two person transfer. No further injuries since this protocol was introduced. Seizure
Protocol - Seizure medications increased after last year's hospitalization. No admissions since that time. Seating
Protocol - Not currently in use. To be developed by nursing staff and implemented this planning year. ROM - No change
Repositioning Protocol - Not currently in use. To be developed by nursing staff and implemented this planning year.


Current health-related limitations or
restrictions?*


Yes No


If yes, describe*


Mary does have a g-tube but can eat pureed food by mouth.


Communicable diseases?* Yes No


Serious illnesses and/or chronic
conditions of parents, siblings, and/or
significant others in the same
household?*


Yes No


If yes, describe*


There is a family history of diabetes, cancer and high blood pressure.


Special diet or nutritional needs?* Yes No


weakness, infection, dizziness https://dailymed.nlm.nih.gov
/dailymed/drugInfo.cfm?setid=3ca9df05-a506-4ec8-
a4fe-320f1219ab21


Acetaminophen Medication Administration Record (MAR)


Acephen Medication Administration Record (MAR)


Fosamax Plus D Electronic Heath Record (EHR)


Miralax


WaMS ISP - WARNINGS: Allergy alert Do not use if you are
allergic to polyethylene glycol. Do not use if you have
kidney disease, except under the advice and supervision of
a doctor. Ask a doctor before use if you have nausea,
vomiting or abdominal pain a sudden change in bowel
habits that lasts over 2 weeks or irritable bowel syndrome.
(https://dailymed.nlm.nih.gov/dailymed
/drugInfo.cfm?setid=d69ce3d4-7ca4-4fe3-
b49e-6655e48d6963)
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If yes, describe*


Mary eats a puree' diet and receives nutrition by g-tube. Meal preparation details are described on her medication
administration record.


Last Exam Dates


Date of my last complete physical
exam*


06/30/2020


Estimated/Approximate Date Yes No


Examination Results (Physical Exam)


No significant changes in status reported.


Date of my last complete dental
exam*


05/27/2020


Estimated/Approximate Date Yes No


Examination Results (Dental Exam)


No concerns noted.


Allergies


Allergies Reactions


Social, Developmental, Behavioral and Family History


Describe my relevant social,
developmental, behavioral, and family
history*


Mary lived most of her life at home with her parents, until she moved to her current group home in 2013. Mary’s parents
each completed some college; mother is a homemaker and father was a plumber. Mary has one younger brother and
one foster brother. Mary was found incapacitated by the Avalon court system in 1980 and her parents were given
guardianship at that time. Mary's father passed away from cancer in February 2007. Mary was reported to cry frequently
following the loss of her father. After that loss, Mary became very close with her brothers, which helped her address her
grief. Mary now keeps pictures of her dad in her bedroom, and she smiles when she looks at them. Mary’s family
relationships are very important to her. She has monthly dinners with her brother, Frank, monthly visits with her mom,
Peach, and weekly video chats with her brother Brian, who lives in Seattle. Mary grew up attending church with her
family, and while her faith is very important to her, she often finds religious services to be too solemn. Mary receives SSI.
Mary has a long history of putting her hand in her mouth and needs reminders to stop to prevent skin breakdown. She
has had a seizure disorder from birth, and is currently diagnosed with osteoporosis and dysphagia. Mary does not have
any behavioral support needs.


History of abuse, neglect, sexual or
domestic violence, or trauma including
psychological trauma?*


Yes No


Provide a summary of my current and
past living arrangements*


Lived with family until moving into current home in 2013.


Communication, Assistive Technology and Modifications


Are there any needs requiring support
for communication including
language?*


Yes No


If yes, please describe supports needed for communication.*


Mary does not use words to communicate. Mary relies on those who know her best to understand what she is
communicating and to express her desires to others. Mary and her mother have asked to be linked with a speech and
language pathologist to find ways to better support Mary to c communicate.


Are any adaptive equipment or
assistive technology supports used?*


Yes No


Describe any adaptive equipment or assistive technology supports used and describe who is responsible for maintaining


None Known
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the equipment/device.*


Hoyer lift, wheelchair, bath chair, commode chair, bed rails, communication device (once obtained) - Residential


Would a professional evaluation
related to adaptive equipment,
assistive technology or other
modifications be beneficial?*


Yes No


If yes, describe*


Continued evaluation from RN to assure effective protocols are in place for transfer, use of commode chair, nutrition and
hydration, etc., would be beneficial. Speech and language pathologist for augmentative communication device.


Any concerns with accessing needed
services or supports including
transportation?*


Yes No


If yes, describe*


Mary has significant medical and personal care needs. These extensive support needs have created barriers to
accessing more integrated services. Mary requires the use of a wheelchair accessible vehicle for all transportation. This
has been an additional challenge to overcome in supporting Mary to participate in more integrated services.


Education


Highest level of education completed* High School


Describe my educational history*


Mary graduated from BlueRidge High School in 2007 when she was 22.


Employment


Employment status* Check all that apply


not previously employed, not looking or child


Indicate all of the current barriers to
employment*


Check all that apply


None


Impact to benefits


Transportation


Safety


Lack of awareness


Other - describe


Services that could help address
barriers*


Check all that apply


Benefits Planning


Employment and Community
Transportation


Workplace Assistance


Therapeutic Consultation


Community Engagement/Coaching for
education


Other


Summarize employment conversation
and how barriers will be addressed as
applicable.*


SC spoke to mom and Mary about exploring employment. Mary's mother said she would be interested in learning more
about how people with complex support needs have been successfully supported to obtain employment in Virginia. She
said with this information she may consider exploring this as an option. SC shall link Mary's mother with resources
resources regarding employment success stories and if possible other families who have had loved ones with similar
support needs successfully obtain employment. SC shall reach out to the DBHDS Employment Specialist.
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Volunteer status* previously volunteered, looking


Community involvement occurring in
the following ways.*


Check all that apply


Natural Supports


Community Engagement


Community Coaching


Group Day


Residentially-based services


Other


Indicate all of the current barriers to
community involvement.*


Check all that apply


None


Lack of awareness


Medical


Behavior


Other - describe


If other, please specify*


Personal care needs and lack of community locations or assistive technology to support these needs.


Services that could help address
barriers*


Check all that apply


Community Engagement


Community Coaching


Nursing


Employment and Community
Transportation


Residentially-based services


Therapeutic Consultation


Other - describe


Future Plans


Describe plan for future living
arrangements*


Mary and her mother would like for her to explore a home with less people. Mary and her mother might consider looking
at a sponsored setting, a group home with live in staff, living with family, shared living or a situation with a live-in
caregiver in an apartment leased by Mary. Brian (brother) is considering moving back to the area and would like to
explore the possibility of Mary living with him.


Describe supports needed to
transition to more inclusive settings*


Mary would require wrap around supports with support staff who could address her complex medical needs. She would
need to live in close proximity to a hospital and have access to reliable transportation, natural supports and nursing care
in the home.


Review of Most Integrated Settings


Current primary living situation* Group Home


Current primary employment or day
setting*


Check all that apply


Community Coaching


Community Engagement


Employment Group


Employment Individual


Group Day Services
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Residential


Self-Employed


Unemployed


Other


Has the individual and/or substitute
decision maker identified an interest in
pursuing one or more of these
integrated housing options?*


Check all that apply


No interest expressed after a
discussion of these integrated housing
options


Housing Choice Vouchers


Local tenant-based rent assistance


Low Income Housing Tax Credit
properties


Private federally assisted Section 8
housing


Project Based Vouchers


Rental Affordable Dwelling Units


Rural Development 515 properties


Other options


Has the individual and/or substitute
decision maker identified an interest in
pursuing one or more of these
integrated waiver service options?*


Check all that apply


No interest expressed after discussion
of these integrated waiver service
options


Community Coaching


Community Engagement


Consumer-Directed Supports


Electronic Home-Based services


Independent Living Supports


In-home Support Services


Shared Living


Supported Employment


Supported Living


Workplace Assistance Services


Other options


Additional Comments


Additional Comments


Part III. Shared Planning


No.Life Area Desired Outcome
Key steps and
services to get
there


Types of Support
Other
Supporters


Start date End Date Status


1 Employment


Mary has activities
that match her
interests in order
to identify skills or
interests that
could be


Expand
community
presence by
discovering
preferred
locations (CE,


Eligibility-based


Supporter 
Names/Providers


RESIDENTIAL 
SERVICES OF 
AVALON, 
NURSES WITH 
SKILL, 


Support
Coordinator


10/01/2020 04/30/2021
In
Progress
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No.Life Area Desired Outcome
Key steps and
services to get
there


Types of Support
Supporter
Names/Providers


Other
Supporters


Start date End Date Status


transferred to a
job skill/task.


GH), explore
volunteer
opportunities
(CE), develop
personal care
plan for
community
settings (SN, CE,
GH), explore
AT/DME for
overcoming
barriers to
accessing the
community (SN,
CE, SC), explore
new activities to
learn new
interests (GH),
link Mary and
mother with
employment
resources (SC).


ENGAGING 
AVALON


2
Meaningful
Day


Mary is
understood.


Link with SLP
(SC), obtain AT
recommended by
SLP (SC), work
with SLP to
implement device
into Mary’s daily
routine (GH, CE,
SN), provide
opportunities for
choices and
decision making
throughout the
day (GH, CE).


Eligibility-based


RESIDENTIAL 
SERVICES OF 
AVALON, 
NURSES WITH 
SKILL, 
ENGAGING 
AVALON


Support
Coordinator


10/01/2020 04/30/2021
In
Progress


3
Community
Living


Mary lives with
fewer people.


Explore what
supports are
needed to reside
in a more
integrated
setting, make
referrals and
arrange visits
(SC)


Community-based
Support
Coordinator


10/01/2020 04/30/2021
In
Progress


4
Community
Living


Mary’s hair and
nails are done
monthly.


Go to Z-Spa
(GH).


Eligibility-based


RESIDENTIAL
SERVICES OF
AVALON 10/01/2020 09/30/2021


In
Progress


5
Healthy
Living


Mary is free from
hospitalizations.


Develop transfer,
seating and
repositioning
protocol (SN)
Follow transfer,
seating and
repositioning
protocols (GH,


Eligibility-based


RESIDENTIAL 
SERVICES OF 
AVALON, 
NURSES WITH 
SKILL 10/01/2020 09/30/2021


In
Progress
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No.Life Area Desired Outcome
Key steps and
services to get
there


Types of Support
Supporter
Names/Providers


Other
Supporters


Start date End Date Status


CE) develop pain
protocol (SN),
follow pain
protocol (GH,
CE), follow
seizure protocol
(SN, GH, CE),
provide training
and oversight
(SN).


ENGAGING 
AVALON


6
Healthy
Living


Mary eats
preferred foods in
order to remain
free from
choking/aspiration.


Follow nutrition
and hydration
protocol (GH,
SN), follow
g-tube care
protocol (GH,
SN), provide
options each day
for food by mouth
(GH), provide
training and
oversite (SN).


Eligibility-based


RESIDENTIAL 
SERVICES OF 
AVALON, 
NURSES WITH 
SKILL 10/01/2020 09/30/2021


In
Progress


7
Healthy
Living


Mary has smooth
healthy and
fragrant skin.


Follow ROM
protocol (GH),
provide training
and oversight
(SN).


Eligibility-based


RESIDENTIAL 
SERVICES OF 
AVALON, 
NURSES WITH 
SKILL 10/01/2020 09/30/2021


In
Progress


8
Healthy
Living


Mary is healthy,
safe, and a valued
member of her
community.


Follow daily
routines (GH),
identify changes
in status (CE,
SN, GH),
maintaining a
healthy and safe
home and
community
environment
(GH, CE),
receiving routine
supports and
assessments to
keep Mary
healthy and safe
(GH, SN).


Eligibility-based


RESIDENTIAL 
SERVICES OF 
AVALON, 
NURSES WITH 
SKILL, 
ENGAGING
AVALON


10/01/2020 09/30/2021
In
Progress


9
Social &
Spirituality


Mary is an active
member of a faith
community which
incorporates lots
of music.


Research then
visit places of
worship with
music integrated
into the service,
revisit preferred
locations, attend
location of choice
at least weekly.
(GH)


Eligibility-based


RESIDENTIAL 
SERVICES OF 
AVALON 10/01/2020 09/30/2021


In
Progress
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No.Life Area Desired Outcome
Key steps and
services to get
there


Types of Support
Supporter
Names/Providers


Other
Supporters


Start date End Date Status


Part IV. Agreements
Individual Questions


Does this plan move me closer to the
life I want? *


Yes No


Have I had the opportunity to plan for
personal topics apart from the full
team? *


Yes No


I was supported to direct and
participate in my planning process as
described in Part II: Personal Profile?
*


Yes No


Have I chosen all of the providers and
services I receive having been
informed about the benefits and risks?
*


Yes No


Have I chosen or had input into where
I live? *


Yes No


Have I chosen or had input into who
lives with me? *


Yes No


Do I choose or have input into my
daily schedule? *


Yes No


Team Questions


Does any team member have an
objection to any outcomes in my plan?
*


Yes No


Are there any restrictions that require
review or agreement? *


Yes No


Do I need financial planning or
benefits counseling in order to
maintain or maximize resources? *


Yes No


10
Social &
Spirituality


Mary spends time
with her family.


Has dinner with
Frank at least
monthly (Frank-
brother), visit
mom overnight at
least once a
month (Frank-
brother), video
chat with Brian
weekly (GH,
Brian-brother).


Eligibility-based


RESIDENTIAL 
SERVICES OF 
AVALON


Frank
(brother),
Brian
(brother)


10/01/2020 09/30/2021
In
Progress


11
Social &
Spirituality


Mary receives her
supports as
agreed upon in
her plan.


Receive
enhanced CM,
monitor supports,
identify change in
status, link with
additional
supports/services
as needed,
complete annual
ISP (SC)


Community-based
Support
Coordinator


10/01/2020 09/30/2021
In
Progress
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Is there any IMPORTANT TO or
IMPORTANT FOR information
elsewhere that is not addressed in my
plan? *


Yes No


Are supports or services needed that
are not available *


Yes No


Signatures


Signer Type Provider
Signature
Type


Signature Print Name
Relationship /
Service


Date Signed
Organization
Unit Name


Person-Centered Review Dates


1st Quarter Date* 01/01/2021


2nd Quarter Date* 04/01/2021


3rd Quarter Date* 07/01/2021


4th Quarter Date* 10/01/2021


Attachment
Create Date Document Name Category Description Uploaded By


Form Notes
Content Created By Create Date Actions


Person Written
No Signature
Uploaded


Mary Mallon
Signature on
File


08/14/2020
AVALON
CSB


Substitute
Decision
Maker


Written
No Signature
Uploaded


Peach Mallon
Signature on
File


08/14/2020
AVALON
CSB


Provider
ENGAGING
AVALON Written


No Signature
Uploaded


Francine
Wallis


Signature on
File


08/14/2020
AVALON
CSB


Provider


RESIDENTIAL 
SERVICES  
OF 
AVALON


Written
No Signature
Uploaded


Sam Monroe
Signature of
File


08/14/2020
AVALON
CSB


Provider
NURSES
WITH
SKILL


Written
No Signature
Uploaded


Lorne Bates
Signature on
File


08/14/2020
AVALON
CSB


SC/CM Written
No Signature
Uploaded


Jen Bushe
Signature on
File


08/14/2020
AVALON
CSB


Family Written
No Signature
Uploaded


Frank Mallon
Signature on
File


08/14/2020
AVALON
CSB
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2-21-17, REV 1/12/2021                             Appendix B  


DBHDS/Division of Developmental Services 
SIS Interview Information for Respondents 


     
 In order to achieve a current and accurate picture of needed supports, it is requested that 


respondents not bring the following: 


o Copies of old SISs 


o Copies of SIS expanded clarifications or 


o Other assessments like the Virginia Individual Developmental Disabilities Eligibility Survey 


(VIDES), Inventory for Client and Agency Planning (ICAP), etc., as they are not needed. 
 


 During virtual SIS assessments cameras should stay on for the duration of the interview.  If 


respondents require a break, the assessor will pause the assessment to allow everyone the same 


opportunity.   
 


 In order to assure the interview is conducted with full attention on accurate and timely completion 


of the SIS, any laptops or tablets that are brought to the interview should be turned off and put 


away for the duration of the interview, unless being utilized as a personal communication device. 


The one exception to this policy is that the interviewer may use a laptop to conduct the interview.  
 


 For the same reason, all cell phones should be turned off or set to vibrate and should not be 


answered unless the respondent has informed the interviewer, prior to the interview, that he 


expects to receive an emergency call. Texting is not permitted during any part of the interview. 
 


 No audio or video recording of the SIS interview is permitted. This prohibition includes the use of 


security recording devices.  
 


 During the interview, it is the respondent’s responsibility to accurately and honestly describe 
needed/provided supports in response to the interviewer’s questions so the interviewer may 
determine an accurate rating.  
 


 To ensure that the interviewer has a clear picture of the supports needed for the individual, he/she 
will ask follow-up questions. The interviewer, based on the answers of the respondents and his/her 
training and knowledge of the SIS, will determine the appropriate rating. 


   


 Important “To’s” and Important “For’s” should be identified for this coming plan year only. 
(Additional or replacement “To’s” and “For’s” in subsequent years will be addressed at Individual 
Support Plan meetings.)  
 


 At least 2 primary respondents must remain for the entire interview. 
 


 At the beginning of the assessment, the interviewer will document the names of all participants 
and note the means by which each participated on the Virginia Standard Operating Procedures 
(SOPs) Checklist for the SIS Interview Participation log, as well as the time at which this activity 
occurred.  
 


 Immediately following the session, the interviewer will verbally review the Virginia Standard 
Operating Procedures (SOPs) Checklist for the SIS Interview with participants and will ask for their 
verbal agreement/disagreement with these items.  
 


 The interviewer will note the responses and the time at which they were obtained, on the form. If 
a respondent must leave before the interview has ended, he/she will be asked before leaving to 
indicate his/her agreement or disagreement that SOPs were followed while he/she was present.  
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Cassie Purtlebaugh 
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Mandy Crowder (acting)     


Mandy crowdwer@dbhds.virginia.gov 
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Executive Summary 
 


The attached report contains information about the background and 
context for the alternative to guardianship known as Supported Decision 


Making.  Below is an executive summary that provides specific responses 
to the three elements of HJR 90 as written. 
 


i) examine the use of supported decision-making for individuals with intellectual 


and developmental disabilities in the Commonwealth;  


At the present time, the Commonwealth has no official position on 


Supported Decision Making.  Its use as an alternative to guardianship 


and other forms of substitute decision making is not codified in code, 


policy, or documents detailing appropriate standards of care.  It is not 


formally or widely used within the Commonwealth at this time.  While 


it is true that the concept of using natural supports, such as family 


and friends, to aid in the decision making process is discussed as a 


strategy for implementing guardianship arrangements, this occurs 


more by happenstance than by any conscious orchestration. 


 


ii) compare the Commonwealth's policies and practices related to supported 


decision-making and informed choice to the policies and practices used in 


other jurisdictions; and  


The Commonwealth currently has no defined policies or practices 


related to Supported Decision Making.  Other jurisdictions have no 


structured mechanism in place to implement the Supported Decision 


Making model; states are in the process of exploring the utility of the 


model for their communities.  One state is presently conducting 


research on the application of Supported Decision Making within the 


disability community.  Other countries are exploring the model as 


well. 


 


iii) after consultation with The Arc of Virginia, Voices of Virginia, the Autism 


Society, the Down Syndrome Association, the Jenny Hatch Justice Project, 


and other stakeholders, recommend strategies to improve the use of supported 


decision-making in the Commonwealth and ensure that individuals with 


intellectual and developmental disabilities are consistently informed about 


and receive the opportunity to participate in their important life decisions. 


 
Recommendations based upon consultation with the above referenced 
agencies may be found at the end of the full report. 







  







Background 
 
The State of Virginia has developed extensive plans to close all but one training 
center in the Commonwealth.  While these efforts have been guided by the tenets of 
the settlement agreement with the Department of Justice, they also reflect a broader 
understanding within the disability community that persons with intellectual 
disabilities are entitled to live lives that are as independent and self-directed as 
possible.  As a result, the entire array of services offered to those with cognitive 
deficits is under review, from employment practices, to housing options, to crisis 
response systems.  In ensuring that changes to the system meet the needs, 
preferences, and values of the individuals served, those practices and legal codes 
related to decision making capacity are likely to move to a prominent position in the 
process. 
 
The issue of decision making capacity and what should be done to support those 
who need assistance in exercising this capacity has taken a position of prominence 
in the state in recent years.  The case of Ms. Jenny Hatch has challenged disability 
providers, the guardianship system, and, perhaps, the legal community to 
reconsider the notion that individuals with more than a very mild intellectual 
disability cannot make effective decisions on their own behalf.  In the case of Ms. 
Hatch, a petition to codify a guardianship relationship between Ms. Hatch and her 
parents was denied by the Virginia Circuit Court in Newport News, with Judge Pugh 
opting instead for a limited, time-restricted guardianship relationship between 
Jenny and her long-time friends, Kelly Morris and James Talbert.   During the course 
of that trial, the practice of Supported Decision Making was presented as the 
rational, ethical, and most healthy psychological approach for assisting individuals 
with disabilities, such as Ms. Hatch, to be as autonomous as possible. 
 
In understanding the relationship between Supported Decision Making and legal 
decision making capacity, it is important to understand that plenary decision 
making capacity does not exist.  Capacity is specific to the type of decision that 
needs to be made.  Generally, decision-making capacity falls within certain areas of a 
person’s life including medical care, housing, finances, support services, and 
personal decisions (i.e., whether to get married, vote, or live with a friend).  A 
person may have capacity to make one type of decision, yet lack the capacity to 
make decisions within another life arena.  Therefore, any evaluation of an 
individual’s decision making capacity must be determined in the context of the issue 
at hand.  Supported Decision Making assumes that the individual has some ability to 
participate in and communicate about decisions that will influence their own lives.  
It assumes capacity while buttressing this skill with input from trusted friends, 
relatives, or support providers.  Supported Decision Making replicates what we all 
do naturally: talk to our support system when confronting an important life decision 
and, when needed, ask professionals to present information to us in “layman’s 
terms”. 
 







The theory behind Supported Decision Making is consistent with the state’s vision 
for a system of care that is person-centered, community-based, and rooted in 
respect for the rights of the individual.  To be consistent with this vision, the 
Supported Decision Making model should be used in any case where the issue of 
decision making capacity has been legitimately raised.  This process will allow the 
individual to continue to use and improve their ability to make good decisions, while 
ensuring that they understand the relevant elements that need to be considered.  
 
Virginia’s Position on Supported Decision Making 
 
The Commonwealth appears to have no formal position on the use of Supported 
Decision Making.  Virginia continues to adopt the approaches as defined in the 
Commonwealth’s Rules and Regulations to Assure the Rights of Individuals 
Receiving Services from Providers Licensed, Funded, and Operated by the 
Department of Mental Health, Mental Retardation, and Substance Abuse Services 
(i.e., the Blue Book).  But at least one court in Virginia has positively evaluated the 
utility of the model as an alternative to guardianship as evidenced by the Jenny 
Hatch case.  Given the legal outcome in the case of Jenny Hatch, it appears that 
Virginia may be in a unique position to assume a leadership role in this area of 
human rights, translating the model of Supported Decision Making into a defined 
standard of care.  
 
Other states are also exploring supported decision making.  For example, 
Pennsylvania’s Disability Rights Network has published a booklet entitled Consent, 
Capacity, and Substitute Decision Making.  While helpful, this resource primarily 
offers definitions and explanations about types of decision making and types of 
substitute decision making.   The concept of Supported Decision Making as a specific 
practice is not mentioned in the document.  The State of Massachusetts has initiated 
a small pilot study to offer supported decision making to a group of 10 individuals 
currently under guardianship.  North Carolina and Maryland are also exploring the 
value of Supported Decision Making within their communities.   
 
Other countries such as Australia, Canada, Sweden and England are also examining 
Supported Decision Making as an alternative to guardianship or other court-
sanctioned substitute decision making arrangements.  Indeed, reviews of these 
efforts have been published in Australia and Canada.   
 
 
 
  







Initial Recommendations 
 


1. In an effort to begin to formalize Supported Decision Making as a legitimate 
alternative to Guardianship, add Supportive Decision Making to the less 
restrictive alternatives in guardianship and conservatorship statute as well 
as to DBHDS code concerning Authorized Representatives. 


2. Individuals who are appointed to positions as guardians or authorized 
representatives should be required to receive training in Supported Decision 
Making and Person Centered Planning.  They should espouse their 
commitment to incorporating such practices into their roles.  Failure to 
participate in designated training would be grounds for removal of the 
individual from their decision making role. 


3. Because a capacity evaluation should always be the first step in any 
discussion of programs or processes that seek to impact a person’s right to 
make a decision freely and at will, it is recommended that the 
Commonwealth develop a standardized procedure for completing capacity 
evaluations.  Additionally, it is recommended that a minimum standard 
relative to the written report summarizing the findings of the capacity 
evaluation be developed. 


4. Capacity is a poorly understood concept among providers and some mental 
health professionals.  It is recommended that a general training on capacity 
and Supported Decision Making be developed and offered.  It is 
recommended that part of this training include a discussion of all types of 
decision making assistance commonly in use and what type of clinical 
presentation is appropriate for each.   


 
These recommendations in whole or in part were endorsed by representatives of 
The Arc of Virginia, the Down Syndrome Association of Northern Virginia, Voices of 
Virginia,  the Autism Society of America- Central Virginia Chapter and the Autism 
Society of America- Northern Virginia Chapter.  Quality Trust (Jenny Hatch 
Justice  Project) and Down Syndrome Association of Greater Richmond are also in 
agreement with the recommendations.   
 
Conclusion: 


The Commonwealth may be in a distinct position to build momentum for the 


development of a formal position on supported decision making due to the 


national news coverage of the Jenny Hatch case and the on-going involvement of 


the Quality Trust for Individuals with Disabilities.  Supported Decision Making is 


consistent with current expectations from the Centers for Medicare and 


Medicaid Services in their final rule around Home and Community Based Waiver 


Services as it relates to person centered practices.  Developing some 


standardized expectations around assessing and reporting on capacity as well as 


training both provider staff and potential legal guardians and authorized 


representatives regarding supported decision making will only serve to enhance 







and improve the way Virginia supports and respects the rights of individuals 


with developmental disabilities. 
 
 
 
 
 
 
 
 
 
 
 
 







 







 





		HOUSE6

		HD6A






   VIRGINIA INFORMED CHOICE  


Individual’s Name: Enter name                                       Substitute Decision Maker: Enter name Informed Choice DMAS-460 rev. 6/17/2020 


- The Virginia Informed Choice (VIC) is required for individuals who are newly enrolled or currently have a DD Waiver 


- Retain a copy of the signed document in the individual’s file  


- Review and complete the VIC with the individual and/or substitute decision-maker (SDM) at the following times:  


- Annually 


- At Enrollment into the Developmental Disability (DD) Waivers: 


- Building Independence (BI) 


- Family and Individual Supports (FIS) 


- Community Living (CL) 


- When there is a request for a change in waiver provider(s) 


- When new services are requested  


- When the individual wants to move to a new location and/or is dissatisfied with the current provider   


- When making a Regional Support Team (RST) referral for individuals with a DD Waiver  


- Submit the VIC with the RST Referral to the secure RST mailbox:  RST.Referrals@DBHDS.virginia.gov 
 


Date Completed: Enter date Individual’s Name: Enter name Substitute Decision Maker: Enter name  Choose Waiver: Select one 
   


1. Discuss each applicable HCBS service prior to assisting the individual with identifying Waiver service options  


2. Confirm discussion of all applicable waiver service options by checking the options listed below  
 


Residential Options                                            N/A ☐ Employment and Day Options      N/A ☐ Additional Options                                                              N/A ☐ 


☐  Independent Living Supports (BI Waiver Only) ☐  Individual Supported Employment ☐  Peer Mentoring ☐  Community Guide 


☐  Shared Living ☐  Group Supported Employment ☐  Assistive Technology ☐  Benefits Planning 


☐  Supported Living ☐  Workplace Assistance Services ☐  Transition Services ☐  Support Coordination 


☐  In-home Support Services ☐  Community Engagement ☐  Environmental Modifications 


☐  Sponsored Residential ☐  Electronic Home-Based Services 


☐  Group Home Residential 4 beds or less ☐  Community Coaching ☐  Employment and Community Transportation 


☐  Group Home Residential 5 beds or more (RST req’d) ☐  Group Day Services ☐  Individual and Family/Caregiver Training (FIS Waiver Only) 


Medical and Behavioral Support Options     N/A ☐ Crisis Support Options                     N/A ☐ Agency-Directed ☐  Consumer-Directed ☐                    N/A ☐  


☐  Skilled Nursing (FIS & CL Waivers Only) ☐  Community-Based Crisis Supports ☐  Consumer-Directed Services Facilitation (FIS & CL Only)  


☐  Private Duty Nursing (FIS & CL Waivers Only) ☐  Center-Based Crisis Supports ☐  Personal Assistance Services (FIS & CL Waivers Only) 


☐  Therapeutic Consultation (FIS & CL Waivers Only) ☐  Crisis Support Services ☐  Respite (FIS & CL Waivers Only) 


☐  Personal Emergency Response System (PERS)  ☐  Companion (FIS & CL Waivers Only) 


SC has provided the opportunity to 
talk with other individuals receiving 
BI/FIS/CL Waiver services who live 
and work successfully in the 
community or with their family 


members  Yes ☐   No ☐   
 


You may contact VCU’s Center for Family Involvement at (877) 567-1122 
or visit https://centerforfamilyinvolvement.vcu.edu/family-to-family-
network/ to connect with individuals and families who have waiver 
services. 
 


If you have questions about Peer Mentoring contact: The Arc of Virginia 
at 804-649-8481 thearcofva.org 


Provider options are available on the DBHDS 
Licensing and the My Life My Community website  
http://www.dbhds.virginia.gov/quality-
management/Licensed-Provider-Location-Search 
http://www.mylifemycommunityvirginia.org/tax
onomy/mlmc-menu-zone/find-provider  


3. List multiple providers in each section if applicable and indicate option selected 


         In making a decision, I/we considered the following Options:  
 


I may contact my Support Coordinator/Case Manager (SC/CM) to seek assistance with resolving provider-related issues.  I have the option of changing providers, 
including my SC/CM. I have the right to a fair hearing and appeal process.  I may be responsible for some service cost (patient pay), based on my income. If I chose 
Consumer-Directed Services, I am responsible for employing my own personal assistants and know there are services in the BI/FIS/CL Waivers that require a 
backup plan if there is a lapse in services. I will actively participate in the development of my Person-Centered Individual Support Plan. 


My SC/CM discussed the above information with me.  


  ______________________________           __    ___________________________            _______________________________  
Individual Signature/Date               SDM Signature (if applicable)/Date              SC/CM Signature/Date 
 
Regional Support Team referral is REQUIRED if any of the following criteria apply:      Community: Select one     Training Center: Select one  


   


Options Provider Agency, Location (City) and Bed Capacity Option Selected Reason(s) Selected/Denied (Be specific) 


Support Coordination Enter agency SC Name/Agency Enter reason 


Select service Enter provider information Provider Enter reason 


Select service Enter provider information Provider Enter reason 


Select service Enter provider information Provider Enter reason 


Other Enter provider information Provider Enter reason 


Other Enter provider information Provider Enter reason 



mailto:RST.Referrals@DBHDS.virginia.gov

https://centerforfamilyinvolvement.vcu.edu/family-to-family-network/

https://centerforfamilyinvolvement.vcu.edu/family-to-family-network/

http://thearcofva.org/

http://www.dbhds.virginia.gov/quality-management/Licensed-Provider-Location-Search

http://www.dbhds.virginia.gov/quality-management/Licensed-Provider-Location-Search

http://www.mylifemycommunityvirginia.org/taxonomy/mlmc-menu-zone/find-provider

http://www.mylifemycommunityvirginia.org/taxonomy/mlmc-menu-zone/find-provider






Waiver Slot Assignment Committee (WSAC) Volunteer Application 


 


Name: Click here to enter text.   Date:    Click here to enter a date. 


 


Address: Click here to enter text. 


 


Phone number: Click here to enter text.  Email address: Click here to enter text. 


 


WSAC Community Services Board: Choose an item. 


 


Qualifications: Choose an item. 


 


If “other,” please describe: Click here to enter text. 


 


Please note that WSAC members may not be any person with a direct or indirect interest in the 


outcome of the proceedings such as: 


 Current CSB employees or board members 


 Current employees, owners, or board members of any agency providing waiver services, unless 
serving on a WSAC in an area in which the provider does not provide services 


 Family members of individuals seeking waiver services 
 


Please provide a synopsis of your knowledge of and/or experience with persons with 


intellectual/developmental disabilities (IDD) and/or the IDD service system: 


Click here to enter text. 
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COMMONWEALTH of VIRGINIA 
 


JACK BARBER, M.D. 
 INTERIM COMMISSIONER 


 


 


DEPARTMENT OF 


BEHAVIORAL HEALTH AND DEVELOPMENTAL SERVICES 


Post Office Box 1797 


Richmond, Virginia   23218-1797 


Telephone (804) 786-3921 


Fax (804) 371-6638 


www.dbhds.virginia.gov 


 
Dear Waiver Slot Assignment Committee Nominee: 
 
As part of the administration of Virginia’s Medicaid waivers for people with intellectual and 
developmental disabilities (IDD), each  locality/region is responsible for establishing a committee to 
determine which individuals are eligible for available IDD waiver slots.  This is accomplished by reviewing 
individuals’ needs and prioritizing those with the greatest need for assignment of the available slot(s).  
Committees may meet to determine the assignment of one or many slots at a time, depending on slot 
availability.  Some meetings may be scheduled as in-person events, requiring travel to the designated 
meeting location.  Others (particularly for the assignment of a single slot) may be arranged as 
conference calls.  While committee members are technically volunteers, the Department of Behavioral 
Health and Developmental Services (DBHDS) will provide stipends for time/travel (see end of this 
document). 
 


Qualifications  


Waiver Slot Assignment Committee (WSAC) members will be knowledgeable of or have experience with 


services for persons with disabilities.  


Community Services Boards (CSBs) identify community members who are willing to serve on a WSAC.   


DBHDS staff will review applications and appoint members to ensure that the committee is comprised of 


people with diverse personal and professional backgrounds, as well as varied knowledge and expertise, 


and ensure that the nominees do not have a conflict of interest. 


Nominated members may be: 


 Family members of an individual currently receiving services 


 Graduate students studying a human services field (e.g., psychology, social work) or special 
education  


 University professors of a human services field 


 Member/staff member/board member of an advocacy agency that does not provide any direct 
services (e.g., Center for Independent Living, local Arc, autism advocacy agency) 


 Current special education teachers/transition coordinators 


 Nurses/physicians 


 Retired or former (for over one year) CSB, private provider, or Health and Human Services state 
employees 
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 Clergy members 
 
At least one member of each committee shall have experience with individuals with developmental 
disabilities other than intellectual disability.  
 


Nominated members may not be any person with a direct or indirect interest in the outcome of the 


proceedings such as: 


 Current CSB employees or board members 


 Current employees, owners, or board members of any agency providing waiver services, unless 
serving on a WSAC in an area in which the provider does not provide services 


 Family members of individuals seeking waiver services 
 


Waiver Slot Assignment Committee Make-up  


1. It is recommended that WSACs maintain a roster of no less than 5 members though meetings 
may proceed with a quorum of three members present.  
 


2. Each committee will be led by one member designated as the group’s facilitator. The faciliatator 
will be required to attend each meeting of the committee. In order to ensure consistency 
between committee processes and outcomes, it is desirable for WSACs in neighboring localities 
to share a single facilitator.   
 


3. DBHDS will support WSAC members with training and technical assistance on the slot 
assignment process and relevant waiver elements. 


 


Waiver Slot Assignment Committee Responsibilities 


Responsibilities of WSAC members 


 Participate in DBHDS training 


 Review information presented regarding nominees for vacant waiver slots 


 Hold confidential all information reviewed 
 
Responsibilities of WSAC Facilitators 


 Notify other WSAC members of the need to meet after receiving notification from the CSB that 
they have a slot(s) to assign 


 In concert with the relevant CSB(s), establish a meeting date, time, and place, or 
telephonic/video conferencing as appropriate 


 Ensure that the parameters of the slot assignment process are carried out each time 


 Collect all distributed information and documentation of committee 
meetings/recommendations and relay to the appropriate CSB point person 


 Hold confidential all information reviewed 
 
 
Stipends for WSAC Members:  


 $75 - $100 to facilitators for participating in multiple jurisdictions’ WSACs 
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 $50 - $75 for facilitators participating in face-to-face WSAC meetings which require travel 


 $25 - $50 for WSAC members participating in face-to-face committee meetings which require 
travel 


 $25 - $50 for facilitators participating in meetings conducted via telephone 


 $25 for WSAC members participating in meetings conducted via telephone 
 
WSAC members are encouraged to make use of available technology located at CSBs or other DBHDS 
funded locations such as secure video conferencing and conference calling to minimize the need for 
travel, particularly when assigning a single slot. 
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Waiver Slot Assignment Committee Procedures 


1. All WSACs will be comprised of community members who will not be employees of a CSB or a 
private provider of either case management or waiver services. This will create the needed 
separation (per CMS) between the entity that determines who is eligible for waiver services (i.e., 
CSBs) from the entity that decides who is assigned a slot. WSAC members will be knowledgeable 
and have experience in the I/DD service system.  CSBs are requested to identify community 
members who are willing to serve on a WSAC.   DBHDS will review applications and appoint 
members to ensure that the committee is comprised of individuals with diverse personal and 
professional backgrounds as well as varied knowledge and expertise; and ensure that the 
individuals do not have a conflict of interest. DBHDS will maintain a list of approved WSAC 
members who can substitute for members who are unable to attend a meeting and serve on 
more than one committee where possible.  These approved individuals can also be rotated in 
and out of committee roles.  


 
2. At least 3 members will constitute an official WSAC, but committees should maintain five or 


more members to allow flexibility for absences.   
 


3. A  DBHDS-trained facilitator will serve each WSAC committee.  In order to ensure consistency 
between committee processes and outcomes, several WSACs will share a single 
facilitator.  DBHDS will support committee members with training and technical assistance on 
the slot assignment process and relevant waiver elements. DBHDS Regional Support Specialists 
(RSS) will attend each meeting and monitor to ensure decision making is in accordance with 
identified priorities.  


 
4. DBHDS will work with adjoining CSBs to form unified committees to promote additional 


consistency.  Neighboring CSBs are strongly encouraged to form a single committee to cover 
more than one CSB area.  For example, three CSBs could form one committee to assign available 
slots.  It is not necessary for combining CSBs to be solely from the same HPR. Combining is 
advantageous for the following reasons:  
 


 To minimize the number of community members that are required to participate on the 
WSACs; 


 To enhance uniformity in slot assignment decisions through multi-CSB and or regional 
groupings with committee facilitators serving on multiple WSACs; and 


 To create increased efficiencies for DBHDS in the support of fewer than 40 WSACs. 


 To ensure that individuals with the highest need are accessing slots 
 


Nominated members may not be any person with a direct or indirect interest in the outcome of the 


proceedings: 


 Current CSB employees or board members 


 Current employees, owners, or board members of any agency providing waiver services, unless 
serving on a WSAC in an area in which the provider does not provide services 


 Family members of individuals seeking waiver services 
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Nominated members may be: 


 Family members of an individual currently receiving services 


 Graduate students studying a human services field (e.g., psychology, social work) or special 
education  


 University professors of a human services field 


 Member/staff member/board member of an advocacy agency that does not provide any direct 
services (e.g., Center for Independent Living, local Arc, autism advocacy agency) 


 Current special education teachers/transition coordinators 


 Nurses/physicians 


 Retired or former (for over one year) CSB, private provider or Health and Human Services state 
employees 


 Clergy members 
 
Especially recommended is that at least one member of each committee have experience with 
individuals with a developmental disability other than ID.  
 
Responsibilities of WSAC Members 


 Participate in DBHDS training 


 Review information presented regarding nominees for vacant slots 


 Hold confidential all information reviewed 
 
Responsibilities of WSAC Facilitators 


 Notify the RSS and other WSAC members of the need to meet after receiving notification from 
the CSB that they have a slot(s) to assign 


 In concert with the relevant CSB(s), establish a meeting date, time, and place, or 
telephonic/video conferencing as appropriate 


 Ensure that the parameters of the slot assignment process are carried out each time 


 Collect all distributed hard copy information and documentation of committee 
meeting/recommendations and relay to the appropriate CSB point person and the RSS 


 Hold confidential all information reviewed 
 
Stipends for WSAC Members:  


 $75 - $100 to facilitators for participating in multiple jurisdictions’ WSACs 


 $50 - $75 for facilitators participating in face-to-face WSAC meetings which require travel 


 $25 - $50 for WSAC members participating in face-to-face committee meetings which require 
travel 


 $25 - $50 for facilitators participating in meetings conducted via telephone 


 $25 for WSAC members participating in meetings conducted via telephone 
 
CSBs are encouraged to make use of available technology such as secure video conferencing and 
conference calling to minimize the need for WSAC members to travel, particularly when assigning a 
single slot. 








Waiver Slot Assignment Committee (WSAC) Session Operations 


1 
03-08-17 


1. When a new or existing slot becomes available for assignment/reassignment, the Community 


Services Board/Behavioral Health Authority (CSB/BHA) will contact the Regional Support Specialist 


(RSS) to verify the number of slots available and to initiate a new WSAC Session.  


 The CSB/BHA and RSS may discuss potential timeframes for the meeting with awareness 


that the length of the meeting cannot be determined until the individuals to be 


reviewed have been identified.  


 


2. Once slots are confirmed by the RSS, the CSB/BHA will use the slot review formula to determine 


the number of individuals that must be reviewed by the WSAC.  


 Using the Wait List function in WaMS, the CSB/BHA and RSS will confirm individuals in 


Priority 1 status whose Critical Needs Score places them in the group of individuals to be 


reviewed by the WSAC.  


o This list of names is referred to as a review pool.  


 A copy of the review pool will be saved by the CSB/BHA and the RSS for 


future reference, should any changes occur.   


o If an individual comes to the attention of the CSB/BHA after the review pool has 


been set (and up to 2 business days before the scheduled WSAC meeting), 


whose Critical Needs Score places them in the range of individuals for review, 


the CSB will promptly contact the RSS to inform him/her of this situation and 


any needed changes to the review pool will be made.    


 If the individual is tied for the lowest Critical Needs Score, no 


one will be removed from the pool.  


 If the individual's Critical Needs Score is higher than the cut off 


point of the review pool, the lowest ranked person(s) will be 


removed.  


 


3. In coordination with steps 1 and 2 above, the RSS will inform the WSAC facilitator that a meeting is 


needed and preferred meeting dates. The WSAC facilitator will coordinate with WSAC members to 


identify dates for which a quorum of members (3) is available.  


 When a WSAC has more than the minimum 3 members, the first 3-5 members that 


respond confirming their availability (this includes the WSAC facilitator) will constitute 


the committee for that session.  


 If a WSAC member knows, or suspects they know, someone being considered for a 


waiver slot, they will report this to the facilitator immediately so that this conflict of 


interest can be addressed.  If the facilitator knows, or suspects they know, someone 


being considered for a waiver slot, they will report this to the RSS immediately and, 


based on the conflict of interest that exists, an alternative and temporary facilitator will 


be identified from among those members that are scheduled to participate in the WSAC 


session. 


 The WSAC facilitator will confirm meetings dates and times with those members 


participating in the WSAC session.   
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 Members selected for participation in the session must be available and present each 


day of that session (i.e., the same group reviews all of the persons in the review pool for 


those slots, regardless of the number of meeting days that are required.) 


 The WSAC facilitator is charged with overseeing equitable attendance among all WSAC 


members over the long term.  


 


4. The CSB/BHA will arrange for room availability and conference call capability for the meeting dates 


and convey this information to the RSS and WSAC facilitator.  


 


5. In advance of the session, the CSB/BHA will: 
 


 Complete a Slot Assignment Review form (free of PHI) for each individual in the review pool 
and distribute these to the RSS and WSAC members no fewer than 5 business days prior to 
the session date. If individuals are added to the review pool after this date, it is expected the 
Slot Assignment Review form will be submitted no fewer than 2 business days in advance of 
the WSAC meeting.   


 


 Complete a WSAC Review Schedule (without PHI) designating the order of reviews, the CSB 
staff person that will be available to answer questions, if needed, and a unique identifier for 
each person listed. A copy of the review schedule will be made available to the RSS and 
facilitator 2 business days in advance of the meeting.    
 


 Complete the Name-Identifier Key, linking the “unique identifier” with the full name of the 
individual and provide it to the RSS only 2 business days in advance of the meeting.   
 


 Provide the WSAC facilitator with sufficient blank copies of the Slot Assignment Scoring 
Summary-Step 2 Review forms on the day of the meeting (based on the number of 
members and persons to be reviewed).   


 


6. In advance of the meeting, WSAC Members will thoroughly review the Slot Assignment Review 


Forms and prepare his/her questions for the CSB/BHA representative.  


 


7. At the WSAC session:  


 No formal presentation by the CSB/BHA will occur.  


 


 A CSB/BHA representative (may be the SC, SC Supervisor or another designee), as identified 
on the WSAC Review Schedule, will be available to provide information, if requested by the 
WSAC. The CSB/BHA representative is not expected to attend the meeting but should be 
available at the review time by phone, in the event questions arise.  It is anticipated that the 
review form will provide the majority of information required for a decision.  
 


 If questions cannot be fully answered by the CSB/BHA representative when the individual’s 
profile is reviewed, members will rank the individual based on the information that is 
available at that time.  
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8. WSAC members will independently score each individual’s situation using the Slot Assignment Scoring 


Summary-Step 2 form, and provide these to the RSS. 
 


 After all individual Slot Assignment Review forms have been discussed and scored, the 
individual’s total score will be tabulated by the RSS and divided by the number of voting 
members, resulting in an average score.  
 


 The RSS will enter the average score for each individual reviewed, as well as the 
rankings of the highest scoring individuals (up to the number of available slots), to the 
WSAC Review Schedule. A copy of this WSAC Review Schedule will be provided to the 
CSB/BHA at the close of the meeting. It is incumbent that these results not be shared 
with the individual until he/she is assigned to projected enrollment status in WaMS.   


 


9. At the close of the meeting, WSAC members will return all materials to the RSS. Slot Assignment Scoring 


Summary-Step 2 forms will be retained by DBHDS.  


 


10. The RSS will assign recommended individuals to projected enrollment status in WaMS. 


 


11. If a slot becomes available for assignment within 30 days of the WSAC meeting and there has been no 


change in the status of any individual in the review pool nor has anyone been assigned to priority 1 


status on the wait list whose Critical Needs Score is within the review pool range, the slot may be 


assigned by the RSS to the next highest ranked person in the review pool.   


 


 


 


Glossary of Terms Used in WSAC Session Operations 


WSAC Session – The event initiated when an RSS is informed a waiver slot is available and which ends 


with the assignment of individuals to those slots by the RSS. A single session includes all meetings that 


are required for consideration of the review pool for an identified and available slot. 


 


Review Pool – List of names/unique identifiers that are being considered for a slot during the WSAC 


session. The number of names in the review pool is directly related to the number of slots available. See 


DD Waiver Waitlist Slot Assignment Process for further explanation. 


 


Slot Assignment Review Form – Form that is completed by the CSB/BHA for each individual in the 


review pool, to be reviewed by the WSAC. This form shall be the primary source of information 


regarding the individual and shall not include any private health information (PHI).  


 


Profile – A Slot Assignment Review Form as well as any information provided by the CSB/BHA in 


response to questions from the WSAC members for one individual 
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WSAC Review Schedule – Completed by the CSB/BHA to identify the order of review of all profiles, and 


to indicate the CSB/BHA representative who will be available to answer any questions from the 


committee members 


 


Slot Assignment Scoring Summary-Step 2 – Scoring form completed by WSAC members during each 


meeting for each profile reviewed.  


 


Name-Identifier Key – A key listing the unique identifier used on each Slot Assignment Review Form and 


the name of the individual to whom it pertains from the review pool. This is completed by the CSB/BHA 


and only made available to the RSS.  


 


Average Score – Score resulting after totaling each members’ total score and dividing by the number of 


members present. The average score is then ranked, and the profiles with the top average scores are 


recommended for a waiver slot.  


 








CSB:_________________
Slots Available: ___ CL   ___ FIS


WSAC Session
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WSAC:   __________________                     
Meeting Date(s):________________
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Order	of	
Review Unique	Identifier CSB	Representative Average	Score Recommended	for	Slot


(by	ranking	number)


1


2


3


4


5


6


7


8


9


10


11


12


13


14


15


16


17


18


19








  WaMS CSB User Guide 
 


 


 


 


 


 


 


Waiver Management System (WAMS) 
Community Services Boards User Guide 


 


 


  


 


January 2018 


Version 2.0 


 


 


 


 


 


 


Virginia Department of Behavioral Health & Developmental Services (DBHDS)   







  WaMS CSB User Guide 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


  


 


 


 


 


 


 


 


 


 


 


 


Copyright 2018 by Virginia Department of Behavioral Health & Developmental Services (DBHDS). All rights 
reserved. No part of this User’s Guide may be reproduced or transmitted in any form or by any means, electronic 
or mechanical, including photocopying, recording, storage in an information retrieval system, or otherwise, 
without express written permission from DBHDS, 1220 Bank Street, Richmond, VA, 23219. 
 
Created and customized for you by Dee Dee Thomas, WaMS Training Services on January 3, 2018.







  WaMS CSB User Guide 
 


For Authorized Use Only – Do Not Distribute i 


 


 


 


Table of Contents 


1 Navigating the WaMS Environment ......................................................................................................... 1 


1.1 About WaMS ........................................................................................................................................................ 1 


1.2 Become familiar with the WaMS environment..................................................................................... 1 


1.3 Log In to WaMS .................................................................................................................................................. 1 


1.4 Navigating WaMS .............................................................................................................................................. 2 


1.4.1 Home Tab .............................................................................................................................................................................. 2 


1.4.2 People Tab ............................................................................................................................................................................. 2 


1.4.3 Dashboard Tab .................................................................................................................................................................... 2 


1.4.4 My Lists Tab .......................................................................................................................................................................... 2 


1.4.5 Alerts Tab .............................................................................................................................................................................. 2 


1.4.6 Assignments Tab ................................................................................................................................................................. 3 


1.4.7 Reports Tab ........................................................................................................................................................................... 3 


1.4.8 Waitlist Tab .......................................................................................................................................................................... 3 


1.4.9 Slot Management Tab ...................................................................................................................................................... 3 


1.4.10 Service Authorizations Tab ............................................................................................................................................ 3 


2 The People Tab ................................................................................................................................................ 6 


2.1 Locate an Existing Individual’s Profile ..................................................................................................... 6 


2.2 Add a New Individual to WaMS................................................................................................................... 6 


2.2.1 Add Person’s Demographics Information ................................................................................................................. 7 


2.2.2 Add Person’s Phone ............................................................................................................................................................ 8 


2.2.3 Add Person’s Email ............................................................................................................................................................ 8 


2.2.4 Add Person’s Address ........................................................................................................................................................ 9 


2.2.5 Add Representative Contact ........................................................................................................................................ 10 


2.2.6 Add Diagnosis ................................................................................................................................................................... 10 


2.2.7 Date Applied for Waiver ............................................................................................................................................... 11 


2.2.8 The Overview Page.......................................................................................................................................................... 12 


2.2.9 Update Person’s Information/Overview Page ..................................................................................................... 12 







  WaMS CSB User Guide 
 


For Authorized Use Only – Do Not Distribute ii 


 


 


3 Support Coordinator Assignment ........................................................................................................... 13 


3.1 Assign Support Coordinator to an Individual .................................................................................... 13 


3.2 Reassign Individual to Different Support Coordinator (Same CSB) ......................................... 15 


3.3 Transfer Individual to a Different CSB .................................................................................................. 15 


4 The VIDES Survey ......................................................................................................................................... 17 


4.1 Create a New VIDES ...................................................................................................................................... 17 


4.1.1 Start VIDES Questionnaire .......................................................................................................................................... 17 


4.1.2 Complete VIDES Questionnaire .................................................................................................................................. 18 


4.2 Edit or View VIDES ........................................................................................................................................ 19 


4.3 Print VIDES ....................................................................................................................................................... 20 


4.3.1 Print Completed VIDES Questionnaire .................................................................................................................... 20 


4.3.2 Print VIDES Summary ................................................................................................................................................... 21 


4.4 Discard VIDES .................................................................................................................................................. 21 


4.5 Submit VIDES ................................................................................................................................................... 22 


5 The Priority Needs Checklist .................................................................................................................... 24 


5.1 Create Priority Needs Checklist ............................................................................................................... 24 


5.1.1 Start Priority Needs Checklist..................................................................................................................................... 24 


5.2 Complete the Developmental Disabilities Waivers’  Priority Criteria Checklist .................. 25 


5.3 Submit Priority Needs Checklist .............................................................................................................. 28 


5.4 Update Priority Needs Checklist .............................................................................................................. 28 


6 Critical Needs Summary ............................................................................................................................. 29 


6.1 Create Critical Needs Summary ............................................................................................................... 29 


6.1.1 Start Critical Needs Summary .................................................................................................................................... 29 


6.2 Complete Critical Needs Summary ......................................................................................................... 30 


6.3 Submit Critical Needs Summary .............................................................................................................. 32 


6.3.1 Edit Critical Needs Summary ...................................................................................................................................... 32 


6.3.2 Submit Critical Needs Summary ................................................................................................................................ 32 


7 The Waitlist .................................................................................................................................................... 33 


7.1 The Waitlist Tab ............................................................................................................................................. 33 


7.1.1 Search for Individuals on the Waitlist ..................................................................................................................... 33 


7.1.2 Search for Individuals by Waitlist Status ............................................................................................................... 33 







  WaMS CSB User Guide 
 


For Authorized Use Only – Do Not Distribute iii 


 


 


7.2 Add Individual to Waitlist .......................................................................................................................... 34 


7.2.1 Add to Waitlist from the People Tab Search Results ......................................................................................... 34 


7.2.2 Add to Waitlist from the Person’s Information Page ........................................................................................ 34 


7.2.3 Update Information for Individual on the Waitlist ............................................................................................ 35 


7.2.4 Remove Individuals from the Waitlist ..................................................................................................................... 37 


8 Slot Assignment Review Form ................................................................................................................. 40 


8.1 Complete Slot Assignment Review Form ............................................................................................. 40 


8.1.1 Start Slot Assignment Review Form ......................................................................................................................... 40 


8.2 Slot Assignment Review Form (Dynamic Form) .............................................................................. 41 


8.3 Print the Slot Assignment Review Form (Dynamic Form) ........................................................... 43 


9 Enrollment Status ......................................................................................................................................... 44 


9.1 Move from Projected to Active Status ................................................................................................... 44 


9.1.1 Locate the Individual ..................................................................................................................................................... 44 


9.1.2 Create New Enrollment Status (Active) .................................................................................................................. 45 


9.2 Release Slot....................................................................................................................................................... 47 


9.3 Hold Status ........................................................................................................................................................ 49 


9.3.2 Create New Enrollment Status (Hold) .................................................................................................................... 49 


9.4 Additional Enrollment Status Results ................................................................................................... 51 


10 Retain Slot Form ........................................................................................................................................... 53 


10.1 Complete Retain Slot Form ........................................................................................................................ 53 


10.1.1 Locate the Individual ..................................................................................................................................................... 53 


10.1.2 Start the Retain Slot Form ........................................................................................................................................... 53 


10.1.3 Create the Retain Slot Form ........................................................................................................................................ 55 


10.1.4 Send Retain Slot to RSS Staff for Review ................................................................................................................ 56 


11 Individual Support Plan ............................................................................................................................. 59 


11.1 Create New ISP ................................................................................................................................................ 59 


11.2 Add Provider .................................................................................................................................................... 62 


11.3 Upload Attachments to ISP ........................................................................................................................ 63 


11.4 Add Form Note to ISP In Progress .......................................................................................................... 65 


11.5 Remove Provider ........................................................................................................................................... 66 


11.6 Discard ISP ........................................................................................................................................................ 66 







  WaMS CSB User Guide 
 


For Authorized Use Only – Do Not Distribute iv 


 


 


12 Service Authorizations ............................................................................................................................... 68 


12.1 Create Service Authorization .................................................................................................................... 69 


12.1.1 Add Provider to Service Authorization ................................................................................................................... 70 


12.2 Review Services .............................................................................................................................................. 70 


12.3 Add Service Line ............................................................................................................................................. 73 


12.4 Add Notes .......................................................................................................................................................... 74 


12.5 Submit to PA Staff (Service Authorization Consultants) ............................................................... 74 


12.6 Revise SA ........................................................................................................................................................... 75 


12.6.1 Locate the SA to be Revised ......................................................................................................................................... 76 


12.6.2 Revise the SA ...................................................................................................................................................................... 77 


13 Letters ............................................................................................................................................................... 79 


13.1 Create New Letters ........................................................................................................................................ 79 


13.2 Print Letters ..................................................................................................................................................... 81 


14 Miscellaneous ................................................................................................................................................ 82 


14.1 Alerts ................................................................................................................................................................... 82 


14.1.1 Grouping Alerts ................................................................................................................................................................ 83 


14.1.2 Alert Email Settings ........................................................................................................................................................ 85 


14.1.3 Alert Categories (and text received) ........................................................................................................................ 86 


14.2 My Lists Tab ..................................................................................................................................................... 89 


14.2.1 Enrollment ......................................................................................................................................................................... 89 


14.2.2 Retain Slot .......................................................................................................................................................................... 90 


14.2.3 Individual Support Plan ................................................................................................................................................ 90 


14.2.4 Service Authorizations .................................................................................................................................................. 91 


14.3 Search Filter ..................................................................................................................................................... 91 


14.4 Slot Management Tab ................................................................................................................................... 92 


14.5 Search by Slot Number ................................................................................................................................ 93 


14.6 Export Slot Information .............................................................................................................................. 93 


14.7 Reports Tab (Canned Reports) ................................................................................................................ 94 


14.7.1 Generate Reports ............................................................................................................................................................. 94 


14.7.2 Filter Reports .................................................................................................................................................................... 96 


  







  WaMS CSB User Guide 
 


For Authorized Use Only – Do Not Distribute v 


 


 


14.8 Dashboard ......................................................................................................................................................... 96 


14.8.1 Dashboard Calendar ...................................................................................................................................................... 97 


14.8.2 Dashboard Alerts ............................................................................................................................................................. 99 


14.8.3 Dashboard To Do List .................................................................................................................................................... 99 


14.9 Forgot User Name or Password ............................................................................................................ 102 


14.9.1 Receive Forgotten User Name ................................................................................................................................. 103 


14.9.2 Reset Password .............................................................................................................................................................. 104 


15 WaMS Menu Options ................................................................................................................................ 106 


15.1 Main .................................................................................................................................................................. 106 


15.2 Administration / User Directory .......................................................................................................... 106 


15.3 My Information ............................................................................................................................................ 106 


15.3.1 My Profile, Overview .................................................................................................................................................... 106 


15.3.2 My Profile, My Delegations ....................................................................................................................................... 107 


15.3.3 My Organization Unit ................................................................................................................................................. 109 


15.3.4 My Staff ............................................................................................................................................................................. 109 


15.4 Tools ................................................................................................................................................................. 109 


15.4.1 Service Definitions ........................................................................................................................................................ 109 


15.5 Feedback ......................................................................................................................................................... 111 


15.5.1 Submit Feedback to WaMS Helpdesk ................................................................................................................... 111 


15.5.2 View List of Previously Submitted Feedback ..................................................................................................... 112 


15.6 Print (Print the Screen) ............................................................................................................................ 113 


16 Add New Staff Members .......................................................................................................................... 114 


16.1 Complete Staff Profile – General Information ................................................................................. 114 


16.1.1 Add User Information ................................................................................................................................................. 115 


16.2 Add Role for New Staff Member ........................................................................................................... 116 


17 CSB Role Permissions .............................................................................................................................. 118 


18 Index .............................................................................................................................................................. 119 


Attachment A – WSAC Process Map ............................................................................................................ 121 


 







  Navigating the WaMS Environment 


For Authorized Use Only – Do Not Distribute 1 


 


1 Navigating the WaMS Environment 


1.1 About WaMS 


The Waiver Management System (WaMS) is a web hosted data management system used 
to manage waivers. WaMS interfaces with the Virginia Medicaid Management 
Information System (VAMMIS), and establishes the assessment levels (of care) based on 
an individual’s needs and automates the authorization process. WaMS is customized to 
allow a single process for service authorizations for all three waivers (Community Living, 
Family and Individual Supports, and Building Independence) supporting individuals with 
intellectual or developmental disabilities (ID/DD).  


1.2 Become familiar with the WaMS environment 


The options and view that is available in WaMS is based on the assigned role. Take time to 
use the various tabs and tools in WaMS to determine how to best support your workstyle by 
using the Dashboard, Alerts, My Lists, Assignments and Service Authorization tabs. See more 
information on using these tabs below. 


1.3 Log In to WaMS 


1. From an internet browser type: https://www.wamsvirginia.org in the address bar. 


2. Type in your User name or Email. 


3. Type in your password. 


4. Click on Log In. WaMS opens to the Home page. What you see in WaMS is based on the 
role that has been assigned. 


 


 



https://www.wamsvirginia.org/
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1.4 Navigating WaMS 


The tabs at the top of the WaMS window are useful for high-level navigation through the 


system. The following tabs are included in the top-level navigation: 


 


1.4.1 Home Tab 


The Home tab is the landing page upon logging in to WaMS and consists of the 


following sections:  


 Announcements:  This section provides important announcements as needed 


 Recent Alerts: This section describes systems alerts for WaMS 


 Recent System Updates:  This section displays announcements regarding WaMS 
system enhancement based on user requirements. 


 Upcoming Events: This section displays information regarding any upcoming 
events such as training. 


 Technical Support: This section contains contact information, such as the 
helpline number and email for WaMS technical support.  


 Training Manuals, Webinars, and FAQs: This section provides detailed 
instructional materials, user guides, presentations and video recordings on how 
to use WaMS.  


1.4.2 People Tab 


The People tab is used to search for and add new individuals to the WaMs 


environment. 


1.4.3 Dashboard Tab 


The Dashboard provides a snapshot of what should be worked on in WaMS. It is 


divided in to three sections to provide a quick glance of Calendar events (manually 


added and system generated), your 10 most recent Alerts and To-Do List in WaMS. 


1.4.4 My Lists Tab 


The My Lists tab allows for locating a subset of persons based on a specific criteria 


or category as defined in the drop down list. For example, view a list of all persons 


based on the status of Enrollment, Retain Slot, Individual Support Plan and Service 


Authorization. Lists are available based on the agency and role of the user logged in. 


1.4.5 Alerts Tab 


Alerts are notifications sent of actions and updates that have been made to a 


specific person’s file. 
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Note: The only information another Support Coordinator or 


other member of the organization can access for a person 


who is not assigned to them is the Personal Summary, 


Personal Profile and CSB Assignment. 


Note: Data for all the canned reports is for the day before 


and is “real time” data for that date.  


1.4.6 Assignments Tab 


The Assignments tab is where the Support Coordinator is assigned to a person. 


 


 


 


1.4.7 Reports Tab 


The Reports tab provides access to a variety of canned reports available in WaMS 


based on the staff member’s role. Reports can be quickly created. For example, 


Waitlist by CSB Detail, Waitlist by CSB Summary and Statewide Summary and Detailed 


Waiver reports.  


 


 


1.4.8 Waitlist Tab 


The Waitlist tab is used to view Waitlist status based on search criteria. Search 


options include searching for a specific individual, individuals with a particular 


waitlist status, date and/or service requested.  


1.4.9 Slot Management Tab 


The Slot Management tab is used to see if a slot is available by Waiver type. View 


the slot for a specific individual by typing in their information into the search 


criteria. 


1.4.10 Service Authorizations Tab 


The Service Authorizations tab provides a more direct access to Service 


Authorizations. Search by the person’s name, the provider, status or by any other 


available options. 
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IMPORTANT:  While certain features are required components of WaMS (i.e., denoted 
with red asterisks and/or yellow highlights) it is essential that ALL individuals in 
WaMS (including those currently assigned to a waiver or assigned to active status on 
the Waitlist) have the following elements completed in their WaMS record for 
successful Waiver Enrollment: 
 
Each of the following elements can be found and modified under Person’s Information, 
Overview section in WaMS.  (See Section2.2.9: Update Person’s Information/Overview Page, 
for additional details). 
 


 
 


Medicaid #: The Medicaid number is mandatory for all NEW enrollments.. 


Address: The physical address of where the person resides.  This address should be 


updated when the individual moves to a new residence. (See Section 2.2.4: Add 


Person’s Address, for additional information). 
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Living Situation:  Click on Manage to update the person’s Living Situation when on 


Waitlist or their Living Situation when on Waiver. 


 


Diagnosis: A diagnosis is required in WaMS for each individual on the Waitlist and 


for those individuals that are receiving a Waiver. The diagnosis can be updated in 


the Diagnosis section. (See Section2.2.6: Add Diagnosis, for additional detail). 


 


Date Applied for Waiver: Click on Edit to add the date the individual came to the 


CSB to request service. 
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Note: Input as much information as 


you know in each field to retrieve the 


most accurate search. 


Note: Search for an individual first 


before adding to ensure that person 


is not already in WaMS. 


2 The People Tab 
The People tab is used for searching for current and adding new individuals to the WaMs 


environment. 


2.1 Locate an Existing Individual’s Profile 


Use the People tab to locate individuals in WaMS: 


 


1. Click the People tab.  


1. Type in the criteria for the individual you 
are looking for (i.e., Last Name, and First 
Name).  


2. Click Search. The search results will display a list of individuals that meet the search 
criteria. If there is no match, the Create Person Notice box will appear indicating that 
a profile does not currently exist. 


3. Click on Summary link under Actions to open the person’s record. 


 


2.2 Add a New Individual to WaMS 


Use the People tab to add new individuals in 


WaMS: 


1. Click the People tab.  


4. Type in the criteria separately in each field 
for the individual you are looking for (i.e., 
Last Name, First Name or Social Security).  


5. Click Search. If there is no match, the Create 
Person Notice box will appear indicating 
that a profile does not currently exist. 
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Note: The Add Person link on the People tab can also be used 


to add a new individual (without searching). 


Note: If the individual SSN is not known click the checkbox 


to accept the risk of creating a duplicate person record. 


6. Click OK. The New Person’s Demographic Information page appears. 


 


 


 


 


2.2.1 Add Person’s Demographics Information  


Complete the new person’s demographic information. Fields that are yellow with a red 


asterisk (*) are required. 


1. Complete all required fields (First Name, Last Name, Date of Birth, Gender, County 
and SSN). 


2. Input as much optional 
information as possible. 


3. Click Save & Continue.  







  The People Tab 


For Authorized Use Only – Do Not Distribute 8 


 


Note: Place a check in the “Set as Primary Phone” checkbox 


in order for the phone number to be visible in the Overview 


section of the person’s profile 


Note: Additional phone number(s) may be added from the 


Person’s Overview page. 1) Choose Overview -> Phone # -> 2) 


Click Details, 3: Click Add Person’s Phone Number. 


2.2.2 Add Person’s Phone 


 


1. Complete all required fields (Phone Type and Phone Number). If the person does not 
have a phone number, click Skip. 


 


 


 


2. Add Notes if necessary. 


3. Click Save & Continue. 


 


 


 


2.2.3 Add Person’s Email 


 


1. Complete all required fields (Email Address). If the person does not have an email, 
click Skip. 


2. Add Notes if necessary. 


3. Click Save & Continue. 
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Note: Additional address(es) may be added from the Person’s 


Overview page. 1) Choose Overview -> Phone # -> 2) Click 


Details, 3: Click Add Person’s Phone Number. 


2.2.4 Add Person’s Address 


 


1. Complete all required fields (Street Address 1, City, State, Zip Code, County). If the 
person’s address is unknown, click Skip. 


2. Add Comments if necessary. 


3. Click Save & Continue. 


 


 


 


 


Note: Place a check in the “Set as Current Address” checkbox in 


order for the address to be visible in the Overview section of the 


person’s profile 


IMPORTANT: It is essential to 


enter the physical address where 


the person resides. This address is 


the individual’s address and not the 


address of an office or business 


headquarters; or of a guardian or 


authorized representative.  


Update this address in WaMS if the 


individual moves to a new residence.  
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2.2.5 Add Representative Contact 


 


1. Complete all required fields for contact (First Name, Last Name, Relationship to 
Person, Phone Type, Phone Number). If the person does not have a known 
representative, click Skip. 


2. Input as much optional information as possible. 


3. Add Comments if necessary. 


4. Click Save & Continue. 


2.2.6 Add Diagnosis 


 


Note: Only select Intellectual Disability, if 


Intellectual Disability is the individual’s 


primary diagnosis. 
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Important: The diagnosis is required for an 


individual to be added to the Waitlist or 


receive a waiver.  


1. Click the drop down arrows to select the 
Diagnoses (select as many as needed). 


2. Click Save & Finish. 


The individual has now been added to WaMS. 


 


The Overview page appears: 


 


2.2.7 Date Applied for Waiver 


Add the date the individual came to the CSB to request Waiver services.  


1. Scroll to the bottom of the Overview Page. 


2. Click on Edit.  The Person’s Information – Date Applied for Waiver window appears. 


3. Click in the Date Applied for Waiver field to select the appropriate date (or type it in 
the field). 


4. Click on Save. 
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2.2.8 The Overview Page 


Once an individual has been added to WaMS their Overview page will be displayed. The 
Overview page can also be accessed by searching for an individual and clicking the Summary 
link (Follow steps in Section 2.1: Locate an Existing Individual’s Profile above). 


2.2.9 Update Person’s Information/Overview Page 


1. From the Person’s Details tab, click on Person’s Information, Overview on the 
left navigation bar. The Person’s Information – Overview displays. 


 


2. Click the Collapse All button to display all sections. 


 


a. Click Edit, Details, Manage and/or Add Representatives to update the 
Person’s information as necessary. 


Note: e.g., click the “triangle” to the left 


of Living Situation ; then click on Manage 


to update the person’s “Living Situation 


when on Waitlist” or their “Living 


Situation when on Waiver”. 
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3 Support Coordinator Assignment 


When an individual’s profile is created, the individual added to WaMS is automatically 
assigned to the creating CSB Organization Unit. The Assignments tab allows authorized 
users to assign or reassign staff in their agency to an individual.  


3.1 Assign Support Coordinator to an Individual 


1. Click the Assignments tab.  


2. Click on Support Coordinator Assignment 
(located on the left navigation bar).  
 
The CSB Support Coordinator Assignment List 
window appears. 


 


Note: You can also use this CSB Support 
Coordinator Assignment List window to see a 


list of individuals that have already been 


assigned. Simply select “Assigned” from the 


Show Me drop down and click “Filter”. 







Support Coordinator Assignment 


For Authorized Use Only – Do Not Distribute 14 


 


Note: If you are looking for a specific 


individual, type their ID in the Person’s 
ID field, and/or their name in the First 
Name and Last Name fields. 


3. Click the Show Me drop down list and select 
Unassigned. 


4. Click on Filter.  
 
A list of all individuals in your Organization Unit 
(OU) without an assigned Support Coordinator will appear. 


 


 


5. Click the check box(es) next to the individuals’ name(s) you wish to assign to a 
Support Coordinator. 


6. Click the drop down arrow for the Primary Staff Assignment field to select the 
appropriate Support Coordinator. 


7. Click Assign. The newly assigned Support Coordinator will receive an Alert  (shown 
below). 
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Note: If you are looking for a specific 


individual, type their ID in the Person’s 
ID field, and/or their name in the First 
Name and Last Name fields. 


3.2 Reassign Individual to Different Support Coordinator (Same CSB) 


1. Click the Assignments tab.  


2. Click Support Coordinator Assignment (located 
on the left navigation bar). The CSB Support 
Coordinator Assignment List window appears. 


3. Click the Show Me drop down list and select 
Assigned.  


4. Click on Filter. A list of all individuals Assigned to 
Organization Unit will appear. 


a. To filter the list for certain Support 
Coordinator(s) click the Staff drop down 
list and select the name of the Support 
Coordinator that the individual(s) is 
currently assigned to and click on Filter. 


5. Click the check box(es) next to the individuals’ name(s) you wish to reassign to a 
different Support Coordinator. 


6. Click the drop down arrow for the Primary Staff Assignment field to select the 
new Support Coordinator to be assigned. 


7. Click Assign.  


3.3 Transfer Individual to a Different CSB 


When an individual transfers to another area, the transferring CSB should transfer the 


individual in WaMS to the newly assigned CSB. This should be completed once the transfer 


date has been established and the new CSB is ready to accept the case. The transferring 


CSB’s Support Coordinator is responsible for transferring the individual in WaMS.  


1. Open the profile for the individual to be transferred to a new CSB. (See steps in 
Section 2.1:  Locate an Existing Individual’s Profile above). 


2. Click on Case Management, CSB Assignments. The CSB Assignment window opens.  
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Note: The assigned Support Coordinator is 


automatically “unassigned” by the system 


when a CSB transfer occurs. A new Support 


Coordinator will have to be reassigned.  


Follow steps in Section 3.2 above. 


Note: The Transfer will be in “Pending 


Status” if a future effective date is 


selected and will be unavailable to the 


receiving CSB until the effect date 


occurs. 


 


3. Click on Create New. The Community Service Board Assignment dialog box appears. 


 


4. Click the To CSB dropdown arrow to select the CSB the individual should be 
transferred to. 


5. Select the Effective Date calendar button to select the appropriate date for the 
transfer. 


6. Click on Submit.  
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Note: The Waiver Application 
Date must be added in the 


Overview section before the 


VIDES can be completed. 


4 The VIDES Survey 


The Virginia Individual Developmental Disability Eligibility 
Survey (VIDES) details the process for determining the 
eligibility and Level of Care for infants under age of 3, children 
aged from 3 to 18, and adults over the age of 18. The VIDES 
must be created and submitted in order to add an individual to 
the Waitlist. The VIDES is located under the Screening and 
Assessments section.  


4.1 Create a New VIDES 


1. Search for the individual. (See steps in Section 2.1:  Locate an Existing Individual’s 
Profile above). 


From the Screening and Assessments section on the left navigation bar, click on 
VIDES.  
 


 


The VIDES window appears on the right. 


4.1.1 Start VIDES Questionnaire 


1. Click Create New. 
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The Select VIDES Version dialog box appears. 


 


2. Click the Calendar  button to select the date for the Survey Date, then click 
Continue. The VIDES Summary window appears. 


 


3. Click on Start in the VIDES Questionnaire section. The Virginia Individual 
Developmental Disability Eligibility Survey form opens in a new browser window 
outside of WaMS in Dynamic Forms. 


4.1.2 Complete VIDES Questionnaire 


The correct version of the VIDES (Adult, Child or Infant) is automatically selected and 
includes the individual’s First and Last Name, Date of Birth, Age on Assessment Date, Survey 
Date and Evaluator. 


1. Click on Next. 


2. Complete all sections of the VIDES, selecting Next to go to each section of the form 
and adding notes as appropriate. 


3. Click Save at the end of the last section. 
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Note: Any unanswered question(s) will result in an incomplete survey. 


4. Click Back to WaMS to return to the WaMS environment.  


 


 


 


4.2 Edit or View VIDES 


If any of the questions in the VIDES remain unanswered the status will show as In Progress 


and you must Edit to continue. 
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1. If necessary, access VIDES under Screening and Assessment and click Summary to 
open the VIDES Questionnaire page. 


2. Click Edit in the VIDES Questionnaire to make changes or click View to review the 
VIDES without making changes. 


3. Make updates as necessary. 


4. Click Save. 


5. Click Back to WaMS. 


4.3 Print VIDES  


The Print button becomes available for the VIDES once the form is Complete. 


4.3.1 Print Completed VIDES Questionnaire 


1. From the VIDES Summary window, click the Print button. 


A PDF version of the VIDES Survey form opens in a new window. 


2. Print (Control +P, right-click and click Print, or click on the printer icon) or 
download to save the PDF document. 
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4.3.2 Print VIDES Summary 


To print a paper copy of the VIDES Summary, use the Print option under the Menu. 


1. From the VIDES Summary window, click on Menu, Print. 


 
A PDF version of the VIDES Summary page opens in a new window. 


2. Print (Control +P, right-click and click Print, or click on the printer icon) or 


download to save the PDF document. 


4.4 Discard VIDES 


If it is necessary, the VIDES can be discarded before it is submitted. To discard the VIDES: 


1. From the VIDES Summary window, click the Discard button. 
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Note: The VIDES is NOT complete until it is submitted! 


A discarded VIDES Questionnaire responses may be viewed or printed by selecting 


Screening and Assessments, VIDES.  


1. Click the Summary link. The VIDES Summary window opens. 


2. Click View   The discarded VIDES opens in a new browser window. 


4.5 Submit VIDES 


  


 


1. From the VIDES Summary window, click the Submit button. 


The “Success Record has been submitted” message appear and the VIDES results displays. 
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Points to Remember 


 Children of different ages have different question requirements. Their questions will not go in 
alphabetical order. There may be missing alphabet designations. This is normal. 


 VIDES results for each category are visible prior to submission; the results of each section (Met or 
Not Met) will be displayed once the status of the section is changed to complete. 


 The VIDES Questionnaire will reflect the met/not met result for each category in the questionnaire, 
VIDES Results are not available until the VIDES is submitted in WaMS. 


 If an individual has a completed VIDES it will display in the Personal Summary, Eligibility 
Information, section  


 CSBs can create and edit the VIDES; however Providers can only view the VIDES 
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5 The Priority Needs Checklist 


The Priority Needs Checklist must be completed and submitted in order to add an 
individual to the Waitlist. The checklist identifies the reason an individual falls into priority 
category (one, two or three) and is completed after the VIDES has been submitted. The 
Priority Needs Checklist is located under the Screening and Assessments section.  


5.1 Create Priority Needs Checklist 


1. Search for the individual. (See steps in Section 2.1:  Locate an Existing Individual’s 
Profile above). 


From the Screening and Assessments section on the left navigation bar, click on 
Priority Needs Checklist 


 


The Priority window appears on the right. 


5.1.1 Start Priority Needs Checklist 


1. Click Create New. 
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The Priority Survey Date dialog box appears. The survey defaults to the current date 
and may not be changed. 


 


2. Click Continue. The Priority - Summary window appears. 


 


3. Click on Start in the Priority Questionnaire Dynamic Forms section. The 
Developmental Disabilities Waivers' Priority Criteria Checklist form opens in a new 
browser window outside of WaMS in Dynamic Forms. 


5.2 Complete the Developmental Disabilities Waivers’  Priority Criteria 


Checklist 


The top portion (individual’s name, completion date and the name of the Evaluator) is 
automatically filled-in. 


Note: For all priorities, it is essential to determine and document that if an 


individual is offered a slot, the individual will accept it within 30 days. 
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4. Scroll down the questionnaire form and choose the appropriate Priority Status 
(One, Two or Three):   


PRIORITY ONE 


It is anticipated that the individual will need waiver services within one year and the individual meets one of the 


following criteria: 


☐ An immediate jeopardy exists to the health and safety of the individual due to the unpaid primary caregiver 


having a chronic or long-term physical or psychiatric condition or conditions that significantly limit the ability 


of the primary caregiver or caregivers to care for the individual; there are no other unpaid caregivers available 


to provide supports. 


☐ The individual lives in an institutional setting and has a viable discharge plan; 


☐ The individual is a young adult who is no longer eligible for IDEA services and is transitioning to independent 


living. After individuals attain 27 years of age, this criterion shall no longer apply. 


☐ There is immediate risk to the health or safety of the individual, primary caregiver, or other person living in 


the home 


Note: When selecting the last option “There is immediate risk to the health or safety of the individual, primary 


caregiver, or other person living in the home”, there are additional conditions (select all that are appropriate) 
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☐ The individual's behavior or behaviors, presenting a risk to himself or others, cannot be effectively 


managed by the primary caregiver or unpaid provider even with support coordinator/case manager-arranged 


generic or specialized supports; 


☐ There are physical care needs or medical needs that cannot be managed by the primary caregiver even with 


support coordinator/case manager-arranged generic or specialized supports 


PRIORITY TWO 


It is anticipated that the individual may require waiver services in one to five years and the individual meets one of 


the following criteria 


☐ The individual is at risk of losing employment supports; 


☐ The individual is at risk of losing current housing due to a lack of adequate supports and services; 


☐ The individual has needs or desired outcomes that with adequate supports will result in a significantly 


improved quality of life. 


☐ The health and safety of the individual is likely to be in future jeopardy 


Note: When selecting the last option “The health and safety of the individual is, there are additional conditions. 


(select all that are appropriate) 


☐ There are no other unpaid caregivers available to provide supports; 


☐ The individual's skills are declining as a result of lack of supports; 


☐ The unpaid primary caregiver or caregivers having a declining chronic or long-term physical or psychiatric 


condition or conditions that significantly limit his ability to care for the individual; 


PRIORITY THREE 


Priority Three shall be assigned to individuals who meet one of the following criteria and will need a waiver slot in 


five years or longer as long as the current supports and services remain: 


☐ The individual is receiving a service through another funding source that meets current needs; 


☐ The individual is not currently receiving a service but is likely to need a service in five or more years; 


☐ The individual has needs or desired outcomes that with adequate supports will result in a significantly 


improved quality of life. 


5. Click on Save. 


6. Click on Back to WaMS. 


The Status for the form shows as Complete with the Priority selected as the Result. 


 


7. Select Edit to modify or View to see/review the checklist. A new checklist should be 
completed if the individual’s priority level changes. 
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Note: The Priority Needs Checklist is NOT complete until it is submitted! 


5.3 Submit Priority Needs Checklist 


  


 


1. Click Submit in the Priority – Summary window. 
 


 


When Priority One is selected, the Critical Needs Summary option appears in the 
Screening and Assessment section. 
 
The Critical Needs Summary (CNS) must be completed for anyone with Priority One 
status. 


 


5.4 Update Priority Needs Checklist 


In order to change the priority of an individual must submit a new Priority Needs Checklist 
and Critical Needs Summary forms. See steps in Section 7.2.3 (Update information for 
Individual on the Waitlist). 


 


Note: You also have the option to 


discard the checklist. 







Critical Needs Summary 


For Authorized Use Only – Do Not Distribute 29 


 


6 Critical Needs Summary 


Individuals who are designated with a Priority One status must also have a Critical Needs 
Summary (CNS) completed. This is a required step in placing an individual on the Waitlist. 
The Critical Needs Summary option will appear under the Screening and Assessments 
section after the Priority Needs Checklist has been completed and submitted. 


6.1 Create Critical Needs Summary 


1. Search for the individual. (See steps in Section 2.1:  Locate an Existing Individual’s 
Profile above). 


From the Screening and Assessments section on the left navigation bar, click on 
Critical Needs Summary 


 


The Critical Needs Summary window appears on the right. 


6.1.1 Start Critical Needs Summary 


1. Click Create New. 


 


The Critical Need Summary Survey Date dialog box appears. The survey defaults to the 
current date and may not be changed. 
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2. Click Continue. The Critical Needs Summary - Summary window appears. 


 


3. Click on Start in the Critical Needs Summary Questionnaire  section. The Critical 
Needs Summary form opens in a new browser window outside of WaMS in Dynamics 
Forms. 


6.2 Complete Critical Needs Summary 


The top portion (CSB name, Individual’s name and Medicaid Number and if the individual is 


an adult) is automatically filled-in. 


Points to Remember 


 The numbers next to each radio button are a score. Zero (0) indicates the statement does not apply 
to the individual. 


 The Medicaid field is blank if not yet added to the Person’s Information Overview. 


 If the Medicaid number is added to the Person’s Information Overview after the Critical Needs 
Summary has been started, the summary may be discarded and a new Critical Needs Summary 
created. NOTE:  The discard function is only available while the Critical Needs Summary 
submission status is “in progress.” If “completed,” create a new Critical Needs Summary. 


 When the WSAC meeting is convened and a slot is available for assignment, the waitlist is sorted by 
Critical Needs Summary score (highest to lowest).  The appropriate number of individuals (based 
on number of slots available) is pulled to the “review pool” list to be considered for a slot. 


 An individual being considered for a slot assignment (i. e., in the review pool) must have a Slot 
Assignment Review Form completed by the CSB for the WSAC to review. 


 







Critical Needs Summary 


For Authorized Use Only – Do Not Distribute 31 


 


1. Scroll down the questionnaire form and choose the appropriate scores for the 
individual.  


 


2. Click on Save then click on Back to WaMs (top right). 


Note: The Total Score for the CNS automatically 


calculates based on the scores chosen in the 


questionnaire. 


Note: The VIDES Number of area met is 


automatically calculated in the Total Score at the 


bottom of the form. 
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Note: The Critical Needs Summary is not complete until it is submitted! 


6.3 Submit Critical Needs Summary 


6.3.1 Edit Critical Needs Summary 


If necessary, the Critical Needs Summary can be edited if the submission status is In 


Progress. Select Edit to modify or View to see/review the Critical Needs Summary. 


6.3.2 Submit Critical Needs Summary 


  


 


1. The Status shows as Complete with the Total Score displayed. Click Submit in the 
Priority – Summary window. 


2. Click Submit. The Submission status changes to “Submitted” and the form can no 
longer be edited. 


 


 


 


Note: The Submission Status will show as In 


Progress until the CNS form is submitted. 
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7 The Waitlist 


7.1 The Waitlist Tab 


The Waitlist tab displays individuals who meet criteria for the Developmental Disabilities 


(DD) Waiver but have not yet been assigned a slot. CSBs are only able to view persons 


assigned to their CSB. 


 


7.1.1 Search for Individuals on the Waitlist 


To find all individuals on the Waitlist in the organization or a specific individual do the 


following: 


1. Click on the Waitlist tab from the top navigation bar.  


2. Input as much or as little search criteria as needed (the more search criteria input, 
the narrower the results). 


3. Click Search. The search results appear. 


7.1.2 Search for Individuals by Waitlist Status 


To find all individuals in the organization based on their waitlist status: 


1. Click on the Waitlist tab from the top navigation bar.  


2. Click the Waitlist Status down arrow to select one of the following statuses: 


 Active 


 Inactive 


 On Wave 


 Slot Assigned 


3. Click Search. The search results appear. 


 


Note: The Assigned CSB defaults 


to the CSB of the person that is 


logged in to WaMS and is the only 


required field. 
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7.2 Add Individual to Waitlist 


An individual can be added to the Waitlist only after the following items are completed:  


 VIDES 


 A diagnosis has been entered (Follow steps in  Section 2.2.6: Person’s Information 
Overview above) 


 Priority Needs Checklist 


 Critical Needs Summary (for Priority One only) 


An individual may be added to the Waitlist one of two ways: 


1. In the People tab search results; or  


2. From the Person’s Information page  


7.2.1 Add to Waitlist from the People Tab Search Results 


To add an individual to the Waitlist from the People tab search results: 


1. Search for the individual. (Follow steps in Section 2.1:  Locate an Existing Individual’s 
Profile above). 


2. From the results list, under Actions, click Add to Waitlist. 


 


7.2.2 Add to Waitlist from the Person’s Information Page 


To add an individual to the Waitlist from the Person’s 


Information page: 


1. While in an individual’s record, click Person’s 
Information, Personal Summary from the left 
navigation menu. The Personal Summary window 
appears. 


2. Scroll down to the Waitlist/Slot Information section. 


3. Click Add to Program Waitlist.  
 
 


 


 


The Add Person to Waitlist dialog box appears. 
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Note: The individual must be Active 


in order to update their information. 


 


4. Add the Eligibility Date (if known). 


5. Click the Select options arrows for the Services Requested to select each service 
required. 


6. Click the Calendar to add Last Date of Contact.  


7. Add any additional information in the Comments field. 


8. Click OK. The person is now added to the Waitlist.  


7.2.3 Update Information for Individual on the Waitlist 


Update requested services, priority status, critical needs score 


and date of last contact using the Waitlist tab.  


1. Click on the Waitlist tab from the top navigation bar. 


2. Add the search criteria for the indivual to be updated from the Waitlist (i.e., Last 
Name, First Name, Person’s ID, SSN, etc.) in the appropriate fields. 


3. Click the Waitlist Status down arrow to select Active. 


4. Click the Priority drop down arrow to select Priority 1, Priority 2, or Priority 3 if 
necessary. 


5. Click Search.  


Note: The Priority and Score is auto-filled 


based on the Priority Needs Checklist and 


Critical Needs Summary forms already 


completed for the individual as well as the 


Calculated Date. 
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The search results appear. 


6. Click Update link under Actions for the appropriate individual. 


 


The Update Requested Services dialog box appears. 
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Note: You can also select the 


Critical Needs Summary under the 


Screening and Assessments on the 


left navigation bar. 


7. Click the Select options arrows to change the Services Requested. 


a. Disregard this field if no changes need to be made to the services requested 


b. Previously selected services are not identified in the dropdown 


c. Any new selection over writes all previous selections 


8. To update the Priority, the Priority Needs Checklist form must be created and 
submitted. Click the Click Here link to go to the Priority Needs Checklist. 


a. Follow steps in Section 5.1.1: Create Priority Needs Checklist above. 


b. If the person is being assigned a Priority 


One Status, a Critical Needs Summary  


form must be submitted before the 


person’s record will reflect Priority One 


status.  


 


The Waitlist is updated once the new Priority Needs Checklist is submitted 


 


Follow steps in Section 6.1.1: Create Critical Needs Summary above. 


9. To update the Last Date of Contact click the Calendar and select the appropriate 
date. 


10. Add any additional information in the Comments field. 


Click OK. 


The Waitlist information is automatically updated anytime a new Priority Needs 
Checklist and / or Critical Needs Summary is created and submitted. 


7.2.4 Remove Individuals from the Waitlist 


The Waitlist status must be Active for a person to be removed from the Waitlist. 


1. Click on the Waitlist tab from the top navigation bar. 
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2. Add the search criteria for the indivual to be removed from the Waitlist (i.e., Last 
Name, First Name, Person’s ID, SSN, etc.) in the appropriate fields. 


3. Click Search. The search results appear. 


 


The search results list appears. 


4. Click Remove link under Actions for the appropriate individual. 


 


The Remove Person from Waitlist dialog box appears. 
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5. Click the Removal Reason drop down arrow to select the appropriate reason to 
remove the individual from the Waitlist.  


Reasons for Removal 


 Declined 


 Not Eligible 


 Death 


 Moved 


 Did not Respond 


 Unable To Contact 


 Admitted to NF 


 Admitted to ICF/IID 


 Admitted to Other Waiver 


 Other 


6. Add additional information in the Comments field if needed. 


7. Click OK.  


The individual is removed from the Waitlist and Waitlist Status displays as “Inactive”. 


 


Changes to the Waitlist are reflected in the individual’s Person’s Information, Personal 
Summary, Waitlist/Slot Information section: 
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Note: The SARF is required for 


individuals who will be reviewed by 


the WSAC Committee. 


Note: Using the “WaMS version” of SARF 


is optional. A Slot Assignment Review 


Form template in MS Word or in an 


Electronic Health Records (EHR ) system 


can be used in lieu of the form in WaMS. 


When using a form outside of WaMS it 


must be identical to the form in WaMS. 


8 Slot Assignment Review Form 


The CSB must complete a Slot Assignment Review Form 
(SARF) for an individual assigned with a Priority One 
status and included in the group of people being reviewed 
by the Waiver Slot Assignment Committee (WSAC). The 
form must be completed before the WSAC meeting. See 
the WSAC Process Map (Attachment A). The Slot 
Assignment Review Form is located under the Screening and Assessments section.  


8.1 Complete Slot Assignment Review Form 


1. Search for the individual. (Follow steps in Section 
2.1:  Locate an Existing Individual’s Profile above). 


2. From the Screening and Assessments section on 
the left navigation bar, click on Slot Assignment 
Review Form. 


 


The Slot Assignment Review Forms window appears on the right. 


8.1.1 Start Slot Assignment Review Form 


1. Click Create New. 
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The Slot Assignment Review Form Survey Date dialog box appears. The survey defaults 
to the current date and may not be changed. 


 


2. Click Continue. The Slot Assignment Review Form - Summary window appears. 


 


3. Click on Start in the Slot Assignment Review Form Questionnaire section. The Slot 
Assignment Review Form opens in a new browser window outside of WaMS in 
Dynamic Forms. 


8.2 Slot Assignment Review Form (Dynamic Form)  


1. In the top portion of the form, identify the WSAC committee/group name (e.g. City 
of VA Beach WSAC) or a combined WSAC covering more than one CSB (e.g. 
Arlington/Alexandria WSAC) and WSAC Date.  
 
The CSB name, Support Coordinator/Case Manager name, Individual’s age and 
current diagnosis, and if Priority has been submitted, is automatically filled-in. 


2. Scroll to complete the review form. Be sure to add the Date at the bottom of the form. 
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3. Click on Save. 


4. Click on Back to WaMS (located at the top right portion of the window). 


The Status shows as Complete. You will not be able to submit the form if the status 
shows as “Not Complete”. 


5. Select Edit to modify or View to see/review the Slot Assignment Review Form 
Questionnaire.  


6. Click Submit.  


The Slot Assignment Review Form is now ready to provide to the WSAC for their review 
during their session. Slots will be assigned based on the results of the WSAC session. 
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8.3 Print the Slot Assignment Review Form (Dynamic Form)  


The Print button becomes available for the SARF once the form is Complete and has 
been Submitted. 


1. From the Slot Assignment Review - Summary window, click on the Print button. 
 


 


A PDF version of the Slot Assignment Review Form  opens in a new window. 


2. Print (Control +P, right-click and click Print, or click on the printer icon) or 
download to save the SARF as a PDF document. 
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Note: Prior to moving an individual 


from Projected to Active status 


the following must be completed: 


 Add a New Individual (See: 


2.2)  


o Diagnosis(es) required to 


add to Waitlist 


o Medicaid Number added 


 VIDES submitted and Level of 


Functioning (LOF) for DD 


Waiver Met (See: 4.1) 


 Priority Needs Checklist 


submitted (See: 5.1) 


 Critical Needs Summary 


submitted (See: 6.1) 


 Individual added to Waitlist 


 (See:7.2) 


 Slot Assignment Review Form 


(See: 8.1) 


 Slot has been assigned by 


DBHDS. 


9 Enrollment Status 


When a slot has been assigned by DBHDS, the Enrollment 
Status for that an individual is Projected Enrollment Status. 
To initiate services, the individual’s status must be changed to 
Active.  


9.1 Move from Projected to Active Status 


There are several ways to locate an individual to move them 
from Projected to Active status. 


9.1.1 Locate the Individual 


9.1.1.1 Via Search 


1. Search for the individual. (Follow steps in Section 2.1:  
Locate an Existing Individual’s Profile above). 


2. Click on the Summary link. The individual’s Personal 
Summary page appears. 


9.1.1.2 Via Alerts 


1. Click Alerts tab from the top navigation bar. The list of 
alerts will appear. 


 


2. Click GO. The individual’s Personal Summary page appears. 
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9.1.1.3 Via My List 


1. Click My List tab from the top navigation bar.  


2. Click on Enrollment Status on the left navigation bar. 


3. Ensure that: 


a. My People with Enrollment is selected for Show me 


b. Projected is selected for Status 


c. Your CSB is listed for CSB. 


i. The appropriate Waiver (Community Living, Family and Individual 
Supports or Building Independence) can also be selected if necessary. 


4. Click Filter. All individuals with Slots Assigned (Projected status) for the organization 
that have been assigned to you will appear. 


 


5. Click View for the appropriate individual in the list. The individual’s Personal 
Summary page appears. 


9.1.2 Create New Enrollment Status (Active) 


1. Click on Programs, Enrollment Status. 
The Enrollment Status window appears. 
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2. Click on Create New. The Select Waiver dialog box appears. 


3. Click on Continue. The Enrollment Status dialog box appears. 
 


 


4. Ensure that: 


a. Active is selected for New Status. 


b. Service Started is selected for Status Change Reason. 


5. Select the appropriate Start Date. 


6. Select the Date Slot offered to Individual. 


7. Select the Date Slot Accepted by Individual/Family. 


The Level of Care (LOC) statement is included in the Comments field. 
 


Level of Care (LOC) Statement 


The individual has met the level of care requirements for Medicaid 
waiver services and needs a Medicaid eligibility determination 
completed. The individual is authorized to have eligibility 
determined using the special institution rules. 


 


8. Click Save. The Enrollment Status window appears showing a new line with the status 
as “Active”. 


 


Note: The LOC 
statement is 


automatically 


included in the 


Comments field by 


default. The LOC 


statement cannot 


be amended in any 


way. 
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Note: A Service Authorization must be submitted to DBHDS for 


approval within 30 days of Active Enrollment or a Retain Slot Form 


should be initiated.   


 To print the Level of Care (LOC) statement which must accompany the DMAS-
225 form, click View to open the Enrollment Status window and click on Menu, 
Print to print the screen (see Section 15.6, Screen Print). 


 


 


 


 


9.2 Release Slot 


When an individual has been offered a slot but has decided to “decline” the slot, the 


assigned slot must be released. It is a two-step process to release a slot. Follow the steps 


below: 


Step 1 


1. Locate the individual using one of the steps above in sections 9.1.1.1 (Search), 
9.1.1.2 (Alerts); or 9.1.1.3 (My List) above.  


2. Click on Create New. The Select Waiver dialog box appears and the waiver type is 
pre-populated. 


3. Click on Continue. The Enrollment Status dialog box appears. 


4. Select Terminated for New Status. 


5. Select the Status Change Reason: 


6. Add information in the Comments field (i.e., “Individual declined Slot”). 


7. Click on Save.  
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Step 2 


1. Click on Create New. The Select Waiver dialog box appears and the waiver type is 
pre-populated. 


2. Click on Continue. The Enrollment Status dialog box appears. 


3. Ensure that: 


a. Released is selected for New Status. 


b. Slot Released is selected for Status Change Reason 


 


4. Click on Save. The save Confirmation dialog box appears. 
 


 


Note: The Status and Reason lines 


show “Pending Appeal” and “Opened in 


Error”.  It is not necessary to wait an 


appeal period for someone who has 


declined a slot. Proceed to Step 2 


below to release the slot: 
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5. Click on Confirm. 
 


 
The Slot is now released. 


9.3 Hold Status 


There are several reasons to place an individual in Hold Status including: 


 ICF/IID Admission 


 Incarceration 


 Rehab hospital 


 Loss of Medicaid Eligibility 


 No waiver services for 30 uninterrupted days 


9.3.1.1 Via My List 


1. Click My List tab from the top navigation bar.  


2. Click on Enrollment Status on the left navigation bar. 


3. Ensure that: 


a. My People with Enrollment is selected for Show me 


b. Select Active for the Status. 


c. Your CSB is listed for CSB. 


i. The appropriate Waiver (Community Living, Family and Individual 
Supports or Building Independence) can also be selected if 
necessary. 


4. Click Filter. All individuals with Slots Assigned (Active status) for the organization 
that have been assigned to you will appear. 


5. Click on View for the appropriate individual to place in Hold status. The individual’s 
Personal Summary page appears. 


9.3.2 Create New Enrollment Status (Hold) 


1. Click on Programs, Enrollment Status. The Enrollment Status window appears 
displaying the “Active” individuals. 
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2. Click on Create New. The Select Waiver dialog box appears. 


 


 


3. Click on Continue. The Enrollment Status dialog box appears. 


4. Click the New Status drop down arrow and select Hold. 


5. Click the Status Change Reason drop down arrow and select the appropriate hold 
reason. 


6. Type information in the Comments field, if necessary. 


7. Click on Save.  
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The individual status is now on hold.  The Retain Slot Form must be completed after 30 


days of interrupted services (see section 10.1: Complete Retain Slot Form).   


    


9.4 Additional Enrollment Status Results 


The table below identifies the available new status selections that can be made based on the 
Enrollment Status of the individual. 


Enrollment Status - 


List 
Enrollment Status – Status Update Enrollment Status - List 


Status Field New Status Field Status Change Reason Field Status Field 


Status of Enrollment at 


beginning of process 


What the status can be 


changed to based on current 


status 


Reason for the new status Updated Current Status of 


Enrollment 


 


Projected 


Projected 


Active Service Started  Active 


Terminated 


Terminated 


Opened in Error Pending Appeal 


Moved into another waiver Pending Appeal 


Moved into ICF/MR/NH Pending Appeal 


Moved out of state Pending Appeal 


Refused Services Pending Appeal 


Change in Status Pending Appeal 


Deceased Released  


Terminated Pending Appeal 


Active Hold 


ICF/IID Admission Hold 


Incarceration Hold 


Rehab hospital Hold 


Loss of Medicaid Eligibility Hold 


No waiver services for 30 


uninterrupted days 


Hold 
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Enrollment Status - 


List 
Enrollment Status – Status Update Enrollment Status - List 


Status Field New Status Field Status Change Reason Field Status Field 


Status of Enrollment at 


beginning of process 


What the status can be 


changed to based on current 


status 


Reason for the new status Updated Current Status of 


Enrollment 


Terminated 


Opened in Error Pending Appeal 


Moved into another waiver Pending Appeal 


Moved into ICF/MR/NH Pending Appeal 


Moved out of state Pending Appeal 


Refused Services Pending Appeal 


Change in Status Pending Appeal 


Deceased Released 


Terminated Pending Appeal 


Hold Active Service Resumed  Active 


Terminated (Note: Does 


not apply to “Deceased” 


Status Change Reason) 


Active Appeal Approved Active  


Released Slot Released  Released 
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10 Retain Slot Form 


When services for an individual are delayed in starting, or if services are interrupted for any 
reason, the CSB must request that the slot be held for that individual. The Support 
Coordinator should complete the Retain Slot Form. 


10.1 Complete Retain Slot Form 


10.1.1 Locate the Individual 


1. Locate the individual using one of the steps above in sections 9.1.1.1(Search), 9.1.1.2 
(Alerts); or 9.1.1.3 (My List) above.  


2. From the Programs section on the left navigation bar, click on Retain Slot Form. 
The Retain Slot appears on the right. 


3. Click on Create New and click Continue to select the current date for the Survey 
Date.  


 


The Retain Slot Form – Summary window appears. 


10.1.2 Start the Retain Slot Form 


1. Click on Start to open the Retain Slot Form.  
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The Select Reasons box appears. 


 


2. Click the Services down arrow to select the appropriate reason to hold the slot (Not 
yet initiated or Services Interrupted). 


3. Click Continue. The Retain Slot dynamic form opens in a new window outside of 
WaMS. 
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10.1.3 Create the Retain Slot Form 


Required fields are denoted by a red asterisk (*). 


 


1. Select the Reason. 


2. Explain the situation and actions taken. 


3. Add the Date of Anticipated Service Start 


4. Add the Telephone Number. 


5. Add the Date of Submission By Support Coordinator 


6.  Click on Save then click on Back to WaMs (top right). 


The Retain Slot Summary form appears. The Request Status shows as Complete; the 


Respond Status shows as Not Started and the RSS Reviewer Response is blank.  
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10.1.4 Send Retain Slot to RSS Staff for Review 


1. Click Send to RSS Staff. The Choose Review box appears 


 


2. Click the Reviewer down arrow to select the appropriate RSS staff member to send the 
Retain Slot Form to. 


3. Click Continue. The General Information status changes to Awaiting RSS Review. 


The RSS can approve, deny or request additional information. 


 APPROVED: The slot may remain with the current individual for another 30 
days. 


 DENIED: The request to retain the slot for an individual is denied. Send appeal 
rights notification and take steps to release the slot. 


 MORE INFORMATION IS NEEDED:  The RSS may request additional 
information in order to approve the request to retain the slot. 


Note: The General Information Status will show as In 


Progress until the form is sent to the RSS Staff.  Thereafter, 


the status will show as Awaiting RSS Review until the RSS 


approves, denies or returns for more information. 







Retain Slot Form 


For Authorized Use Only – Do Not Distribute 57 


 


Once the RSS Staff reviews and submits the Retain Slot Form, their response will appear in 
the Form Status: RSS Reviewer Response field.  


 If the RSS Staff Approves or Denies the Retain Slot Form the CSB will be able 
to View the form to see any comments added by the RSS Staff.  
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If the RSS Staff Needs More information, the Edit option will be available.  


 Click Edit, make appropriate changes, then Save the form and Return to WaMS.  
 Choose Send to RSS Staff for approval. 
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11 Individual Support Plan 


The Individual Support Plan (ISP) section in WaMS is used to enter information and attach 
documents necessary to determine services needed for an individual as well as the 
providers involved in providing services to the individual. To create an ISP in WaMS an 
individual must have an assigned slot.  Additionally, the Diagnosis and Living Situation 
(When On Waiver) in the Person’s Information / Overview section must be completed.   


The Support Coordinator is responsible for Parts I through IV of the ISP.  The Provider is 
responsible for adding Part V and must have the ISP Approver role assigned in WaMS. 


IMPORTANT: The following methods for both the CSB and the Provider(s) 
should be used for working with the ISP PRIOR to the CSB implementing the 
data exchange process with their electronic health records (EHR) system.  


CSB: 


 Create new ISPs and Add Providers in the ISP section in WaMS 


 Upload plan documents (Parts I-IV) in the ISP Attachments section: 


o Naming convention recommendation: 


[first initial][last name] Part I-IV [effective date] (e.g., GSmithPartI-


IV100117.pdf)  


 Use Form Notes to communicate with Providers 


PROVIDER: 


 Upload Plan for Supports (Part V) in the ISP Attachments section: 


o Naming convention recommendation: 


[first initial][last name] Part V [effective date  (e.g., GSmithPartV100117.pdf)  


 Use Form Notes to communicate with CSBs 


11.1 Create New ISP 


1. Locate the individual using one of the steps above in sections 9.1.1.1 (Search), 
9.1.1.2 (Alerts); or 9.1.1.3 (My List) above.  
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2. From the Programs section on the left navigation bar, click on Individual Support 
Plan.  


 


The Individual Support Plan –List appears on the right. 


 


3. Click on Create New. 


4. Confirm Waiver type from the Select Waiver drop down list. 


 


5. Click on Continue. The ISP Service Detail Information dialog box appears. 
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Note: The default End Date is automatically 


calculated and inserted as one year from the 


Plan start date.  This date can be changed at 


any time (for instance, if the Plan Year 


needs to end sooner, the end date can be 


changed to an earlier date).  End dates 


cannot be extended beyond one year. 


6. Click the ISP Type drop down arrow to select Enrollment - new – ISP or initial; or 
Annual ISP – recertification (use this option 
for every year following the initial ISP). 


7. Click the Effective Date drop down arrow to 
select the ISP start date. 


8. Add additional information as necessary in the 
Comments field. 


9. Click on Save. The Individual Support Plan – 
Summary window appears and the ISP status is 
Pending Support Coordinator Input. 
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11.2 Add Provider 


In order for Providers to have access to the ISP, upload attachments (i.e., Part V, Plan for 


Supports) and add Form Notes, the CSB must Add the Provider(s) who will be providing DD 


Waiver services to the individual.   


 


1. Click on Add from the Providers section. The Provider Search dialog box appears. 


 


2. Input as much or as little search criteria as needed (the more search criteria input, 
the narrower the results). 


3. Click Search. The search results appear. 
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Note: Providers will lose access to an 


individual’s details once the ISP end date 


has passed. They will also lose access if 


they are deleted from the ISP. 


4. Click Select to choose the appropriate Provider to be added to the ISP. 


The ISP Main page reappears. 


5. Click the triangle in the top left corner (next to Providers) to see all added 


providers. 


 


6. Click on Delete under Actions to remove an 
added provider. 


7. Repeat steps 1 through 4 above to add 
additional providers. 


11.3 Upload Attachments to ISP 


Attachments should be uploaded to an ISP in progress for the categories related to the plan 


such as, Assisted Technology Plan, Environmental Modification, Nurse Plan, Therapeutic 


Consultation and Other: 
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Note: Attachments can only be deleted 


by the person who uploaded it. 


1. Click on Upload Attachments from the ISP Attachment section. The New Document 
Upload dialog box appears. 


 


2. Click Attach File and browse to locate the attachment to upload. 


3. Select the file to upload and click Open.  The file is attached and 
the file name appears above the Attach File button. 


4. Click the Category down arrow to select the appropriate category 
for the attachment.  


5. Type a description for the attachment in the Comments field. 


6. Click on Upload. The file is attached and available in the Attachment section. 


7. Repeat steps 1 through 6 above to add additional attachments. 


a. Click the triangle next to Attachments to expand the category and click on 
the Document Name to download ad  ded attachment(s). 


b. Click the triangle next to Attachments to 
expand the category to delete 
attachment(s). 
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Note: To send the note to ALL Providers 


added for the individual, leave the “Send 


To” drop down box empty.  As long as no 


specific provider is selected, ALL added 


Providers will be notified via an alert and 


will be able to view the Form Note. 


11.4 Add Form Note to ISP In Progress 


Use Form Notes to communicate with Providers about the ISP.  


 


1. Click on Add Form Note from the Form Notes section. The Individual Support Plan 
New Form Note dialog box appears. 


 


2. Enter the communication in the Note Content 
field. 


3. To send the Form Note to a specific Provider, click 
the Send to down arrow to select the Provider 
who should see the note. 


4. Click on Save. The provider selected in the “Send 
To” list will receive an Alert that there is a note 
attached to the ISP. 


Note: Once a Provider is added, 


the Provider can create Form 


Notes viewable by both the 


Provider creating the note and the 


CSB Coordinator. 
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11.5 Remove Provider 


Providers can be removed from the current year’s ISP. Once a provider is removed, they will 


not have access to the ISP.  


1. Click on the Providers heading.  The section will expand to display all added 
providers. 


 


2. Under Actions, click on the Delete for the provider that should be removed from the 
ISP. The Delete Assigned Provider box appears. 


 


3. Click on Continue.  The selected provider will be removed from the ISP. 


11.6 Discard ISP 


1. If necessary, select Programs, Individual Support Plan on the left navigation bar 
and click on Summary to open the ISP. 
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Note: Discard an ISP 


if it is opened in 


error.  When an ISP 


is discarded, it will 


remain in the ISP 


list; however, it can 


no longer be edited! 


2. Click on Discard. The Discard ISP box appears. 
 


 


3. Add a comment to the Comment field. 


4. Click on Continue. The ISP status will update to show as “Discarded”. 


ISP Points to Remember 


 An ISP can only be created when a person has an assigned slot  


 During the time period that attachments for Parts I-V are being uploaded (i.e., Pre-EHR), the status 
for the ISP will remain in Pending Support Coordinator Input and will remain Open (in not complete 
status) 


 The ISP process in this User Guide only applies until the CSB transitions to an automated data 
transfer of information from their EHR into WaMS OR a decision by the CSB to complete Parts I-IV 
directly into WaMS. 
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12 Service Authorizations 


The overall process for requesting a Service Authorization (SA) is shown in the graphic 
below. The Support Coordinator begins the process by creating the SA. 


 


To create an SA the following must occur: 


 Profile created (See section 2.2 Add New Individual to WaMS) 


 VIDES submitted and LOF for DD Waiver Met (See section 4.1: Create New VIDES) 


 Add Individual to the Waitlist (See section 7.2: Add Individual to Waitlist)  


 Slot has been assigned by DBHDS 


 Individual has an Active Enrollment Status (current or future) (See section 9.1: Move 
from Projected to Active Status) 
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12.1 Create Service Authorization 


1. Locate the individual using one of the steps above in sections 9.1.1.1(Search), 9.1.1.2 
(Alerts); or 9.1.1.3 (My List) above.  


2. From the Programs section on the left navigation bar, click on Service 
Authorization.  


 


3. The Service Authorization – List appears on the right. 


 


4. Click on Create New. 


5. Confirm Waiver type from the Select Waiver drop down list. 
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Note: Support Coordinators 


cannot add service lines before 


the provider has done so; 


however, service lines can be 


added, if necessary, during the 


review process.  


12.1.1 Add Provider to Service Authorization 


1. Click on Search to add the Provider. The Provider Search dialog box appears. 


 


2. Input as much or as little search criteria as needed (the more search criteria input, 
the narrower the results). 


3. Click Search. The search results appear. 


4. Click Select to choose the appropriate Provider to be added to the SA. 


5. Click on Continue. The status  shows as “Pending Provider Input”. The Provider 
selected can now add services to the SA. 


12.2 Review Services 


After the Provider has added service lines and submitted the 


SA back to the Support Coordinator, the Support Coordinator 


must review the SA. All service lines must be reviewed by the 


Support Coordinator before it can be submitted to DBHDS for 


review by the Service Authorization Consultants (a.k.a. PA 


Staff). 


1. Locate the individual’s SA using one of the steps above in sections 9.1.1.1(Search), 
9.1.1.2 (Alerts); or 9.1.1.3 (My List) above.  
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Note: Input as much information 


as you know in each field to 


retrieve the most accurate 


search. 


 


 


OR 


2. Click on the Service Authorization tab. 


7. Type in the criteria for the individual you are looking 
for (i.e., Last Name, and First Name).  


8. Click Search. The search results will display a list of 
individuals which meet the search criteria.  


 


9. Click on View link under Actions to open the SA. The Service Authorization – 
Summary appears. 
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10. Under the Service Details section, click on Review. The Service Authorization - Edit 
window opens.  


 


11. The Justification information for the service is added in the Justification field by the 
Provider.  Make edits/adjustments to the justification area as necessary. 


12. Modify the Start Date, End Date, Units – Hour(s) per Week fields if necessary, in 
the Requested section. 


13. Click the Calendar icon for the Review Date to select the SA is being reviewed. 


14. Click on Save.  


Note: If necessary, click on the Add 


button to add a new Service Line. A 


SA can have up to 18 Services Lines. 
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Note: Support Coordinators cannot 


add service lines before the 


provider has done so; however, 


they can be added, if necessary, 


during the review process.  


12.3 Add Service Line 


Support Coordinators can add service lines to an SA after the 


provider has added service lines and submitted the SA to the 


Support Coordinator. All service lines must be reviewed by the 


Support Coordinator before it can be submitted for review to 


the Service Authorization Consultants (a.k.a. PA Staff). 


1. Under the Service Authorization – Summary window, 
click on Add.  


 


2. Under the Service Information and Requested & Authorized Information sections: 


a. Add Comments to provide information regarding the specific service for the 
PA Staff (Service Authorization Consultants). 


b. The Review Date defaults to the current date. 


c. Select the Service drop down to choose the specific service, 


d. Click the Calendar icons to add the Start and End Dates. 


e. Add the number of Units/Hours for the service. 


f. Click on Save.  


An SA can have a total of 18 service lines. After 18 lines have been added to a 


single, the system will automatically create a new SA with a new SA number. 
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12.4 Add Notes 


Use Notes to communicate information regarding the SA to the Providers and DBHDS staff. 


The notes can be entered or viewed at any time. An alert will be sent to the selected 


organization(s) that a note has been added to the SA. 


1. Click on Note. The Request for Clarification note box appears. 


 


 


2. Click in the Note field to add the note. 


3. Click the Send to: select arrows and select the appropriate organization(s) to send 
the note to (DBHDS or Provider). 


4. Click on Save. The Note is added to the Request for Clarification note box. 


12.5 Submit to PA Staff (Service Authorization Consultants)  


Once all services have been added and reviewed, the Support Coordinator submits the SA to 


the Service Authorization Consultants for their review. 


Note: To view an added note at any 


time simply click on the Note button 


in the Service Authorization – 


Summary window.   


The latest note will appear at the top 


of the Request for Clarification 


window. 
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Note:  Once the SA is submitted for review, the 


SA can only be viewed. New service lines cannot 


be added and it cannot be deleted by the 


Provider or CSB; however, Notes can be 


viewed/entered at any time by clicking the 


“Note” button. 


1. From the Service Authorization – Summary window, click on Submit. The “Are you 
sure you want to submit for review?” dialog box appears. 


 


2. Click on Continue. The SA is now in Pending PA Staff review status. 


 


 


 


 


 


12.6 Revise SA 


The SA can be revised by the Support Coordinator or the proposed Provider when the 
following conditions have been met: 


 SA has the status of VAMMIS Approval Complete 


 SA has at least one active service 


 User has the Provider Admin user role 


The Support Coordinator will need to create a new SA when: 


 It is the first SA for the provider for an individual 


 All services have ended/expired on all existing SAs for that provider 


 A particular service (or group of services) is provided under a different provider 
number/NPI for the same provider 
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Note: You may need to scroll to find 


the appropriate SA. 


12.6.1 Locate the SA to be Revised 


12.6.1.1 Using My Lists Tab 


1. Click on the My Lists tab. The My Lists window appears (displaying the Individual 
Support Plan and Service Authorization options on the left). 


 


2. Click on Service Authorizations. The Service Authorizations List window appears. 


3. Click the Status down arrow to change to VAMMIS Approval Complete. 


 


4. Click on Filter. The search results appear. Select the 
specific Service Authorization that needs to be revised. 


OR 


12.6.1.2 Using Service Authorizations Tab 


The Service Authorizations tab can also be used to locate the SA. By using the SA tab, the 


individual’s name is used to search without needing to know the status.  


Follow the steps 2 through 5 in Section 12.2 above to search using the SA tab. The results 


will show all SAs associated with that individual. 


 


Note: Input additional search criteria as needed.  The more search criteria 


input, the narrower the results. 
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1. Click on View (under Actions) for the individual’s SA that needs to be revised. The 
Service Authorization – Summary window appears. 


 


12.6.2 Revise the SA 


1. Click on the Revise button. The Are you sure you want to revise? prompt appears. 
 


 


2. Click on Continue. The SA status changes to Pending Provider Input and can now be 
revised. 
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 If the SA has been approved the Modify and End options are available for the service. 


 If the SA has been pended, the Edit and Delete option are available for the service. 


 If a New service is needed, the Add option is available. 


 


The revised SA should be re-submitted to PA Staff for approval


Note: The Justification field is REQUIRED when 


adding or adjusting services! Add justifications 


for services here. 
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13 Letters 
CSBs have the ability to create and print waiver letters for individuals directly from WaMS. 


Letters are located under Programs. There are two types of letters (Slot Assignment and 


Notification of Right to Appeal) that can be created for each Waiver type (Community Living, 


Family and Individual Supports and Building Independence). 


The Slot Assignment Letter 


The Regional Support Specialists (RSS) at DBHDS usually create the Slot Assignment letter 


for Support Coordinator to print and provide to the individual; however, the CSB also has 


the ability to create the Slot Assignment Letter. 


13.1 Create New Letters 


1. Locate the individual using one of the steps above in sections 9.1.1.1(Search), 9.1.1.2 
(Alerts); or 9.1.1.3 (My List) above.  


2. From the Programs section on the left navigation bar, click on Letters. 


 
The Letters window appears on the right. 


 


Note: First, click the triangle next to 


the appropriate waiver type to expand 


the section to see if a Letter has 


already been created by the RSS.  If 


not Create a new letter following steps 


below. 
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3. Click Create New. The Create New Waiver Letters dialog box appears. 


 


4. Select the appropriate Letter Type. 


 Slot Assignment Confirmation Letter 


i. Informs the individual that they have been assigned a slot, and what 
to expect within the first 30 days, beginning with a call from their 
support coordinator. 


ii. Prints on DBHDS letterhead and signed by an RSS. 


 Notification of Right to Appeal Letter 


i. Titled Notice of Action once created 


ii. Used when there is a change to the individual’s status for receipt of 
benefits. 


iii. Has four selections for the reason for the letter. More than one may 
be selected. 


iv. Signed by the CSB. 


5. Click on Continue. The Waiver Letter – Slot Confirmation window appears. 


Slot Assignment Confirmation Letter   Notification of Action Letter 
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 For Notice of Action letter:  Identify the purpose of the letter by clicking on 
the A, B, C and/or D check box(es), projected effective date and contact 
phone number. 


i. Square radio buttons – one or more selections may be selected 


ii. Circular radio buttons – only one selection may be chosen 


 If desired, scroll to the bottom of the letter, below “Sincerely,” click in the 
yellow field to type in name/title other than the default. 


6. Click on Submit. The letter is saved in the appropriate waiver type section. 


13.2 Print Letters 


Once a letter is submitted, it is stored in WaMS and can be printed. 


1. Access the appropriate letter(s) (see number 2above). 


2. Click the down arrow next to the letter waiver type to be printed. The Waiver type 
section expands. 


3. Click Print under Actions. 
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14 Miscellaneous 


14.1 Alerts  


Alerts inform the recipient that some type of action is required or has been completed. 


Alerts are specific to the user’s role and assignments to specific tasks. Use Alerts to view and 


accept notifications from others. The list displays at most 500 records. 


1. Click on the Alerts tab to display all current alerts. 


 


 


2. Select the Start and End dates to narrow or broaden the search results. 


3. Click the check box to the left of an individual’s name to enable the Mark as: actions, 
then click on one of the actions:  


a. Unread – mark read items as unread to identify them as follow-up items. 
Note: Unread and Read buttons will not be enabled at the same time 


b. Read – mark unread items as read to identify completed actions or. Note: 
Unread and Read buttons will not be enabled at the same time 


c. Accept –Login name shows in the Accepted By column. This is a useful tool to 
easily identify what actions have been completed on the alert 


d. Archive – Move the selected alert to Archived (left menu item) to mark the 
alert as: 
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4. Click on Archived on the left nave bar to display all alerts that were marked as 
Archive.  


5. Click on Advance Search check box to input the Person’s name or ID #. 


 


14.1.1 Grouping Alerts 


To easily sort and locate alerts, group them by a Person’s Name, Date or Category. 


1. Click on the Group Results By: down arrow. 


 


a. Select Person’s Name to group all alerts received for an individual together. 
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b. Select Date to group alerts by all individuals based on date the alert is 
received. 


 


c. Select Category to group alerts by a category (i.e., Staff Assignment, 
Enrollment Status, Service Authorization, Individual Support Plan, 
Organization Unit Assignment Request). 
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14.1.2 Alert Email Settings 


Update your user profile to be notified via email when an alert is sent in WaMS. 


 


1. Click on Menu, My Information, My Profile. The My Profile — Overview window 
appears 


2. Click on Edit for the General Information section. 


 


3. Click on Yes radio button for the Receiving Email Alert section. 


 


4. Click on Save. 


5. Click on Menu, Main, Home to return to the WaMs main Home page. 
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14.1.3 Alert Categories (and text received) 


Category Alert Text 


Enrollment Status 


An enrollment status has been held. 


An enrollment status has been terminated. 


An enrollment status has been activated. 


This person has a {program Name} waiver 


slot assigned 


An enrollment status has been held. 


No additional extension to Retain the Slot 


are available. Please contact RSS. 


A Retain Slot Request must be submitted 


and the person placed on Hold status if the 


individual wishes to retain this slot. 


It has been 150 days since assignment to 


active enrollment status. Slot should be 


reassigned. 


It has been 120 days since assignment to 


active enrollment status and no SA has been 


submitted. 


Individual Support Plan 


The Individual Support Plan has been 


assigned to you 


A form note has been created 


A Form Note has been created 


The Individual Support Plan has been 


completed 


Individual Support Plan for this person is 


due on {Due Date} 


Attachment has been added to Individual 


Support Plan 
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Category Alert Text 


Attachment has been removed from 


Individual Support Plan 


Attachment has been added to Individual 


Support Plan 


Attachment has been removed from 


Individual Support Plan 


The Individual Support Plan has been 


assigned to you 


Access to ISP has been revoked 


Organization Unit Assignment Request 


CSB assignment is effective today 


CSB assignment has been deactivated 


CSB assignment has been created effective 


{Effective Date} 


CSB transfer has been initiated. The current 


assignment will expire on {Effective Date} 


Retain Slot Form 


Retain Slot Form has been submitted to you. 


Please review the form. 


Retain Slot form has been submitted back to 


you. Please provide more information. 


Service Authorization 


There is an error related to a Service 


Authorization. 


The Status Code for Service Authorization 


has been updated. 


The Status Code for Service Authorization 


has been updated. 


A new service authorization has been 


created. 


A service authorization has been deleted. 
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Category Alert Text 


A person's slot has been released. 


Provider has submitted service 


authorization for review. 


A service authorization has been submitted 


to PA staff for review. 


A new service authorization has been 


submitted for review. 


A new note has been added to the Service 


Authorization record 


A new note has been added to the Service 


Authorization record 


A new note has been added to the Service 


Authorization record 


A service authorization has been sent back 


to provider. 


A service line has been removed from 


service authorization 


A service line has been removed from 


service authorization 


A service authorization has been sent back 


to Pending Support Coordinator Review. 


SIS 


Tier has changed from {Previous Tier} to 


{Tier} effective {Assessment Date}. 


Tier has changed from {Previous Tier} to 


{Tier} effective {Assessment Date}. 


Tier has added as {Tier} effective 


{Assessment Date}. 


Tier has added as {Tier} effective 


{Assessment Date}. 
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Note: CSBs are only able to view their 


own Organizational Unit (“OU”). 


Category Alert Text 


Slot Assignment 


Slot "{Slot Number}" has been released. This 


slot must be reassigned to another 


individual within 90 days of release. 


Slot Deletion Slot "{Slot Number}" has been deleted. 


Staff Assignment 


You have been assigned as CSB support 


coordinator 


You're no longer the assigned CSB support 


coordinator for this person 


14.2 My Lists Tab 


The My Lists tab allows for easy access to lists of 


individuals by of Enrollment, Retain Slot, Individual 


Support Plan and Service Authorization. 


1. Click on the My Lists tab. The My List options appear on the left. 


 


14.2.1 Enrollment 


1. Click on Enrollment.  


 


2. Complete required fields:  


a. Show Me 


i. My people with enrollment (those assigned to who is logged in) 


ii. People with Enrollment (everyone in the CSB) 
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b. Status 


i. Projected 


ii. Active 


iii. Hold 


iv. Released 


v. Pending Appeal 


c. CSB (will default to the CSB of the person logged in) 


14.2.2 Retain Slot 


Access a list of assigned individuals with Retained Slots. 


1. Click on Retain Slot.  


 


2. Complete required fields:  


a. Show Me 


i. My Retain Slot Forms (those assigned to who is logged in) 


ii. All Retain Slot Forms (everyone in the CSB) 


b. Status 


i. In Progress 


ii. Awaiting RSS Review 


iii. Awaiting CSB Response 


iv. Complete 


v. Discarded 


c. CSB (will default to the CSB of the person logged in) 


14.2.3 Individual Support Plan 


Access a list of assigned individuals with an Annual ISP status of Overdue or due in a given 


number of days 


1. Click on Individual Support Plan.  
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2. Complete required fields:  


a. Show Me 


i. My people (those assigned to who is logged in) 


ii. All People (everyone in the CSB) 


b. Annual ISP Status 


i. Annual ISP overdue 


ii. Annual ISP due in X days 


iii. A required Due in Days field displays if Annual ISP due in X days is 
selected for you to add the specific number of days due 


14.2.4 Service Authorizations 


Access a list of assigned individuals with a Service Authorization based on status. 


1. Complete required fields:  


a. Show Me 


i. My Service Authorizations without Errors (those assigned to the 
Support Coordinator) 


ii. My Service Authorizations with Errors (those assigned to the 
Support Coordinator) 


iii. All Service Authorizations without Errors (everyone in the CSB) 


iv. All Service Authorizations with Errors (everyone in the CSB) 


b. Status 


i. Pending Provider Input 


ii. Pending Support Coordinator Review 


iii. Pending PA Staff Review 


iv. Pending VAMMIS Approval 


v. VAMMIS Approval Complete 


vi. Waiver Slot Released 


vii. SA Terminated 


14.3 Search Filter 


When looking for a specific individual in the My List or Alerts or other tabs simply start 


typing their first or last name (or other column information known) in the Search Filter field 


(located in bottom right-hand corner) of each tab. The list will be filtered to display 


information that matches the criteria typed. 
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Begin typing the search criteria (i.e., first or last name) in the Search Filter field. The list is 
filtered to display only the information that matches the criteria you type. 


 


14.4 Slot Management Tab 


Use the Slot Management tab to view assigned slots by Waiver. The slot for a specific 


individual can be viewed by inputting their first and/or last name into the search criteria. 


1. Click on the Slot Management tab.  The Slots window appears. 
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Note: The search will not yield results if there 


is a conflict in search criteria. Example: Person 


is not in the identified Waiver Type. 


2. Complete required fields using the drop-downs 


a. Waiver Type 


i. Community Living 


ii. Family and Individual Supports 


iii. Building Independence 


b. State Slot 


i. Defaults to No 


c. CSB 


i. Defaults to the CSB  


d. Status 


i. Available 


ii. Assigned 


iii. Assigned to Wave 


3. Add known optional information to 
narrow the search 


4. Click on Search. 


14.5 Search by Slot Number 


1. Click on the Slot Management tab. The Slots window appears. 


2. Add the Slot Number in the Slot Number field. The required fields (Waiver Type, State 
Slot? and Status) are no longer required fields. 


3. Click Search. 


14.6 Export Slot Information 


1. Click on the Slot Management tab. The Slots window appears. 


2. Complete required fields using the drop-downs 


a. Waiver Type 


i. Community Living 


ii. Family and Individual Supports 


iii. Building Independence 


b. State Slot 


i. Defaults to No 


c. CSB 


i. Defaults to the CSB  


d. Status 


i. Available 


ii. Assigned 


iii. Assigned to Wave 
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3. Add known optional information to narrow the search 


4. Click on Search. 


5. Click the Export link (above the Actions column). 


 


6. Click to Open or Save the .xls file (or Cancel the export). 


a. Click on the Excel file at bottom of desktop; or 


b. Open from the Save location 


14.7 Reports Tab (Canned Reports) 


There are several canned Reports available by default under the Reports tab. These reports 


are based on a predefined Business Intelligence model ~ WaMSBIModel.  


The reports available are based on the role of the person logged in to WaMS. CSB 


Administrators have access to generate reports for their OU. 


14.7.1 Generate Reports 


1. Click on the Reports tab. The reports categories available appear by default (for 
instance: 


a. Slot Management 


b. Waitlist (detail or summary) 


c. Waiver 


 


Note: A blank Category drop down 


displays all canned reports available 


based on role. 
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2. Click on View to open the appropriate report. The report opens in a separate tab in 
the browser. 


 


 


 


1. Click Next Page, Last Page or Previous Page, First Page buttons to go to additional 
pages in the report (these buttons are available when there is more than one page in 
the report). 


2. Click the drop down arrows to narrow search parameters. 


3. Click the Calendar icons to select the Start and End dates for the report. 


4. Click View Report when parameters of numbers 2 or 3 above are selected or 
modified to refresh the report. 


5. Click the Export drop down menu to save the report as: 


c. Word 


d. Excel 


e. PowerPoint 


f. PDF 


g. TIFF file 


h. MHTML (web archive) 


i. CSV (comma delimited) 
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j. XML file with report data 


k. Data Feed 


14.7.2 Filter Reports 


1. Click the Up and Down arrows  next to the column name to filter the data on 
that column. 


The Up and Down arrows will change to a single white up or down arrow  once the 
filter is selected. 


 


14.8 Dashboard 


The Dashboard represents a snapshot of activities required and is based on the login role. 


1. Click on the Dashboard tab. The three sections of the Dashboard appear 
(1) Calendar, (2) Alerts, and (3) To Do List). 
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2. Click the Expand buttons  to open each section in its own window. 
 


 


14.8.1 Dashboard Calendar 


The dashboard calendar provides system generated reminders and manually added events 


a. Click the calendar drop down arrow to filter view by specific events 


 


b. Click the Previous and Next arrows next to “Today” to change the calendar 
month. 


 


c. Click on the Day, Week or Month for the desired view. 
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14.8.1.1 Add Event 


Meetings or reminders are added to the calendar manually as a one-time or recurring 


(repeating) event. Click Add Event in the Calendar title bar  


1. Input required information into the Add Event window 


a. Name of the event/reminder 


b. Date 


c. Start and End Times 


2. Input optional information. 


a. Description or details about the event 


b. Repeat – Identify if or how often the event reoccurs. Recurring options are 
daily, weekly, monthly or yearly basis if applicable 


c. Reminder – Identify if or when a reminder should be generated 


3. Click on Save. The meeting appears in the calendar. Manually added events display in 
a different color from the system generated events. 


 


14.8.1.2 Edit a Manually Added Event 


1. Double-click on the added event. The Edit/View Event window appears. 


2. Make appropriate changes. 


3. Click on Save.  


14.8.1.3 Delete a Manually Added Event 


1. Place the Mouse Pointer over event. An X 
appears to the right of the Event Name. 


2. Click the X. The Delete Event dialog box 
appears asking “Are you sure you want to 
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delete this event”.  


3. Click on the Delete button. The Event is removed from the calendar. 


14.8.2 Dashboard Alerts 


The Dashboard Alerts display the last 10 unread alerts in the dashboard sorted by date. 


d. The dashboard reflects the number of alerts in the Alerts tab is in the upper 
left corner of the Dashboard Alerts title bar 


e. If the number of alerts is below 99 the number displayed will decrease as 
each alert is clicked on 


f. Alerts over 99 will display as +99 and will remain at that number until there 
are 99 or less Alerts. 


1. Click on the Category drop-down arrow to display a specific category (i.e., alerts 
related only to Enrollment Status) 


 


2. Click on the category to be viewed. 


3. Click the +  in the description column to expand the alert and 
display the Go link. 


4. Click on Go to go directly to the Individual’s record. The record 
will be opened in a new browser window. 


14.8.2.1 Refresh Alerts 


Easily remove viewed and acted upon Alerts from the Dashboard and 
see newly added Alerts 


1. Click on the Refresh button. Acted on and viewed alerts will be 
removed from the list. Any new alerts will be added. 


14.8.3 Dashboard To Do List 


The To Do List provides a snapshot of Enrollment Status, SA (Service Authorization), 
Assignments and ISP (Individual Support Plan). Each has a graphic that provides a visual of 
pending and completed actions. 


14.8.3.1 Enrollment Status 


View the most recent Enrollment Status for assigned individual or those in the CSB by status. 


1. Click on the Enrollment tab so it is the active tab (displays in white). 


2. Click the Show Me down arrow to select:  
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Note: The pie chart is a visual representation 


of data based on the filter selections made. 


The pie chart changes based on the Show Me, 


Status and Waiver type selections. Hovering 


over pie chart displays the status and 


percentage representation of related data. 


a. My people with enrollment: individuals assigned to the support coordinator 


b. People with Enrollment: individuals in the CSB 


3. Click the Status down arrow to select the appropriate status to display 


a. Projected 


b. Active 


c. Hold 


d. Released 


e. Pending Appeal 


 


4. If necessary, click the Waiver Type down arrow to select the appropriate waiver to 
display 


a. Community Living 


b. Family and Individual Supports 


c. Building Independence 


Results automatically display as each selection is made. 


 


5. Click on View to access the specific record in 
the Person’s Details tab. 


 


 


 


 


14.8.3.2 SA (Service Authorization) 


View the most recent Service Authorizations by status. 


1. Click on the SA tab so it is the active tab (displays in white). 


2. Click the Show Me down arrow to select 


a. My Service Authorizations with error 


b. My Service Authorizations without error 


Note: To view the full Enrollment Status list 


for individuals click on the View More link.  


The My List tab opens in a new window. 
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c. All Service Authorizations with error 


d. All Service Authorizations without error 


3. Click the Status down arrow to select the appropriate status to display: 


a. Pending provider input 


b. Pending support coordinator review 


c. Pending PA staff review 


d. Pending VAMMIS approval 


e. VAMMIS approval complete 


f. Waiver slot released 


g. SA terminated 


4. If necessary, click the Waiver Type down arrow to select the appropriate waiver to 
display 


a. Community Living 


b. Family and Individual Supports 


c. Building Independence 


Results automatically display as each selection is made. 


5. Click on View to access the specific record in the Person’s Details tab. 


To view the full SA list for individuals click on the View More link. The My List tab opens 
in a new window. 


14.8.3.3 Assignment 


View recent assignments of individuals to the Support Coordinator or individuals in the CSB 


who have not yet been assigned to a Support Coordinator. 


1. Click on the Assignment tab so it is the active tab (displays in white). 


2. Click the Show Me down arrow to select 


a. Unassigned 


b. Assigned 


Results automatically display as each selection is made. 


3. Click on View to access the specific record in the Person’s Details tab. 


 


To view the full Assignment list for individuals click on the View More link.  The 
Assignments tab opens in a new window. 
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14.8.3.4 ISP (Individual Support Plan) 


View the most recent ISP status based on selections in the Show Me and Annual ISP Status 


fields. 


1. Click on the ISP tab so it is the active tab (displays in white). 


2. Click the Show Me down arrow to select 


a. My people 


b. All people (in the CSB) 


3. Click the Status down arrow to select the appropriate status to display: 


a. Annual ISP overdue 


b. Annual ISP due in X days 


 Add a number in the Due in Days field (i.e., 365 to see due in 1 year) 


 


4. If necessary, click the Waiver Type down arrow to select the appropriate waiver to 
display 


a. Community Living 


b. Family and Individual Supports 


c. Building Independence 


Results automatically display as each selection is made. 


5. Click on View to access the specific record in the Person’s Details tab. 


 


To view the full ISP list for individuals click on the View More link.  The My List tab opens in 
a new window. 


14.9 Forgot User Name or Password 


If the User Name has been forgotten, the system can send it to the email address that is 
associated with WaMS.  If the Password has been forgotten, it can easily be reset by email. 







Miscellaneous 


For Authorized Use Only – Do Not Distribute 103 


 


14.9.1 Receive Forgotten User Name  


1. At the WaMS Log In screen, click user name.   


 


The Forgot User Name window opens. 


 


2. Enter the email address associated with the WaMS login. 


3. Click on Submit. 
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14.9.2 Reset Password  


1. At the WaMS Log In screen, click password?.   


The Reset your password by email window opens. 


 


2. Enter the email address associated with the WaMS login. 


3. Click on Submit. The Reset Request Sent box appears. 
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4. Click on the Reset Password link in the email to return to WaMS and create a new 
password. 


 


5. In the Change your password window, type in a new Password, retype the new 
password in the Confirm Password field, and then click on Submit. (note password 
parameters below). 


 


A confirmation email will be sent confirming that your password has been changed. 
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15 WaMS Menu Options 
Menu options are available based on the organization 


and role of the user logged in. 


15.1 Main 


The Main submenu provides an alternative way to 


access the top-level navigation tabs.  


To return to the WaMS Home page, click on Main / 


Home. 


15.2 Administration / User Directory 


Search for and obtain email and telephone information 


for other users of WaMS. 


1. Click on Menu, Administration, User 
Directory.  The User Directory tab opens. 


2. Enter information into the Organization Unit 


and/or Staff Name fields. 


3. Click on Search.  


15.3 My Information 


The My Information submenu includes My Profile, My 


Organization and My Staff options.  


15.3.1 My Profile, Overview 


Use the My Profile, Overview submenu view 


and edit certain user and login information such 


as name, title, email address, phone number 


and address assigned to the account.  This is 


also where to view the specific Role (s) assigned 


to the user account. 


15.3.1.1 Receive Email Alerts 


To receive emails when Alerts are received in addition to being notified in WaMS, edit the 


General Information under My Profile: 


1. Click on Menu, My Information, My Profile.  The My Profile - Overview tab opens. 


2. Click on the General Information Edit button. The My Profile — General Information 


window opens. 
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3. Click on the Yes radio button for Receiving Email Alert to select it. 


4. Click on Save. 


Each time an Alert is received, an email will also be sent to the email address listed in the 


My Profile section. 


15.3.2 My Profile, My Delegations 


Use My Profile, My Delegations to set up delegate access to WaMS. This allows a person 


you designate to work in WaMS on your behalf.  The delegate logs on as the user they are 


completing the authorization for. 


15.3.2.1 Assign Delegate 


1. Click on Menu, My Information, My 
Profile.  The My Profile - Overview tab opens. 


2. Click on My Delegations. The My Profile — 


My Delegation window opens. 
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Note:  The delegate will no longer be able 


to login as that user after the end date.  


The End Date should be the day after the 


last day permission is needed. 


 


3. Click on Manage.  The My Delegation — User(s) Authorized to Login as Me window 


opens displaying all users in the Organization Unit. 


4. Click the checkbox next to each desired user(s) to be set as a delegate. The start and 


end date fields become required. 


5. Enter the Start Date and End Date of the delegation. 


 


6. Click on Save. The delegate(s) name appears in 


the “User Authorized to Login as Me” section 


along with the start and end dates. 


 


15.3.2.2 Remove Delegate (Deactivate) 


1. Click on Manage in the My Delegation — User(s) Authorized to Login as Me window. 


2. Locate your delegate’s name, then click the checkbox next to delegates name to 


remove the check. The start date and end date will also be removed. 


3. Click on Save. The delegate(s) name is removed from the “User Authorized to Login as 


Me” section along with the start and end dates and will no longer be able to login as 


your delegate. 


Note: If you have been assigned as someone 


else’s delegate, your name will be listed under 


the “User I’m Authorized to Login as” section 


during the start and end dates designated.. 
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15.3.3 My Organization Unit 


15.3.3.1 Overview  


Use to see and edit certain attributes of the 


organization, including organization name, 


point of contact, address, Service Areas and 


Telephone numbers.  


15.3.3.2 Staff 


Use to search for existing staff and create new staff members. (See Section 16 – Add New 


Staff Members) for step-by-step instructions for adding new staff members. 


15.3.3.3 Role 


Use to view roles available to the organization and to see view and edit permissions allowed 


for a role. 


15.3.4 My Staff 


Opens the Staff Search — Overview window to allow for locating existing staff and creating 


new staff in the organization. (See Section 16 – Add New Staff Members) for step-by-step 


instructions for adding new staff members 


15.4 Tools 


Use Tools to access Service Definitions.  Service Definitions describe the parameters of all 


services. 


15.4.1 Service Definitions 


1. Click on Menu, Tools, Service Definitions.  The Service Definitions — List window 


appears. 


2. Type in the search criteria: 


 Name 


 Procedure Code 


 Published 


 Status 


 Modifier 1 


 Modifier 2 


 Provider Type 


 Service Type 


3. Click on Search.  


 


Note: Click the Clear button to clear 


search fields and begin a new search. 
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Note: The Next button is not active. The 


following message is received when the Next 


button is clicked: “Error: Access denied. 


Reason: No permission. You’re not authorized 


to access.” 


 


15.4.1.1 View Service Definition Details 


1. Click Details under the Actions column. The Service Definition – View window opens. 


 


2. Click Manage for the category name to view additional details. 


 


3. Click Details under the Actions. The Service 


Definitions — Frequency Data View window 


opens with additional information. 
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15.5 Feedback 


Use the Feedback option to send feedback to the WaMS Help Desk. Create new feedback 


and send to the WaMS Help Desk or view a list previously submitted. 


15.5.1 Submit Feedback to WaMS Helpdesk 


1. Click on Menu, Feedback, Create. The Error Form appears. 


 


Note: Fudge Factor – How Units 


entered are converted into MMIS 


Units if their frequencies are not 


the same. 
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2. Complete the required fields: 


 Type of Concern: System Error, Question/Comment, Unknown 


 Severity:  Normal, Urgent 


 Details: Free form comments field to address the concern 


3. Add additional comments if necessary in the Comments field. 


4. Click on Send. 


15.5.2 View List of Previously Submitted Feedback 


1. Click on Menu, Feedback, List.   


 


2. Click the Status drop down arrow to select submissions that are Pending, In 


Progress or Resolved. 


3. If necessary, select the Severity (Normal or Urgent) and/or Waiver Type 


(Community Living, Family and Individual Supports or Building Independence) to 


narrow the search. 


4. Click on Search.  The submitted List appears. 


To perform another search, click on Clear to remove the search results and repeat 


steps 2 – 4 above. 


15.5.2.1 Add a Note to the Submitted Feedback Form 


1. From the List search results (by performing Steps 1-4 in Section 15.5.2 above), click 


on View under Actions.  The Status window opens. 
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Note: Use the Notes field to add  


notes to the feedback or review 


notes added by the WaMS Help 


Desk. 


2. Scroll to the bottom of the Status window to display the Notes section. 


 


3. Click on Add.  The Error Note field appears. 


4. Add additional information for the error in the Error 


Note field. 


5. Click on Save.  Added information appears in the Notes 


field.  


15.5.2.2 Export Submitted Feedback Form 


1. Click Export To CSV to create an Excel file of the feedback list. 


15.6 Print (Print the Screen) 


When the Print option is selected, a PDF version of any page in WaMS is created for printing 


or saving (downloading). 


1. From any WaMS page, click on Menu, Print.  A 


PDF version of the page opens in a new window. 


2. Print (Control +P or click on the printer icon) or 


download to save the PDF document. 
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16 Add New Staff Members 
A new Staff Member profile should be created for each person who should access to WaMS.  


1) Add the New Staff Member to WaMS; and 2) add the member’s Role.  Once the new 


member has been added, they will need to confirm and create a password in order to log in 


to WaMS. 


16.1 Complete Staff Profile – General Information 


1. Click on Menu, My Information, My Staff. The Staff Search — Overview window 
appears on the My Organization tab: 


 


 


2. Click Create Staff. The Staff Profile — General Information window appears. 


3. Complete the fields for the new staff member’s General Information. 


a. Required Fields: (denoted by yellow field with red asterisk):  First Name, 
Last Name, Business Title, Organization Unit, Phone Type and Phone 
Number.  


b. Optional Fields:  Prefix, Suffix, Business Credential (e.g., RN, MSW), Email 
Address, Supervisor, Address, Phone Ext. 


Note: Before adding, 


search for the new staff 


member’s name by typing 


it in the “filter all 


columns” field to ensure 


that the staff member 


has not already been 


added to the OU. 
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4. Click Save.  The New Staff Member has been added to the OU.  You will receive a 
Success: Record has been created message. 


16.1.1 Add User Information 


1. From the left navigation, click Staff Role. The Staff Profile — Staff Role window 
appears. 
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2. Click Add.  The User Settings — User Management window appears. 


3. Type in login information for the new staff member (login name and email address) 
in the appropriate fields.  
 
An email is sent to the new staff member at 
the email address provided letting them 
know that their account has been created.  
The new user must confirm their email 
address by clicking on Confirm Account 
Creation.  They will then be provided with 
an opportunity to set their WaMS login 
password.  Once the password has been set, 
the new user can log into WaMS. 
 


 


4. Click Save. 


16.2 Add Role for New Staff Member 


1. Make sure Staff Role is selected from the left navigation.   


Note: The New User Account email address must be an 


accurate work email in order to receive the New Staff 


Log-on email.   


 


Forwarding the link to a new staff member will not 


provide WaMS access. 
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Note: WaMS will send two 
emails:  1) the account has been 
verified; and 2) the password 
has been changed. 


2. Click Add User Role Set. The User Settings — User Roles window appears. 


 


3. Select the appropriate role(s) for the new staff member. 


 


4. Click Save.  The New Staff Member’s role has been added to the OU.  You will receive a 
Success: Record has been created message. 


After a new staff member’s account has been created, the 
new user must confirm their email address from their 
email account by clicking on Confirm Account Creation.  
They will receive an email to set their WaMS login 
password.  After the password has been set, the new staff 
member will be able to log into WaMS.   


Note: The available selections are based on 


the roles designated for the CSB/OU. 
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17 CSB Role Permissions 
To see the list of roles and permissions available in WaMS 


for the organization:  


1. Click on Menu, My Information, My 
Organization. 


2. Click on Role.   


 


The Role List — Overview  window for the 


organization opens. 


  


 


3. Click on View for a specific role.  The Role details appear displaying permissions 
available for that role. 
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Attachment A – WSAC Process Map 


 


 
 
 


*CSB informs RSS of 


need for additions (& 


removals that result).  


* More time added, if  


needed.  


WSAC Meeting 


CSB/SC 


RSS 


WSAC 


CSB informs RSS  slots(s) are 


available. RSS confirms; New 


WSAC Session.  


RSS asks WSAC facilitator for 


member availability. 


WSAC facilitator confirms 


availability. 


 
New person 


with Critical 


Needs Score in 


range? 


Yes 


No 


CSB provides Slot 


Assignment Review 


forms to WSAC & 


RSS no less than 5 


business days 


before mtg. 


RSS assigns 


highest rated 


persons to 


available slot(s) - 


Projected 


If new person 


w/CNS score in 


range, CSB informs 


RSS of need for 


additions/removals. 


Distributes Slot 


Assignment Review. 


form. 


;.postsubmission.  


At 


least 


two 


days 


prior. 


At 


least 


five 


days 


prior. 


KEY 
CSB = Community Services Board 
RSS = Regional Support Specialist 
SC = Support Coordinator 
WSAC = Waiver Slot Assignment Committee 


RSS confirms dates 


(and # of days) with 


CSB based on # of 


people in review 


pool. 


START 
END 
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1 Navigating the WaMS Environment 


1.1 About WaMS 


The Waiver Management System (WaMS) is a web hosted data management system used 
to manage waivers. WaMS interfaces with the Virginia Medicaid Management 
Information System (VAMMIS), and establishes the assessment levels (of care) based on 
an individual’s needs and automates the authorization process. WaMS is customized to 
allow a single process for service authorizations for all three waivers (Community Living, 
Family and Individual Supports, and Building Independence) supporting individuals with 
intellectual or developmental disabilities (ID/DD).  


1.2 Become familiar with the WaMS environment 


The options and view that is available in WaMS is based on the assigned role. Take time to 
use the various tabs and tools in WaMS to determine how to best support your workstyle by 
using the Dashboard, Alerts, My Lists, Assignments and Service Authorization tabs. See more 
information on using these tabs below. 


1.3 Log In to WaMS 


1. From an internet browser type: https://www.wamsvirginia.org in the address bar. 


2. Type in your User name or Email. 


3. Type in your password. 


4. Click on Log In. WaMS opens to the Home page. What you see in WaMS is based on the 
role that has been assigned. 


 


 



https://www.wamsvirginia.org/
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1.4 Navigating WaMS 


The tabs at the top of the WaMS window are useful for high-level navigation through the 


system. The following tabs are included in the top-level navigation: 


 


1.4.1 Home Tab 


The Home tab is the landing page upon logging in to WaMS and consists of the 


following sections:  


 Announcements:  This section provides important announcements as needed 


 Recent Alerts: This section describes systems alerts for WaMS 


 Recent System Updates:  This section displays announcements regarding WaMS 
system enhancement based on user requirements. 


 Upcoming Events: This section displays information regarding any upcoming 
events such as training. 


 Technical Support: This section contains contact information, such as the 
helpline number and email for WaMS technical support.  


 Training Manuals, Webinars, and FAQs: This section provides detailed 
instructional materials, user guides, presentations and video recordings on how 
to use WaMS.  


1.4.2 People Tab 


The People tab is used to search for and add new individuals to the WaMs 


environment. 


1.4.3 Dashboard Tab 


The Dashboard provides a snapshot of what should be worked on in WaMS. It is 


divided in to three sections to provide a quick glance of Calendar events (manually 


added and system generated), your 10 most recent Alerts and To-Do List in WaMS. 


1.4.4 My Lists Tab 


The My Lists tab allows for locating a subset of persons based on a specific criteria 


or category as defined in the drop down list. For example, view a list of all persons 


based on the status of Enrollment, Retain Slot, Individual Support Plan and Service 


Authorization. Lists are available based on the agency and role of the user logged in. 


1.4.5 Alerts Tab 


Alerts are notifications sent of actions and updates that have been made to a 


specific person’s file. 
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Note: The only information another Support Coordinator or 


other member of the organization can access for a person 


who is not assigned to them is the Personal Summary, 


Personal Profile and CSB Assignment. 


Note: Data for all the canned reports is for the day before 


and is “real time” data for that date.  


1.4.6 Assignments Tab 


The Assignments tab is where the Support Coordinator is assigned to a person. 


 


 


 


1.4.7 Reports Tab 


The Reports tab provides access to a variety of canned reports available in WaMS 


based on the staff member’s role. Reports can be quickly created. For example, 


Waitlist by CSB Detail, Waitlist by CSB Summary and Statewide Summary and Detailed 


Waiver reports.  


 


 


1.4.8 Waitlist Tab 


The Waitlist tab is used to view Waitlist status based on search criteria. Search 


options include searching for a specific individual, individuals with a particular 


waitlist status, date and/or service requested.  


1.4.9 Slot Management Tab 


The Slot Management tab is used to see if a slot is available by Waiver type. View 


the slot for a specific individual by typing in their information into the search 


criteria. 


1.4.10 Service Authorizations Tab 


The Service Authorizations tab provides a more direct access to Service 


Authorizations. Search by the person’s name, the provider, status or by any other 


available options. 
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IMPORTANT:  While certain features are required components of WaMS (i.e., denoted 
with red asterisks and/or yellow highlights) it is essential that ALL individuals in 
WaMS (including those currently assigned to a waiver or assigned to active status on 
the Waitlist) have the following elements completed in their WaMS record for 
successful Waiver Enrollment: 
 
Each of the following elements can be found and modified under Person’s Information, 
Overview section in WaMS.  (See Section2.2.9: Update Person’s Information/Overview Page, 
for additional details). 
 


 
 


Medicaid #: The Medicaid number is mandatory for all NEW enrollments.. 


Address: The physical address of where the person resides.  This address should be 


updated when the individual moves to a new residence. (See Section 2.2.4: Add 


Person’s Address, for additional information). 
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Living Situation:  Click on Manage to update the person’s Living Situation when on 


Waitlist or their Living Situation when on Waiver. 


 


Diagnosis: A diagnosis is required in WaMS for each individual on the Waitlist and 


for those individuals that are receiving a Waiver. The diagnosis can be updated in 


the Diagnosis section. (See Section2.2.6: Add Diagnosis, for additional detail). 


 


Date Applied for Waiver: Click on Edit to add the date the individual came to the 


CSB to request service. 
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Note: Input as much information as 


you know in each field to retrieve the 


most accurate search. 


Note: Search for an individual first 


before adding to ensure that person 


is not already in WaMS. 


2 The People Tab 
The People tab is used for searching for current and adding new individuals to the WaMs 


environment. 


2.1 Locate an Existing Individual’s Profile 


Use the People tab to locate individuals in WaMS: 


 


1. Click the People tab.  


1. Type in the criteria for the individual you 
are looking for (i.e., Last Name, and First 
Name).  


2. Click Search. The search results will display a list of individuals that meet the search 
criteria. If there is no match, the Create Person Notice box will appear indicating that 
a profile does not currently exist. 


3. Click on Summary link under Actions to open the person’s record. 


 


2.2 Add a New Individual to WaMS 


Use the People tab to add new individuals in 


WaMS: 


1. Click the People tab.  


4. Type in the criteria separately in each field 
for the individual you are looking for (i.e., 
Last Name, First Name or Social Security).  


5. Click Search. If there is no match, the Create 
Person Notice box will appear indicating 
that a profile does not currently exist. 
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Note: The Add Person link on the People tab can also be used 


to add a new individual (without searching). 


Note: If the individual SSN is not known click the checkbox 


to accept the risk of creating a duplicate person record. 


6. Click OK. The New Person’s Demographic Information page appears. 


 


 


 


 


2.2.1 Add Person’s Demographics Information  


Complete the new person’s demographic information. Fields that are yellow with a red 


asterisk (*) are required. 


1. Complete all required fields (First Name, Last Name, Date of Birth, Gender, County 
and SSN). 


2. Input as much optional 
information as possible. 


3. Click Save & Continue.  
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Note: Place a check in the “Set as Primary Phone” checkbox 


in order for the phone number to be visible in the Overview 


section of the person’s profile 


Note: Additional phone number(s) may be added from the 


Person’s Overview page. 1) Choose Overview -> Phone # -> 2) 


Click Details, 3: Click Add Person’s Phone Number. 


2.2.2 Add Person’s Phone 


 


1. Complete all required fields (Phone Type and Phone Number). If the person does not 
have a phone number, click Skip. 


 


 


 


2. Add Notes if necessary. 


3. Click Save & Continue. 


 


 


 


2.2.3 Add Person’s Email 


 


1. Complete all required fields (Email Address). If the person does not have an email, 
click Skip. 


2. Add Notes if necessary. 


3. Click Save & Continue. 
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Note: Additional address(es) may be added from the Person’s 


Overview page. 1) Choose Overview -> Phone # -> 2) Click 


Details, 3: Click Add Person’s Phone Number. 


2.2.4 Add Person’s Address 


 


1. Complete all required fields (Street Address 1, City, State, Zip Code, County). If the 
person’s address is unknown, click Skip. 


2. Add Comments if necessary. 


3. Click Save & Continue. 


 


 


 


 


Note: Place a check in the “Set as Current Address” checkbox in 


order for the address to be visible in the Overview section of the 


person’s profile 


IMPORTANT: It is essential to 


enter the physical address where 


the person resides. This address is 


the individual’s address and not the 


address of an office or business 


headquarters; or of a guardian or 


authorized representative.  


Update this address in WaMS if the 


individual moves to a new residence.  
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2.2.5 Add Representative Contact 


 


1. Complete all required fields for contact (First Name, Last Name, Relationship to 
Person, Phone Type, Phone Number). If the person does not have a known 
representative, click Skip. 


2. Input as much optional information as possible. 


3. Add Comments if necessary. 


4. Click Save & Continue. 


2.2.6 Add Diagnosis 


 


Note: Only select Intellectual Disability, if 


Intellectual Disability is the individual’s 


primary diagnosis. 
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Important: The diagnosis is required for an 


individual to be added to the Waitlist or 


receive a waiver.  


1. Click the drop down arrows to select the 
Diagnoses (select as many as needed). 


2. Click Save & Finish. 


The individual has now been added to WaMS. 


 


The Overview page appears: 


 


2.2.7 Date Applied for Waiver 


Add the date the individual came to the CSB to request Waiver services.  


1. Scroll to the bottom of the Overview Page. 


2. Click on Edit.  The Person’s Information – Date Applied for Waiver window appears. 


3. Click in the Date Applied for Waiver field to select the appropriate date (or type it in 
the field). 


4. Click on Save. 
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2.2.8 The Overview Page 


Once an individual has been added to WaMS their Overview page will be displayed. The 
Overview page can also be accessed by searching for an individual and clicking the Summary 
link (Follow steps in Section 2.1: Locate an Existing Individual’s Profile above). 


2.2.9 Update Person’s Information/Overview Page 


1. From the Person’s Details tab, click on Person’s Information, Overview on the 
left navigation bar. The Person’s Information – Overview displays. 


 


2. Click the Collapse All button to display all sections. 


 


a. Click Edit, Details, Manage and/or Add Representatives to update the 
Person’s information as necessary. 


Note: e.g., click the “triangle” to the left 


of Living Situation ; then click on Manage 


to update the person’s “Living Situation 


when on Waitlist” or their “Living 


Situation when on Waiver”. 
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3 Support Coordinator Assignment 


When an individual’s profile is created, the individual added to WaMS is automatically 
assigned to the creating CSB Organization Unit. The Assignments tab allows authorized 
users to assign or reassign staff in their agency to an individual.  


3.1 Assign Support Coordinator to an Individual 


1. Click the Assignments tab.  


2. Click on Support Coordinator Assignment 
(located on the left navigation bar).  
 
The CSB Support Coordinator Assignment List 
window appears. 


 


Note: You can also use this CSB Support 
Coordinator Assignment List window to see a 


list of individuals that have already been 


assigned. Simply select “Assigned” from the 


Show Me drop down and click “Filter”. 
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Note: If you are looking for a specific 


individual, type their ID in the Person’s 
ID field, and/or their name in the First 
Name and Last Name fields. 


3. Click the Show Me drop down list and select 
Unassigned. 


4. Click on Filter.  
 
A list of all individuals in your Organization Unit 
(OU) without an assigned Support Coordinator will appear. 


 


 


5. Click the check box(es) next to the individuals’ name(s) you wish to assign to a 
Support Coordinator. 


6. Click the drop down arrow for the Primary Staff Assignment field to select the 
appropriate Support Coordinator. 


7. Click Assign. The newly assigned Support Coordinator will receive an Alert  (shown 
below). 
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Note: If you are looking for a specific 


individual, type their ID in the Person’s 
ID field, and/or their name in the First 
Name and Last Name fields. 


3.2 Reassign Individual to Different Support Coordinator (Same CSB) 


1. Click the Assignments tab.  


2. Click Support Coordinator Assignment (located 
on the left navigation bar). The CSB Support 
Coordinator Assignment List window appears. 


3. Click the Show Me drop down list and select 
Assigned.  


4. Click on Filter. A list of all individuals Assigned to 
Organization Unit will appear. 


a. To filter the list for certain Support 
Coordinator(s) click the Staff drop down 
list and select the name of the Support 
Coordinator that the individual(s) is 
currently assigned to and click on Filter. 


5. Click the check box(es) next to the individuals’ name(s) you wish to reassign to a 
different Support Coordinator. 


6. Click the drop down arrow for the Primary Staff Assignment field to select the 
new Support Coordinator to be assigned. 


7. Click Assign.  


3.3 Transfer Individual to a Different CSB 


When an individual transfers to another area, the transferring CSB should transfer the 


individual in WaMS to the newly assigned CSB. This should be completed once the transfer 


date has been established and the new CSB is ready to accept the case. The transferring 


CSB’s Support Coordinator is responsible for transferring the individual in WaMS.  


1. Open the profile for the individual to be transferred to a new CSB. (See steps in 
Section 2.1:  Locate an Existing Individual’s Profile above). 


2. Click on Case Management, CSB Assignments. The CSB Assignment window opens.  
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Note: The assigned Support Coordinator is 


automatically “unassigned” by the system 


when a CSB transfer occurs. A new Support 


Coordinator will have to be reassigned.  


Follow steps in Section 3.2 above. 


Note: The Transfer will be in “Pending 


Status” if a future effective date is 


selected and will be unavailable to the 


receiving CSB until the effect date 


occurs. 


 


3. Click on Create New. The Community Service Board Assignment dialog box appears. 


 


4. Click the To CSB dropdown arrow to select the CSB the individual should be 
transferred to. 


5. Select the Effective Date calendar button to select the appropriate date for the 
transfer. 


6. Click on Submit.  
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Note: The Waiver Application 
Date must be added in the 


Overview section before the 


VIDES can be completed. 


4 The VIDES Survey 


The Virginia Individual Developmental Disability Eligibility 
Survey (VIDES) details the process for determining the 
eligibility and Level of Care for infants under age of 3, children 
aged from 3 to 18, and adults over the age of 18. The VIDES 
must be created and submitted in order to add an individual to 
the Waitlist. The VIDES is located under the Screening and 
Assessments section.  


4.1 Create a New VIDES 


1. Search for the individual. (See steps in Section 2.1:  Locate an Existing Individual’s 
Profile above). 


From the Screening and Assessments section on the left navigation bar, click on 
VIDES.  
 


 


The VIDES window appears on the right. 


4.1.1 Start VIDES Questionnaire 


1. Click Create New. 
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The Select VIDES Version dialog box appears. 


 


2. Click the Calendar  button to select the date for the Survey Date, then click 
Continue. The VIDES Summary window appears. 


 


3. Click on Start in the VIDES Questionnaire section. The Virginia Individual 
Developmental Disability Eligibility Survey form opens in a new browser window 
outside of WaMS in Dynamic Forms. 


4.1.2 Complete VIDES Questionnaire 


The correct version of the VIDES (Adult, Child or Infant) is automatically selected and 
includes the individual’s First and Last Name, Date of Birth, Age on Assessment Date, Survey 
Date and Evaluator. 


1. Click on Next. 


2. Complete all sections of the VIDES, selecting Next to go to each section of the form 
and adding notes as appropriate. 


3. Click Save at the end of the last section. 
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Note: Any unanswered question(s) will result in an incomplete survey. 


4. Click Back to WaMS to return to the WaMS environment.  


 


 


 


4.2 Edit or View VIDES 


If any of the questions in the VIDES remain unanswered the status will show as In Progress 


and you must Edit to continue. 
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1. If necessary, access VIDES under Screening and Assessment and click Summary to 
open the VIDES Questionnaire page. 


2. Click Edit in the VIDES Questionnaire to make changes or click View to review the 
VIDES without making changes. 


3. Make updates as necessary. 


4. Click Save. 


5. Click Back to WaMS. 


4.3 Print VIDES  


The Print button becomes available for the VIDES once the form is Complete. 


4.3.1 Print Completed VIDES Questionnaire 


1. From the VIDES Summary window, click the Print button. 


A PDF version of the VIDES Survey form opens in a new window. 


2. Print (Control +P, right-click and click Print, or click on the printer icon) or 
download to save the PDF document. 
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4.3.2 Print VIDES Summary 


To print a paper copy of the VIDES Summary, use the Print option under the Menu. 


1. From the VIDES Summary window, click on Menu, Print. 


 
A PDF version of the VIDES Summary page opens in a new window. 


2. Print (Control +P, right-click and click Print, or click on the printer icon) or 


download to save the PDF document. 


4.4 Discard VIDES 


If it is necessary, the VIDES can be discarded before it is submitted. To discard the VIDES: 


1. From the VIDES Summary window, click the Discard button. 
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Note: The VIDES is NOT complete until it is submitted! 


A discarded VIDES Questionnaire responses may be viewed or printed by selecting 


Screening and Assessments, VIDES.  


1. Click the Summary link. The VIDES Summary window opens. 


2. Click View   The discarded VIDES opens in a new browser window. 


4.5 Submit VIDES 


  


 


1. From the VIDES Summary window, click the Submit button. 


The “Success Record has been submitted” message appear and the VIDES results displays. 
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Points to Remember 


 Children of different ages have different question requirements. Their questions will not go in 
alphabetical order. There may be missing alphabet designations. This is normal. 


 VIDES results for each category are visible prior to submission; the results of each section (Met or 
Not Met) will be displayed once the status of the section is changed to complete. 


 The VIDES Questionnaire will reflect the met/not met result for each category in the questionnaire, 
VIDES Results are not available until the VIDES is submitted in WaMS. 


 If an individual has a completed VIDES it will display in the Personal Summary, Eligibility 
Information, section  


 CSBs can create and edit the VIDES; however Providers can only view the VIDES 
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5 The Priority Needs Checklist 


The Priority Needs Checklist must be completed and submitted in order to add an 
individual to the Waitlist. The checklist identifies the reason an individual falls into priority 
category (one, two or three) and is completed after the VIDES has been submitted. The 
Priority Needs Checklist is located under the Screening and Assessments section.  


5.1 Create Priority Needs Checklist 


1. Search for the individual. (See steps in Section 2.1:  Locate an Existing Individual’s 
Profile above). 


From the Screening and Assessments section on the left navigation bar, click on 
Priority Needs Checklist 


 


The Priority window appears on the right. 


5.1.1 Start Priority Needs Checklist 


1. Click Create New. 
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The Priority Survey Date dialog box appears. The survey defaults to the current date 
and may not be changed. 


 


2. Click Continue. The Priority - Summary window appears. 


 


3. Click on Start in the Priority Questionnaire Dynamic Forms section. The 
Developmental Disabilities Waivers' Priority Criteria Checklist form opens in a new 
browser window outside of WaMS in Dynamic Forms. 


5.2 Complete the Developmental Disabilities Waivers’  Priority Criteria 


Checklist 


The top portion (individual’s name, completion date and the name of the Evaluator) is 
automatically filled-in. 


Note: For all priorities, it is essential to determine and document that if an 


individual is offered a slot, the individual will accept it within 30 days. 
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4. Scroll down the questionnaire form and choose the appropriate Priority Status 
(One, Two or Three):   


PRIORITY ONE 


It is anticipated that the individual will need waiver services within one year and the individual meets one of the 


following criteria: 


☐ An immediate jeopardy exists to the health and safety of the individual due to the unpaid primary caregiver 


having a chronic or long-term physical or psychiatric condition or conditions that significantly limit the ability 


of the primary caregiver or caregivers to care for the individual; there are no other unpaid caregivers available 


to provide supports. 


☐ The individual lives in an institutional setting and has a viable discharge plan; 


☐ The individual is a young adult who is no longer eligible for IDEA services and is transitioning to independent 


living. After individuals attain 27 years of age, this criterion shall no longer apply. 


☐ There is immediate risk to the health or safety of the individual, primary caregiver, or other person living in 


the home 


Note: When selecting the last option “There is immediate risk to the health or safety of the individual, primary 


caregiver, or other person living in the home”, there are additional conditions (select all that are appropriate) 
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☐ The individual's behavior or behaviors, presenting a risk to himself or others, cannot be effectively 


managed by the primary caregiver or unpaid provider even with support coordinator/case manager-arranged 


generic or specialized supports; 


☐ There are physical care needs or medical needs that cannot be managed by the primary caregiver even with 


support coordinator/case manager-arranged generic or specialized supports 


PRIORITY TWO 


It is anticipated that the individual may require waiver services in one to five years and the individual meets one of 


the following criteria 


☐ The individual is at risk of losing employment supports; 


☐ The individual is at risk of losing current housing due to a lack of adequate supports and services; 


☐ The individual has needs or desired outcomes that with adequate supports will result in a significantly 


improved quality of life. 


☐ The health and safety of the individual is likely to be in future jeopardy 


Note: When selecting the last option “The health and safety of the individual is, there are additional conditions. 


(select all that are appropriate) 


☐ There are no other unpaid caregivers available to provide supports; 


☐ The individual's skills are declining as a result of lack of supports; 


☐ The unpaid primary caregiver or caregivers having a declining chronic or long-term physical or psychiatric 


condition or conditions that significantly limit his ability to care for the individual; 


PRIORITY THREE 


Priority Three shall be assigned to individuals who meet one of the following criteria and will need a waiver slot in 


five years or longer as long as the current supports and services remain: 


☐ The individual is receiving a service through another funding source that meets current needs; 


☐ The individual is not currently receiving a service but is likely to need a service in five or more years; 


☐ The individual has needs or desired outcomes that with adequate supports will result in a significantly 


improved quality of life. 


5. Click on Save. 


6. Click on Back to WaMS. 


The Status for the form shows as Complete with the Priority selected as the Result. 


 


7. Select Edit to modify or View to see/review the checklist. A new checklist should be 
completed if the individual’s priority level changes. 
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Note: The Priority Needs Checklist is NOT complete until it is submitted! 


5.3 Submit Priority Needs Checklist 


  


 


1. Click Submit in the Priority – Summary window. 
 


 


When Priority One is selected, the Critical Needs Summary option appears in the 
Screening and Assessment section. 
 
The Critical Needs Summary (CNS) must be completed for anyone with Priority One 
status. 


 


5.4 Update Priority Needs Checklist 


In order to change the priority of an individual must submit a new Priority Needs Checklist 
and Critical Needs Summary forms. See steps in Section 7.2.3 (Update information for 
Individual on the Waitlist). 


 


Note: You also have the option to 


discard the checklist. 
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6 Critical Needs Summary 


Individuals who are designated with a Priority One status must also have a Critical Needs 
Summary (CNS) completed. This is a required step in placing an individual on the Waitlist. 
The Critical Needs Summary option will appear under the Screening and Assessments 
section after the Priority Needs Checklist has been completed and submitted. 


6.1 Create Critical Needs Summary 


1. Search for the individual. (See steps in Section 2.1:  Locate an Existing Individual’s 
Profile above). 


From the Screening and Assessments section on the left navigation bar, click on 
Critical Needs Summary 


 


The Critical Needs Summary window appears on the right. 


6.1.1 Start Critical Needs Summary 


1. Click Create New. 


 


The Critical Need Summary Survey Date dialog box appears. The survey defaults to the 
current date and may not be changed. 
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2. Click Continue. The Critical Needs Summary - Summary window appears. 


 


3. Click on Start in the Critical Needs Summary Questionnaire  section. The Critical 
Needs Summary form opens in a new browser window outside of WaMS in Dynamics 
Forms. 


6.2 Complete Critical Needs Summary 


The top portion (CSB name, Individual’s name and Medicaid Number and if the individual is 


an adult) is automatically filled-in. 


Points to Remember 


 The numbers next to each radio button are a score. Zero (0) indicates the statement does not apply 
to the individual. 


 The Medicaid field is blank if not yet added to the Person’s Information Overview. 


 If the Medicaid number is added to the Person’s Information Overview after the Critical Needs 
Summary has been started, the summary may be discarded and a new Critical Needs Summary 
created. NOTE:  The discard function is only available while the Critical Needs Summary 
submission status is “in progress.” If “completed,” create a new Critical Needs Summary. 


 When the WSAC meeting is convened and a slot is available for assignment, the waitlist is sorted by 
Critical Needs Summary score (highest to lowest).  The appropriate number of individuals (based 
on number of slots available) is pulled to the “review pool” list to be considered for a slot. 


 An individual being considered for a slot assignment (i. e., in the review pool) must have a Slot 
Assignment Review Form completed by the CSB for the WSAC to review. 
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1. Scroll down the questionnaire form and choose the appropriate scores for the 
individual.  


 


2. Click on Save then click on Back to WaMs (top right). 


Note: The Total Score for the CNS automatically 


calculates based on the scores chosen in the 


questionnaire. 


Note: The VIDES Number of area met is 


automatically calculated in the Total Score at the 


bottom of the form. 
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Note: The Critical Needs Summary is not complete until it is submitted! 


6.3 Submit Critical Needs Summary 


6.3.1 Edit Critical Needs Summary 


If necessary, the Critical Needs Summary can be edited if the submission status is In 


Progress. Select Edit to modify or View to see/review the Critical Needs Summary. 


6.3.2 Submit Critical Needs Summary 


  


 


1. The Status shows as Complete with the Total Score displayed. Click Submit in the 
Priority – Summary window. 


2. Click Submit. The Submission status changes to “Submitted” and the form can no 
longer be edited. 


 


 


 


Note: The Submission Status will show as In 


Progress until the CNS form is submitted. 







The Waitlist 


For Authorized Use Only – Do Not Distribute 33 


 


7 The Waitlist 


7.1 The Waitlist Tab 


The Waitlist tab displays individuals who meet criteria for the Developmental Disabilities 


(DD) Waiver but have not yet been assigned a slot. CSBs are only able to view persons 


assigned to their CSB. 


 


7.1.1 Search for Individuals on the Waitlist 


To find all individuals on the Waitlist in the organization or a specific individual do the 


following: 


1. Click on the Waitlist tab from the top navigation bar.  


2. Input as much or as little search criteria as needed (the more search criteria input, 
the narrower the results). 


3. Click Search. The search results appear. 


7.1.2 Search for Individuals by Waitlist Status 


To find all individuals in the organization based on their waitlist status: 


1. Click on the Waitlist tab from the top navigation bar.  


2. Click the Waitlist Status down arrow to select one of the following statuses: 


 Active 


 Inactive 


 On Wave 


 Slot Assigned 


3. Click Search. The search results appear. 


 


Note: The Assigned CSB defaults 


to the CSB of the person that is 


logged in to WaMS and is the only 


required field. 
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7.2 Add Individual to Waitlist 


An individual can be added to the Waitlist only after the following items are completed:  


 VIDES 


 A diagnosis has been entered (Follow steps in  Section 2.2.6: Person’s Information 
Overview above) 


 Priority Needs Checklist 


 Critical Needs Summary (for Priority One only) 


An individual may be added to the Waitlist one of two ways: 


1. In the People tab search results; or  


2. From the Person’s Information page  


7.2.1 Add to Waitlist from the People Tab Search Results 


To add an individual to the Waitlist from the People tab search results: 


1. Search for the individual. (Follow steps in Section 2.1:  Locate an Existing Individual’s 
Profile above). 


2. From the results list, under Actions, click Add to Waitlist. 


 


7.2.2 Add to Waitlist from the Person’s Information Page 


To add an individual to the Waitlist from the Person’s 


Information page: 


1. While in an individual’s record, click Person’s 
Information, Personal Summary from the left 
navigation menu. The Personal Summary window 
appears. 


2. Scroll down to the Waitlist/Slot Information section. 


3. Click Add to Program Waitlist.  
 
 


 


 


The Add Person to Waitlist dialog box appears. 
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Note: The individual must be Active 


in order to update their information. 


 


4. Add the Eligibility Date (if known). 


5. Click the Select options arrows for the Services Requested to select each service 
required. 


6. Click the Calendar to add Last Date of Contact.  


7. Add any additional information in the Comments field. 


8. Click OK. The person is now added to the Waitlist.  


7.2.3 Update Information for Individual on the Waitlist 


Update requested services, priority status, critical needs score 


and date of last contact using the Waitlist tab.  


1. Click on the Waitlist tab from the top navigation bar. 


2. Add the search criteria for the indivual to be updated from the Waitlist (i.e., Last 
Name, First Name, Person’s ID, SSN, etc.) in the appropriate fields. 


3. Click the Waitlist Status down arrow to select Active. 


4. Click the Priority drop down arrow to select Priority 1, Priority 2, or Priority 3 if 
necessary. 


5. Click Search.  


Note: The Priority and Score is auto-filled 


based on the Priority Needs Checklist and 


Critical Needs Summary forms already 


completed for the individual as well as the 


Calculated Date. 
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The search results appear. 


6. Click Update link under Actions for the appropriate individual. 


 


The Update Requested Services dialog box appears. 


 


 







The Waitlist 


For Authorized Use Only – Do Not Distribute 37 


 


Note: You can also select the 


Critical Needs Summary under the 


Screening and Assessments on the 


left navigation bar. 


7. Click the Select options arrows to change the Services Requested. 


a. Disregard this field if no changes need to be made to the services requested 


b. Previously selected services are not identified in the dropdown 


c. Any new selection over writes all previous selections 


8. To update the Priority, the Priority Needs Checklist form must be created and 
submitted. Click the Click Here link to go to the Priority Needs Checklist. 


a. Follow steps in Section 5.1.1: Create Priority Needs Checklist above. 


b. If the person is being assigned a Priority 


One Status, a Critical Needs Summary  


form must be submitted before the 


person’s record will reflect Priority One 


status.  


 


The Waitlist is updated once the new Priority Needs Checklist is submitted 


 


Follow steps in Section 6.1.1: Create Critical Needs Summary above. 


9. To update the Last Date of Contact click the Calendar and select the appropriate 
date. 


10. Add any additional information in the Comments field. 


Click OK. 


The Waitlist information is automatically updated anytime a new Priority Needs 
Checklist and / or Critical Needs Summary is created and submitted. 


7.2.4 Remove Individuals from the Waitlist 


The Waitlist status must be Active for a person to be removed from the Waitlist. 


1. Click on the Waitlist tab from the top navigation bar. 
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2. Add the search criteria for the indivual to be removed from the Waitlist (i.e., Last 
Name, First Name, Person’s ID, SSN, etc.) in the appropriate fields. 


3. Click Search. The search results appear. 


 


The search results list appears. 


4. Click Remove link under Actions for the appropriate individual. 


 


The Remove Person from Waitlist dialog box appears. 
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5. Click the Removal Reason drop down arrow to select the appropriate reason to 
remove the individual from the Waitlist.  


Reasons for Removal 


 Declined 


 Not Eligible 


 Death 


 Moved 


 Did not Respond 


 Unable To Contact 


 Admitted to NF 


 Admitted to ICF/IID 


 Admitted to Other Waiver 


 Other 


6. Add additional information in the Comments field if needed. 


7. Click OK.  


The individual is removed from the Waitlist and Waitlist Status displays as “Inactive”. 


 


Changes to the Waitlist are reflected in the individual’s Person’s Information, Personal 
Summary, Waitlist/Slot Information section: 
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Note: The SARF is required for 


individuals who will be reviewed by 


the WSAC Committee. 


Note: Using the “WaMS version” of SARF 


is optional. A Slot Assignment Review 


Form template in MS Word or in an 


Electronic Health Records (EHR ) system 


can be used in lieu of the form in WaMS. 


When using a form outside of WaMS it 


must be identical to the form in WaMS. 


8 Slot Assignment Review Form 


The CSB must complete a Slot Assignment Review Form 
(SARF) for an individual assigned with a Priority One 
status and included in the group of people being reviewed 
by the Waiver Slot Assignment Committee (WSAC). The 
form must be completed before the WSAC meeting. See 
the WSAC Process Map (Attachment A). The Slot 
Assignment Review Form is located under the Screening and Assessments section.  


8.1 Complete Slot Assignment Review Form 


1. Search for the individual. (Follow steps in Section 
2.1:  Locate an Existing Individual’s Profile above). 


2. From the Screening and Assessments section on 
the left navigation bar, click on Slot Assignment 
Review Form. 


 


The Slot Assignment Review Forms window appears on the right. 


8.1.1 Start Slot Assignment Review Form 


1. Click Create New. 
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The Slot Assignment Review Form Survey Date dialog box appears. The survey defaults 
to the current date and may not be changed. 


 


2. Click Continue. The Slot Assignment Review Form - Summary window appears. 


 


3. Click on Start in the Slot Assignment Review Form Questionnaire section. The Slot 
Assignment Review Form opens in a new browser window outside of WaMS in 
Dynamic Forms. 


8.2 Slot Assignment Review Form (Dynamic Form)  


1. In the top portion of the form, identify the WSAC committee/group name (e.g. City 
of VA Beach WSAC) or a combined WSAC covering more than one CSB (e.g. 
Arlington/Alexandria WSAC) and WSAC Date.  
 
The CSB name, Support Coordinator/Case Manager name, Individual’s age and 
current diagnosis, and if Priority has been submitted, is automatically filled-in. 


2. Scroll to complete the review form. Be sure to add the Date at the bottom of the form. 
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3. Click on Save. 


4. Click on Back to WaMS (located at the top right portion of the window). 


The Status shows as Complete. You will not be able to submit the form if the status 
shows as “Not Complete”. 


5. Select Edit to modify or View to see/review the Slot Assignment Review Form 
Questionnaire.  


6. Click Submit.  


The Slot Assignment Review Form is now ready to provide to the WSAC for their review 
during their session. Slots will be assigned based on the results of the WSAC session. 
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8.3 Print the Slot Assignment Review Form (Dynamic Form)  


The Print button becomes available for the SARF once the form is Complete and has 
been Submitted. 


1. From the Slot Assignment Review - Summary window, click on the Print button. 
 


 


A PDF version of the Slot Assignment Review Form  opens in a new window. 


2. Print (Control +P, right-click and click Print, or click on the printer icon) or 
download to save the SARF as a PDF document. 
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Note: Prior to moving an individual 


from Projected to Active status 


the following must be completed: 


 Add a New Individual (See: 


2.2)  


o Diagnosis(es) required to 


add to Waitlist 


o Medicaid Number added 


 VIDES submitted and Level of 


Functioning (LOF) for DD 


Waiver Met (See: 4.1) 


 Priority Needs Checklist 


submitted (See: 5.1) 


 Critical Needs Summary 


submitted (See: 6.1) 


 Individual added to Waitlist 


 (See:7.2) 


 Slot Assignment Review Form 


(See: 8.1) 


 Slot has been assigned by 


DBHDS. 


9 Enrollment Status 


When a slot has been assigned by DBHDS, the Enrollment 
Status for that an individual is Projected Enrollment Status. 
To initiate services, the individual’s status must be changed to 
Active.  


9.1 Move from Projected to Active Status 


There are several ways to locate an individual to move them 
from Projected to Active status. 


9.1.1 Locate the Individual 


9.1.1.1 Via Search 


1. Search for the individual. (Follow steps in Section 2.1:  
Locate an Existing Individual’s Profile above). 


2. Click on the Summary link. The individual’s Personal 
Summary page appears. 


9.1.1.2 Via Alerts 


1. Click Alerts tab from the top navigation bar. The list of 
alerts will appear. 


 


2. Click GO. The individual’s Personal Summary page appears. 
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9.1.1.3 Via My List 


1. Click My List tab from the top navigation bar.  


2. Click on Enrollment Status on the left navigation bar. 


3. Ensure that: 


a. My People with Enrollment is selected for Show me 


b. Projected is selected for Status 


c. Your CSB is listed for CSB. 


i. The appropriate Waiver (Community Living, Family and Individual 
Supports or Building Independence) can also be selected if necessary. 


4. Click Filter. All individuals with Slots Assigned (Projected status) for the organization 
that have been assigned to you will appear. 


 


5. Click View for the appropriate individual in the list. The individual’s Personal 
Summary page appears. 


9.1.2 Create New Enrollment Status (Active) 


1. Click on Programs, Enrollment Status. 
The Enrollment Status window appears. 
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2. Click on Create New. The Select Waiver dialog box appears. 


3. Click on Continue. The Enrollment Status dialog box appears. 
 


 


4. Ensure that: 


a. Active is selected for New Status. 


b. Service Started is selected for Status Change Reason. 


5. Select the appropriate Start Date. 


6. Select the Date Slot offered to Individual. 


7. Select the Date Slot Accepted by Individual/Family. 


The Level of Care (LOC) statement is included in the Comments field. 
 


Level of Care (LOC) Statement 


The individual has met the level of care requirements for Medicaid 
waiver services and needs a Medicaid eligibility determination 
completed. The individual is authorized to have eligibility 
determined using the special institution rules. 


 


8. Click Save. The Enrollment Status window appears showing a new line with the status 
as “Active”. 


 


Note: The LOC 
statement is 


automatically 


included in the 


Comments field by 


default. The LOC 


statement cannot 


be amended in any 


way. 
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Note: A Service Authorization must be submitted to DBHDS for 


approval within 30 days of Active Enrollment or a Retain Slot Form 


should be initiated.   


 To print the Level of Care (LOC) statement which must accompany the DMAS-
225 form, click View to open the Enrollment Status window and click on Menu, 
Print to print the screen (see Section 15.6, Screen Print). 


 


 


 


 


9.2 Release Slot 


When an individual has been offered a slot but has decided to “decline” the slot, the 


assigned slot must be released. It is a two-step process to release a slot. Follow the steps 


below: 


Step 1 


1. Locate the individual using one of the steps above in sections 9.1.1.1 (Search), 
9.1.1.2 (Alerts); or 9.1.1.3 (My List) above.  


2. Click on Create New. The Select Waiver dialog box appears and the waiver type is 
pre-populated. 


3. Click on Continue. The Enrollment Status dialog box appears. 


4. Select Terminated for New Status. 


5. Select the Status Change Reason: 


6. Add information in the Comments field (i.e., “Individual declined Slot”). 


7. Click on Save.  
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Step 2 


1. Click on Create New. The Select Waiver dialog box appears and the waiver type is 
pre-populated. 


2. Click on Continue. The Enrollment Status dialog box appears. 


3. Ensure that: 


a. Released is selected for New Status. 


b. Slot Released is selected for Status Change Reason 


 


4. Click on Save. The save Confirmation dialog box appears. 
 


 


Note: The Status and Reason lines 


show “Pending Appeal” and “Opened in 


Error”.  It is not necessary to wait an 


appeal period for someone who has 


declined a slot. Proceed to Step 2 


below to release the slot: 
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5. Click on Confirm. 
 


 
The Slot is now released. 


9.3 Hold Status 


There are several reasons to place an individual in Hold Status including: 


 ICF/IID Admission 


 Incarceration 


 Rehab hospital 


 Loss of Medicaid Eligibility 


 No waiver services for 30 uninterrupted days 


9.3.1.1 Via My List 


1. Click My List tab from the top navigation bar.  


2. Click on Enrollment Status on the left navigation bar. 


3. Ensure that: 


a. My People with Enrollment is selected for Show me 


b. Select Active for the Status. 


c. Your CSB is listed for CSB. 


i. The appropriate Waiver (Community Living, Family and Individual 
Supports or Building Independence) can also be selected if 
necessary. 


4. Click Filter. All individuals with Slots Assigned (Active status) for the organization 
that have been assigned to you will appear. 


5. Click on View for the appropriate individual to place in Hold status. The individual’s 
Personal Summary page appears. 


9.3.2 Create New Enrollment Status (Hold) 


1. Click on Programs, Enrollment Status. The Enrollment Status window appears 
displaying the “Active” individuals. 
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2. Click on Create New. The Select Waiver dialog box appears. 


 


 


3. Click on Continue. The Enrollment Status dialog box appears. 


4. Click the New Status drop down arrow and select Hold. 


5. Click the Status Change Reason drop down arrow and select the appropriate hold 
reason. 


6. Type information in the Comments field, if necessary. 


7. Click on Save.  
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The individual status is now on hold.  The Retain Slot Form must be completed after 30 


days of interrupted services (see section 10.1: Complete Retain Slot Form).   


    


9.4 Additional Enrollment Status Results 


The table below identifies the available new status selections that can be made based on the 
Enrollment Status of the individual. 


Enrollment Status - 


List 
Enrollment Status – Status Update Enrollment Status - List 


Status Field New Status Field Status Change Reason Field Status Field 


Status of Enrollment at 


beginning of process 


What the status can be 


changed to based on current 


status 


Reason for the new status Updated Current Status of 


Enrollment 


 


Projected 


Projected 


Active Service Started  Active 


Terminated 


Terminated 


Opened in Error Pending Appeal 


Moved into another waiver Pending Appeal 


Moved into ICF/MR/NH Pending Appeal 


Moved out of state Pending Appeal 


Refused Services Pending Appeal 


Change in Status Pending Appeal 


Deceased Released  


Terminated Pending Appeal 


Active Hold 


ICF/IID Admission Hold 


Incarceration Hold 


Rehab hospital Hold 


Loss of Medicaid Eligibility Hold 


No waiver services for 30 


uninterrupted days 


Hold 
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Enrollment Status - 


List 
Enrollment Status – Status Update Enrollment Status - List 


Status Field New Status Field Status Change Reason Field Status Field 


Status of Enrollment at 


beginning of process 


What the status can be 


changed to based on current 


status 


Reason for the new status Updated Current Status of 


Enrollment 


Terminated 


Opened in Error Pending Appeal 


Moved into another waiver Pending Appeal 


Moved into ICF/MR/NH Pending Appeal 


Moved out of state Pending Appeal 


Refused Services Pending Appeal 


Change in Status Pending Appeal 


Deceased Released 


Terminated Pending Appeal 


Hold Active Service Resumed  Active 


Terminated (Note: Does 


not apply to “Deceased” 


Status Change Reason) 


Active Appeal Approved Active  


Released Slot Released  Released 
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10 Retain Slot Form 


When services for an individual are delayed in starting, or if services are interrupted for any 
reason, the CSB must request that the slot be held for that individual. The Support 
Coordinator should complete the Retain Slot Form. 


10.1 Complete Retain Slot Form 


10.1.1 Locate the Individual 


1. Locate the individual using one of the steps above in sections 9.1.1.1(Search), 9.1.1.2 
(Alerts); or 9.1.1.3 (My List) above.  


2. From the Programs section on the left navigation bar, click on Retain Slot Form. 
The Retain Slot appears on the right. 


3. Click on Create New and click Continue to select the current date for the Survey 
Date.  


 


The Retain Slot Form – Summary window appears. 


10.1.2 Start the Retain Slot Form 


1. Click on Start to open the Retain Slot Form.  
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The Select Reasons box appears. 


 


2. Click the Services down arrow to select the appropriate reason to hold the slot (Not 
yet initiated or Services Interrupted). 


3. Click Continue. The Retain Slot dynamic form opens in a new window outside of 
WaMS. 
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10.1.3 Create the Retain Slot Form 


Required fields are denoted by a red asterisk (*). 


 


1. Select the Reason. 


2. Explain the situation and actions taken. 


3. Add the Date of Anticipated Service Start 


4. Add the Telephone Number. 


5. Add the Date of Submission By Support Coordinator 


6.  Click on Save then click on Back to WaMs (top right). 


The Retain Slot Summary form appears. The Request Status shows as Complete; the 


Respond Status shows as Not Started and the RSS Reviewer Response is blank.  
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10.1.4 Send Retain Slot to RSS Staff for Review 


1. Click Send to RSS Staff. The Choose Review box appears 


 


2. Click the Reviewer down arrow to select the appropriate RSS staff member to send the 
Retain Slot Form to. 


3. Click Continue. The General Information status changes to Awaiting RSS Review. 


The RSS can approve, deny or request additional information. 


 APPROVED: The slot may remain with the current individual for another 30 
days. 


 DENIED: The request to retain the slot for an individual is denied. Send appeal 
rights notification and take steps to release the slot. 


 MORE INFORMATION IS NEEDED:  The RSS may request additional 
information in order to approve the request to retain the slot. 


Note: The General Information Status will show as In 


Progress until the form is sent to the RSS Staff.  Thereafter, 


the status will show as Awaiting RSS Review until the RSS 


approves, denies or returns for more information. 
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Once the RSS Staff reviews and submits the Retain Slot Form, their response will appear in 
the Form Status: RSS Reviewer Response field.  


 If the RSS Staff Approves or Denies the Retain Slot Form the CSB will be able 
to View the form to see any comments added by the RSS Staff.  


 


 







Retain Slot Form 


For Authorized Use Only – Do Not Distribute 58 


 


 


If the RSS Staff Needs More information, the Edit option will be available.  


 Click Edit, make appropriate changes, then Save the form and Return to WaMS.  
 Choose Send to RSS Staff for approval. 
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11 Individual Support Plan 


The Individual Support Plan (ISP) section in WaMS is used to enter information and attach 
documents necessary to determine services needed for an individual as well as the 
providers involved in providing services to the individual. To create an ISP in WaMS an 
individual must have an assigned slot.  Additionally, the Diagnosis and Living Situation 
(When On Waiver) in the Person’s Information / Overview section must be completed.   


The Support Coordinator is responsible for Parts I through IV of the ISP.  The Provider is 
responsible for adding Part V and must have the ISP Approver role assigned in WaMS. 


IMPORTANT: The following methods for both the CSB and the Provider(s) 
should be used for working with the ISP PRIOR to the CSB implementing the 
data exchange process with their electronic health records (EHR) system.  


CSB: 


 Create new ISPs and Add Providers in the ISP section in WaMS 


 Upload plan documents (Parts I-IV) in the ISP Attachments section: 


o Naming convention recommendation: 


[first initial][last name] Part I-IV [effective date] (e.g., GSmithPartI-


IV100117.pdf)  


 Use Form Notes to communicate with Providers 


PROVIDER: 


 Upload Plan for Supports (Part V) in the ISP Attachments section: 


o Naming convention recommendation: 


[first initial][last name] Part V [effective date  (e.g., GSmithPartV100117.pdf)  


 Use Form Notes to communicate with CSBs 


11.1 Create New ISP 


1. Locate the individual using one of the steps above in sections 9.1.1.1 (Search), 
9.1.1.2 (Alerts); or 9.1.1.3 (My List) above.  
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2. From the Programs section on the left navigation bar, click on Individual Support 
Plan.  


 


The Individual Support Plan –List appears on the right. 


 


3. Click on Create New. 


4. Confirm Waiver type from the Select Waiver drop down list. 


 


5. Click on Continue. The ISP Service Detail Information dialog box appears. 
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Note: The default End Date is automatically 


calculated and inserted as one year from the 


Plan start date.  This date can be changed at 


any time (for instance, if the Plan Year 


needs to end sooner, the end date can be 


changed to an earlier date).  End dates 


cannot be extended beyond one year. 


6. Click the ISP Type drop down arrow to select Enrollment - new – ISP or initial; or 
Annual ISP – recertification (use this option 
for every year following the initial ISP). 


7. Click the Effective Date drop down arrow to 
select the ISP start date. 


8. Add additional information as necessary in the 
Comments field. 


9. Click on Save. The Individual Support Plan – 
Summary window appears and the ISP status is 
Pending Support Coordinator Input. 
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11.2 Add Provider 


In order for Providers to have access to the ISP, upload attachments (i.e., Part V, Plan for 


Supports) and add Form Notes, the CSB must Add the Provider(s) who will be providing DD 


Waiver services to the individual.   


 


1. Click on Add from the Providers section. The Provider Search dialog box appears. 


 


2. Input as much or as little search criteria as needed (the more search criteria input, 
the narrower the results). 


3. Click Search. The search results appear. 
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Note: Providers will lose access to an 


individual’s details once the ISP end date 


has passed. They will also lose access if 


they are deleted from the ISP. 


4. Click Select to choose the appropriate Provider to be added to the ISP. 


The ISP Main page reappears. 


5. Click the triangle in the top left corner (next to Providers) to see all added 


providers. 


 


6. Click on Delete under Actions to remove an 
added provider. 


7. Repeat steps 1 through 4 above to add 
additional providers. 


11.3 Upload Attachments to ISP 


Attachments should be uploaded to an ISP in progress for the categories related to the plan 


such as, Assisted Technology Plan, Environmental Modification, Nurse Plan, Therapeutic 


Consultation and Other: 


 







Individual Support Plan 


For Authorized Use Only – Do Not Distribute 64 


 


Note: Attachments can only be deleted 


by the person who uploaded it. 


1. Click on Upload Attachments from the ISP Attachment section. The New Document 
Upload dialog box appears. 


 


2. Click Attach File and browse to locate the attachment to upload. 


3. Select the file to upload and click Open.  The file is attached and 
the file name appears above the Attach File button. 


4. Click the Category down arrow to select the appropriate category 
for the attachment.  


5. Type a description for the attachment in the Comments field. 


6. Click on Upload. The file is attached and available in the Attachment section. 


7. Repeat steps 1 through 6 above to add additional attachments. 


a. Click the triangle next to Attachments to expand the category and click on 
the Document Name to download ad  ded attachment(s). 


b. Click the triangle next to Attachments to 
expand the category to delete 
attachment(s). 
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Note: To send the note to ALL Providers 


added for the individual, leave the “Send 


To” drop down box empty.  As long as no 


specific provider is selected, ALL added 


Providers will be notified via an alert and 


will be able to view the Form Note. 


11.4 Add Form Note to ISP In Progress 


Use Form Notes to communicate with Providers about the ISP.  


 


1. Click on Add Form Note from the Form Notes section. The Individual Support Plan 
New Form Note dialog box appears. 


 


2. Enter the communication in the Note Content 
field. 


3. To send the Form Note to a specific Provider, click 
the Send to down arrow to select the Provider 
who should see the note. 


4. Click on Save. The provider selected in the “Send 
To” list will receive an Alert that there is a note 
attached to the ISP. 


Note: Once a Provider is added, 


the Provider can create Form 


Notes viewable by both the 


Provider creating the note and the 


CSB Coordinator. 
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11.5 Remove Provider 


Providers can be removed from the current year’s ISP. Once a provider is removed, they will 


not have access to the ISP.  


1. Click on the Providers heading.  The section will expand to display all added 
providers. 


 


2. Under Actions, click on the Delete for the provider that should be removed from the 
ISP. The Delete Assigned Provider box appears. 


 


3. Click on Continue.  The selected provider will be removed from the ISP. 


11.6 Discard ISP 


1. If necessary, select Programs, Individual Support Plan on the left navigation bar 
and click on Summary to open the ISP. 
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Note: Discard an ISP 


if it is opened in 


error.  When an ISP 


is discarded, it will 


remain in the ISP 


list; however, it can 


no longer be edited! 


2. Click on Discard. The Discard ISP box appears. 
 


 


3. Add a comment to the Comment field. 


4. Click on Continue. The ISP status will update to show as “Discarded”. 


ISP Points to Remember 


 An ISP can only be created when a person has an assigned slot  


 During the time period that attachments for Parts I-V are being uploaded (i.e., Pre-EHR), the status 
for the ISP will remain in Pending Support Coordinator Input and will remain Open (in not complete 
status) 


 The ISP process in this User Guide only applies until the CSB transitions to an automated data 
transfer of information from their EHR into WaMS OR a decision by the CSB to complete Parts I-IV 
directly into WaMS. 
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12 Service Authorizations 


The overall process for requesting a Service Authorization (SA) is shown in the graphic 
below. The Support Coordinator begins the process by creating the SA. 


 


To create an SA the following must occur: 


 Profile created (See section 2.2 Add New Individual to WaMS) 


 VIDES submitted and LOF for DD Waiver Met (See section 4.1: Create New VIDES) 


 Add Individual to the Waitlist (See section 7.2: Add Individual to Waitlist)  


 Slot has been assigned by DBHDS 


 Individual has an Active Enrollment Status (current or future) (See section 9.1: Move 
from Projected to Active Status) 







Service Authorizations 


For Authorized Use Only – Do Not Distribute 69 


 


12.1 Create Service Authorization 


1. Locate the individual using one of the steps above in sections 9.1.1.1(Search), 9.1.1.2 
(Alerts); or 9.1.1.3 (My List) above.  


2. From the Programs section on the left navigation bar, click on Service 
Authorization.  


 


3. The Service Authorization – List appears on the right. 


 


4. Click on Create New. 


5. Confirm Waiver type from the Select Waiver drop down list. 
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Note: Support Coordinators 


cannot add service lines before 


the provider has done so; 


however, service lines can be 


added, if necessary, during the 


review process.  


12.1.1 Add Provider to Service Authorization 


1. Click on Search to add the Provider. The Provider Search dialog box appears. 


 


2. Input as much or as little search criteria as needed (the more search criteria input, 
the narrower the results). 


3. Click Search. The search results appear. 


4. Click Select to choose the appropriate Provider to be added to the SA. 


5. Click on Continue. The status  shows as “Pending Provider Input”. The Provider 
selected can now add services to the SA. 


12.2 Review Services 


After the Provider has added service lines and submitted the 


SA back to the Support Coordinator, the Support Coordinator 


must review the SA. All service lines must be reviewed by the 


Support Coordinator before it can be submitted to DBHDS for 


review by the Service Authorization Consultants (a.k.a. PA 


Staff). 


1. Locate the individual’s SA using one of the steps above in sections 9.1.1.1(Search), 
9.1.1.2 (Alerts); or 9.1.1.3 (My List) above.  
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Note: Input as much information 


as you know in each field to 


retrieve the most accurate 


search. 


 


 


OR 


2. Click on the Service Authorization tab. 


7. Type in the criteria for the individual you are looking 
for (i.e., Last Name, and First Name).  


8. Click Search. The search results will display a list of 
individuals which meet the search criteria.  


 


9. Click on View link under Actions to open the SA. The Service Authorization – 
Summary appears. 
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10. Under the Service Details section, click on Review. The Service Authorization - Edit 
window opens.  


 


11. The Justification information for the service is added in the Justification field by the 
Provider.  Make edits/adjustments to the justification area as necessary. 


12. Modify the Start Date, End Date, Units – Hour(s) per Week fields if necessary, in 
the Requested section. 


13. Click the Calendar icon for the Review Date to select the SA is being reviewed. 


14. Click on Save.  


Note: If necessary, click on the Add 


button to add a new Service Line. A 


SA can have up to 18 Services Lines. 
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Note: Support Coordinators cannot 


add service lines before the 


provider has done so; however, 


they can be added, if necessary, 


during the review process.  


12.3 Add Service Line 


Support Coordinators can add service lines to an SA after the 


provider has added service lines and submitted the SA to the 


Support Coordinator. All service lines must be reviewed by the 


Support Coordinator before it can be submitted for review to 


the Service Authorization Consultants (a.k.a. PA Staff). 


1. Under the Service Authorization – Summary window, 
click on Add.  


 


2. Under the Service Information and Requested & Authorized Information sections: 


a. Add Comments to provide information regarding the specific service for the 
PA Staff (Service Authorization Consultants). 


b. The Review Date defaults to the current date. 


c. Select the Service drop down to choose the specific service, 


d. Click the Calendar icons to add the Start and End Dates. 


e. Add the number of Units/Hours for the service. 


f. Click on Save.  


An SA can have a total of 18 service lines. After 18 lines have been added to a 


single, the system will automatically create a new SA with a new SA number. 
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12.4 Add Notes 


Use Notes to communicate information regarding the SA to the Providers and DBHDS staff. 


The notes can be entered or viewed at any time. An alert will be sent to the selected 


organization(s) that a note has been added to the SA. 


1. Click on Note. The Request for Clarification note box appears. 


 


 


2. Click in the Note field to add the note. 


3. Click the Send to: select arrows and select the appropriate organization(s) to send 
the note to (DBHDS or Provider). 


4. Click on Save. The Note is added to the Request for Clarification note box. 


12.5 Submit to PA Staff (Service Authorization Consultants)  


Once all services have been added and reviewed, the Support Coordinator submits the SA to 


the Service Authorization Consultants for their review. 


Note: To view an added note at any 


time simply click on the Note button 


in the Service Authorization – 


Summary window.   


The latest note will appear at the top 


of the Request for Clarification 


window. 
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Note:  Once the SA is submitted for review, the 


SA can only be viewed. New service lines cannot 


be added and it cannot be deleted by the 


Provider or CSB; however, Notes can be 


viewed/entered at any time by clicking the 


“Note” button. 


1. From the Service Authorization – Summary window, click on Submit. The “Are you 
sure you want to submit for review?” dialog box appears. 


 


2. Click on Continue. The SA is now in Pending PA Staff review status. 


 


 


 


 


 


12.6 Revise SA 


The SA can be revised by the Support Coordinator or the proposed Provider when the 
following conditions have been met: 


 SA has the status of VAMMIS Approval Complete 


 SA has at least one active service 


 User has the Provider Admin user role 


The Support Coordinator will need to create a new SA when: 


 It is the first SA for the provider for an individual 


 All services have ended/expired on all existing SAs for that provider 


 A particular service (or group of services) is provided under a different provider 
number/NPI for the same provider 
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Note: You may need to scroll to find 


the appropriate SA. 


12.6.1 Locate the SA to be Revised 


12.6.1.1 Using My Lists Tab 


1. Click on the My Lists tab. The My Lists window appears (displaying the Individual 
Support Plan and Service Authorization options on the left). 


 


2. Click on Service Authorizations. The Service Authorizations List window appears. 


3. Click the Status down arrow to change to VAMMIS Approval Complete. 


 


4. Click on Filter. The search results appear. Select the 
specific Service Authorization that needs to be revised. 


OR 


12.6.1.2 Using Service Authorizations Tab 


The Service Authorizations tab can also be used to locate the SA. By using the SA tab, the 


individual’s name is used to search without needing to know the status.  


Follow the steps 2 through 5 in Section 12.2 above to search using the SA tab. The results 


will show all SAs associated with that individual. 


 


Note: Input additional search criteria as needed.  The more search criteria 


input, the narrower the results. 
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1. Click on View (under Actions) for the individual’s SA that needs to be revised. The 
Service Authorization – Summary window appears. 


 


12.6.2 Revise the SA 


1. Click on the Revise button. The Are you sure you want to revise? prompt appears. 
 


 


2. Click on Continue. The SA status changes to Pending Provider Input and can now be 
revised. 
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 If the SA has been approved the Modify and End options are available for the service. 


 If the SA has been pended, the Edit and Delete option are available for the service. 


 If a New service is needed, the Add option is available. 


 


The revised SA should be re-submitted to PA Staff for approval


Note: The Justification field is REQUIRED when 


adding or adjusting services! Add justifications 


for services here. 
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13 Letters 
CSBs have the ability to create and print waiver letters for individuals directly from WaMS. 


Letters are located under Programs. There are two types of letters (Slot Assignment and 


Notification of Right to Appeal) that can be created for each Waiver type (Community Living, 


Family and Individual Supports and Building Independence). 


The Slot Assignment Letter 


The Regional Support Specialists (RSS) at DBHDS usually create the Slot Assignment letter 


for Support Coordinator to print and provide to the individual; however, the CSB also has 


the ability to create the Slot Assignment Letter. 


13.1 Create New Letters 


1. Locate the individual using one of the steps above in sections 9.1.1.1(Search), 9.1.1.2 
(Alerts); or 9.1.1.3 (My List) above.  


2. From the Programs section on the left navigation bar, click on Letters. 


 
The Letters window appears on the right. 


 


Note: First, click the triangle next to 


the appropriate waiver type to expand 


the section to see if a Letter has 


already been created by the RSS.  If 


not Create a new letter following steps 


below. 
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3. Click Create New. The Create New Waiver Letters dialog box appears. 


 


4. Select the appropriate Letter Type. 


 Slot Assignment Confirmation Letter 


i. Informs the individual that they have been assigned a slot, and what 
to expect within the first 30 days, beginning with a call from their 
support coordinator. 


ii. Prints on DBHDS letterhead and signed by an RSS. 


 Notification of Right to Appeal Letter 


i. Titled Notice of Action once created 


ii. Used when there is a change to the individual’s status for receipt of 
benefits. 


iii. Has four selections for the reason for the letter. More than one may 
be selected. 


iv. Signed by the CSB. 


5. Click on Continue. The Waiver Letter – Slot Confirmation window appears. 


Slot Assignment Confirmation Letter   Notification of Action Letter 
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 For Notice of Action letter:  Identify the purpose of the letter by clicking on 
the A, B, C and/or D check box(es), projected effective date and contact 
phone number. 


i. Square radio buttons – one or more selections may be selected 


ii. Circular radio buttons – only one selection may be chosen 


 If desired, scroll to the bottom of the letter, below “Sincerely,” click in the 
yellow field to type in name/title other than the default. 


6. Click on Submit. The letter is saved in the appropriate waiver type section. 


13.2 Print Letters 


Once a letter is submitted, it is stored in WaMS and can be printed. 


1. Access the appropriate letter(s) (see number 2above). 


2. Click the down arrow next to the letter waiver type to be printed. The Waiver type 
section expands. 


3. Click Print under Actions. 
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14 Miscellaneous 


14.1 Alerts  


Alerts inform the recipient that some type of action is required or has been completed. 


Alerts are specific to the user’s role and assignments to specific tasks. Use Alerts to view and 


accept notifications from others. The list displays at most 500 records. 


1. Click on the Alerts tab to display all current alerts. 


 


 


2. Select the Start and End dates to narrow or broaden the search results. 


3. Click the check box to the left of an individual’s name to enable the Mark as: actions, 
then click on one of the actions:  


a. Unread – mark read items as unread to identify them as follow-up items. 
Note: Unread and Read buttons will not be enabled at the same time 


b. Read – mark unread items as read to identify completed actions or. Note: 
Unread and Read buttons will not be enabled at the same time 


c. Accept –Login name shows in the Accepted By column. This is a useful tool to 
easily identify what actions have been completed on the alert 


d. Archive – Move the selected alert to Archived (left menu item) to mark the 
alert as: 
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4. Click on Archived on the left nave bar to display all alerts that were marked as 
Archive.  


5. Click on Advance Search check box to input the Person’s name or ID #. 


 


14.1.1 Grouping Alerts 


To easily sort and locate alerts, group them by a Person’s Name, Date or Category. 


1. Click on the Group Results By: down arrow. 


 


a. Select Person’s Name to group all alerts received for an individual together. 
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b. Select Date to group alerts by all individuals based on date the alert is 
received. 


 


c. Select Category to group alerts by a category (i.e., Staff Assignment, 
Enrollment Status, Service Authorization, Individual Support Plan, 
Organization Unit Assignment Request). 
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14.1.2 Alert Email Settings 


Update your user profile to be notified via email when an alert is sent in WaMS. 


 


1. Click on Menu, My Information, My Profile. The My Profile — Overview window 
appears 


2. Click on Edit for the General Information section. 


 


3. Click on Yes radio button for the Receiving Email Alert section. 


 


4. Click on Save. 


5. Click on Menu, Main, Home to return to the WaMs main Home page. 
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14.1.3 Alert Categories (and text received) 


Category Alert Text 


Enrollment Status 


An enrollment status has been held. 


An enrollment status has been terminated. 


An enrollment status has been activated. 


This person has a {program Name} waiver 


slot assigned 


An enrollment status has been held. 


No additional extension to Retain the Slot 


are available. Please contact RSS. 


A Retain Slot Request must be submitted 


and the person placed on Hold status if the 


individual wishes to retain this slot. 


It has been 150 days since assignment to 


active enrollment status. Slot should be 


reassigned. 


It has been 120 days since assignment to 


active enrollment status and no SA has been 


submitted. 


Individual Support Plan 


The Individual Support Plan has been 


assigned to you 


A form note has been created 


A Form Note has been created 


The Individual Support Plan has been 


completed 


Individual Support Plan for this person is 


due on {Due Date} 


Attachment has been added to Individual 


Support Plan 
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Category Alert Text 


Attachment has been removed from 


Individual Support Plan 


Attachment has been added to Individual 


Support Plan 


Attachment has been removed from 


Individual Support Plan 


The Individual Support Plan has been 


assigned to you 


Access to ISP has been revoked 


Organization Unit Assignment Request 


CSB assignment is effective today 


CSB assignment has been deactivated 


CSB assignment has been created effective 


{Effective Date} 


CSB transfer has been initiated. The current 


assignment will expire on {Effective Date} 


Retain Slot Form 


Retain Slot Form has been submitted to you. 


Please review the form. 


Retain Slot form has been submitted back to 


you. Please provide more information. 


Service Authorization 


There is an error related to a Service 


Authorization. 


The Status Code for Service Authorization 


has been updated. 


The Status Code for Service Authorization 


has been updated. 


A new service authorization has been 


created. 


A service authorization has been deleted. 
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Category Alert Text 


A person's slot has been released. 


Provider has submitted service 


authorization for review. 


A service authorization has been submitted 


to PA staff for review. 


A new service authorization has been 


submitted for review. 


A new note has been added to the Service 


Authorization record 


A new note has been added to the Service 


Authorization record 


A new note has been added to the Service 


Authorization record 


A service authorization has been sent back 


to provider. 


A service line has been removed from 


service authorization 


A service line has been removed from 


service authorization 


A service authorization has been sent back 


to Pending Support Coordinator Review. 


SIS 


Tier has changed from {Previous Tier} to 


{Tier} effective {Assessment Date}. 


Tier has changed from {Previous Tier} to 


{Tier} effective {Assessment Date}. 


Tier has added as {Tier} effective 


{Assessment Date}. 


Tier has added as {Tier} effective 


{Assessment Date}. 
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Note: CSBs are only able to view their 


own Organizational Unit (“OU”). 


Category Alert Text 


Slot Assignment 


Slot "{Slot Number}" has been released. This 


slot must be reassigned to another 


individual within 90 days of release. 


Slot Deletion Slot "{Slot Number}" has been deleted. 


Staff Assignment 


You have been assigned as CSB support 


coordinator 


You're no longer the assigned CSB support 


coordinator for this person 


14.2 My Lists Tab 


The My Lists tab allows for easy access to lists of 


individuals by of Enrollment, Retain Slot, Individual 


Support Plan and Service Authorization. 


1. Click on the My Lists tab. The My List options appear on the left. 


 


14.2.1 Enrollment 


1. Click on Enrollment.  


 


2. Complete required fields:  


a. Show Me 


i. My people with enrollment (those assigned to who is logged in) 


ii. People with Enrollment (everyone in the CSB) 
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b. Status 


i. Projected 


ii. Active 


iii. Hold 


iv. Released 


v. Pending Appeal 


c. CSB (will default to the CSB of the person logged in) 


14.2.2 Retain Slot 


Access a list of assigned individuals with Retained Slots. 


1. Click on Retain Slot.  


 


2. Complete required fields:  


a. Show Me 


i. My Retain Slot Forms (those assigned to who is logged in) 


ii. All Retain Slot Forms (everyone in the CSB) 


b. Status 


i. In Progress 


ii. Awaiting RSS Review 


iii. Awaiting CSB Response 


iv. Complete 


v. Discarded 


c. CSB (will default to the CSB of the person logged in) 


14.2.3 Individual Support Plan 


Access a list of assigned individuals with an Annual ISP status of Overdue or due in a given 


number of days 


1. Click on Individual Support Plan.  
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2. Complete required fields:  


a. Show Me 


i. My people (those assigned to who is logged in) 


ii. All People (everyone in the CSB) 


b. Annual ISP Status 


i. Annual ISP overdue 


ii. Annual ISP due in X days 


iii. A required Due in Days field displays if Annual ISP due in X days is 
selected for you to add the specific number of days due 


14.2.4 Service Authorizations 


Access a list of assigned individuals with a Service Authorization based on status. 


1. Complete required fields:  


a. Show Me 


i. My Service Authorizations without Errors (those assigned to the 
Support Coordinator) 


ii. My Service Authorizations with Errors (those assigned to the 
Support Coordinator) 


iii. All Service Authorizations without Errors (everyone in the CSB) 


iv. All Service Authorizations with Errors (everyone in the CSB) 


b. Status 


i. Pending Provider Input 


ii. Pending Support Coordinator Review 


iii. Pending PA Staff Review 


iv. Pending VAMMIS Approval 


v. VAMMIS Approval Complete 


vi. Waiver Slot Released 


vii. SA Terminated 


14.3 Search Filter 


When looking for a specific individual in the My List or Alerts or other tabs simply start 


typing their first or last name (or other column information known) in the Search Filter field 


(located in bottom right-hand corner) of each tab. The list will be filtered to display 


information that matches the criteria typed. 







Miscellaneous 


For Authorized Use Only – Do Not Distribute 92 


 


Begin typing the search criteria (i.e., first or last name) in the Search Filter field. The list is 
filtered to display only the information that matches the criteria you type. 


 


14.4 Slot Management Tab 


Use the Slot Management tab to view assigned slots by Waiver. The slot for a specific 


individual can be viewed by inputting their first and/or last name into the search criteria. 


1. Click on the Slot Management tab.  The Slots window appears. 
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Note: The search will not yield results if there 


is a conflict in search criteria. Example: Person 


is not in the identified Waiver Type. 


2. Complete required fields using the drop-downs 


a. Waiver Type 


i. Community Living 


ii. Family and Individual Supports 


iii. Building Independence 


b. State Slot 


i. Defaults to No 


c. CSB 


i. Defaults to the CSB  


d. Status 


i. Available 


ii. Assigned 


iii. Assigned to Wave 


3. Add known optional information to 
narrow the search 


4. Click on Search. 


14.5 Search by Slot Number 


1. Click on the Slot Management tab. The Slots window appears. 


2. Add the Slot Number in the Slot Number field. The required fields (Waiver Type, State 
Slot? and Status) are no longer required fields. 


3. Click Search. 


14.6 Export Slot Information 


1. Click on the Slot Management tab. The Slots window appears. 


2. Complete required fields using the drop-downs 


a. Waiver Type 


i. Community Living 


ii. Family and Individual Supports 


iii. Building Independence 


b. State Slot 


i. Defaults to No 


c. CSB 


i. Defaults to the CSB  


d. Status 


i. Available 


ii. Assigned 


iii. Assigned to Wave 
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3. Add known optional information to narrow the search 


4. Click on Search. 


5. Click the Export link (above the Actions column). 


 


6. Click to Open or Save the .xls file (or Cancel the export). 


a. Click on the Excel file at bottom of desktop; or 


b. Open from the Save location 


14.7 Reports Tab (Canned Reports) 


There are several canned Reports available by default under the Reports tab. These reports 


are based on a predefined Business Intelligence model ~ WaMSBIModel.  


The reports available are based on the role of the person logged in to WaMS. CSB 


Administrators have access to generate reports for their OU. 


14.7.1 Generate Reports 


1. Click on the Reports tab. The reports categories available appear by default (for 
instance: 


a. Slot Management 


b. Waitlist (detail or summary) 


c. Waiver 


 


Note: A blank Category drop down 


displays all canned reports available 


based on role. 
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2. Click on View to open the appropriate report. The report opens in a separate tab in 
the browser. 


 


 


 


1. Click Next Page, Last Page or Previous Page, First Page buttons to go to additional 
pages in the report (these buttons are available when there is more than one page in 
the report). 


2. Click the drop down arrows to narrow search parameters. 


3. Click the Calendar icons to select the Start and End dates for the report. 


4. Click View Report when parameters of numbers 2 or 3 above are selected or 
modified to refresh the report. 


5. Click the Export drop down menu to save the report as: 


c. Word 


d. Excel 


e. PowerPoint 


f. PDF 


g. TIFF file 


h. MHTML (web archive) 


i. CSV (comma delimited) 
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j. XML file with report data 


k. Data Feed 


14.7.2 Filter Reports 


1. Click the Up and Down arrows  next to the column name to filter the data on 
that column. 


The Up and Down arrows will change to a single white up or down arrow  once the 
filter is selected. 


 


14.8 Dashboard 


The Dashboard represents a snapshot of activities required and is based on the login role. 


1. Click on the Dashboard tab. The three sections of the Dashboard appear 
(1) Calendar, (2) Alerts, and (3) To Do List). 
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2. Click the Expand buttons  to open each section in its own window. 
 


 


14.8.1 Dashboard Calendar 


The dashboard calendar provides system generated reminders and manually added events 


a. Click the calendar drop down arrow to filter view by specific events 


 


b. Click the Previous and Next arrows next to “Today” to change the calendar 
month. 


 


c. Click on the Day, Week or Month for the desired view. 
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14.8.1.1 Add Event 


Meetings or reminders are added to the calendar manually as a one-time or recurring 


(repeating) event. Click Add Event in the Calendar title bar  


1. Input required information into the Add Event window 


a. Name of the event/reminder 


b. Date 


c. Start and End Times 


2. Input optional information. 


a. Description or details about the event 


b. Repeat – Identify if or how often the event reoccurs. Recurring options are 
daily, weekly, monthly or yearly basis if applicable 


c. Reminder – Identify if or when a reminder should be generated 


3. Click on Save. The meeting appears in the calendar. Manually added events display in 
a different color from the system generated events. 


 


14.8.1.2 Edit a Manually Added Event 


1. Double-click on the added event. The Edit/View Event window appears. 


2. Make appropriate changes. 


3. Click on Save.  


14.8.1.3 Delete a Manually Added Event 


1. Place the Mouse Pointer over event. An X 
appears to the right of the Event Name. 


2. Click the X. The Delete Event dialog box 
appears asking “Are you sure you want to 
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delete this event”.  


3. Click on the Delete button. The Event is removed from the calendar. 


14.8.2 Dashboard Alerts 


The Dashboard Alerts display the last 10 unread alerts in the dashboard sorted by date. 


d. The dashboard reflects the number of alerts in the Alerts tab is in the upper 
left corner of the Dashboard Alerts title bar 


e. If the number of alerts is below 99 the number displayed will decrease as 
each alert is clicked on 


f. Alerts over 99 will display as +99 and will remain at that number until there 
are 99 or less Alerts. 


1. Click on the Category drop-down arrow to display a specific category (i.e., alerts 
related only to Enrollment Status) 


 


2. Click on the category to be viewed. 


3. Click the +  in the description column to expand the alert and 
display the Go link. 


4. Click on Go to go directly to the Individual’s record. The record 
will be opened in a new browser window. 


14.8.2.1 Refresh Alerts 


Easily remove viewed and acted upon Alerts from the Dashboard and 
see newly added Alerts 


1. Click on the Refresh button. Acted on and viewed alerts will be 
removed from the list. Any new alerts will be added. 


14.8.3 Dashboard To Do List 


The To Do List provides a snapshot of Enrollment Status, SA (Service Authorization), 
Assignments and ISP (Individual Support Plan). Each has a graphic that provides a visual of 
pending and completed actions. 


14.8.3.1 Enrollment Status 


View the most recent Enrollment Status for assigned individual or those in the CSB by status. 


1. Click on the Enrollment tab so it is the active tab (displays in white). 


2. Click the Show Me down arrow to select:  
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Note: The pie chart is a visual representation 


of data based on the filter selections made. 


The pie chart changes based on the Show Me, 


Status and Waiver type selections. Hovering 


over pie chart displays the status and 


percentage representation of related data. 


a. My people with enrollment: individuals assigned to the support coordinator 


b. People with Enrollment: individuals in the CSB 


3. Click the Status down arrow to select the appropriate status to display 


a. Projected 


b. Active 


c. Hold 


d. Released 


e. Pending Appeal 


 


4. If necessary, click the Waiver Type down arrow to select the appropriate waiver to 
display 


a. Community Living 


b. Family and Individual Supports 


c. Building Independence 


Results automatically display as each selection is made. 


 


5. Click on View to access the specific record in 
the Person’s Details tab. 


 


 


 


 


14.8.3.2 SA (Service Authorization) 


View the most recent Service Authorizations by status. 


1. Click on the SA tab so it is the active tab (displays in white). 


2. Click the Show Me down arrow to select 


a. My Service Authorizations with error 


b. My Service Authorizations without error 


Note: To view the full Enrollment Status list 


for individuals click on the View More link.  


The My List tab opens in a new window. 
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c. All Service Authorizations with error 


d. All Service Authorizations without error 


3. Click the Status down arrow to select the appropriate status to display: 


a. Pending provider input 


b. Pending support coordinator review 


c. Pending PA staff review 


d. Pending VAMMIS approval 


e. VAMMIS approval complete 


f. Waiver slot released 


g. SA terminated 


4. If necessary, click the Waiver Type down arrow to select the appropriate waiver to 
display 


a. Community Living 


b. Family and Individual Supports 


c. Building Independence 


Results automatically display as each selection is made. 


5. Click on View to access the specific record in the Person’s Details tab. 


To view the full SA list for individuals click on the View More link. The My List tab opens 
in a new window. 


14.8.3.3 Assignment 


View recent assignments of individuals to the Support Coordinator or individuals in the CSB 


who have not yet been assigned to a Support Coordinator. 


1. Click on the Assignment tab so it is the active tab (displays in white). 


2. Click the Show Me down arrow to select 


a. Unassigned 


b. Assigned 


Results automatically display as each selection is made. 


3. Click on View to access the specific record in the Person’s Details tab. 


 


To view the full Assignment list for individuals click on the View More link.  The 
Assignments tab opens in a new window. 
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14.8.3.4 ISP (Individual Support Plan) 


View the most recent ISP status based on selections in the Show Me and Annual ISP Status 


fields. 


1. Click on the ISP tab so it is the active tab (displays in white). 


2. Click the Show Me down arrow to select 


a. My people 


b. All people (in the CSB) 


3. Click the Status down arrow to select the appropriate status to display: 


a. Annual ISP overdue 


b. Annual ISP due in X days 


 Add a number in the Due in Days field (i.e., 365 to see due in 1 year) 


 


4. If necessary, click the Waiver Type down arrow to select the appropriate waiver to 
display 


a. Community Living 


b. Family and Individual Supports 


c. Building Independence 


Results automatically display as each selection is made. 


5. Click on View to access the specific record in the Person’s Details tab. 


 


To view the full ISP list for individuals click on the View More link.  The My List tab opens in 
a new window. 


14.9 Forgot User Name or Password 


If the User Name has been forgotten, the system can send it to the email address that is 
associated with WaMS.  If the Password has been forgotten, it can easily be reset by email. 
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14.9.1 Receive Forgotten User Name  


1. At the WaMS Log In screen, click user name.   


 


The Forgot User Name window opens. 


 


2. Enter the email address associated with the WaMS login. 


3. Click on Submit. 
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14.9.2 Reset Password  


1. At the WaMS Log In screen, click password?.   


The Reset your password by email window opens. 


 


2. Enter the email address associated with the WaMS login. 


3. Click on Submit. The Reset Request Sent box appears. 
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4. Click on the Reset Password link in the email to return to WaMS and create a new 
password. 


 


5. In the Change your password window, type in a new Password, retype the new 
password in the Confirm Password field, and then click on Submit. (note password 
parameters below). 


 


A confirmation email will be sent confirming that your password has been changed. 
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15 WaMS Menu Options 
Menu options are available based on the organization 


and role of the user logged in. 


15.1 Main 


The Main submenu provides an alternative way to 


access the top-level navigation tabs.  


To return to the WaMS Home page, click on Main / 


Home. 


15.2 Administration / User Directory 


Search for and obtain email and telephone information 


for other users of WaMS. 


1. Click on Menu, Administration, User 
Directory.  The User Directory tab opens. 


2. Enter information into the Organization Unit 


and/or Staff Name fields. 


3. Click on Search.  


15.3 My Information 


The My Information submenu includes My Profile, My 


Organization and My Staff options.  


15.3.1 My Profile, Overview 


Use the My Profile, Overview submenu view 


and edit certain user and login information such 


as name, title, email address, phone number 


and address assigned to the account.  This is 


also where to view the specific Role (s) assigned 


to the user account. 


15.3.1.1 Receive Email Alerts 


To receive emails when Alerts are received in addition to being notified in WaMS, edit the 


General Information under My Profile: 


1. Click on Menu, My Information, My Profile.  The My Profile - Overview tab opens. 


2. Click on the General Information Edit button. The My Profile — General Information 


window opens. 
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3. Click on the Yes radio button for Receiving Email Alert to select it. 


4. Click on Save. 


Each time an Alert is received, an email will also be sent to the email address listed in the 


My Profile section. 


15.3.2 My Profile, My Delegations 


Use My Profile, My Delegations to set up delegate access to WaMS. This allows a person 


you designate to work in WaMS on your behalf.  The delegate logs on as the user they are 


completing the authorization for. 


15.3.2.1 Assign Delegate 


1. Click on Menu, My Information, My 
Profile.  The My Profile - Overview tab opens. 


2. Click on My Delegations. The My Profile — 


My Delegation window opens. 
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Note:  The delegate will no longer be able 


to login as that user after the end date.  


The End Date should be the day after the 


last day permission is needed. 


 


3. Click on Manage.  The My Delegation — User(s) Authorized to Login as Me window 


opens displaying all users in the Organization Unit. 


4. Click the checkbox next to each desired user(s) to be set as a delegate. The start and 


end date fields become required. 


5. Enter the Start Date and End Date of the delegation. 


 


6. Click on Save. The delegate(s) name appears in 


the “User Authorized to Login as Me” section 


along with the start and end dates. 


 


15.3.2.2 Remove Delegate (Deactivate) 


1. Click on Manage in the My Delegation — User(s) Authorized to Login as Me window. 


2. Locate your delegate’s name, then click the checkbox next to delegates name to 


remove the check. The start date and end date will also be removed. 


3. Click on Save. The delegate(s) name is removed from the “User Authorized to Login as 


Me” section along with the start and end dates and will no longer be able to login as 


your delegate. 


Note: If you have been assigned as someone 


else’s delegate, your name will be listed under 


the “User I’m Authorized to Login as” section 


during the start and end dates designated.. 
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15.3.3 My Organization Unit 


15.3.3.1 Overview  


Use to see and edit certain attributes of the 


organization, including organization name, 


point of contact, address, Service Areas and 


Telephone numbers.  


15.3.3.2 Staff 


Use to search for existing staff and create new staff members. (See Section 16 – Add New 


Staff Members) for step-by-step instructions for adding new staff members. 


15.3.3.3 Role 


Use to view roles available to the organization and to see view and edit permissions allowed 


for a role. 


15.3.4 My Staff 


Opens the Staff Search — Overview window to allow for locating existing staff and creating 


new staff in the organization. (See Section 16 – Add New Staff Members) for step-by-step 


instructions for adding new staff members 


15.4 Tools 


Use Tools to access Service Definitions.  Service Definitions describe the parameters of all 


services. 


15.4.1 Service Definitions 


1. Click on Menu, Tools, Service Definitions.  The Service Definitions — List window 


appears. 


2. Type in the search criteria: 


 Name 


 Procedure Code 


 Published 


 Status 


 Modifier 1 


 Modifier 2 


 Provider Type 


 Service Type 


3. Click on Search.  


 


Note: Click the Clear button to clear 


search fields and begin a new search. 
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Note: The Next button is not active. The 


following message is received when the Next 


button is clicked: “Error: Access denied. 


Reason: No permission. You’re not authorized 


to access.” 


 


15.4.1.1 View Service Definition Details 


1. Click Details under the Actions column. The Service Definition – View window opens. 


 


2. Click Manage for the category name to view additional details. 


 


3. Click Details under the Actions. The Service 


Definitions — Frequency Data View window 


opens with additional information. 
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15.5 Feedback 


Use the Feedback option to send feedback to the WaMS Help Desk. Create new feedback 


and send to the WaMS Help Desk or view a list previously submitted. 


15.5.1 Submit Feedback to WaMS Helpdesk 


1. Click on Menu, Feedback, Create. The Error Form appears. 


 


Note: Fudge Factor – How Units 


entered are converted into MMIS 


Units if their frequencies are not 


the same. 
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2. Complete the required fields: 


 Type of Concern: System Error, Question/Comment, Unknown 


 Severity:  Normal, Urgent 


 Details: Free form comments field to address the concern 


3. Add additional comments if necessary in the Comments field. 


4. Click on Send. 


15.5.2 View List of Previously Submitted Feedback 


1. Click on Menu, Feedback, List.   


 


2. Click the Status drop down arrow to select submissions that are Pending, In 


Progress or Resolved. 


3. If necessary, select the Severity (Normal or Urgent) and/or Waiver Type 


(Community Living, Family and Individual Supports or Building Independence) to 


narrow the search. 


4. Click on Search.  The submitted List appears. 


To perform another search, click on Clear to remove the search results and repeat 


steps 2 – 4 above. 


15.5.2.1 Add a Note to the Submitted Feedback Form 


1. From the List search results (by performing Steps 1-4 in Section 15.5.2 above), click 


on View under Actions.  The Status window opens. 
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Note: Use the Notes field to add  


notes to the feedback or review 


notes added by the WaMS Help 


Desk. 


2. Scroll to the bottom of the Status window to display the Notes section. 


 


3. Click on Add.  The Error Note field appears. 


4. Add additional information for the error in the Error 


Note field. 


5. Click on Save.  Added information appears in the Notes 


field.  


15.5.2.2 Export Submitted Feedback Form 


1. Click Export To CSV to create an Excel file of the feedback list. 


15.6 Print (Print the Screen) 


When the Print option is selected, a PDF version of any page in WaMS is created for printing 


or saving (downloading). 


1. From any WaMS page, click on Menu, Print.  A 


PDF version of the page opens in a new window. 


2. Print (Control +P or click on the printer icon) or 


download to save the PDF document. 
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16 Add New Staff Members 
A new Staff Member profile should be created for each person who should access to WaMS.  


1) Add the New Staff Member to WaMS; and 2) add the member’s Role.  Once the new 


member has been added, they will need to confirm and create a password in order to log in 


to WaMS. 


16.1 Complete Staff Profile – General Information 


1. Click on Menu, My Information, My Staff. The Staff Search — Overview window 
appears on the My Organization tab: 


 


 


2. Click Create Staff. The Staff Profile — General Information window appears. 


3. Complete the fields for the new staff member’s General Information. 


a. Required Fields: (denoted by yellow field with red asterisk):  First Name, 
Last Name, Business Title, Organization Unit, Phone Type and Phone 
Number.  


b. Optional Fields:  Prefix, Suffix, Business Credential (e.g., RN, MSW), Email 
Address, Supervisor, Address, Phone Ext. 


Note: Before adding, 


search for the new staff 


member’s name by typing 


it in the “filter all 


columns” field to ensure 


that the staff member 


has not already been 


added to the OU. 







Menu Options 


For Authorized Use Only – Do Not Distribute 115 


 


 


4. Click Save.  The New Staff Member has been added to the OU.  You will receive a 
Success: Record has been created message. 


16.1.1 Add User Information 


1. From the left navigation, click Staff Role. The Staff Profile — Staff Role window 
appears. 
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2. Click Add.  The User Settings — User Management window appears. 


3. Type in login information for the new staff member (login name and email address) 
in the appropriate fields.  
 
An email is sent to the new staff member at 
the email address provided letting them 
know that their account has been created.  
The new user must confirm their email 
address by clicking on Confirm Account 
Creation.  They will then be provided with 
an opportunity to set their WaMS login 
password.  Once the password has been set, 
the new user can log into WaMS. 
 


 


4. Click Save. 


16.2 Add Role for New Staff Member 


1. Make sure Staff Role is selected from the left navigation.   


Note: The New User Account email address must be an 


accurate work email in order to receive the New Staff 


Log-on email.   


 


Forwarding the link to a new staff member will not 


provide WaMS access. 
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Note: WaMS will send two 
emails:  1) the account has been 
verified; and 2) the password 
has been changed. 


2. Click Add User Role Set. The User Settings — User Roles window appears. 


 


3. Select the appropriate role(s) for the new staff member. 


 


4. Click Save.  The New Staff Member’s role has been added to the OU.  You will receive a 
Success: Record has been created message. 


After a new staff member’s account has been created, the 
new user must confirm their email address from their 
email account by clicking on Confirm Account Creation.  
They will receive an email to set their WaMS login 
password.  After the password has been set, the new staff 
member will be able to log into WaMS.   


Note: The available selections are based on 


the roles designated for the CSB/OU. 
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17 CSB Role Permissions 
To see the list of roles and permissions available in WaMS 


for the organization:  


1. Click on Menu, My Information, My 
Organization. 


2. Click on Role.   


 


The Role List — Overview  window for the 


organization opens. 


  


 


3. Click on View for a specific role.  The Role details appear displaying permissions 
available for that role. 
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Attachment A – WSAC Process Map 


 


 
 
 


*CSB informs RSS of 


need for additions (& 


removals that result).  


* More time added, if  


needed.  


WSAC Meeting 


CSB/SC 


RSS 


WSAC 


CSB informs RSS  slots(s) are 


available. RSS confirms; New 


WSAC Session.  


RSS asks WSAC facilitator for 


member availability. 


WSAC facilitator confirms 


availability. 


 
New person 


with Critical 


Needs Score in 


range? 


Yes 


No 


CSB provides Slot 


Assignment Review 


forms to WSAC & 


RSS no less than 5 


business days 


before mtg. 


RSS assigns 


highest rated 


persons to 


available slot(s) - 


Projected 


If new person 


w/CNS score in 


range, CSB informs 


RSS of need for 


additions/removals. 


Distributes Slot 


Assignment Review. 


form. 


;.postsubmission.  


At 


least 


two 


days 


prior. 


At 


least 


five 


days 


prior. 


KEY 
CSB = Community Services Board 
RSS = Regional Support Specialist 
SC = Support Coordinator 
WSAC = Waiver Slot Assignment Committee 


RSS confirms dates 


(and # of days) with 


CSB based on # of 


people in review 


pool. 


START 
END 








Waiver Services                                                                                                                     At a Glance 


 
BI 


 
FI 


 
CL 


 
Employment and Day Options 
  


x x x Supported Employment, Individual 
x x x Supported Employment, Group 
 x x Workplace Assistance 


x x x Community Engagement 
x x x Group Day  
 


BI 
 


FI 
 


CL 
 
Crisis Support Options 
 


x x x Center-based crisis supports 
x x x Community-based crisis supports 
x x x Crisis support services 
 


BI 
 


FI 
 


CL 
 
Residential Options 
 


x   Independent Living Supports 
x x x Shared Living 
 x x In-Home Supports 
 x x Supported Living 
  x Group Home Residential 
  x Sponsored Residential Services 
 


BI 
 


FI 
 


CL 
 
Self-Directed and Agency-Directed Options  
 


 x x Consumer-Directed Services Facilitation (self-directed only) 
 x x Companion 
 x x Personal Assistance Services 
 x x Respite 
 


BI 
 


FI 
 


CL 
 
Medical and Behavioral Support Options 
 


 x x Private Duty Nursing 
 x x Skilled Nursing 
 x x Therapeutic consultation 


x x x Personal Emergency Response System (PERS) 
 


BI 
 


FI 
 


CL 
 
Additional Options 
 


x x x Assistive technology 
x x x Benefits Planning   
x x x Community Guide  
x x x Electronic Home-Based Services 
 x  Individual and Family/Caregiver Training 


x x x Environmental modifications 
x x x Employment and Community Transportation  
x x x Transition services 
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DD Waivers: “When to Submit What”  


Situation WaMS/Service Authorization Actions Needed Additional Actions Needed 


Bold italics below indicate actions in WaMS. 


WAITING LIST 


Add individual to the DD 


Waivers’ Wait List 
This process occurs in WaMS.    


 


 Please reference:  Job Aid  – CSB 


Detailed Workflow ++ 


 Please reference:  Job Aid – Priority 


Needs Checklist  


 If Priority 1, please reference Job Aid – 


Critical Needs Summary.  


 Please reference:  Job Aid - Letters 


Send Notice of Action Letter to 


individual/family when adding the person to 


the DD Waiver Wait List.   


 


If Priority 1, complete Slot Assignment 


Review Form in WaMS.  
 


 May use agency’s electronic health 


record template if information is 


identical to WaMS.     


 


Changing Priority Status 


on Wait List   
This process occurs in WaMS.  


 


 Please reference:  Job Aid – Priority 


Needs Checklist  


 Please reference:  Job Aid – Letters  


 


Complete Critical Needs Summary as 


required in WaMS (if Priority 1).     
 


Send Notice of Action Letter to 


individual/family when moving the person 


from:  


 


 Priority 1 to Priority 2 or 3 


 Priority 2 to Priority 3  


.   


Removing individual 


from Wait List  
This process occurs in WaMS.   


 


 Please reference:  Job Aid – Letters  


 


Send Notice of Action Letter to 


individual/family.  Remove the person from 


the wait list following expiration of appeal 


rights.   


 


++All Job Aids may be located on WaMS Home Page  Training Manuals, Webinars, and FAQs 


ENROLLMENT 


Individual has been 


placed in projected 


enrollment status by 


DBHDS.   


Change the individual’s enrollment status from 


“Projected” to “Active.”  


 


 Level of Care (LOC) statement is 


automatically inserted in notes section 


when status is changed. 


 


Print the enrollment screen containing the 


LOC eligibility statement and submit to local 


DSS along with the DMAS-225.  


 


Send Notice of Action Letter to 


individual/family for waiver enrollment. 
 


 DMAS-225 may be located at:  


www.dmas.virginia.gov.   


 


Services not initiated 


within 30 days of active 


enrollment. 


 


 


Complete Retain Slot Request in WaMS and 


submit to the appropriate Regional Support Staff. 
 


 DBHDS may approve initial retain slot 


request and up to four extensions for a 


total of no more than 150 days.   


Send Notice of Action Letter to 


individual/family if DBHDS staff denies 


request to retain slot. 



http://www.dmas.virginia.gov/
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Service Authorization – Requires a SAR (Service Authorization Request) to be submitted in Virginia WaMS (Waiver 
Management System). Each DD waiver service has specific requirements/supporting documentation (attached in the ISP 
section of WaMS) which must be included with the SAR in order to justify the request.  ++ 


Initial request for 


authorization of Waiver 


services for individual 


newly enrolled. 


 Date of VIDES must be no more than 6 months 


prior to active waiver enrollment.  


 The date and results of current Physical Evaluation 


and Psychological Evaluation or Developmental 


Evaluation in ISP overview section of WaMS. 


 Submit SAR(s) in WaMS for individual services to 


include a concise narrative of the individual and 


their assessed need for the service. 


 


 


Request for continued 


service authorization. 
 Submit SAR(s) in WaMS - ADD requests to the 


existing SA instead of "creating new." It is helpful 


if all of the authorizations are on the same SA 


record for the same NPI number instead of 


creating new SAs (there are 18 lines for dates of 


service on each SA record).  


 Concise description of the individual‘s assessed 


need for the service. 


 


Request for new service 


authorization. 
 Submit SAR(s) in WaMS - ADD requests to an 


existing SA instead of "creating new." It is helpful 


if all of the authorizations are on the same SA 


record for the same NPI number instead of 


creating new SAs (there are 18 lines on each SA 


record). 


 Concise description of the individual‘s assessed 


need for the service. 


 


Decreasing/increasing a 


service or ending a 


service. 


 Ending SAR with explanation documented in 


comments or notes. 


 Decreasing/increasing – select revise on the service 


authorization detail line on the SAR record in 


WaMS and adjust the end and start dates relative to 


the start date of the requested decrease/increase. 


 Concise description of the individual‘s assessed 


need for the service.  


Send Notice of Action Letter to 


individual/family for decreasing or 


ending a service. 
 


Changing the provider of 


a service without a 


decrease in services.  


 End current provider in WaMS with explanation in 


comments or notes. 


 Submit new provider’s SAR. 


 


 


++ WaMS reflects the status of the SA request in the review process (“Pending Provider Input,”  ”Pending Support Coordinator 


Review,” “Pending PA Staff Review,” “Pending VAMMIS Approval,” and “VAMMIS Approval Complete.”) 


 


++Service Authorization Consultants have ten business days (from date of submission) to take action on all requests in WaMS.   
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INTERRUPTION / EXTENSION / RESTART OF SERVICES 


Individual does not 


receive any DD Waiver 


services for 30 


consecutive days. 


Change enrollment status from “Active” to 


“Hold.” 


 


Complete Retain Slot Request in WaMS and 


submit to the appropriate Regional Support Staff. 


 


 Resubmit Retain Slot Request in WaMS 


every 30 days until services are re-


initiated.  


 


Submit DMAS-225 with date and reason for 


interruption noted to local DSS. 
 


Temporary loss of 


Medicaid eligibility  
Change enrollment status from “Active to Hold”. 


 


Complete Retain Slot Request in WaMS and 


submit to the appropriate Regional Support Staff. 


 


 Resubmit Retain Slot Request every 30 


days until eligibility is re-established. 
 


Notify all providers. 


Temporary stay in ICF-


IID, Nursing Facility, or 


Rehab Hospital. 


Change enrollment status from “Active to Hold”. 


 


Complete Retain Slot Request in WaMS and 


submit to the appropriate Regional Support Staff. 


 


 Resubmit Retain Slot Request every 30 


days until individual is discharged. 


 


Submit DMAS-225 with date and status noted 


to local DSS.   


Restart services following 


interruption  
Change enrollment status from “Hold” to 


“Active.” 


Submit DMAS-225 with date and status noted 


to local DSS. 


DISCHARGE FROM WAIVER 


Termination of all DD 


Waiver services (except 


for ‘Deceased’) 


Change enrollment status from “Active/Hold” to 


“Terminated.” 


 


 Please reference:  Job Aid – Letters 


 Please remember to select the correct 


reason for termination. 


 


Following the expiration of appeal rights, 


change enrollment status from “Terminated” to 


“Released.” 
 


Send Notice of Action Letter to 


individual/family when terminating waiver 


services. 
 


 Send DMAS-225 with date and 


discharge reason noted to local DSS. 
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Termination of all DD 


Waiver services for a 


deceased individual. 


 Send Notice of Action Letter to 


individual/family.  


 Do not change the person’s enrollment 


status in WaMS until the 30 day appeal 


period has expired.  


 Upon expiration of appeal rights, 


change enrollment status in WaMS 


from “Active/Hold to Terminated.”  


 Select termination reason “Deceased”.  


This immediately releases the slot in 


WaMS.   


Send Notice of Action Letter to 


individual/family when all waiver services are 


being terminated. 
 


 Send DMAS-225 with date and 


discharge reason noted to local DSS. 


 


TRANSFER OF SUPPORT COORDINATION  


Transfer of support 


coordination for an 


individual in DD 


Waiver/on DD Waiver 


waitlist. 


CSB of origin assigns individual to the receiving 


CSB. 


 


 Please reference:  WaMS Case 


Management Navigation Manual (Page 


30) 


 Please reference:  VA Support 


Coordination/Case Management 


Transfer Procedures for Persons with a 


Developmental Disability 
 


Each CSB submits DMAS-225 to local DSS 


with address and SC/CM change noted.   


 


CSB of origin reassigns SIS Assessment(s) to 


receiving CSB via SIS Online.   


 


 








1 For the purpose of identifying SIS respondents, “Residentially-oriented” services refers to the following DD waivers services: 
Shared Living, In-Home Supports, Independent Living Supports, Supported Living, Group Home Residential, and Sponsored 
Residential. 
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Department of Behavioral Health and Developmental Services 


Procedures for Scheduling of the Supports Intensity Scale® (SIS®)  
 


I. Identification of Needed SIS Assessments 


 


A. The Supports Intensity Scale® (SIS®) vendor will upload the names of persons targeted by 


DBHDS according to its order of priorities for upcoming SIS assessments to the vendor’s 


database utilizing the DBHDS SIS Vendor Report.  


1. These names will then be provided by the vendor to the appropriate Community 


Services Boards/Behavioral Health Authorities (CSB/BHA) for the collection of 


respondent information.  


 


B. Information on the SIS Vendor Report is drawn directly from the Waiver Management 


System (WaMS). Thus, any erroneous information provided by the vendor to the CSB/BHA, 


such as the Social Security Number (SSN), Medicaid number, Date of Birth (DOB) and 


Support Coordinator (SC) assignment must be corrected by the CSB/BHA in WaMS.   


 


II. Provision of Respondent Information 


 


A. The SC will provide all required respondent information to the SIS vendor within 10 business 


days of the date it is requested.  


 


Required respondent information includes: 


1. likely location for the interview  


2. need for interpretation services and/or other accommodations 


3. the name, address, and contact information for the individual and the guardian, if one 


has been appointed 


4. a minimum of two qualified respondents to participate in the SIS interview and contact 


information for each.  


 


B. Criteria for a qualified respondent follows:  


Respondents need to have known the individual for at least the last three months and had 


recent opportunities to observe the person functioning in one or more settings for substantial 


periods of time.    


1.Two qualified respondents, in addition to the individual, are typically required to 


ensure a complete picture of the person’s supports needs are to be identified; 


however, if an individual is able to provide a complete picture of their supports 


needs, they may act as one of the two qualified respondents.   


2. Persons who do not meet the criteria above may attend but not participate as 


respondents, except with the approval of DBHDS.  


3. If the individual receives residentially-oriented1 or day services, the SC must 


identify a respondent/participant from each of these services. 


4. If the individual does not receive residentially-oriented or day services, 


respondents/participants will be identified for each service providing more than 5 


hours of support to the person weekly.  
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C. The SC will report to the SIS vendor any changes that occur in the respondent pool after 


scheduling of the interview.  


 


III. Scheduling  


 


A. The SIS vendor scheduling staff will: 


1. Contact the SC for at least 3 available dates and times to conduct the SIS interview 


2. Contact qualified respondents to identify an interview date and time  


3. Confirm that at least two qualified respondents and the individual are committed to 


attending the interview 


4. Invite the guardian. If not able to reach the guardian by phone, an email invitation 


must be sent. If no email address is available, written notice of the interview time 


and date must be sent via USPS.  


 


B. After the interview time, date, and location are determined and all respondents are notified:  


1. SIS vendor arranges interpretation services as requested by the SC 


2. SIS vendor issues reminders to required respondents 5-7 business days prior to the  


    interview  


 


IV. Interview 
 


A. The SIS vendor conducts the scheduled interview.  


1. DBHDS has determined that scheduled SIS interviews will proceed as long as two 


qualified respondents are available. (See II. A. 4. above.) 


2. Active participation by the individual is strongly encouraged.  


3. The individual must meet the interviewer face-to-face except when DBHDS has 


given permission for SIS interviews to be conducted via telehealth.   


4. When interviews are conducted via telehealth, (during the COVID 19 pandemic, 


for example), the interviewer will make a focused effort to speak directly to the 


individual at the beginning of the telehealth interview.  


5. The individual may choose his or her level of participation in the interview.   
 


B. At the interview, the SC will: 


1.   Verify with the assessor that the individual’s name, SSN, Medicaid number and 


DOB are correct on the SIS assessment form. If any of these items are inaccurate, 


the SC will ensure the information is corrected in WaMS   


2.   Provide the CSB/BHA SIS username to which the SIS report should be assigned 


3.   During face-to-face assessments, respondents are asked to sign the Virginia 


Standard Operating Procedures Checklist for the SIS Interview indicating their 


participation and agreement or disagreement with the SOP checklist.  


4.   For interviews via telehealth, the interviewer will document participation by 


respondents and their verbal agreement/disagreement that the interview was 


conducted within “DBHDS-SIS Standard Operating Procedures and Review 


Process COVID 19 Version 09 04 20.”  
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V. After the Interview 


 


A. The interviewer reviews the assessment for errors and submits for quality review.  


 


B. SIS vendor quality review staff have 7 calendar days from the interview date to review and 


finalize the Family Friendly SIS Report (FFR) and assign it to the provided CSB/BHA 


username in SISOnline®.  


 


C. The CSB/BHA accesses the completed FFR in SISOnline and has 8 - 15 calendar days from 


the interview date to provide the FFR to family, guardians, and providers that support the 


individual. 
 


D. The SC saves a copy of the FFR and the Virginia Standard Operating Procedures Checklist 


for the SIS as part of the individual’s electronic service record.    


 


VI. CSB/BHA Responsibilities 
 


A. Each CSB/BHA will appoint a primary SIS Point Person and an alternate. The Division of 


Developmental Services Regional Supports Specialist and SIS vendor should be informed of 


changes in point person assignments. 


 


B. The SIS Point Person is responsible for managing user access for the CSB/BHA in 


SISOnline, assigning individual names to SCs in the Ascend SC Portal and troubleshooting 


user issues in SISOnline before they are escalated to the SISOnline Help Desk.   


 


VII. SC Responsibilities 


 


A. Respond promptly to contacts from the SIS vendor.  


 


B. Provide respondent information to the vendor within 10 business days of the first request, 


unless this timeframe is waived by the vendor.  


 


C. Submit SIS Reassessment Requests with required justification to the appropriate DDS 


Regional Supports Specialist via secure email.  


 


D. Educate the individual and family about the SIS assessment and its role in supports 


planning.  
 


E. An information sheet titled, “SIS & the Person Centered Planning Process” is provided to 


individuals and families in advance of the SIS. This information, specific to each version of 


SIS, is also located on the last page of the SIS FFR.  


 


F. At the SIS interview, the SC should be prepared to facilitate introductions among 


respondents if the interviewer does not do so.  
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Virginia Department of Behavioral Health and Developmental Services 


Division of Developmental Services  
Virginia Standard Operating Procedures for the SIS® and Review Process 


COVID-19 Pandemic Version 
  


What is the Supports Intensity Scale® (SIS)? 


The Supports Intensity Scale is a standardized and norm-referenced assessment which was developed in 2004 by the 
American Association on Intellectual and Developmental Disabilities (AAIDD). This assessment has been tested nationwide 
to ensure validity and reliability. More information can be found on the AAIDD web site: www.aaidd.org.              


The SIS is an assessment of an individual’s support needs at the time of the interview. The SIS gathers information through 
an interview with the individual and people who know the individual well, and with whom they have frequent contact.  
During the COVID-19 pandemic, SIS assessments ordinarily conducted in face to face interviews may be conducted via 
electronic video and/or audio means.  The people who answer interview questions are called “Respondents.”   
 


A “Primary Respondent” is defined as a person who has known the individual well for at least the last 3 months and has 
observed the individual closely in one or more environments for substantial periods of time. A trained Interviewer collects 
information from respondents and/or the individual on many aspects of community living.  The interview questions focus 
on the supports an individual would need if he/she were to do these activities like any other person his/her age living in 
the community without a disability.   
 


A copy of the SIS report, which includes explanation and background on the SIS, is sent to the family and providers within 
15 business days of the SIS interview by the Support Coordinator (SC). If electronic attempts to email the report are 
unsuccessful, an extension of 5 additional business days is permitted for the delivery of a hard copy.  A copy of the SIS 
report is maintained in the individual’s record by the Support Coordinator and providers.   
 


Virginia Standard Operating Procedures for the SIS 


1. The SIS is administered by an AAIDD endorsed SIS Interviewer. Only an AAIDD SIS with the Virginia Supplemental 
Questions will be utilized.  


2. Unless otherwise indicated, it is expected that the individual participate as a respondent in his/her interview. The 
individual is free to choose his or her level of participation in the interview.  Regardless of the individual’s 
participation level, the SIS Interviewer must meet the individual. Guardians must be invited to participate in the 
SIS interview.  


3. The SIS Interviewer will explain the reason for the SIS, the assessment process, and the role of respondents prior 
to starting the interview. 


4. The SIS interview must be conducted with at least two primary respondents who are defined as people who have 
known the individual well for at least the last 3 months and have observed the individual closely in one or more 
environments for substantial periods of time.  


5. At least two primary respondents must be present throughout the full SIS interview.  


6. Each question on the assessment must be asked and opportunity for discussion given during the assessment. Each 
item in the assessment must be described before it is rated.  


7. The individual’s support needs will be described for the interviewer by the respondents in response to each 
question and discussed, if necessary.   The Interviewer will guide the discussion.  Based upon the information 
shared by respondents and the Interviewer’s professional training, the Interviewer will make an item rating 
determination. The final rating of each question will be shared with the respondents.    


8. Individuals’ medical or behavioral support needs are identified in Sections 1A and 1B of the SIS. The Virginia SIS 
Supplemental Questions will be completed as indicated by specific medical and behavioral support needs 
identified.  


 


Division of Developmental Services 
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Virginia Standard Operating Procedures for the SIS and Review Process 
COVID-19 Pandemic Version 


 


9. At the beginning of the assessment, the interviewer will document the names of all participants and note the 
means by which each participated on the Virginia Standard Operating Procedures (SOPs) Checklist for the SIS 
Interview Participation log as well as the time at which this activity occurred. Immediately following the session, 
the interviewer will verbally review the Virginia Standard Operating Procedures (SOPs) Checklist for the SIS 
Interview with participants and will ask for their verbal agreement/disagreement with these items. The 
interviewer will note the responses and the time at which they were obtained, on the form. . If a respondent must 
leave before the interview has ended, he/she will be asked before leaving to indicate his/her agreement or 
disagreement that SOPs were followed while he/she was present.  


10. No audio or video recording of the SIS interview is permitted. This prohibition includes the use of security 
recording devices. 
 


What if there are concerns about how the SIS was conducted? 


The individual, and/or his/her guardian/authorized representative who participated in the interview may request DBHDS 
to review whether the Virginia Standard Operating Procedures for administration of the SIS were followed.  A SIS score 
itself is not appealable as professional training is required to assign an accurate rating. 


Process for Individuals and Guardians to Seek Review of Compliance with the Virginia Standard Operating 
Procedures: 


1. If a review is desired, the individual, and/or his/her guardian/authorized representative who were in attendance 
at the interview, shall request review within 30 business days of the date of receipt of the SIS results by submitting 
a completed and signed copy of the Virginia SIS Review form along with a letter that details the specific ways in 
which the requestor believes the Virginia Standard Operating Procedures were not followed. 
 


2. The Review form, letter, and any supporting documentation shall be mailed to the SIS Review Unit DBHDS Division 
of Developmental Services (DDS), PO Box 1797, Richmond, Virginia 23218-1797.  


3. The Virginia SIS Quality Manager in consultation with the DDS Regional Support Manager, the vendor, and the SC 
will investigate the issues raised. DDS will issue a decision finding that the Virginia Standard Operating Procedures 
were either followed or not followed.  A final decision will be rendered within 60 business days of the date the 
Review form is received by DBHDS. Notification to the requestor and SC/CM will be sent within 3 business days of 
the decision. 


4. If it is found by DDS that the Virginia Standard Operating Procedures for the administration of the SIS were not 
followed, a new SIS will be requested and scheduled with an AAIDD endorsed Interviewer within 90 business days 
of the decision rendered by DDS. If it is found by DDS that the Virginia Standard Operating Procedures were 
followed, the review will be closed with no further action.  


5. The DDS determination regarding compliance with the Virginia Standard Operating Procedures is final.   


 


Review Process Flow Chart 
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DBHDS/Division of Developmental Services 
Virginia SIS Review Form, COVID-19 Pandemic Version 


This form is used to report that the interview was not conducted according to Standard Operating 
Procedures (SOPs).  If this is not your intent, do NOT complete the form.  


 


SIS assessments completed during the COVID-19 pandemic and any associated Virginia SIS Review Forms will 
be evaluated based on the Virginia Standard Operating Procedures for the SIS and Review Process COVID-19 
Pandemic Version. 
 


Please send a completed and signed copy of this form with a letter detailing the specific ways in which the 
Virginia Standard Operating Procedures for the administration of the SIS were not followed to DDS SIS Review 
Unit at the address listed below. Information about the Review process is available at www.dbhds.virginia.gov 
under Getting Help/Waiver Services/Supports Intensity Scale  


Name of individual who receives services: __________________________________________      
 


CSB/BHA/Training Center: __________________________________ 
 


Please check the item(s) that were not followed during the SIS interview in which you present and 
participated. 


Check those 
items that were 
NOT followed 
during the SIS  


Standard Operating Procedures for Conducting a SIS COVID-19 
(This list is not all inclusive. Refer to pages 1 & 2 for all SOPs.) 


 The SIS Interviewer gathered the information necessary to gain a full picture of the supports needed to 
support the individual both in the home and in the community. 


 The SIS Interviewer explained the reason for the SIS, the assessment process, and the role of 
respondents prior to starting the interview. 


 The SIS interview was conducted with at least two primary respondents who are defined as persons 
who have known the individual well for at least the last 3 months and have observed the individual 
closely in one or more environments for substantial periods of time.  


 At least 2 primary respondents were present for the entire interview. 


 Each question on the SIS was asked and opportunity for discussion was given during the assessment.  


 Each item on the assessment was described before it was rated.  


 Based upon the information shared by respondents, the SIS Interviewer made an item rating 
determination. 


 The final rating of each question was shared with the respondents.   


 The individual’s medical and behavioral support needs were discussed in the interview.  


 Other (Identify the SOP that was violated.) 


 
____________________________             ____________________________________                    ___________________ 
                Print Name                                                               Signature                    Date 


 
________________________________________  
Relationship to Individual Receiving Service 


 
____________________________________________________  __________________________________               
Contact Information: Phone number, mailing address 
 


Mail this form, letter and any supporting documentation to:   
DDS SIS Review Unit  


                          DBHDS 
                          PO Box 1797 
                           Richmond, VA  23218
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DBHDS/Division of Developmental Services 
SIS Interview Information for Respondents 


     
 In order to achieve a current and accurate picture of needed supports, it is requested that 


respondents not bring the following: 


o Copies of old SISs 


o Copies of SIS expanded clarifications or 


o Other assessments like the Virginia Individual Developmental Disabilities Eligibility Survey 


(VIDES), Inventory for Client and Agency Planning (ICAP), etc., as they are not needed. 
 


 During virtual SIS assessments cameras should stay on for the duration of the interview.  If 


respondents require a break, the assessor will pause the assessment to allow everyone the same 


opportunity.   
 


 In order to assure the interview is conducted with full attention on accurate and timely completion 


of the SIS, any laptops or tablets that are brought to the interview should be turned off and put 


away for the duration of the interview, unless being utilized as a personal communication device. 


The one exception to this policy is that the interviewer may use a laptop to conduct the interview.  
 


 For the same reason, all cell phones should be turned off or set to vibrate and should not be 


answered unless the respondent has informed the interviewer, prior to the interview, that he 


expects to receive an emergency call. Texting is not permitted during any part of the interview. 
 


 No audio or video recording of the SIS interview is permitted. This prohibition includes the use of 


security recording devices.  
 


 During the interview, it is the respondent’s responsibility to accurately and honestly describe 
needed/provided supports in response to the interviewer’s questions so the interviewer may 
determine an accurate rating.  
 


 To ensure that the interviewer has a clear picture of the supports needed for the individual, he/she 
will ask follow-up questions. The interviewer, based on the answers of the respondents and his/her 
training and knowledge of the SIS, will determine the appropriate rating. 


   


 Important “To’s” and Important “For’s” should be identified for this coming plan year only. 
(Additional or replacement “To’s” and “For’s” in subsequent years will be addressed at Individual 
Support Plan meetings.)  
 


 At least 2 primary respondents must remain for the entire interview. 
 


 At the beginning of the assessment, the interviewer will document the names of all participants 
and note the means by which each participated on the Virginia Standard Operating Procedures 
(SOPs) Checklist for the SIS Interview Participation log, as well as the time at which this activity 
occurred.  
 


 Immediately following the session, the interviewer will verbally review the Virginia Standard 
Operating Procedures (SOPs) Checklist for the SIS Interview with participants and will ask for their 
verbal agreement/disagreement with these items.  
 


 The interviewer will note the responses and the time at which they were obtained, on the form. If 
a respondent must leave before the interview has ended, he/she will be asked before leaving to 
indicate his/her agreement or disagreement that SOPs were followed while he/she was present.  
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Supports Intensity Scale® (SIS®) and the Person-Centered Process (PCP) in Virginia 
 


The purpose of this document is to explain the connection between the Supports Intensity Scale® (SIS®), the 


person-centered planning process, the Individual Supports Plan (ISP) and the Developmental Disabilities (DD) 


waivers levels and tiers.  Person-centered planning is a process that focuses on the needs and preferences of the 


individual (not the system or service availability) and empowers and supports individuals in defining the 


direction for their own lives. Person-centered planning promotes self-determination, community inclusion and 


positive control over one’s life.  The SIS suite of tools includes the Supports Intensity Scale-Adult Version® (SIS-


A®, 2015) for ages 16 years and older, and a Supports Intensity Scale-Children’s Version™ (SIS-C TM, 2016) for ages 


5-16 years.  The SIS-A and SIS-C are Virginia’s required comprehensive assessments for persons receiving DD 


waivers funding.  


1. In order to provide complete and accurate information about the person’s support needs, the SIS 


assesses a person's pattern and intensity of support needs in the following areas:  


SIS-Adult Version SIS-Children's Version 


Exceptional Medical Support Needs 


Exceptional Behavioral Support Needs 


Health and Safety Activities 


Social Activities 


   Home Living Activities    Home Life Activities 


   Community Living Activities    Community and Neighborhood Activities 


   Lifelong Learning Activities    School Participation Activities 


   Employment Activities    School Learning Activities 


   Protection & Advocacy Activities    Advocacy Activities 


 
2. It is important to be aware that each of us, regardless of our situation, benefits from supports that allow 


us to participate in everyday life activities and if we desire, to maintain a healthy lifestyle.  
 


3. Focusing on each of the life areas included on the SIS-A and SIS-C allows the support team to have 


robust conversations about related topics such as:  


o Natural supports currently available for the person. These may include family, friends and 


community connections, such as those developed through religious, cultural, and recreational 


activities.    


o Professional services currently available for the person. These may include medical or behavioral 


health, psychological, or other therapeutic services. 


o Technology-based supports currently needed for the person to have success. These may include 


assistive technology, information technology, smart technology and prosthetics. 


o Environmental-based supports currently needed for the person to have success. Environmental 


based supports include items such as a wheelchair ramp at the entrance of a home or use of a 


lift for transferring an individual from a bed, chair or shower.    
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4. The individual’s own goals, dreams, and desires are fundamental in identifying support needs that are 


important to the person. These are things expressed by the person in his/her/their preferred mode of 


communication or through observation by members of the support team.  


5. Identifying support needs that are important for the person is based on higher support needs scores in 


areas where that support is needed for the person to be healthy and safe and may also include areas 


where interventions are prescribed by a professional.    
 


6. After the SIS assessment is completed, the SIS is quality reviewed by the assigned SIS assessment vendor 


and provided electronically to the appropriate support coordinator for distribution.  
 


7. The support coordinator provides a copy of the SIS-A or SIS-C Family Friendly Report (FFR) to the person, 


his/her/their guardian, (if applicable) and providers.  
 


8. The Department of Behavioral Health and Developmental Services (DBHDS), based on a   mathematical 


algorithm, uses the scores from the sections listed below to assign one of seven levels of need and one 


of four reimbursement tiers to each SIS assessment. 


 


Section 1A Exceptional Medical Support Needs  


Section 1B Exceptional Behavioral Support Needs 


Section 2 Supports Needs Index 


 A Home Living Activities (Home Life Activities in SIS-C) 


 B Community Living Activities (Community and Neighborhood Activities in SIS-C)  


 E Health and Safety Activities 


A. The result is called the person’s level and tier assignment. 
B. For tiered DD waivers services, the reimbursement tier sets the rate at which the service is to be 


reimbursed by the Department of Medical Assistance Services (DMAS). 
 


9. The person’s level and tier are entered in the DBHDS Waiver Management System (WaMS) where it is 


visible to the support coordinator and DD waivers services providers.  
 


10. The person-centered planning process includes the input of the person’s support team which typically 


includes the person, his/her/their substitute decision maker(s), if applicable, the support  


coordinator, family, friends, providers and others. 
 


11. The SIS Family Friendly Report should be reviewed for items of significant and/or exceptional   supports 


needs, important “tos” and “fors”, and any other areas or activities which need to be 


discussed and included at the person-centered ISP planning meeting.  
                   


12. The reader should be aware that the SIS Family Friendly Report starts with Sections 2 and 3 and ends with 


Section 1, Exceptional Medical Support Needs and Exceptional Behavioral Support Needs. 
 


13. Not every item with a high rating on the SIS is expected to be reflected in the person-centered ISP, as the 


person and support team will together determine priorities for the plan.  
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14. Ideally, the combined SIS assessment and person-centered planning process will lead to increased 


involvement and choice making by the person in everyday life areas and improvements in areas of 


medical and behavioral supports needs.   
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DOCUMENTATION OF INDIVIDUAL CHOICE 


BETWEEN INSTITUTIONAL CARE OR HOME AND COMMUNITY-BASED 


SERVICES 
 


Individual’s Name:                      Unique ID: _____________ 
 


 The following has been presented and discussed with the individual and, if applicable, the parent, legal 


guardian or authorized representative (please check): 
 


 The findings and results of the individual’s evaluations and stated needs; 


 The 3 Developmental Disability (DD)Waivers: Building Independence (BI) Waiver; Family & 


Individual Supports (FIS) Waiver; Community Living (CL) Waiver; and the respective services 


available in each, including Consumer-Directed services; 


 The plan for providing services to meet the individual’s needs;  


 A choice between institutional care and DD Waivers’ services. Name the institutional care 


discussed:               


 Information that the individual may be placed on the Statewide Waiting List for DD Waivers 


and/or  ICF-IID waiting lists;  


 Information that the individual may be placed on the Statewide DD Waivers Waiting List and 


receive services in an ICF-IID at the same time;  


 The individual’s right to a fair hearing and the appeal process. 


 


The individual and, if applicable, the parent, legal guardian or authorized representative, has: 
 


_____ selected DD Waivers’ services (may require placement on the Statewide DD Waivers’ Waiting 


List);  
 


If enrolling into a DD Waiver at this time, indicate which waiver 


 Building Independence (BI) Waiver  


 Family & Individual Supports (FIS) Waiver  


 Community Living (CL) Waiver  


AND/OR   
 


_____ selected ICF-IID services (may require placement on an ICF-IID wait list); OR 
 


_____ selected to be served in an ICF-IID or placed on an ICF-IID wait list, and be placed on the 


Statewide DD Waivers Waiting List at the same time. 


 


            


Signature of Individual     Date 


 


           


Signature of Parent, Legal Guardian, Authorized Rep.  Date 


(Circle the applicable designation) 


 


           


 Signature of Case Manager/Support Coordinator   Date 
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Virginia Department of Behavioral Health and Developmental Services 
Enhanced Case Management Criteria 


Instructions and Guidance 
(April 2014) 


 
 


As a result of feedback from meeting with ID CM CSBs last May, DBHDS requested 3 
adjustments to Enhanced Case Management (ECM) criteria: 


 
The first change included moving the 5 day grace period to 10 days to coincide with 
DMAS regulations and was approved effective May 1, 2014. 


 
The second change requested establishing criteria to exclude those individuals currently 
considered stable in group homes of 5 beds or more from automatically requiring ECM.  
 


Prior to an individual being designated as not needing enhanced case 
management visits, an individual has to be stable for at least one year. Stable is 
defined as living in the same placement for at least one year prior to the ECM 
determination without significant events that threaten serious injury or death such 
as founded abuse and/or neglect; bowel obstruction; aspiration pneumonia; falls 
resulting in serious injury; or encounters with the crisis system for a serious crisis 
or for multiple less serious crisis within a three month period.   


 
For those individuals who are currently living in a congregate setting with 5 or 
more beds, the Case Manager/Support Coordinator needs to determine: 
 


 Whether the individual is known to be at risk for serious injury or death 


 Whether the individual has been stable for one year (living in the same 
place for one year without significant events that threaten serious injury or 
death 


 
Decision Tree 
 


 Starting Point for Assessment – Lives in a congregate setting of 5 or more individuals 
 
     
    no 


 
 
           yes 


 
 
     
      no 


     
 
 
  yes 


 
 


Individual is 


stable 
ECM is required 


Not known to be 


at risk for serious 


injury or death 


The assessment 
determines 


that ECM is not 
needed at this 
point in time 


 


ECM is required 
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If the individual were to encounter any of these triggers, then enhanced case 
management visits would be provided and continue until the person was stable, 
as defined above.   


There are individuals living in congregate settings of 5 or more who have been 
identified as being at risk for serious injury and/or death due to a specific 


condition or event. Some of these individuals are stable as defined above due in 


part to safety protocols being in place. When they experience any event or 
significant changes in the condition(s) related to their risk, enhanced case 
management visits would be required and would continue until the individual is 
once again stable. In addition, the safety protocols will be reviewed by staff when 
increased risks are identified and revised as needed. Examples of significant 
changes in conditions or events related to an individual's risk include any change 
in medications especially as the side effects may impact the risk (dizziness may 
contribute to falls), dental work as it relates to someone who is already at risk for 
choking, and constipation as it may lead to bowel obstruction. 


 
 
The third change included establishing criteria for those who have more intensive 
behavioral or medical needs as defined by SIS when they live in the family home and 
their medical/behavioral condition is well-controlled and well-managed and the individual 
is stable (living in the family home for at least one year without significant events that 
threaten serious injury or death such as founded abuse and/or neglect; bowel 
obstruction; aspiration pneumonia; falls resulting in serious injury; or encounters with the 
crisis system for a serious crisis or for multiple less serious crises within a three month 
period). 


 
For those individuals having more intensive behavioral or medical needs as defined 
by the SIS, the case manager/service coordinator needs to determine: 
 


 Whether the individual lives in their family’s home with care and supports 
provided primarily by family members, and  


 Whether medical/behavioral condition(s) is well controlled and well managed, 
and   


 Whether the individual is stable (living in the family home for at least one year 
without significant events that threaten serious injury or death)  
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Decision Tree: 
 


Starting point: Has at least one “yes” on the SIS Supplemental Risk Assessment or a score of 2 
or higher in 3a or 3b on the SIS Exceptional Medical and Behavioral Supports Needs 


 


      
     no    
 
 
                                      
           yes  
             
              
 
     no 
          
 
      
    
            yes 
           
  
 


    no   
 
 
           yes 


 
 
 


 
 
 
 


If it is determined that ECM is not needed at this point in time, Case 
Managers/Support Coordinators would be required on a quarterly basis to assess 
whether the family member/caregiver is following medical orders and/or behavior 
treatment plan recommendations.  If the individual were to encounter any of 
these triggers then enhanced case management would be provided and continue 
until the person was stable, as defined above.     


 
There are individuals living with family who have been identified as being at risk 
for serious injury and/or death due to a specific condition or event. Some of these 
individuals are stable as defined above due in part to safety protocols being in 
place. When they experience any event or significant changes in the condition(s) 
related to their risk related to their risk, enhanced case management visits would 
be required and would continue until the individual is once again stable. In 
addition, the safety protocols would be reviewed by a provider or the CM/SC with 
family when increased risks are identified and revised as needed. Examples of 
significant changes in conditions or events related to an individual's risk include 


Individual lives 


in family home 


ECM is 


required 


Condition is well 


managed and 


well controlled 


ECM is 


required 


Individual is 


stable
1 


ECM is 


required 


The assessment determines that ECM is 


not needed at this point in time 
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any change in medications especially as the side effects may impact the risk 
(dizziness may contribute to falls), dental work as it relates to someone who is 
already at risk for choking, and constipation as it may lead to bowel obstruction. 


 
Expectations 
 
The importance of on-going assessing of individuals needs cannot be stressed enough.  
Assessments are “snapshots in time” and the level of risk and conditions can change very 
quickly.  When determining whether an individual should be receiving enhanced case 
management (based on the change in criteria) assessing the risk and potential of risk is 
necessary. Each individual who is moving in or out of enhanced case management should be 
assessed and the outcome of the assessment should be well documented either in a progress 
note or on an assessment “form”.   
 
This instruction and guidance does not specify a specific assessment, but it is suggested that a 
review of current medical conditions, current medications, and any recent changes to 
medications, falls, recent changes in behaviors and recent medical procedures be reviewed.  
Upcoming medical procedures or any changes in living arrangements should also be reviewed.  
As previously stated the assessment needs to be clearly documented as this will demonstrate to 
Licensing and Human Rights in their reviews, that appropriate action was taken.   
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DD Waiver 
Recipient* 


BI, FIS, CL 
Waivers 


Individuals on DD 
Waiver Wait List 
(WL) Receiving 


CCC Plus Waiver† 
and Case 


Management 


Individuals on 
the DD Waiver 


WL  


No Other 
Waiver Services 


Individuals in 
Training Centers, 


Community-
Based  


ICFs, or NFs 


90-day TCM 
F2F Not 
required 


Receives 
services from 
provider w/ 


conditional or 
provisional 


license 


Have a score of 2 for 
intensive behavioral 
or medical needs or 


supplemental 
questions as defined 


by the SIS® 


Has an 
interruption 


of service 
greater than 


30 days 


90-day 
TCM F2F  
UNLESS 


Encounter
s the crisis 


system 


Transitioned 
from a Training 
Center within 


the previous 12 
months 


Resides in a 
congregate 


setting licensed 
for five or more 


individuals 


*This includes individuals currently on the BI, FIS and CL Waivers. 


Support Coordination Face-To-Face Visit Standards: 
SC action required: 
Document any issues/ECM criteria met 
Convene a team meeting as needed 
Revise/update ISP  
Document resolution of issues                                


  


WL-†Offer 90-day TCM FF, repeat at least annually.   If declined, document.       ECM not required for individuals on the WL except as indicated. 


Exception: 
Individual has 
been stable 
for past year  
- No other 
ECM criteria 
met in last 
year 


90 day 
TCM 


Exception: 
Individual 
has NOT 
been stable 
for past 
year  -Other 
ECM criteria 
met in last 
year 


Exception: 
Individual has 
been stable 
for the past 
year  
(No other ECM 
criteria met in 
last year) 


Exception: 
Individual 
has NOT 
been stable 
for the past 
year  
(Other ECM 
criteria met 
in last year) 


90 day 
TCM 
F2F 


Exception: 1. 
Receives 
Therapy    2. 
Lifting 
transferring 
No adverse 
event in 90 
days           3. 
Individual 
lives with 
family  


NO other 
ECM criteria 
met 


Exception: 
5 plus bed 
criteria is 
the ONLY 
ECM 
criteria 
met 


30 day  
F2F 


TCM 
FF 


30 day  
F2F 


TCM 
FF 


30 day  
F2F 


TCM 
FF 


30 day  
F2F 


TCM 
FF 


30 day  
F2F 


TCM 
FF 


30 day  
F2F 


TCM 
FF 


30 day  
F2F 


TCM 
FF 


30 day  
F2F 


TCM 
FF 
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90 day 


F2F 


TCM 


DD Waiver Recipient* Individuals on DD Waiver Wait List 
(WL) Receiving CCC Plus Waiver†  


Who Receive TCM  
 


Receives services 


from provider w/ 


conditional or 


provisional 


license 


30 day F2F 


ECM 


90-day F2F TCM 
UNLESS 


SC/CM Action Required If Issues or Change In Status Identified:  
Identify and document the issue 
Convene a team meeting as needed 
Report to APS/CPS/HR/OL as appropriate 
Revise/update ISP          
Document resolution and mitigating strategies 


 
*This includes individuals currently on the BI, FIS and CL Waivers and all those who receive a slot during the period of the Settlement Agreement 


†Offer 90-day F2F TCM, repeat at least annually.   If declined, document.       


ECM not required for individuals on the WL except as indicated.     March 2019 


Exception?  


1. Individual has been stable for 
past year  


2. Only ECM criteria met in last 
year 


NO Exception:  
1. Individual has NOT been stable 
for past year  
2. Other ECM criteria met in last year 


Exception? 
1. Fall risk/lifting transferring- without injury in 


last 90 days 
2. Receives Therapy Services only 
3. Individual lives with family and has been 


stable for the past year  
4. Only ECM criteria met in last year 


NO Exception:  
1. Fall risk and lifting/transfer- Injury in last 90 days 
2. Individual lives with family and NOT stable for 
the past year  
3. Other ECM criteria met in last year 


Monthly F2F ECM Required (<40 days) 


30-day F2F Not Required for 
Individuals in Training Centers, Community-Based 
ICFs, or NFs and individuals on the DD Waiver WL 
receiving no other waiver services 
 


 


Have intensive 


behavioral or 


medical needs as 


defined by the 


SIS®  


Has an 


interruption of 


service greater 


than 30 days  


Has transitioned 


from a Training 


Center within the 


previous 12 
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congregate 
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for five or more 


individuals 


Encounters the 


crisis system 


ECM CRITERIA MET (1-6) 


If Criteria 5 ONLY 


 


If Criteria 2 ONLY  


Yes 


No 


90 day 


F2F 


TCM 


No 


Yes 


30 day 


F2F 


ECM 
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ECM Question & Answers 


1 If the SIS is the only reason someone is ECM, when is the appropriate time to end ECM? 


When the SIS© is the only criteria, ECM can stop if the person has been stable for the past 


year. If the only identified risk is related to falls, ECM can stop after 90 days without a related 


incident. If the only item scored a 2 is related to receiving therapy services (1a #15), ECM is not 


required.  


  


2 ECM criteria - shouldn't one criteria also be when someone is admitted to the hospital due to 


medical issues? 


Admission (or assessment for admission) to a hospital is included with the criteria related to 


encountering the crisis system. Crisis includes admission or an assessment for admission to a 


hospital (other than for routine or elective procedures) and emergency room visits. Any crisis 


event includes the need for the SC to document the issue, convene relevant team members, 


revise the ISP, report suspected abuse, neglect, and/or exploitation to APS/CPS/OHR and to OL 


as defined in licensing regulations, and document the resolution. ECM visits continue for 90 


days after the person is stable (not 90 days after the crisis event). 


 


3 How does the new Risk Awareness Tool (RAT) play into identifying someone as enhanced 


CM? 


The RAT assesses for risk in 11 key health and safety areas. If an increased risk is confirmed 


during the completion of the RAT, ECM is required if the person’s condition is not yet 


addressed in the ISP or involves an increased need for health monitoring or intervention. Once 


the person has been stable for 12 months ECM may cease. If a person has ECM due to a “2” 


under medical and behavioral needs in the SIS ©, and their condition has improved, the SC can 


document team discussions and any related healthcare information that supports that needs 


have decreased. Once this is documented, and support needs do not increase over 12 months, 


ECM can cease.     


  4   Regarding the SIS, the person at the time of the SIS had a medical issue that they were 


recovering from and had intensive support needs, but within a year, they were stable and 


recovered, please clarify how long they then should stay on ECM.   


If this is the only reason they have ECM and they have been stable for a year, ECM services may 


end. Stability can be confirmed (and documented) when the individual is reported to have 


entered a phase of routine, non-emergency healthcare related to his or her condition or the 


condition is resolved. For example, if a person is diagnosed with a medical condition in April 


and the SIS is completed in July confirming that the issue is resolved, ECM would continue for 


the full 12 months once stability is confirmed regardless of the SIS results in July. See Q1 above. 


5 There are many situations when the person is stable - when do we discharge them from 


ECM?  


Stable is defined as pre-injury/illness condition/functioning or the individual has reached post 


injury/illness, condition or optimum functioning as determined by a licensed medical 


professional (Primary Care Provider (PCM), Nurse Practitioner (NP), Registered Nurse (RN), 
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Physician Assistant (PA)). This can be confirmed (and documented) when the individual is 


reported to have entered a phase of routine, non-emergency healthcare related to his or her 


condition or the condition is resolved.  


  


6 What do you do when an ECM person is in the hospital for over 30 days and you cannot 


conduct a face to face visit? 


If the support coordinator cannot complete the required face to face contact, he/she must 


document the reason(s) and all attempts.  


 


7 If a person is in a five bed home, does that make them ECM even if they do not have any 2's 


on the SIS? 


If a person lives in a 5 bed or more group home and this is the only reason they meet criteria, 


they would only require ECM if they have not been determined stable as defined in Q5 for the 


past 12 months with no new risks identified.  


 


8 If someone was admitted to the hospital for an outpatient procedure and ended up staying 


overnight, does that mean they need to be ECM? 


If the overnight stay is related to the provision of the planned care, ECM is not required. If the 


stay is due to a complication beyond what was planned, ECM should be provided for 90 days 


following the person being determined stable.  


 


9 What if someone lives in a 5 bedroom or more licensed house and they are ECM and then 


two or three people move out? Does your person drop down to TCM if they also don't have 


any 2's on the SIS? 


ECM would be based on the home’s license rather than the number of people currently living 


there.  


 


10 When someone changed from ECM to TCM, if you look at the DD SC manual, some of the 


timelines listed as 90-days stable and then some people say one year - clarification needed.  
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11 When there are intensive medical or behavioral needs on the SIS, if in sponsored home and 


they have an identified need on the SIS, should they stay ECM even if they are stable in the 


home (this happens a lot with children - but no encounters with crisis system). 


Enhanced case management/support coordination visits are not required for individuals who 


have more intensive behavioral or medical needs as defined by the SIS© 1A/1B or the annual 


risk assessment (regardless of residential setting) if no other ECM criteria is met and their 


medical/behavioral condition has been well-controlled and well managed for the past year. 


This applies to sponsored residential settings as well.  


 


12 For people with medical needs, let's say a G-tube, J-tube, and will need them for the rest of 


their lives, is ECM necessary for them if they have been stable for years with no changes in 


health, medical, falls, lifting, etc.?  We recognize these are serious medical issues but it is 


ongoing and the person is stable.     


Enhanced case management/support coordination visits are not required for individuals who 


have more intensive behavioral or medical needs as defined by the SIS© 1A/1B or the annual 


risk assessment (regardless of residential setting) if no other ECM criteria is met and their 


medical/behavioral condition has been well-controlled and well managed for the past year. 


 


13 If a person is stable for a year and change back to TCM, but 6 months later they have a crisis 


related to something on the SIS, how long do they receive ECM before they go back to TCM? 


ECM visits will be initiated and continue for 90 days after the individual is stable (not 90 days 


after the crisis event). See Q5. 


 


14 With the SIS, if somebody has the SIS completed and they had a seizure in the past but are 


stable, and remained stable until it is time to do the second SIS, could this same issue qualify 


them for ECM again? 


If this intensive medical need is the only criteria met for ECM, visits are not required for 


individuals who have been stable for the past year.   


 


15 Interruption of services is confusing.  If there is a voluntary interruption, let’s say a person 


receiving Supported Employment, quits their job, are they then ECM for a year?  


If a person is choosing to pause or end services, ECM is not required.  


 


16 Provisional / conditional licenses are very difficult to find.  Could these put into WaMS so it 


would show up when you are doing a service authorization to see what provider license they 


have, and then you would know right there.  The OL website has a list but it is difficult to find 


and keep up with, and not updated regularly. 


The DBHDS Office of Licensing (OL) posts information on the DBHDS website listing each 


provider that is operating under a conditional or provisional license.  Updates can be found at 


https://dbhds.virginia.gov/quality-management/Licensed-Provider-Location-Search. We will 


provide feedback to the OL regarding an addition to WaMS.   


 



https://dbhds.virginia.gov/quality-management/Licensed-Provider-Location-Search
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17 “Being stable” can be open to interpretation; even talking amongst the team and different 


from person to person.  Others may look at the case, they may not feel they are stable, but 


we feel they are as we work with them all the time. 


See Q5. Discussions with your team and supervisor may be helpful.  Document your 


conclusions. 


 


18 Interruption of services - this interpretation varies.  Some CSBs consider starting ECM for 


someone not getting any waiver service for 30 days (tie it to the Retain Slot form).  Are we 


supposed to be tracking each service?  This is difficult because they come in and out of 


services.  Some CSBs initiate ECM when any scheduled waiver service is interrupted more 


than 30 days.  


If an interruption occurs for the services listed below, there is a requirement that ECM commence. 


If a CSB has made a decision to apply the criteria to additional services that is acceptable. It is 


important to recognize that an inability to access therapeutic, adaptive or environmental 


modifications is included under this criteria.   


 


 Congregate residential (including supervised and sponsored residential) 


 In-home residential 


 Personal Assistance (agency-directed or consumer-directed) 


 Supported Employment (Change in SE job site but not provider does not constitute interruption in 


service) 


 Day Services 


 Ongoing or inability to access therapeutic services, assistive technology, environmental modification, 


behavioral consultation. 


                     


If the individual requests to stop a service, it is not considered an interruption.   


 


19 When someone enters the hospital, and will be there for several months, but with it being a 


COVID hot-spot, how do I document that I can't do a visit? 


If the case manager/support coordinator cannot complete the required face to face contact, 


he/she must document the reason(s) and all attempts. 


 


20 If the person is in the hospital, already receiving ECM, but can't see them, what do we do? 


If the case manager/support coordinator cannot complete the required face to face contact, 


he/she must document the reason(s) and all attempts. 


 


21 Encounters with the crisis system is open to interpretation.  New staff may think if someone 


had a crisis for behavioral issues that this would qualify. 


The 2017 Case Management Operational Guidelines Update defines crisis as including 


behavioral/psychiatric and medical events and serious incidents to include admissions or 


assessments at emergency facilities or programs, emergency medical risks, APS/CPS 


involvement, and incarceration. An encounter would include any assessment for or admission 


to such a program or facility.  
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22 Problem with the 5 bedroom or more - Why break this out if there has to be another criteria 


met, why have it as a reason? 


ECM is required by the Settlement Agreement and was modified over time to incorporate 


exceptions, which have impacted the process. There does not have to be another criteria met 


to quality for ECM in addition to living in a congregate setting licensed for five or more 


individuals.  If an individual lives in a 5-bed licensed home and is unstable, he should receive 


ECM until stable for one year. 


 


23 Is there any flexibility with the settings (i.e., seeing the person every other time in their 


home)?  Sometimes there are issues in Day Support, strategies are implemented after a 


meeting and the next month, we are more effective to go back to Day Support for follow-up.  


Some scenarios when we are going every month would be helpful. 


Alternating home visits are required by the Settlement Agreement, so it is not negotiable. See 


V.F.3: “Within 12 months of the effective date of this Agreement, the individual's case manager 


shall meet with the individual face-to-face at least every 30 days, and at least one such visit 


every two months must be in the individual's place of residence, for any individuals who: 


a. Receive services from providers having conditional or provisional licenses; 


b. Have more intensive behavioral or medical needs as defined by the Supports Intensity Scale 


("SIS") category representing the highest level of risk to individuals; 


c. Have an interruption of service greater than 30 days; 


d. Encounter the crisis system for a serious crisis or for multiple less serious crises within a 


three-month period; 


e. Have transitioned from a Training Center within the previous 12 months; or 


f. Reside in congregate settings of 5 or more individuals.” 


 


24 Some clarity is needed when dealing with insurance vs. waiver and sponsor services.  Several 


situations have occurred when Waiver will not cover items due to Sponsor situation but then 


insurance will not cover either.  Does this make the person ECM if this cannot be resolved 


between the two? 


If there is an inability to access needed therapeutic services, adaptive equipment, or 


modifications, and those services have not been identified, ECM is required. Once needed 


services are identified, the criteria is resolved, and ECM is no longer needed.  


 


25 When there is a transfer from one CSB to another, does the transfer make them ECM?  Or 


just check criteria upon arrival to the new CSB? 


The CSB responsible for the person would determine once transferred if they meet criteria for 


ECM.  A transfer alone does not qualify the person for ECM. 


 


26 For the healthcare letter regarding stability, do we have to get this in writing before 


removing them from ECM? 


While in writing would be preferable, documentation in the record by the Support Coordinator 


would be sufficient and would detail observations, as well as any discussions with the 


individual, family, providers, and/or others.  
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27 With unplanned hospitalizations that become long-term, perhaps a Rehab stay also, do we 


start ECM when they enter the hospital or when they are discharged?  Would a stay in Central 


State be different than a hospitalization? 


With any unplanned and long-term hospitalization, or unplanned stay in a Rehabilitation facility, 


ECM is initiated upon entry.  A stay in a state facility such as Central State is not different and 


ECM would be provided during this stay. ECM would no longer be required once the person 


leaves the facility and has been stable for 90 days. 


 


28 For encounters with the Crisis System, we remember being told there had to be "multiple 


encounters with the crisis system" and now it appears that one would qualify for ECM, is this 


accurate?  Can you better define "encounter"?  How often, what timeframe? 


One encounter with the crisis system would qualify the person for ECM.  An encounter would be 


an admission or assessment for admission to a Crisis Stabilization Unit, Emergency Services, 


Children’s Crisis or REACH services, hospital and ER visits (other than routine or elective 


procedures), hospitalization followed by an admission to a Long Term Rehab or skilled nursing 


facility), as well as risk triggers to include a diagnosis of aspiration pneumonia, bowel 


obstruction, seizures, decubitus ulcer (pressure sore), UTI, seizure, falls, sepsis.  ECM would no 


longer be required once the crisis ends and the person has been stable for 90 days.  


 


29 For an interruption in services, are the listed services the ONLY ones that count in this area?  


Yes, this would include congregate residential (including group home and sponsored 


residential), in-home residential, personal assistance (agency-directed or consumer-directed), 


supported employment (change in SE job site but not provider does not constitute an 


interruption in services), and day services (Community Engagement, Community Coaching, 


Group Day Support to include Workplace Assistance where service needs are not met by 


Supported Employment). 


 


30 For any service, including these, if the person VOLUNTARILY declines a service, is this 


considered an interruption? 


If the individual requests to stop a service, it is not considered an interruption.  An interruption 


would be considered a break in the receipt of an authorized service due to factors beyond the 


individuals control such as programmatic issues, staffing, or medical events that led to the break in 


services.  


 


31 SIS - If you have a child that has behavioral issues but they do not require any crisis 


stabilization or BSP, would this still require ECM? 


If the child lives in a 5+ bed group home, and has either been unstable behaviorally or had new 


behavioral risks identified in the last 12 months, they would qualify for ECM.  If the child is living 


elsewhere, perhaps at home, and are behaviorally stable without new behavioral risks identified 


in the last 12 months, they would not qualify for ECM based on their behavior. 


 


32 Scenario 1: Person meets the 1A/1B due to medical support needs. They have a J-tube, and 


seizure disorder but have been medically stable for the past 6 months. They reside in a 


sponsored residential home. They have been approved by a therapist for a ceiling lift but 
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cannot get it approved under waiver due to sponsored status. Insurance will not cover the 


device because it is a covered item under the individual’s waiver (even though I have shown 


them the regulations about EM and certain AT not allowed for congregate/sponsor settings).  


 


 


Would this be considered ECM with the lift being in limbo? And would they remain this way 


until resolved.  


Yes. The inability to access needed therapeutic services (including behavioral consultation), 


assistive technology, and/or modifications qualifies the person for ECM until services have been 


obtained.  


  


33 Scenario 2: Person is receiving supported employment and sponsored residential services. SE 


has not been able to reopen due to COVID limitations and restructuring issues the agency is 


going through. Does this individual need to be ECM for the continued interruption of services?   


An interruption in Supported Employment services for this reason does qualify the person to 


receive ECM.  A referral to DARs and the choice of another SE agency may be warranted. 


  


34 Scenario 3: Does a person automatically become ECM if an AT/EM need is being requested or 


has been recommended by a therapist? Does ECM end once the person has received the item?  


What if person’s family wanted a device but the therapist didn’t recommend it; does this 


constitute ECM?  


See Q32. The need for AT/EM would need to be identified by a qualified professional. If the 


AT/EM need is identified by a therapist, as necessary, ECM would be required until the needed 


AT/EM is secured.  
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COMMONWEALTH of VIRGINIA 
DEPARTMENT OF BEHAVIORALHEALTH AND DEVELOPMENTAL SERVICES 


Post Office Box 1797 
Richmond Virginia 23218-1797 


Telephone (804) 786-3921 
Fax: (804)371-6638 


www.dbhds.virginia.gov 
November 30, 2012 (Revised 14 April 2014)(Revised Jan 2017) 


To: Community Services Board Executive Directors 
Subject: Case Management Operational Guidelines Re: Settlement Agreement 


UPDATE 
 
As you are aware, the Settlement Agreement with the Department of Justice contains specific 
requirements related to the provision of case management/support coordination for those 
individuals with intellectual or developmental disabilities who receive DD waiver (Building 
Independence, Family and Individual Supports, Community Living) services. Effective March 6, 
2013 CSBs were required to provide more frequent case manager/support coordinator face-to-face 
visits with individuals who met certain criteria.  Specific operational guidance on how to 
implement the case management requirements of the Settlement Agreement, including the more 
frequent face-to-face case management visits (Enhanced Case Management) for certain 
individuals, were contained in the “Case Management Operational Guidelines,” which was 
developed by a committee of CSB, DD Waiver and advocacy community representatives.  
 
As a result of feedback in April 2014, three adjustments were made to the Enhanced Case 
Management (ECM) Criteria. The first change included moving the 5 day grace period to 10 days 
to coincide with DMAS regulations; the second change established criteria to exclude individuals 
considered stable in group homes of 5 or more (if this was the only ECM criteria met); and the 
third change included an exemption for individuals living in the family home with intense 
behavioral or medical needs as defined by the SIS. 
 
The Case Management Operational Guidelines were again reviewed by a Case Management 
Workgroup, which included ID and DD support coordinators/case manager supervisors, beginning 
in Nov 2015. The intent of the review was to incorporate the April 2014 changes to Enhanced Case 
Management into the Case Management Operational Guidelines and to provide clarity and 
consistency throughout the document. Several reviews were made to provide more consistency in 
the two documents and to help clarify questions received from the field. Changes include:  


• providing consistency in how long enhanced case management will continue 
(identified as 90 days after the individual is stabilized)  


• reiterating the case manager/ support coordinator required actions to document and 
report, convene a team meeting, develop and implement safety and risk mitigation 
protocols if indicated, revise and update the ISP, monitor implementation of the 
ISP (including safety and risk mitigation protocols), and document resolution and 


• clarifying exceptions 
• clarifying that visits occur every 30 days, not monthly. 
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CASE MANAGEMENT OPERATIONAL GUIDELINES 
The Settlement Agreement between the United States Department of Justice and the 
Commonwealth contains specific requirements regarding the provision of case management 
services, including face to face meetings at least every thirty (30) days with individuals who meet 
certain criteria. These requirements were implemented by March 6, 2013. These operational 
guidelines are intended to assist CSB DD case managers hereafter referred to as case 
manager/support coordinator in implementing the case management requirements of the 
Settlement Agreement. The Settlement Agreement requires the following related to Case 
Management/Support Coordination 
 
1.For individuals receiving case management/support coordination services pursuant to this 
Agreement, the individual’s case manager/support coordinator/case manager shall meet with the 
individual face-to-face on a regular basis and shall conduct regular visits to the individual’s 
residence, as dictated by the individual’s needs. (Section V.F.1).  


2.At these face-to-face meetings, the case manager/support coordinator/case manager shall: 
observe the individual and the individual’s environment to assess for previously unidentified risks, 
injuries, needs, or other changes in status; assess the status of previously identified risks, injuries, 
needs, or other change in status; assess whether the individual’s support plan is being implemented 
appropriately and remains appropriate for the individual; and ascertain whether support sand 
services are being implemented consistent with the individual’s strengths and preferences and in 
the most integrated setting appropriate to the individual’s needs. If any of these observations or 
assessments identifies an unidentified or inadequately addressed risk, injury, need, or change in 
status; a deficiency in the individual’s support plan or its implementation; or a discrepancy 
between the implementation of supports and services and the individual’s strengths and 
preferences, then the case manager/support coordinator/case manager shall report and document 
the issue, convene the individual’s service planning team to address it, and document its resolution. 
(Section V.F.2) 


3. The individual’s case manager/support coordinator shall meet with the individual face-to-face 
every 90 days. The  visit must occur at least every 30 days, and at least one such visit every two 
months must be in the individual’s place of residence, for any individuals who: 
 


A. Receive services from providers having conditional or provisional licenses; 
 


B. Have more intensive behavioral or medical needs as defined by the Supports 
Intensity Scale® (“SIS”) category representing the highest level of risk to individuals 
or by the Annual Risk Assessment (exceptions noted below); 


C. Have an interruption of service greater than 30 days (excludes a break in 
employment when the individual is in Supported Employment and remains with the 
same supported employment provider); 


D. Encounter the crisis system, (including risk triggers)as defined below; 


E. Have transitioned from a Training Center within the previous 12 months; or 


F. Reside in congregate settings of 5 or more individuals (exception described below). 
(Section V.F.3) 
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** Face to face visits must occur every 30 days (not monthly). Example visit 2 March 2017. Next 
visit is due on or before 31 March 2017.  


 Explanation of Population Served:  
 
All individuals with intellectual or developmental disabilities who receive HCBS waiver services 
shall receive case manager/support coordination pursuant to section III.C.5 of the Settlement 
Agreement. Such individuals who also meet any of the criteria in section V.F.3.a-f of the 
Settlement Agreement, set forth, above and below shall receive the more frequent face-to-face 
visits at least every thirty (30) days.  
 
Individuals receiving HCBS waiver services include Building Independence (BI), Family and 
Individual Support (FIS), and Community Living (CL) waiver recipients, as well as individuals 
receiving services under the Elderly or Disabled with Consumer Directed Services (EDCD) or 
Assisted Technology (Tech) waivers. Thus, CSB DD case manager/support coordinator must 
provide the more frequent face-to-face visits at least every thirty (30) days to individuals who are 
on the DD waiver, DD waiver wait list, receiving EDCD or Tech waiver services, AND meet any 
of the criteria in section V.F.3. a-f of the Settlement Agreement.  
 


 


 
Table 1 below shows which groups must 
receive face-to-face visits at least every thirty 
(30) days, if they meet any of the criteria in 
Section V.F.3.a-f. Table 1: Population  


 
30 day visits required IF any of the criteria of 
V.F.3.a-f are met  


BI Waiver Recipients1  Yes  
FIS Waiver Recipients  Yes  
CL Waiver Recipients Yes 


Individuals on DD Waiver Wait List Who Are 
Receiving EDCD or Tech Waiver Services  


Yes * While these individuals receive ECM, only 
individuals in DD Waivers (BI,FIS,CL) are coded as 920 
in CCS3  


  


Individuals on the DD Waiver Wait List 
Receiving No Other Waiver Services  


No  


  
Individuals in Training Centers  No  
Individuals in Community-Based ICFs  No  
Individuals in NFs  No  


1 This includes individuals currently on the ID and DS Waiver and all those who receive a slot 
during the period of the Settlement Agreement.  
2 This includes individuals currently on the DD Waiver and all those who receive a slot during 
the period of the Settlement Agreement.   


 
 
Certain sections of the Settlement Agreement pertaining to case management/support 
coordination are set forth below, followed by operational guidelines for implementation:  
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1. For individuals receiving case manager/support coordination services pursuant to this 
Agreement, the individual’s case manager/support coordinator shall meet with the individual 
face-to-face (FF) on a regular basis and shall conduct regular visits to the individual’s residence, 
as dictated by the individual’s needs." (Section V.F.1) (DMAS regulations for active case 
management) 
 
“Regular basis” means face-to-face visits every 90 days (with a 10 day grace period) consistent 
with the requirements of the ID and DD Targeted case manager/Support coordination (TCM) 
regulations. More frequent face-to-face visits are required if the individual meets the criteria of 
Section V.F.3.a-f of the Settlement Agreement.  
 


A. At these face-to-face meetings, the case manager/support coordinator/case manager shall:  
 
1.  observe the individual and the individual’s environment to assess for previously 


unidentified risks, injuries, needs, or other changes in status;  
2.  assess the status of previously identified risks, injuries, needs, or other change in 


status;  
3.  assess whether the individual’s support plan is being implemented appropriately and 


remains appropriate for the individual; and  
4.  ascertain whether supports and services are being implemented consistent with the 


individual’s strengths and preferences and in the most integrated setting appropriate 
to the individual’s needs.  


 
B. If any of these observations or assessments identifies: 


1.    previously unidentified or inadequately addressed risk, injury, or need,  
2.    a change in status;  
3.    a deficiency or discrepancy in the individual’s individualized support plan (ISP) or 


services and the  individual’s strengths and preferences; or 
4.    a deficiency or discrepancy in the implementation of supports and services;  


 
C. The case manager/ support coordinator/case manager shall: 


1. document and report the issue,  
2. convene the individual’s service planning team to address it, and  
3. document resolution. (Section V.F.2)  


 
To “report and document the issue” and meet the other requirements of this section, 
case manager/ support coordinator/case managers should take the following actions in the 
situations listed:  


 
a. If any face-to-face contact results in the identification of a previously unidentified or 
inadequately addressed risk, injury, need, or change in status, deficiency or 
discrepancy in the ISP   


 
1) Document in the record the specific unidentified or inadequately addressed 
risk, injury, need, or change in status, including the report to and the response of 
the designated provider(s).  
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2) Convene and mobilize Person-Centered Planning (PCP) team members 
needed to address the issue and revise the ISP as needed. (Meeting will include 
individual, Guardian/AR, if applicable, Support coordinator/case manager, and 
applicable providers. Can be in person, conference call, and/or Support 
coordinator/case manager by phone to all parties) 


 
3) Report suspected abuse, neglect, or exploitation to Adult Protective Services 
or Child Protective Services and the DBHDS Office of Human Rights.  


 
4) Report to the DBHDS Office of Licensing serious incidents or injuries as 


defined in licensure.  
 


5) Document the issue and resolution of the issue in the case manager/support 
coordinator/case manager record.  


 
b. A “change in status” includes previously unidentified risk, injury, need or a change 
in service provider. When a change in provider occurs, the support coordinator/case 
manager/support coordinator/case manager should closely monitor the transition to the 
new provider to ensure there are not unnecessary gaps in services or delays and that 
services are provided in accordance with the individual's support plan.  


 
c. If a deficiency in the individual’s support plan or services and the individual’s 
strengths and preferences or a deficiency or discrepancy between the implementation 
of supports and services is identified, the case manager/support coordinator/case 
manager shall:  


 
1) Document in the record the specific deficiency or discrepancy, including the 
report to and the response of the designated provider(s).  


 
2) Convene and mobilize the individual’s PCP team members needed to 
address the issue and revise the ISP as needed (Meeting will include individual, 
Guardian/AR, if applicable, Support coordinator/case manager, and applicable 
providers. Can be in person, conference call, and/or Support coordinator/case 
manager by phone to applicable parties).  


 
3) Report if the individual’s PCP team cannot achieve resolution within a 
reasonable time (2 weeks),  the case manager/support coordinator/case manager 
shall contact the CRC first and the DBHDS Office of Licensing second.  


 
4) Document the issue and resolution. The Support coordinator/case manager 


will document the resolution of the issue in the record.  
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Enhanced Case Management 


The individual’s case manager/support coordinator/case manager shall initiate enhanced case 
management and meet with the individual face-to-face at least every 30 days, and at least one 
such visit every 60 days must be in the individual’s place of residence, for any individuals who 
meet the below criteria (and further defined below):  


1. Receive services from providers having conditional or provisional licenses 
 


2. Have more intensive behavioral or medical needs as defined by the Annual Risk 
Assessment category representing the highest level of risk to individuals (exceptions 
noted below) 
 


3. Have an interruption of service greater than 30 days 
 


4. Encounter the crisis system (includes admission or an assessment for admission) 
 


5. Have transitioned from a Training Center (TC) within the previous 12 months 
 


6. Lives in a 5 bed or larger group home (exceptions noted below) 


 
The case manager/ support coordinator/case manager shall: 


1. Document in the record the status of the current identified issues and any newly 
identified issues to include the status of the individual related to current ECM criteria 
met and any newly identified ECM criteria met  


2. Convene and mobilize Person-Centered Planning (PCP) team members for any 
change in status to address the issue and revise the ISP as needed. (Meeting will include 
the individual, Guardian/AR (if applicable), Support coordinator/case manager, and 
applicable providers. The planning meeting can be in person, via conference call, and/or 
by Support coordinator/case manager individual phone calls to all parties) 


3. Report suspected abuse, neglect, or exploitation to Adult Protective Services or Child 
Protective Services and the DBHDS Office of Human Rights 


4. Report to the DBHDS Office of Licensing serious incidents or injuries as defined in 
licensure 


5. Document support coordinator actions to address and resolve issues and resolution 
of identified issues in the case manager/support coordinator record.  


 
If an individual qualifies for enhanced case management, these face-to-face contacts must occur 
every 30 days WITH A 10 DAY GRACE PERIOD consistent with DMAS requirements and 
give CSBs more flexibility as to when to conduct the visits so the timing does not become 
predictable. This will avoid the problem of a literal interpretation that might require face-to-face 
contact on May 1st and May 31st, as well as avoid the problem associated with a “monthly” 
designation in which a contact could occur June 1st and the next one not until July 31st. The use 
of the grace period does not alter the due date of the next face-to-face contact.  
 
If the case manager/support coordinator/case manager cannot complete the required face-to-face 
contact, he/she must document the reason(s) and all attempts. After two, consecutive 30-day 
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periods of no contact, the CSB case management/ support coordinator/case manager will advise 
supervisor and contact his/her regional CRC, who will determine if further steps are needed 
(such as contacting the Licensing Specialist, DMAS, etc.). This includes extended vacations 
individuals/families might take. The CSB case management support coordinator/case manager 
must also comply with the established Waiver “Request to Retain Slot” process as appropriate.  
 


Compliance with these standards will be through routine Licensing reviews of case management 
services, Quality Service Reviews, and as part of the investigation review process for both 
Licensing and Human Rights. 
 


Each ECM criteria is further defined below to include any exemptions allowed. If an individual 
meets an exception in one category but meets ECM in another category then ECM criteria is met 
and ECM face to face visits continue until NO ECM criteria is met and the individual has been 
stable (as defined below) for 90 days. 
 


1) Receive services from providers having conditional or provisional license 
 


a. Case Manager/Support coordinator/case managers shall fulfill the 
above face-to-face obligation for the entire time a provider is on a 
conditional (i.e., new) license or provisional license. This level of 
face-to-face contact will continue for at least 90 days after a provider 
has been removed from the conditional or provisional status.  


 
b. This requirement for more frequent case management/support 


coordination visits applies to any individual recieving services in any 
of the DD Waivers (BI,FIS,CL) who receive services from any 
DBHDS licensed provider, that has been issued a conditional or 
provisional license.  


 
c. The DBHDS Office of Licensing (OL) will post information on the 


DBHDS website, updated monthly, about each provider that is 
operating under a conditional or provisional license.  


 
2) Have more intensive behavioral or medical needs as defined by the Annual Risk 


Assessment category representing the highest level of risk to individuals 
(exceptions noted below)  


 
a. If any item in sections 3a or 3b of the SIS Supplemental Risk 


Assessment are scored “2” (i.e., extensive support needed), the 
individual shall receive enhanced case manager/support coordinator 
visits while those responses remain scored “2.”  
 


b. Exception(s) to this requirement are defined below: 
 


 
i. A "yes" response to Annual Risk Assessment Item #5 (fall risk): 
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1. A yes to #5 fall risk does not automatically constitute a 
more intensive behavioral or medical need requiring more 
frequent case management/support coordination visits. If 
the individual has not experienced an injury as a result of a 
fall in the past 90 days then ECM is not required. 
  


2. If the individual has experienced an injury as a result of a 
fall in the past 90 days then a “yes” to item #5 will require 
ECM visits 90 days after the individual is stablized.  


 
ii. 3a #14 (lifting and/or transferring):  


 
1. If the individual has not experienced an injury as a 


result of an adverse event in the context of lifting or 
transferring in the past 90 days, then ECM is not 
required 


2. If the individual has experienced an injury as a result of 
an adverse event in the context of lifting or transferring 
in the past 90 days, then ECM is required and will 
continue 90 days after the individual is stabilized. 


 
iii. 3a #15 (therapy services) only 


 
iv. Enhanced case management/support coordination visits are not 


required for individuals who have more intensive behavioral or 
medical needs as defined by the SIS 3A/3B or the Annual 
Risk assessment (regardless of residential setting to include 
family homes and congregate settings of 5 or more individuals) 
if no other ECM criteria is met and their medical/behavioral 
condition has been well-controlled and well managed for the 
past year. 


  
1. Individuals who have been identified as being at risk 


for serious injury and/or death due to a specific 
condition or event and medical and behavioral 
conditions are well controlled due in part to safety 
protocols and mitigation plans being in place 
  


2. Safety protocols/mitigation plans (health and safety 
outcomes/risk protocols/behavior plans) are in place as 
evidenced by: 


 
a. No serious injuries or crisis has occurred in the 


last year 
  


b. The ISP includes safety protocols and mitigation 
plans for the identified intensive medical and 
behavioral need 
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c. Safety protocols/mitigation plans are followed 


by the provider and or family member  
 


d. SC reviews provider documentation of safety 
protocols and mitigation plans as evidence that 
safety protocols and mitigation plans are in 
place and implemented as written 


 
3. The safety protocols/mitigation plans (health and safety 


outcomes/risk protocols/behavior plans) are reviewed 
quarterly and revised as needed. The ISP is updated as 
appropriate 


 
4. No other risks triggers or changes in medical or 


behavioral conditions have been identified that 
would put the individual at risk (includes diagnosis 
of aspiration pneumonia, bowel obstruction, decubitus 
ulcer (pressure sore), Urinary Track Infection (UTI), 
seizure, falls with injury, sepsis)) Examples of 
significant changes in conditions or events related to an 
individual's risk include any change in health or 
behavioral status, change in medications especially as 
the side effects may impact the risk (dizziness may 
contribute to falls), dental work as it relates to someone 
who is already at risk for choking as it may lead to 
aspiration pneumonia, dehydration, or constipation as it 
may lead to bowel obstruction. 


 
c. Stable is defined as pre injury/illness condition/functioning or the 


individual has reached post injury/illness, condition or optimum 
functioning as determined  by a licensed medical professional 
(Primary Care Provider (PCM), Nurse Practioner (NP), Registered 
Nurse (RN), Physician Assistant (PA)). 
 


d. If the individual were to  meet any ECM criteria, this exemption 
does not apply. 


 
3) Have an interruption of service greater than 30 days 


 


a. This means an interruption of any of the following waiver service 
 


i. Congregate residential (including supervised and sponsored 
residential) 
 


ii. In-home residential 
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iii. Personal Assistance (agency-directed or consumer-directed) 


 
iv. Supported Employment (Change in SE job site but not provider 


does not constitute interruption in service) 
 


v. Day Services 
 


vi. Ongoing or inability to access therapeutic services, assistive 
technology, environmental modification, behavioral 
consultation.  


 
b. The case management/support coordinator/case manager shall meet 


with the individual face-to-face at least every thirty (30) days, with at 
least one such visit every 60 days in the individual's residence, until 
either services have resumed or the individual has lost his/her slot 


 
c. An extended vacation, when the individual and his or her family are 


out of town, does not constitute an interruption of service. Extended 
vacations must be clearly documented in the individual's record.  


 
4) Encounter the crisis system (includes admission or an assessment for admission) 


 
 


a. Crisis includes behavioral/psychiatric and medical events and serious 
incidents: 
 


i. Crisis means admission or assessment for admission to: 
 


1. Crisis Stabilization Unit (CSU), unplanned crisis 
stabilization services 
 


2. Emergency Services, Children’s Crisis or REACH 
services 


3. Hospital (other than for routine or elective procedures) 
and ER visits 
 


4. Hospital followed by admission to a Long Term Rehab 
or skilled nursing facility 


 
5. Risks triggers (diagnosis of aspiration pneumonia, 


bowel obstruction, seizures, decubitus ulcer (pressure 
sore), UTI, seizure, falls, sepsis) 


 
ii. APS/CPS involvement 


 
iii.  Involvement with the criminal justice system or incarceration  
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b. The case management/ support coordinator/case manager shall:. 
 


i. Document in the record the specific crisis event or incident 
and any change in status 
 


ii. Convene and mobilize Person-Centered Planning (PCP) 
team members needed to address the issue (meeting will 
include individual, Guardian/AR, if applicable, Support 
coordinator/case manager, and applicable providers. Can be in 
person, conference call, and/or Support coordinator/case 
manager by phone to all parties) 


 
iii. Revise the ISP to include safety and risk mitigation protocols 


as indicated 
 


iv. Report suspected abuse, neglect, or exploitation to Adult 
Protective Services or Child Protective Services and the 
DBHDS Office of Human Rights 


 
v. Report to the DBHDS Office of Licensing serious incidents 


or injuries as defined in licensure 
  


vi. Document resolution of the issue in the case manager/support 
coordinator/case manager record 


  
c. The support coordinator/case manager shall monitor implementation 


of the ISP (including safety and risk mitigation protocols) to ensure the 
ISP is implemented as written to reduce the potential of a future crisis 
event. 
 


d. ECM visits will be initiated and continue for 90 days after the 
individual is stable (not 90 days after the crisis event) 


 
e. Stable is defined as pre injury/illness condition/functioning or the 


individual has reached post injury/illness, condition or optimum 
functioning as determined  by a licensed medical professional 
(Primary Care Provider (PCM), Nurse Practioner (NP), Registered 
Nurse (RN), Physician Assistant (PA)). 


 
f. Exception: 


 
i. In some individual situations,  an individual may meet one of 


the above crisis system criteria (ex.; the family member 
routinely uses the ER for non-emergent care rather than the 
primary care physician dispite repeated efforts by the support 
coordinator/case manager to encourage the family member to 
use the primary care physician for routine care). In these 
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situations, the support coordinator/case manager may review 
this with the supervisor to determine the need for an exception 
to enhanced case management. 
 


1. It is expected that these situations will be infrequent 
and should clearly document supervisory review and 
why an exception is being made. 
 


2. If any other ECM criteria is met, no exception to 
enhanced case management will be made. 


 
5) Have transitioned from a Training Center (TC) within the previous 12 months 


 
 


a. The support coordinator/case manager shall meet face-to-face with the 
individual at least every thirty (30) days, with at least one such visit 
every 60 days in the individual's residence, for twelve (12) months 
post TC discharge 
 


b. The support coordinator/case manager shall ensure Post Move 
Monitoring reports are sent to DBHDS Post Move Monitor for 30, 60 
and 90 day visits 


 
c. Any change in provider requires a team meeting to ensure that the Post 


Move Monitor is aware of the change in provider and the new provider 
is aware of the individual specific transition plan provided by the 
initial post move monitoring visit. 


 
 
 


 
6) Lives in a 5 bed or larger group home (exceptions noted below) 


 
a. Enhanced case management/support coordination visits are required 


for individuals who live in a 5 bed or greater group home  
 


b.  Exception:  
 


i. If no other ECM criteria is met except that the individual 
lives in a 5 bed or larger group home and the individual’s 
medical/behavioral condition is well-controlled and well 
managed for the past year as described below, ECM is not 
required  


 
ii. Individuals who have been identified as being at risk for 


serious injury and/or death due to a specific condition or event 
and medical and behavioral conditions are well controlled due 
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in part to safety protocols and mitigation plans being in 
place 
 


1. Safety protocols/mitigation plans (health and safety 
outcomes/risk protocols/behavior plans) are in place as 
evidenced by: 


 
a. No serious injuries or crisis has occurred in the 


last year 
  


b. The ISP includes safety protocols and mitigation 
plans for identified intensive medical and 
behavioral needs 


 
c. Safety protocols/mitigation plans are followed 


by the provider  
 


d. SC reviews provider documentation of safety 
protocols and mitigation plans as evidence that 
safety protocols and mitigation plans are in 
place and implemented as written 


 
e. The safety protocols/mitigation plans (health 


and safety outcomes/risk protocols/behavior 
plans) are reviewed quarterly and revised as 
needed. The ISP is updated as appropriate 


 
f. No other risks triggers or changes in medical 


or behavioral conditions have been identified 
that would put the individual at risk (includes 
diagnosis of aspiration pneumonia, bowel 
obstruction, decubitus ulcer (pressure sore), 
Urinary Track Infection (UTI), seizure, falls 
with injury, sepsis)) Examples of significant 
changes in conditions or events related to an 
individual's risk include any change in health 
or behavioral status, change in medications 
especially as the side effects may impact the risk 
(dizziness may contribute to falls), dental work 
as it relates to someone who is already at risk 
for choking as it may lead to aspiration 
pneumonia, dehydration, or constipation as it 
may lead to bowel obstruction. 


 
c. Stable is defined as pre injury/illness condition/functioning or the 


individual has reached post injury/illness, condition or optimum 
functioning as determined  by a licensed medical professional 
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(Primary Care Provider (PCM), Nurse Practioner (NP), Registered 
Nurse (RN), Physician Assistant (PA)).  


 
d. ECM visits will continue for 90 day after the individual is stable 


(not 90 days after the incident) 
 


e. If the individual were to  meet any other ECM criteria, this 
exemption does not apply. 


 
 


*OL will post on the DBHDS website, a current list of congregate settings licensed for five or 
more individuals. 


 
 
 


 
 








Request for Emergency Access to Waiver Services 
 


10/24/2016 
 


Prior to submitting a request for emergency access to waiver services the CSB should thoroughly explore 
the availability of slots at the CSB and if there are other resources that could be sought to support this 
individual. The following steps must also be taken: 


Referral to Regional Support Team. Date of referral: Click here to enter a date. 


Referral to the DBHDS Critical and Complex Consultation Team (C3T).  This form should accompany the 
referral to C3T and the request will be considered if C3T is unable to resolve. 


CSB:       


Support Coordinator completing the form:       


Date completed: Click here to enter a date. 


Individual requiring emergency access:       


Medicaid number:       


Emergency access to waiver services is subject to available funding and a finding of eligibility for 
waiver services.  Eligible individuals may currently be on the Priority 1, 2, or 3 waiting lists or may be 
newly known as needing supports resulting from an emergent situation.  Please indicate below which 
emergency access criteria the individual meets. 


 Child Protective Services has substantiated abuse/neglect against the primary caregiver and has 
removed the individual from the home.   


 Adult Protective Services has found that the individual needs and accepts protective services.   


 Adult Protective Services has not found abuse/neglect, but corroborating information from other 
sources (agencies) indicate that there is an inherent risk present and there are no other caregivers 
available to provide support services to the individual. 


 Death of primary caregiver or lack of alternative caregiver, coupled with the individual's inability to 
care for him/herself and danger to self or others without supports. 


Comments:       


Please forward this form along with the referral to C3T to Linda Bassett 
(linda.bassett@dbhds.virginia.gov) via secure email. 


 


NOTE: Individuals and family/caregivers shall have the right to appeal the application of the emergency 
criteria to their circumstances pursuant to 12 VAC 30-110.  All notifications of appeal shall be submitted 
to DMAS.  


Additional information about emergency slots may be found in the DD waivers’ emergency regulations 
at 12VAC30-120-580. 
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What are employment services? 
What can I expect? 


 


What are supported employment services? 


Supported employment services are for people with disabilities who are interested in working and who 
need support in finding and keeping a job.  Supported Employment services focus on competitive (e.g. 
minimum wage or higher), integrated employment opportunities in community businesses.  According 
to Virginia’s Employment First initiative, competitive and integrated employment is the first and 
preferred option for people with disabilities.  Depending on eligibility funding maybe available through 
federal, state, waiver or local dollars. 


How are employment services different from day support services? 


Employment services are interactive, and are a collaborative effort between the person seeking 
employment and a job coach. Activities that can be done in employment services include exploring jobs, 
writing resumes, and preparing for interviews. In addition, once the person secures employment, a job 
coach will support that individual with orientation, learning job tasks, and developing natural supports 
on-site.  These services are done one-to-one with the job coach, on a schedule agreed upon between 
the person and the job coach. Usually, services are evaluated and authorized on a month to month 
basis, depending on the supports needed. 


Day support services include training, assistance, and specialized supervision in the acquisition, 
retention, or improvement of self-help, socialization, and adaptive skills. Day support services focuses 
on enabling the individual to attain or maintain his/her maximum functional level.  These services can be 
center based, or community based services, with both focusing on community inclusion.  Day support 
services can be part-time or full-time and can occur for as long as you remain eligible and funding is 
available.    


Who is eligible for employment services? 


You may be eligible if you have a physical, developmental, or behavioral health related disability and: 


• The disability keeps you from finding or keeping a job, 
• You want to work and you think employment services can help you, and 
• You are in Virginia (live in, or are moving to Virginia). 


If you think you have a disability but have never been diagnosed, you may also apply. 


How do I get started? 


If your child is 13 through 21 and still in school, talk to the person who coordinates your child's 504 Plan 
or Individualized Education Program (IEP).  That person can help you with a referral to an adult service 
agency, such as DARS, and invite a representative, with your written consent, to your child's meeting.  If 
education rights have transferred to your child, they will provide consent to invite someone from 
outside of the school.  You or your child may invite someone to the meeting, and that does not require 
consent.   
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If you are over 22 years old and have a support coordinator, call your support coordinator/case 
manager.  He or she will help you start the DARS referral process.   


If you are over 22 years old and do not have a support coordinator, you can find more information at 
www.vadars.org or by dialing 1-800-552-5019. 


Who provides funding for employment services? 


The Virginia Department for Aging and Rehabilitative Services (DARS) determines eligibility for 
employment services.  If you are found eligible, DARS will provide the service through state and federal 
funding, although in some circumstances, a job seeker or family may need to contribute financially.  If 
DARS is not able to provide funding, people with disabilities who have a Medicaid Waiver can receive 
funding for job development services through the waiver.  You can also check with your locality to see if 
they offer employment funding. In some cases private pay options are available.  


How long does the eligibility process take? 
 
By law, DARS has 60 days to decide if you are eligible for employment services.  During these 60 days, a 
DARS counselor will review paperwork you have from school and/or doctors about your disability.  They 
will also ask about any money you have.  If you live at home, they may also ask about your family’s 
income.   In some case when the DARS counselor is not able to determine eligibility within 60 days they 
may extend the time it takes by using Trial Work. Your DARS counselor can explain what Trial work 
entails.  








 


Employment Options Discussion 


On-going Employment Choice discussions recognize that a person’s interests, available services, and 
support options change over time.  Rooted in person-centered thinking, support coordinators facilitate 
Employment Choice conversations between the person and their authorized representatives/legal 
guardian (decision maker) to ensure their career desires, interests and support/service needs are 
assessed.   Specifically, Support Coordinators are responsible for the following related to Employment 
Choice: 


         Identifying a person’s interests regarding employment. 


         Reviewing available options. 


         Addressing the person’s satisfaction or dissatisfaction with current services. 


         If the person and/or Decision Maker does not want to explore or pursue options: 


o   Identifying barriers related to exploring or pursuing employment options. 
o   Addressing barriers, as applicable and develop outcomes/support activities related to 
barriers 


         Indicating a timeline for reviewing options in the future; no less than annually 


         Documenting that the above were discussed and any actions taken as a result. 


Documentation example: 


Example 1: 


During the annual meeting John indicated interest in earning income.  The Support 
Coordinator, John, and AR discussed his interests that could provide income/employment options. The 
SC shared information on the local Department for Aging and Rehab Services (DARS) office and the role 
they can play in helping people obtain and maintain paid jobs in their community. John and his AR 
agreed this seemed like a great next step. Additionally, the SC agreed to discuss the expressed interest 
in finding work related to computers with his day support provider to determine if they can help gather 
data for the DARS referral and support John’s career planning efforts around computer 
work.  John’s ISP was updated with new objectives of increasing his access to and improving computer 
skills through the day support provider (if available) and working with DARS to explore community-
based work opportunities.  


Example 2: 


In the annual meeting, the support coordinator discussed employment as an option 
for Jane.  Jane indicated she enjoys attending her current day support program.  The SC asked Jane what 
about the day program she enjoyed.  She and the AR explained her friendships, the community outings, 
and consistency of a schedule.  The SC shared ways that these needs could be met while pursuing 
employment as an option.  Jane and her AR said they are not interested in changes. The SC also 
suggested referring Jane to a Peer Mentor.  All agreed that they would discuss employment 
options again at the next annual meeting. The SC reminded Jane that if at any point she or her AR are 
dissatisfied, other providers/service options can be pursued.  


 


 


 







Example 3: 


In the annual meeting, the support coordinator discussed employment as an option for Tana.  Tana was 
not able to participate in the discussion verbally although would smile or turn her head.  Tana requires 
total physical care and is in a prone position 20 out of 24 hours per day. Tana’s mom indicated she could 
not work nor has she ever expressed an interest in work.  Support coordinator asked Tana if she wanted 
to work and Tana smiled at Support Coordinator which was interpreted by mom to be more an 
indication of pleasure with the interaction than with the idea of work.  Support Coordinator talked to 
mom and Tana about Tana’s interests and if any of those could be explored in a meaningful way towards 
employment.  Mom and support staff expressed concern regarding what Tana could do given her limited 
use of her hand and a lack of a consistent yes/no response.  Support coordinator discussed Tana’s 
interests and how they might relate to employment and then asked Tana and her team what her priority 
was currently.  Mom and support team are skeptical about employment but did not rule it out but 
agreed that right now Tana was best supported in her day program.  The support coordinator agreed to 
reach out and gather information to share with the family about other individuals with significant 
disabilities and how they have been supported to find employment. 
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Support Coordinator FAQ 


 Supporting Individuals in Exploring Employment 


 
1.  Can everyone work?   


The simple answer is yes.  A lot of people with all levels of support needs, including people with significant 
support needs are successfully employed because of new job opportunities, natural supports and services, 
and technological advances to name a few.   
 


2. Are all employment service organizations equipped to help all people? 
No.  Not all organizations are equipped to provide employment services, that is why it is important to make 
a referral to the Department for Aging and Rehabilitative Services (DARS).  DARS will assist the individual in 
making an informed choice by choosing a provider who will best support the individual’s needs.  If 
categories are closed and a referral to DARS is not needed contact DBHDS for recommendations based on 
unique support needs. 
 


3. What is a meaningful conversation? 
A meaningful employment conversation starts with the belief that everyone can work.  It acknowledges 


that a reframing of work may need to occur as some of today’s jobs (and those of the future) look different 


than jobs 5-10+ years ago.  It ensures that everyone has all of the information they need to make an 


informed choice. It focuses on the person’s awareness of the personal, social and financial benefits of 


employment. It considers the person’s grasp of and experience with work and leads to actions that ensure 


any decision to work is pursued and any decision not to work is explored and explained. 


4. What is an employment related goal? 
A meaningful employment related goal focuses on removing barriers to employment or the information 


needed to make an informed decision regarding employment.  Employment related goals should focus on 


what is important to the individual related to their desire for employment.  Person centered planning 


practices should be implemented to ensure the person’s autonomy, needs, preferences, desired outcomes, 


likes and dislikes are implemented into their employment goal.   


 


5.  What information should I provide to an individual and family about employment services available? 
When talking about employment, guide the conversation to what people are interested in for work and/or 
concerns they have about working.  Discuss the variety of supports available and explain that an 
assessment regarding employment support needs will be completed, but do not promise any specific type 
of employment or employment supports/services.   
 


6. What if a family has concerns about their loved one working? 


Some families may not believe their loved one can work.  Some are concerned about health and safety at 


the workplace.  Others are concerned about the loss of or impact on financial benefits.  There are many 


places where families can get information and support.  You do not need to have all the answers.  You just 


need to know where to point people.  There are benefits planners available across the state through DARS 


and the Waiver.  There are Family to Family and Peer to Peer mentor programs supported by DBHDS and 


the Waiver that can pair people with disabilities and families for emotional, informational, and systems 


navigational support.  Encourage the individual or family to contact ESO’s or DARS to gather additional 


information. 
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Support Coordinator FAQ 
 Supporting Individuals Once Enrolled in Employment Services 


 


1. What can I expect from an employment service organization?  


 


Employment Service Organizations (ESO) are not your typical Habilitative provider.  They stay only as 


long as needed and work hard to limit that amount of time.  Some services provided include: 


 Job development: used for determining the person’s needs, interests, hobbies,; researching 


jobs that match these identified areas; may or may not be at a regularly scheduled time. 


 Situational Assessment: allow the person to try different employment opportunities through 


short-term job try-outs.  Individuals can fully explore their vocational interests and options in 


order to gain a good understanding of what certain jobs entail so that they can make informed 


choices about the type of work they would ultimately like to pursue. 


 Placement and Training: supports the person through the employer with orientation and 


training, learning all job duties, developing natural supports on the job, creating a routine with 


their work, and when necessary accessing reasonable accommodations and addressing any 


issues or concerns that arise on the job.   


 Follow along:  involves the job coach touching base with the individual, the employer and with 


permission other members of the person’s team.  Follow along is limited and if it exceeds 50% 


of the time a person is on the job then workplace assistance should be explored and 


implemented. 


 


2. What do I do when a family member calls with a concern about the job, schedule, ESO provider, etc.? 


Support Coordinator can act as the liaison between the family and the job coach or can direct the 


family to contact the ESO.  The support coordinator should not contact the employer directly and 


should discourage the family from doing the same.  Business relationships are cultivated over years 


and one negative experience can influence a business’s decision to hire additional people with 


disabilities.  As you do not ask others to contact your employer on your behalf, we should proceed in 


the same vain with supported employment.  


3. Should I visit people at their job? 


While it helps to observe people in a variety of environments, including their place of employment, any 


visits must be coordinated at the request of the individual and through the job coach to ensure that it 


is not disruptive to work. It is important to understand that some employers may not give permission for visits 


during work time due to security or other concerns.  It is important to respect the employer’s rules for visiting. 


Best practice would be not to visit the jobsite unless you are invited by the individual. 
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Introduction 
 
Over	  the	  past	  decade,	  the	  concept	  of	  Employment	  First	  –	  the	  idea	  that	  employment	  in	  integrated	  
settings	  within	  the	  community	  should	  be	  the	  priority	  service	  option	  -‐	  has	  emerged	  in	  the	  disability	  field.	  
The	  result	  has	  been	  ongoing	  development	  of	  a	  multitude	  of	  documents	  pertaining	  to	  Employment	  First,	  
including	  state	  legislation,	  policies,	  reports,	  articles,	  etc.	  The	  attached	  list,	  developed	  by	  the	  State	  
Employment	  Leadership	  Network	  (SELN),	  is	  an	  attempt	  to	  provide	  a	  comprehensive	  listing	  of	  these	  
documents,	  as	  a	  resource	  to	  policymakers,	  advocates,	  and	  others.	  Originally	  developed	  in	  2010,	  this	  
Resource	  List	  has	  been	  regularly	  updated	  as	  Employment	  First	  efforts	  have	  evolved	  across	  the	  United	  
States	  and	  now	  internationally.	  	  


A	  primary	  emphasis	  with	  this	  list	  is	  identifying	  legislation,	  regulations,	  and	  policy	  directives	  
implementing	  Employment	  First	  policies.	  For	  states	  with	  an	  Employment	  First	  Policy,	  this	  is	  the	  first	  
document	  listed.	  Also	  included	  are	  a	  variety	  of	  additional	  Employment	  First	  related	  reports	  from	  
individual	  states,	  developed	  by	  official	  state	  workgroups	  and	  grassroots	  initiatives	  of	  stakeholders	  
working	  to	  affect	  change.	  For	  those	  states	  where	  Employment	  First	  activities	  have	  not	  been	  identified,	  
information	  on	  state	  efforts	  emphasizing	  integrated	  employment	  have	  been	  noted.	  Along	  with	  state	  
information,	  this	  Resource	  List	  also	  includes	  a	  variety	  of	  documents	  that	  provide	  a	  national	  perspective,	  
as	  well	  as	  resources	  from	  Canada.	  


In	  compiling	  this	  list,	  an	  Employment	  First	  policy	  has	  been	  defined	  as	  an	  official	  directive	  from	  a	  state	  
government	  agency	  stating	  that	  employment	  in	  the	  community	  in	  the	  general	  workforce	  is	  the	  first	  and	  
primary	  option	  for	  individuals	  with	  disabilities.	  Use	  of	  the	  term	  “Employment	  First”	  per	  se	  has	  not	  
necessarily	  been	  a	  requirement	  for	  including	  or	  excluding	  a	  document.	  Instead	  the	  focus	  has	  been	  on	  
documents	  that	  reinforce	  the	  principles	  of	  Employment	  First,	  whether	  that	  specific	  language	  is	  used	  or	  
not.	  There	  are	  number	  of	  examples	  (e.g.,	  Washington	  State)	  where	  the	  term	  “Employment	  First”	  is	  not	  
part	  of	  the	  policy,	  and	  yet	  clearly	  the	  policy	  is	  an	  example	  of	  Employment	  First	  principles.	  It	  should	  also	  
be	  noted	  that	  there	  has	  been	  a	  liberal	  approach	  to	  defining	  a	  piece	  of	  legislation,	  regulation,	  or	  policy	  
directive	  as	  an	  “Employment	  First	  policy”.	  	  In	  some	  cases,	  these	  policies	  consist	  of	  highly	  detailed,	  
substantive,	  and	  specific	  legislation	  or	  policy	  directives.	  In	  other	  cases,	  the	  Employment	  First	  policy	  
consists	  of	  an	  Executive	  Order	  or	  similar	  directive	  that	  contains	  language	  endorsing	  integrated	  
employment	  as	  the	  first	  and	  primary	  service	  option	  for	  publicly	  funded	  services,	  with	  limited	  language	  
in	  terms	  of	  specifics.	  In	  other	  cases,	  language	  has	  been	  identified	  within	  an	  overall	  policy	  directive	  that	  
clearly	  aligns	  with	  Employment	  First,	  although	  such	  language	  may	  only	  be	  a	  few	  sentences	  (e.g.,	  
Colorado).	  With	  the	  ongoing	  expanded	  interest	  in	  Employment	  First,	  future	  editions	  of	  this	  resource	  list	  
will	  take	  a	  closer	  look	  at	  these	  policies	  from	  a	  qualitative	  perspective.	  
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A summary of the status of Employment First is as follows: 
 


• Employment	  First	  efforts	  have	  been	  identified	  across	  the	  United	  States,	  and	  also	  in	  Canada.	  


• Thirty	  states	  have	  been	  identified	  that	  have	  something	  akin	  to	  an	  official	  Employment	  First	  
policy	  (based	  on	  legislation,	  policy	  directive,	  etc.).	  Fourteen	  states	  have	  passed	  legislation	  
stating	  that	  integrated	  employment	  is	  preferred	  over	  other	  service	  options:	  Alaska,	  California,	  
Delaware,	  Illinois,	  Kansas,	  Maine,	  Mississippi,	  Ohio,	  Oklahoma,	  Oregon,	  Texas,	  Utah,	  
Washington,	  Wyoming.	  The	  other	  16	  (Arkansas,	  Colorado,	  Connecticut,	  District	  of	  Columbia,	  
Florida,	  Louisiana,	  Maryland,	  Massachusetts,	  Minnesota,	  Missouri,	  New	  Jersey,	  Pennsylvania,	  
Rhode	  Island,	  South	  Carolina,	  Tennessee,	  Virginia)	  have	  a	  policy	  directive,	  Executive	  Order,	  or	  
similar	  official	  policy	  statement,	  but	  not	  legislation.	  There	  are	  some	  states	  that	  have	  both	  
legislation	  and	  a	  non-‐legislative	  policy	  directive	  (e.g.,	  Maine,	  Mississippi,	  Oklahoma,	  Oregon,	  
Washington).	  


• Sixteen	  of	  these	  policies	  are	  cross-‐disability:	  Alaska,	  Arkansas,	  Delaware,	  District	  of	  Columbia,	  
Florida,	  Illinois,	  Kansas,	  Maine,	  Minnesota,	  Mississippi,	  New	  Jersey,	  Oklahoma,	  Texas,	  Utah,	  
Virginia,	  and	  Wyoming.	  The	  remainder	  of	  states	  policies	  are	  focused	  exclusively	  on	  individuals	  
with	  intellectual	  and	  developmental	  disabilities:	  California,	  Colorado,	  Connecticut,	  Louisiana,	  
Maryland,	  Massachusetts,	  Missouri,	  Ohio,	  Oregon,	  Pennsylvania,	  Rhode	  Island,	  South	  
Carolina,	  Tennessee,	  Washington.	  (Note:	  Oklahoma’s	  legislation	  is	  cross-‐disability;	  its	  policy	  
directive	  is	  specific	  to	  individuals	  with	  intellectual	  and	  developmental	  disabilities.)	  


• In	  addition	  to	  the	  30	  states	  with	  Employment	  First	  policies,	  the	  other	  20	  states	  on	  this	  list	  
(Alabama,	  Arizona,	  Georgia,	  Hawaii,	  Idaho,	  Indiana,	  Iowa,	  Kentucky,	  Michigan,	  Montana,	  
Nevada,	  New	  Hampshire,	  New	  Mexico,	  New	  York,	  North	  Carolina,	  North	  Dakota,	  South	  
Dakota,	  Vermont,	  West	  Virginia	  Wisconsin)	  have	  Employment	  First-‐type	  efforts	  and	  initiatives	  
underway,	  but	  at	  this	  point	  it	  appears	  no	  official	  Employment	  First	  policy	  has	  been	  issued	  stating	  
that	  integrated	  employment	  is	  the	  preferred	  service	  option.	  These	  vary	  significantly	  in	  terms	  of	  
their	  level	  of	  activity	  ranging	  from	  initial	  expressions	  of	  interest	  in	  Employment	  First	  with	  limited	  
follow-‐up,	  to	  robust	  systems	  change	  efforts.	  In	  terms	  of	  specific	  activities	  in	  some	  of	  these	  
states,	  New	  York	  has	  a	  September	  2014	  Executive	  Order	  that	  mandates	  the	  development	  of	  an	  
Employment	  First	  policy.	  Nevada	  has	  an	  Executive	  Order	  establishing	  a	  Governor’s	  Taskforce	  on	  
Integrated	  Employment.	  Three	  states	  (Alabama,	  Hawaii,	  Kentucky)	  have	  been	  identified	  that	  
have	  Employment	  First	  legislation	  that	  has	  been	  proposed,	  but	  hasn’t	  passed.	  North	  Dakota	  
passed	  legislation	  creating	  a	  Committee	  on	  Employment	  of	  People	  with	  Disabilities	  to	  support	  
the	  goal	  of	  Employment	  First.	  However	  this	  legislation	  does	  not	  institute	  Employment	  First	  as	  a	  
policy	  –	  i.e.,	  it	  does	  not	  specifically	  prioritize	  integrated	  employment	  over	  other	  service	  options.	  	  


It	  is	  important	  to	  recognize	  that	  the	  level	  of	  resources	  on	  this	  list	  associated	  with	  a	  state	  should	  not	  
necessarily	  be	  an	  indicator	  regarding	  the	  state’s	  focus	  on	  employment	  for	  people	  with	  disabilities.	  
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There	  are	  states	  that	  have	  not	  been	  strongly	  linked	  with	  Employment	  First,	  who	  have	  consistently	  had	  
relatively	  strong	  outcomes	  in	  terms	  of	  employment	  of	  people	  with	  disabilities.	  However,	  the	  emergence	  
of	  Employment	  First	  as	  a	  national	  movement	  has	  served	  as	  a	  catalyst	  for	  an	  increased	  focus	  on	  
employment	  of	  people	  with	  disabilities	  across	  the	  United	  States.	  


In	  the	  course	  of	  developing	  this	  document,	  the	  focus	  has	  been	  on	  including	  as	  many	  examples	  as	  
possible,	  particularly	  in	  terms	  of	  resources	  from	  individual	  states.	  The	  underlying	  rationale	  for	  doing	  so	  
is	  to	  provide	  an	  understanding	  of	  the	  wide	  range	  of	  approaches	  to	  Employment	  First.	  Inclusion	  of	  
specific	  policies	  and	  documents	  on	  this	  list	  should	  in	  no	  way	  be	  viewed	  as	  an	  endorsement	  of	  these	  
documents,	  and	  as	  noted,	  the	  Employment	  First	  legislation/policies	  that	  have	  been	  developed	  vary	  
significantly	  in	  terms	  of	  the	  strength	  and	  clarity	  of	  their	  language.	  


The	  wide	  range	  of	  attention	  and	  emphasis	  on	  Employment	  First	  has	  been	  encouraging,	  and	  provides	  a	  
potential	  catalyst	  for	  the	  long	  needed	  increase	  in	  workforce	  participation	  for	  individuals	  with	  
disabilities.	  At	  the	  same	  time,	  it	  is	  important	  to	  recognize	  that	  creation	  of	  documents,	  reports,	  and	  
policies,	  in	  and	  of	  itself,	  will	  not	  result	  in	  increases	  in	  workforce	  participation,	  without	  a	  long-‐term	  
commitment	  to	  action	  steps	  that	  make	  the	  Employment	  First	  vision	  a	  reality	  for	  all	  citizens	  with	  
disabilities.	  Setting	  a	  vision	  and	  direction	  is	  a	  starting	  point	  –	  but	  it	  must	  be	  done	  in	  conjunction	  with	  
comprehensive	  systems	  change	  that	  results	  in	  shifting	  of	  resources	  towards	  integrated	  employment,	  a	  
service	  system	  that	  provides	  consistent	  and	  high	  quality	  employment	  assistance	  and	  supports,	  and	  
measurement	  and	  accountability	  for	  achieving	  employment	  outcomes.	  Employment	  First	  is	  also	  about	  
more	  than	  just	  simply	  changing	  how	  services	  and	  supports	  for	  people	  with	  disabilities	  are	  provided	  –	  it	  
is	  a	  catalyst	  for	  and	  reflective	  of	  an	  ongoing	  fundamental	  cultural	  shift	  and	  view	  by	  policymakers,	  public	  
officials,	  service	  systems,	  service	  providers,	  employers,	  and	  most	  importantly	  by	  individuals	  with	  
disabilities	  themselves,	  that	  views	  people	  with	  disabilities	  as	  full	  participants	  in	  the	  economic	  
mainstream,	  working	  side-‐by-‐side	  with	  their	  fellow	  citizens.	  
	  


General Information on Employment First 
 


1. APSE	  –	  Association	  of	  People	  Supporting	  EmploymentFirst	  Information	  and	  Publications	  
Section	  of	  APSE	  website	  devoted	  to	  Employment	  First	  with	  array	  of	  information	  and	  resources	  
including	  the	  APSE	  Employment	  First	  Statement	  ,	  outlining	  key	  principles:	  
www.apse.org/employment-‐first	  	  


2. Intellectual	  and	  Developmental	  Disabilities	  Article	  	  
Employment	  First:	  A	  Beginning	  Not	  an	  End:	  August	  2011	  Intellectual	  and	  Developmental	  Disabilities	  
journal	  article	  summarizing	  the	  principles	  of	  Employment	  First	  -‐	  
http://aaiddjournals.org/toc/mere/49/4	  	  


3. NGA	  Report	  –	  A	  Better	  Bottom	  Line:	  Employing	  People	  With	  Disabilities	  –	  Blueprint	  for	  Governors	  
2013	  report	  from	  the	  National	  Governor’s	  Association,	  that	  notes	  Employment	  First	  as	  an	  effective	  
strategy,	  and	  documents	  the	  adoption	  of	  it	  by	  a	  number	  of	  states	  -‐	  
www.nga.org/files/live/sites/NGA/files/pdf/2013/NGA_2013BetterBottomLineWeb.pdf	  
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4. NACDD	  Report	  –	  The	  Time	  is	  Now:	  Embracing	  Employment	  First	  
November	  2011	  report	  from	  the	  National	  Association	  of	  Councils	  on	  Developmental	  Disabilities,	  
providing	  an	  overview	  of	  Employment	  First,	  with	  a	  particular	  focus	  on	  DD	  Council	  efforts	  -‐	  
www.acl.gov/programs/aidd/Program_Resource_Search/Resources/embracing-‐employment-‐
first.aspx	  	  


5. NASDDDS	  Article	  –	  Workers	  First:	  Article	  from	  June	  2009	  Community	  Services	  Reporter	  
Published	  by	  National	  Association	  of	  State	  Directors	  of	  Developmental	  Disabilities	  Services	  providing	  
an	  overview	  of	  Employment	  First	  efforts	  -‐	  www.nasddds.org/resource-‐
library/employment/employment-‐resource-‐documents/workers-‐first	  	  


6. NTAR	  Leadership	  Center	  Blog:	  Blog	  post	  on	  Employment	  First	  by	  Wendy	  Parent,	  Kansas	  University	  
-‐	  http://ntarseedingchange.blogspot.com/2010/03/employment-‐first.html	  


7. ODEP-‐USDOL	  	  
a. ODEP	  Employment	  First	  Leadership	  Mentor	  Program:	  Information	  on	  the	  US	  Department	  of	  


Labor	  Office	  of	  Disability	  Employment	  Policy’s	  Employment	  First	  Leadership	  Mentor	  Program	  -‐	  
www.dol.gov/odep/topics/EmploymentFirst.htm	  	  


b. Employment	  First	  Memo:	  January	  2009	  memo	  from	  the	  US	  Department	  of	  Labor	  Office	  of	  
Disability	  Employment	  Policy	  stressing	  importance	  of	  Employment	  First	  


8. SELN	  Employment	  First	  Publication:	  “Q	  &	  A’s	  on	  State	  Employment	  First	  Policies”	  
Publication	  from	  the	  State	  Employment	  Leadership	  Network	  (SELN)	  providing	  an	  overview	  of	  
Employment	  First,	  and	  specific	  efforts	  in	  Colorado,	  Florida,	  Oklahoma,	  Pennsylvania,	  Tennessee,	  
Washington	  State,	  Georgia,	  Minnesota,	  and	  Indiana	  -‐	  
www.selnmembers.org/components/com_wordpress/wp-‐
content/uploads/2008/03/DMR%20request%20Employment%20Policy%203-‐08rev.pdf  
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State Specific Information 
1. ALABAMA 


a. AL Legislation (proposed): The Alabama Employment First Initiative Act, originally introduced in April 
2013 - http://alisondb.legislature.state.al.us/ALISON/SearchableInstruments/2013RS/PrintFiles/SB464-
int.pdf  


b. DD Council Fact Sheets: Fact sheets from the Alabama Council on Developmental Disabilities on 
Employment First Legislation              


2. ALASKA 
a. AK Legislation (passed): Text of HB 211, signed into law in May 2014. Legislation is cross-disability, 


and specifies that Employment First applies to individuals receiving transition services as well as adults - 
www.legis.state.ak.us/basis/get_bill_text.asp?hsid=HB0211Z&session=28 


b. AK Employment First Legislative Packet: The Employment First Bill - Supporting Research Packet 
Overview developed for legislators as part of effort to pass Employment First legislation  - 
http://dhss.alaska.gov/gcdse/Documents/committees/et/FullPacket.pdf  


3. ARIZONA - Arizona Department of Economic Security Division of Developmental Disabilities summary of 
Arizona efforts on Employment First - www.azdes.gov/landing.aspx?id=14524   


4. ARKANSAS 
a. AR Employment First Executive Order: Governor’s 2010 Executive Order establishing the Arkansas 


Employment First Initiative  
b. AR Task Force Report: Final Report of Arkansas Employment First Task Force - 


www.daas.ar.gov/pdf/NewsEvents/Employment%20First%20Task%20Force%20Report%20-%20Final.pdf  


5. CALIFORNIA 
a. CA Legislation (passed): Text of AB 1041, California’s legislation on Employment First, signed into law 


in October 2013, establishing an Employment First policy for individuals served by the state’s 
developmental disability system -  
www.leginfo.ca.gov/pub/13-14/bill/asm/ab_1001-1050/ab_1041_bill_20131009_chaptered.pdf  


b. CA Legislation (summary): Summary from State Council on Developmental Disabilities on AB 1041, 
establishing an Employment First policy - 
www.scdd.ca.gov/res/docs/pdf/Employment_First/Employment%20First%20Policy%20Summary%20SCD
D%20CECY.pdf  


c. CA Legislation (passed): Text of AB 287, California’s legislation on Employment First, signed into law in 
October 2009, establishing Employment First Committee, and calling for the establishment of an 
Employment First Policy - 
www.leginfo.ca.gov/pub/09-10/bill/asm/ab_0251-0300/ab_287_bill_20091011_chaptered.pdf 


d. Committee on Employment First: Materials from State Council on Developmental Disabilities 
Committee on Employment First - www.scdd.ca.gov/Employment_First_Policy_(AB_2424).htm  


e. CA DD Council Report: 2012 Annual Report from State Council on Developmental Disabilities on 
Employment First - 
www.scdd.ca.gov/res/docs/pdf/Employment_First/2012%20EFC%20Annual%20Report%20Jan%2016%20
2013.pdf  
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6. COLORADO 
a. Policy on Integrated Employment: Colorado Department of Health Care Policy and Financing – Services 


for Individuals with Intellectual and Developmental Disabilities rule 8.609.9 (formerly Division for 
Developmental Disabilities rule 16.626) stating that integrated employment is considered the primary 
service option for adults Day Habilitation Services and Supports - 
http://www.sos.state.co.us/CCR/GenerateRulePdf.do?ruleVersionId=5649&fileName=10%20CCR%20250
5-10%208.600  


b. Proposed changes to Policy on Integrated Employment: 2005 recommendations for strengthening policy 
on integrated employment to ensure integrated employment is the primary service option - 
http://cospl.coalliance.org/fedora/repository/co%3A7116/hu252em7200505internet.pdf  


7. CONNECTICUT 
a. CT Employment First Policy: Employment First Policy issued by Connecticut Department of 


Developmental Services issue in April 2011 - 
www.ct.gov/dds/lib/dds/dds_manual/ic5/ic5po001_employment_first.pdf 


b. CT Policy Regarding Employment as a Priority: Companion to April 2011 Employment First policy 
regarding implementation steps in individual planning process: 
www.ct.gov/dds/lib/dds/dds_manual/ic5/ic5pr001_employment_first.pdf 


c. CT DDS Employment First Overview: Web page providing overview and resources materials regarding 
Connecticut’s Employment First efforts - www.ct.gov/dds/cwp/view.asp?q=492524 


8. DELAWARE 
a. DE Employment First Legislation (passed): Text of House Bill 319, Delaware’s cross-disability 


legislation on Employment First, signed into law in July 2012 - 
http://legis.delaware.gov/LIS/lis146.nsf/vwLegislation/HB+319/$file/legis.html?open 


b. DE Employment First Statement: Statement from Delaware Division of Developmental Disabilities 
Services on Employment First - www.dhss.delaware.gov/ddds/emp_first.html 


9. DISTRICT OF COLUMBIA 
a. DC Employment First Policy – District of Columbia Department of Disability Services Employment 


First Policy - http://dds.dc.gov/publication/employment-first-policy  
b. DDS Employment First Summary: Department on Disability Services web page providing overview of 


District’s Employment First efforts - http://dds.dc.gov/page/employment-first 
c. Mayoral Proclamation on Employment First: October 2012 Mayoral Proclamation declaring the 


District of Columbia an Employment First State 
d. D.C. P & A Employment Report: Report from University Legal Services, protection and advocacy 


program for District of Columbia, advocating support for Employment First efforts. Includes copy of 
October 2012 Mayoral Proclamation in appendix - www.uls-dc.org/Employment%20Report_FINAL.pdf  


10. FLORIDA 
a. FL Executive Order: October 2013 Executive Order directing state agencies to identify financing and 


contract methods that will prioritize employment -  
www.flgov.com/wp-content/uploads/orders/2013/13-284-disabilities.pdf  


b. Employment First Florida: Website of Employment First Florida, containing a variety of resources - 
www.employmentfirstfl.org  
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c. FL DD Council Employment First Website: Information from Florida Developmental Disabilities 
Council on Employment First efforts - www.fddc.org/Employment  


d. Developmental Disabilities Council Employment First Statement: Statement from Florida DD Council 
in support of Employment First - www.fddc.org/about/employment 


11. GEORGIA:  
a. Employment First Georgia Website: www.employmentfirstgeorgia.org 
b. GA DD Council Statement: Statement issued in 2010 by Georgia Developmental Disabilities Council 


calling for an Employment First policy in the state:  
www.gcdd.org/wp-content/uploads/2010/09/employmentfirstpolicypaper.pdf 


12. HAWAII – Hawaii Employment First Legislation (proposed) – Employment First bill, H.B. 860, proposed 
in 2015 - www.capitol.hawaii.gov/session2015/bills/HB860_.HTM  


13. IDAHO - Employment 1st Consortium: Information on the Idaho Employment First Consortium, which 
operates under the auspices of the Idaho Council on Developmental Disabilities - 
http://www.icdd.idaho.gov/projects/employment%20first.html 


14. ILLINOIS:  
a. IL Employment First Legislation (passed): HB 2591Illinois Employment First Act, passed in May 2013 


– www.ilga.gov/legislation/98/HB/PDF/09800HB2591lv.pdf  
b. Advocacy information for Illinois Employment First Act:  Information from the Family Support 


Network regarding advocating for the Illinois Employment First Act - 
http://us2.campaign-archive1.com/?u=bcec73d19574f43e0b9ab00c1&id=d3db098f9a 


c. IL Employment First Act Fact Sheet: Fact sheet for legislators on Illinois Employment First Act – 
www.thearcofil.org/wp-content/uploads/2013/04/Employment_First_Fact_Sheet_HB2591-03142013.pdf   


d. Report recommending Employment First for Illinois: January 2011 report of legislatively mandated 
Employment and Economic Opportunity for Persons with Disabilities Task Force, that includes a 
recommendation (pp. 7-8), that Illinois become an Employment First state, according to specific principles 
outlined within the report: 
www.illinoislegalaid.org/calendarUploads/Governors%20task%20force%20report%20-%202010-11.pdf  


e. Report from the IL Employment First Summit: Report from 2012 IL Employment First summit - 
www.state.il.us/agency/icdd/pdf/Illinois%20Employment%20First%20Summit%20Report%205-11-12.pdf  


15. INDIANA 
a. IN APSE Employment First Statement: Statement from Indiana APSE advocating for Employment First 


- www.inapse.org/styles/inapse/defiles/Employment-First-Statement-%203_27_13.pdf  
b. IN APSE Employment First 2009 Follow-up: Summary of follow-up items from 2005 Indiana 


Employment First Summit - www.inapse.org/styles/inapse/defiles/summit%20update%2012-15-09.pdf 
c. IN Employment First Fact Sheet: Fact sheet summarizing 2005 Indiana Employment First Summit - 


www.apse.org/docs/IN_APSE_empl_first_fact_sheet.pdf 


16. IOWA 
a. IA DHS Employment Vision: Statement on Iowa Department of Human Services website in support of 


Employment First - http://dhs.iowa.gov/mhds/disability-services/employment  
b. IA Employment First Initiative: A Call for Change of Historical Proportion: Fall 2009 white paper 


outlining vision for an Employment First initiative in Iowa - www.iowa-apse.org/agendas/whitepaper.pdf  
c. IA Employment First Initiative Summary Points: One-page summary of rationale for Employment First  
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17. KANSAS 
a. KS Employment First Legislation (passed): Text of Kansas House Bill 2336 that establishes a statewide 


policy of employment first for all people with disabilities. Bill was signed into law in May 2011 - 
www.kslegislature.org/li/b2011_12/year1/measures/documents/hb2336_enrolled.pdf 


b. KS Employment First Oversight Commission: Website of the Kansas Employment First Oversight 
Commission established by the state’s Employment First legislation - https://kcdcinfo.ks.gov/employment-
first 


c. KS Employment First Website: Website with information on Employment First efforts in Kansas - 
http://employment1st.org 


18. KENTUCKY 
a. Employment First Legislation (proposed): Proposed Employment First bill, HB 292, introduced in 


February 2013 - www.lrc.ky.gov/record/13RS/HB292.htm  
b. KY DD Council Report: Report from Kentucky’s developmental disabilities council State Activities to 


Implement Employment First as the Employment Strategy for Individuals with Intellectual and 
Developmental Disabilities - 
www.hdi.uky.edu/setp/Materials/Employment_First_Report_Final_050713_corrected_071813.pdf  


19. LOUISIANA - Employment First Policy: Office of Citizens with Developmental Disabilities web page on 
Employment First with link to July 2011 policy - http://new.dhh.louisiana.gov/index.cfm/page/1847  


20. MAINE 
a. ME Employment First Legislation (passed): Maine Legislature Bill LD 1352 – Employment First 


legislation. Bill became law in June 2013 - 
www.mainelegislature.org/legis/bills/getPDF.asp?paper=SP0471&item=6&snum=126  


b. ME Employment Policy: 2010 Maine Department of Health and Human Services Employment Policy, 
indicating that all individuals are presumed able and have the opportunity to work - 
www.maine.gov/dhhs/policies/Employment_Policy_for_Individuals_Served.pdf 


c. ME Employment First Website: Website of ME Employment First coalition - 
www.employmentfirstmaine.org  


21. MARYLAND 
a. MD Development Disabilities Administration Position Statement on Employment Services: October 


2008 statement indicating employment in the community is first service option that should be considered - 
http://dda.dhmh.maryland.gov/SitePages/Training/DDA91809.pdf 


b. MD Employment First Overview: 2008 overview of Maryland’s Development Disabilities 
Administration Employment First initiative - www.reinventingquality.org/docs/ColleenGauruder-08.pdf 


22. MASSACHUSETTS 
a. MA Employment First Policy: 2010 policy issuance from Massachusetts Department of Developmental 


Disability Services - 
www.mass.gov/eohhs/gov/laws-regs/dds/policies/s-employment-first-policy-2010-2.html 


b. MA DDS RFQ: Excerpts from 2009 Massachusetts Department of Developmental Disability Services 
service provider solicitation, highlighting a shift in Massachusetts to an Employment First Policy 


c. MA Employment Blueprint: Massachusetts state plan for increasing employment by the state 
developmental disability system and full implementation of the state’s Employment First policy - 
www.addp.org/images/Nov2013Conference/blueprint%20for%20success%20full%20version%20final%20
11.6.13.pdf  
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23. MICHIGAN 
a. MI Employment First Report – Report from MI Protection and Advocacy, Developmental Disabilities 


Institute – Wayne State University, and MI Developmental Disabilities Council, recommending 
Employment First legislation - 
http://mpas.org/sites/default/files/115075_mpa_employment_first_rprt_prf5.pdf  


b. MI DD Council Statement: August 2013 Employment First Mission and Principles adopted by the MI 
Developmental Disabilities Council (look under “Important Information”) -  
www.michigan.gov/mdch/0,4612,7-132-2941_4868_4897-306627--,00.html  


c. Employment Works! Policy: June 2011 Bureau of Community Mental Health Services Employment 
Works! Policy indicating that all individuals with serious mental illness and development disabilities will 
be provided the opportunity to pursue integrated, competitive employment; intended to form the basis for a 
future Employment First policy -  
www.michigan.gov/documents/mdch/FY09-10MAContractwithallattachments_312218_7.pdf  
(pp.361-363- Attachment C6.8.7.1) 


24. MINNESOTA 
a. MN Employment First Policy: MN Department of Human Services Employment First policy, approved in 


September 2014 - www.dhs.state.mn.us/main/groups/olmstead/documents/pub/dhs16_190416.pdf  
b. MN Olmstead Plan: In 2013, Minnesota’s state Olmstead plan called for the adoption of a state 


Employment First policy - copies of the plan and updates on the plan process are available at this website -  
http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectio
nMethod=LatestReleased&dDocName=opc_home 


c. www.dhs.state.mn.us/main/groups/olmstead/documents/pub/dhs16_180147.pdf  
d. MN Employment First Summit Reports: Reports from MN Employment First Summits I, II, III, IV, held 


from 2007-2011 - www.mnapse.org/employment-first#!action/c1ulz   
e. MN Employment Policy Initiative Website: www.mn-epi.org/main 


25. MISSISSIPPI 
a. MS Legislation (passed): 2015 legislation implementing an Employment First policy - 


http://billstatus.ls.state.ms.us/documents/2015/pdf/HB/0800-0899/HB0836PS.pdf 
b. MS Executive Order: January 2014 Executive Order directing state agencies to ensure employment in 


integrated settings as the first priority option to the extent feasible - www.governorbryant.com/wp-
content/uploads/2012/07/EO-1335.pdf  


26. MISSOURI 
a. MO DDD Employment First Policy: January 2011 Employment First Policy, issued by the Missouri 


Department of Mental Health, Division of Developmental Disabilities – 
http://dmh.mo.gov/docs/dd/employmentpolicyfinal.pdf  


b. MO DDD Employment First and Transition: Missouri principles on youth transition and Employment 
First - http://dmh.mo.gov/dd/progs/employment.html  


27. MONTANA – Montana Employment First Initiative Statement: Montana Developmental Disabilities 
Program statement on Employment First - 
www.dphhs.mt.gov/Portals/85/dsd/documents/DDP/SELN/MontanaEmploymentFirstInitiative.pdf  


28. NEVADA 
a. NV Executive Order: July 2014 Executive Order establishing a taskforce on integrated employment - 


http://gov.nv.gov/uploadedFiles/govnvgov/Content/News_and_Media/Executive_Orders/2014_Images/EO
_2014-16.pdf  
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b. NV Governor’s Council Employment Position Statement and Report: 2014 Nevada’s Governors 
Council on Developmental Disabilities position statement and report on integrated employment - 
http://adsd.nv.gov/uploadedFiles/adsdnvgov/content/Boards/CSPD/OlmsteadSub/IntegratedEmploymentFi
nal.pdf  


c. Employment First Legislative Presentation: May 2014 presentation on Employment First to NV 
Legislature Committee on Senior Citizens, Veterans and Adults with Special Needs - 
www.leg.state.nv.us/interim/77th2013/Committee/StatCom/SeniorVetSpecial/Other/21-May-
2014/VIAManningHarrington.pdf  


d. NV Governor’s Council Employment Position Statement: 2013 Nevada’s Governors Council on 
Developmental Disabilities Position on Employment, recommending implementation of Employment First 
policies 


29. NEW HAMPSHIRE – New Hampshire does not have an Employment First policy. However, New 
Hampshire’s Bureau of Developmental Services (BDS) has a number of policies that emphasize integrated 
employment including: 
a. BDS Employment Position Statement - 


www.dhhs.nh.gov/dcbcs/bds/documents/employmentpositionstatement.pdf  
b. No Sheltered Work or Subminimum Wage – New Hampshire BDS does not fund sheltered work 


services, and has no individuals earning subminimum wage - www.dhhs.nh.gov/dcbcs/bds/publications.htm  


30. NEW MEXICO – Employment First Webinar: 2010 “Making Employment First a Reality in NM” webinar 
and text - http://archive.nmhealth.org/ddsd/meaningfullife/EmployFirstRsrcs.htm#Sec3  


31. NEW JERSEY  
a. NJ Governor’s Declaration: Governor’s April 2012 press release announcing that New Jersey is an 


Employment First state - 
http://lwd.dol.state.nj.us/labor/lwdhome/press/2012/20120419_employment_first.html 


b. NJ DHS Statement: Statement on NJ Department of Human Services website stating that 
competitive employment is the first and preferred post-education activity for everyone, including people 
with disabilities - http://www.state.nj.us/humanservices/involved/employmentfirst.html  


c. NJ DDD ISP Form: NJ Department of Developmental Disabilities Individual Service Planning Form, that 
requires documentation regarding compliance with the state’s Employment First policy - 
www.state.nj.us/humanservices/ddd/documents/Documents%20for%20Web/NJISP%20form.pdf  


d. NJ DD Council Statement: Statement from NJ Council on Developmental Disabilities with 
recommendations for implementation of Employment First policy - www.njcdd.org/2012-04-23-13-42-
40/position-statements/employment  


32. NEW YORK 
a. Executive Order: September 2014 Executive Order establishing Employment First Commission, to crate 


an Employment First policy - www.governor.ny.gov/executiveorder/136  


b. Employment First Commission Report: March 2015 report of the New York Employment First 
Commission - http://programs.governor.ny.gov/sites/default/files/Employment_First_March2015_final.pdf 


33. NORTH CAROLINA  
a. NC Employment First Website: Information from the North Carolina Employment First Steering 


Committee, including position papers - www.ncdhhs.gov/mhddsas/services/employment  
b. NC APSE Article: Article from North Carolina APSE calling for an Employment First Policy 
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34. NORTH DAKOTA  
a. ND Legislation (passed): Legislation signed into law in April 2013, establishing a Committee on 


Employment of People with Disabilities, for furthering the goal of employment as the first option for people 
with disabilities -  www.legis.nd.gov/assembly/63-2013/documents/13-0182-04000.pdf?20130404122652  


b. ND Committee Information: Information on Committee on Employment of People with Disabilities, 
including meeting minutes - www.nd.gov/dhs/dvr/councils-partners/ndemployment.html  


c. ND Employment First Summit Report: October 2011 report summarizing the findings and plan of action 
resulting from the state’s Employment First summit in October 2010 


35. OHIO 
a.  OH Employment First Legislation: Passed in July 2013 - Sec. 5123.022 of FY 2014 Budget Bill (H.B. 


59) that includes language making Ohio’s Employment First policy for individuals with developmental 
disabilities state law - http://archives.legislature.state.oh.us/BillText130/130_HB_59_EN_N.html; see p. 
140 of bill analysis for summary of Employment First provisions - 
http://www.lsc.ohio.gov/analyses130/13-hb59-130.pdf  


b.  OH Employment First Executive Order: March 2012 Governor’s Executive Order establishing an 
Employment First Policy and Taskforce to Expand Community Employment Opportunities for Working-
Age Ohioans with Developmental Disabilities - 
www.olrs.ohio.gov/sites/olrs.ohio.gov/files/u5/gov-employ-exec-order-2012-05k.pdf  


c.  OH Employment First Website: State website with information and updates on Employment First in 
Ohio - www.ohioemploymentfirst.org  


d.  OH SELF Waiver Employment First Policy: Ohio Department of Developmental Disabilities Self 
Empowered Life (SELF) Waiver, effective July 1, 2012, that institutes Employment First Policy - 
http://dodd.ohio.gov/Medicaid/Documents/Technical%20Guide%20for%20SELF%20Waiver%207-11-
12.pdf    


e.  People First of Ohio Call to Action: “Blazing New Trails to Employment” document from People First 
of Ohio, advocating for specific strategies to implement Employment First - 
www.disabilityrightsohio.org/sites/default/files/ux/pfo-summary-apr-2012.pdf  


f.  OH Employment First Form: Form required for completion if an individual does not choose community 
employment - http://dodd.ohio.gov/medicaid/Documents/DODD%20Employment%20First%20Form1.pdf  


36. OKLAHOMA 
a. OK Employment First Bill – Oklahoma Employment First Bill passed in 2015 - 


http://webserver1.lsb.state.ok.us/cf_pdf/2015-16%20ENR/hB/HB1969%20ENR.PDF  
b. DDS Employment Policy: Oklahoma Developmental Disabilities Services employment policy, stating that 


the optimal goal of waiver services is full-time employment in the community - 
www.okdhs.org/library/policy/oac317/040/07/0001000.htm 


37. OREGON 
a. OR Legislation: Senate Bill 22, Employment First legislation, effective April 2013 - 


https://olis.leg.state.or.us/liz/2013R1/Downloads/MeasureDocument/SB22/Enrolled  
b. OR DDS Policy: Oregon Office of Developmental Disability Services October 2008 policy on 


employment for working age individuals - http://ocdd.org/index.php/ocdd/docs/205/  
c. OR Executive Order: Oregon Governor’s Executive Orders, with specific actions, requirements, and 


targets, for increasing employment of individuals with intellectual and developmental disabilities 
- April 2013 Order - www.oregon.gov/gov/Documents/executive_orders/eo_13-04.pdf 
- February 2015 order - www.oregon.gov/gov/Documents/executive_orders/eo_15_01.pdf  
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d. OR DDS Employment First Initiative: Oregon Department of Human Services website on Employment 
First - www.oregon.gov/dhs/employment/employment-first/Pages/index.aspx  


e. OR Employment First Plan: Plan developed for implementation of Employment First in Oregon - 
https://www.sidestreetshop.com/stores/195/libraries/articulate/wise_or_ef_recommendations_paper_1_28_
2011_final_w_o_copyright_notice_1_.pdf 


f. OR Employment First Initiative Website: http://employment-first.org 


38. PENNSYLVANIA 
a. PA Employment Policy – 1990: 1990 policy document from Pennsylvania Office of Mental Retardation 


directing that community employment be considered as a service option before less integrated, more 
restricted options - www.temple.edu/thetrainingpartnership/resources/mrBulletins/misc/6000-90-06.pdf 


b. PA Employment Policy - General: 2005 policy document from Pennsylvania Office of Mental 
Retardation on community employment as a priority - 
www.temple.edu/thetrainingpartnership/resources/mrBulletins/misc/00-05-07.pdf 


c. PA Employment Policy – ICFs/MR: 2005 policy document from Pennsylvania Department of Public 
welfare on supporting community employment for individuals living in Intermediate Care Facilities for 
Individuals with Mental Retardation, indicating community employment as a priority without regard to 
level of disability - www.temple.edu/thetrainingpartnership/resources/mrBulletins/icf/00-06-08.pdf 


d. PA APSE Presentation: 2014 presentation by PA APSE – “Pennsylvania’s Employment First Path” - 
www.networksfortraining.org/downloads/pdfs/2012_13/Pennsylvanias%20Employment%20First%20PAT
H.pdf 


e. ARC Statement: ARC of Pennsylvania statement in support of Employment First (look under 
Employment) - www.thearcpa.org/resources/positionpapers  


39. RHODE ISLAND 
a. RI BHDDH Employment First Policy: February 2013 Employment First policy for individuals with 


developmental disabilities issued by the Rhode Island Department of Behavioral Healthcare, 
Developmental Disabilities and Hospitals – www.riemploymentfirst.ri.gov/policy/efpolicy.php  


b. RI Employment First Overview – Overview of Employment first from Rhode Island Department of 
Behavioral Healthcare, Developmental Disabilities and Hospitals - www.riemploymentfirst.ri.gov  


c. USDOJ Consent Decree Mandating Employment First for Transition: 2014 consent decree with US 
Department of Justice, mandating an Employment First Policy for the Rhode Island Department of 
Education - www.ada.gov/olmstead/olmstead_cases_list2.htm#ri-state  


d. RI BHDDH Policy Regarding New Entrants to System: Policy issuance from Rhode Island Department 
of Behavioral Healthcare, Developmental Disabilities and Hospitals, regarding compliance of new entrants 
to system with Employment First policy 


e. RI Employment First Summit Report: Report of Employment First Summit held in March 2010 - 
www.rhodestoindependence.org/docs/final%20summary%20report.pdf 


f. RI Employment First Policy White Paper: November 2010 paper discussing options for Employment 
First legislation in Rhode Island -  
www.rhodestoindependence.org/docs/Policy%20White%20Paper%20-%20Final%20%20-
%2011.23.10.pdf 


g. RI 1115 Waiver Group Report: September 2009 paper which contains initial proposal for Rhode Island 
to be an Employment First state - www.ohhs.ri.gov/documents/documents09/Employmt_Wkgp_recs.pdf 


40. SOUTH DAKOTA 
a. SD Governor’s Statement: July 2013 statement from Governor of South Dakota, declaring goal of 


making South Dakota an Employment First state - http://news.sd.gov/newsitem.aspx?id=14821  







 


 


13 


b. SD Taskforce Report: January 2014 South Dakota Employment Works Taskforce Report on increasing 
employment of people with disabilities, as a result of Governor’s Employment First Initiative - 
http://dhs.sd.gov/EWTF/Employment%20Works%20Task%20Force%20report%20(FINAL).pdf  


41. SOUTH CAROLINA – SCDDSN Policy Statement: Policy statement from SC Department of 
Developmental Disabilities and Special Needs Day Services Manual “embracing the principles of employment 
first” - 
http://ddsn.sc.gov/providers/manualsandguidelines/Documents/dayservicesmanual/Employment%20First%20i
n%20South%20Carolina.PDF  


42. TENNESSEE 
a. TN DMRS Employment First Statement: 2003 statement of support from the Tennessee Division of 


Mental Retardation Services in support of Tennessee’s Employment First! Initiative - 
www.onestops.info/resources/TN_CEP/Employment_First_Final.doc 


b. TN Executive Order: June 2013 Governor’s Executive Order establishing the Tennessee Employment 
First Initiative - www.tn.gov/sos/pub/execorders/exec-orders-haslam28.pdf  


c. TN EF Report: September 2014 report from the Tennessee Employment First Task Force - 
http://tn.gov/didd/employment-1st/docs/taskforce/ExpectEmployment-Sept_2014.pdf  


d. TN DIDD Employment First Website: Employment First section of Tennessee Department of Intellectual 
and Developmental Disabilities website -http://www.tn.gov/didd/topic/employment-first 
www.tn.gov/didd/employment-1st  


e. TN DMRS Provider Manual Excerpt: Excerpt from 2005 Tennessee Division of Mental Retardation 
Services provider manual regarding Employment First, and requirements for vocational evaluation 
(situational assessment) every three years.  To find this excerpt, go to the full manual and search for 
“Employment First” – www.state.tn.us/dids/provider_agencies/Provider%20Manual.pdf 


f. TN Employment First Overview: Publication from the Institute for Community Inclusion providing an 
overview of Tennessee’s Employment First policy - 
www.communityinclusion.org/article.php?article_id=202 


43. TEXAS 
a. TX Legislation (passed): June 2013 Texas Senate Bill 1226, establishing that earning a living wage 


through competitive employment is the preferred outcome for individuals with disabilities - 
www.statutes.legis.state.tx.us/Docs/GV/htm/GV.531.htm#531.02447 


b. TX EF Taskforce: Website of Texas Employment First Taskforce with link to September 2014 report to 
the legislature - www.dads.state.tx.us/providers/supportedemployment/pi/index.html  


c. TX DD Council Statement on Employment First: Texas Council on Developmental Disabilities 
statement calling for actions that align with state’s Employment First policy -  
http://tcdd.texas.gov/public-policy/position-statements/position-statement-employment  


44. UTAH  
a. UT 2011 Legislation (passed): HB 240, signed into law in March 2011, requiring that employment be the 


first priority for individuals with disabilities receiving services from the Department of Workforce 
Services, the Utah State Office of Rehabilitation, and the Division of Services for People with Disabilities 
- http://le.utah.gov/~2011/bills/hbillenr/hb0240.pdf  


b. UT 2012 Legislation (passed): HB 240, signed into law in March 2012, requiring that employment be the 
first priority for individuals with disabilities receiving services from the Department of Workforce 
Services, and Division of Substance Abuse and Mental Health - 
http://le.utah.gov/~2012/bills/hbillenr/HB0296.pdf 


c. UT Employment First Report: August 2012 Utah Employment First Report 
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45. VERMONT – Vermont does not have an Employment First policy. However, Vermont’s Developmental 
Disability Services in the state Department of Disability and Aging Services has a number of policies in 
support of an Employment First paradigm. Among these are: 
a. VT Employment Philosophy: A public stated philosophy that presumes employability for all - 


http://ddas.vermont.gov/ddas-programs/programs-se-default-page  
b. VT Funding Policy: For those receiving employment supports, use of funds for sheltered workshops or 


enclaves is not allowed– p. 43 of System of Care Plan - http://ddas.vermont.gov/ddas-policies/policies-
dds/policies-dds-documents/policies-dds-documents-soc-plans/socp-fy-15-17  


46. VIRGINIA 
a. VA DBHDS Policy on Employment First: December 2012 Virginia Department of Behavioral Health 


and Developmental Services policy on Employment First - www.dbhds.virginia.gov/library/document-
library/approved%201044%20_sys_%2012-1.pdf 


b. VA Legislation (passed): Joint Virginia and Senate House Resolution, passed in 2012, encouraging the 
Secretary of Health and Human Resources and the Superintendent of Public Instruction to adopt and 
implement Employment First practices in providing and coordinating services to Virginians with 
disabilities- http://lis.virginia.gov/cgi-bin/legp604.exe?121+sum+SJ127  


c. USDOJ Settlement Agreement Mandating Employment First Policy: US Department of Justice 
settlement with the state of Virginia mandating implementation of an Employment First policy - 
www.ada.gov/olmstead/olmstead_cases_list2.htm#va  


d. VA DBHDS Strategic Plan for Employment First: October 2012 Employment First strategic plan 
issued by Virginia Department of Behavioral Health and Developmental Services - 
www.dbhds.virginia.gov/library/document-library/dbhdsstrategicplanforemploymentfirst_final.pdf  


47. WASHINGTON STATE 
a. WA State Policy:  Washington Division of Developmental Disabilities Working Age Adult Policy; 


initially adopted in 2004, most recently updated 2012 - 
www.dshs.wa.gov/sites/default/files/DDA/dda/documents/policy/policy4.11.pdf   


b. WA State Legislation: Legislation passed in 2012 establishing parameters around employment as first 
priority for individuals with developmental disabilities, with option of alternative community access 
program - http://apps.leg.wa.gov/documents/billdocs/2011-12/Pdf/Bills/Senate%20Bills/6384.pdf 


c. ICI Pub-Washington WAAP: Publication from the Institute for Community Inclusion providing an 
overview of the development of Washington’s Working Age Adult Policy - 
www.communityinclusion.org/article.php?article_id=222 


48. WEST VIRGINIA 
a. WV Disability Consensus Agenda – West Virginia Disability Consensus Agenda endorsed by a cross-


section of West Virginia advocacy organizations includes Employment First as a goal - 
www.wvsilc.org/advocacy.htm  


b. WV Olmstead council Legislative Priorities – West Virginia Olmstead Legislative Priorities for 2015 
include Employment First - 
www.mtstcil.org/advocacy/WestVirginiaOlmsteadCouncilLegislativePriorities2015.pdf  


49. WISCONSIN 
a. WI Employment First Website: Website of Wisconsin Employment First - www.wiemploymentfirst.com  
b. WI APSE Employment First Materials: Information from WI APSE on Employment First: 


www.wiapse.org/employment-first 
c. Sign-On Agreement for WI Employment First Coalition: Agreement for organizations and individuals 


for signing on in support of Employment First -  
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www.survivalcoalitionwi.org/wp-content/uploads/2011/12/Survival-Coalition-Employment-sign-on.pdf  
d. WI Managed Care and Employment Task Force: 2008 report recommending that the managed care 


long-term care system should support integrated employment as the preferred employment option (pp. 19-
20) - https://www.dhs.wisconsin.gov/employment-skills/mcetf-finalreport.pdf  


50. WYOMING 
a. WY Legislation (passed): Enrolled Act No. 54, Employment First Legislation, enacted July 1, 2014 - 


http://legisweb.state.wy.us/2014/Enroll/HB0073.pdf  
b. WY Employment First Web Page: Wyoming Department of Health webpage on the state’s Employment 


First efforts - www.health.wyo.gov/ddd/Wyomingemploymentfirstinitiative.html  
 


International Efforts 
CANADA 


a. Alberta Human Services Employment First Initiative – Information on Province of Alberta Human 
Services Employment First Strategy - http://humanservices.alberta.ca/disability-services/employment-
first.html  


b. Canadian Association for Community Living Reports:  
- Achieving Social and Economic Inclusion: From Segregation to Employment First - Report on implementing 
an Employment First policy framework for individuals with intellectual and developmental disabilities -   
www.cacl.ca/publications-resources/achieving-social-and-economic-inclusion-segregation-employment-first  
- Putting Employment First For Youth with Intellectual Disabilities – Report on Employment First as it applies 
to transition - http://readywillingable.ca/wp-content/uploads/2013/03/Youth-transitions-to-employment-guide-
Final1.pdf  


c. IRIS Report – Report on employment of people with disabilities in Canada from the Institute for Research 
and Development for Inclusion and Society, that includes information on Employment First efforts in Canada - 
https://irisinstitute.files.wordpress.com/2012/01/six-key-elements-for-an-inclusive-labour-market.pdf  
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Questions/Considerations 
Face to Face Visits 


 


Here is a list of questions and considerations to think & ask about when conducting face to face visits. These 


may be tailored to a person’s specific circumstance.  


 Does the individual appear healthy and safe? Observe 


o General physical appearance 


o Hygiene 


o Clothing for appropriateness 


o Weight 


o Bruises   


 Does the person appear happy and content? 


 Is the person protected from abuse, exploitation, neglect, injury, physical harm, emotional distress? 


 Are there any previously unidentified risks, injuries, needs, or other change in status?  


 If there were any previously identified, what is the current status? 


 Is the appropriate food available for a specialized diet? 


 Are there opportunities for privacy? 


 Have there been changes in health status?  


o seizure or aspiration frequency 


o sleep pattern 


o bowel/bladder function 


o activity level 


o mood, or other typical behavior/routines 


o significant weight gain or loss 


o frequent colds, coughs, sneezes or trouble breathing  


o wounds 


o behavior 


 


 Are there any signs of pain including dental? 


 Have there been any  


o Hospitalizations 


o ER visits 


o Medical appointments (scheduled, attended or missed) with primary care doctor, dentist, 


specialists? Were there specific concerns the doctor wants attention paid to? 


o Have there been any falls? Was a medical follow-up needed as a result of any recent falls or 


new condition? 


o Use of crisis services 


 Have there been any medication changes or concerns about taking needed medications? 


 Are there any changes needed to supports and services? 


o Adaptive equipment 


o Referral to new doctors/specialists 


o Accommodations at home/work 


o Education about health issues 


 Does the individual have timely access to therapies per ISP?  







 Is Durable Medical Equipment in good repair, clean, and proper fit? 


 Are communication devices present, working and being used?  


 Have there been any significant life changes or events? 


 Do others who care about the person have any concerns about health or safety? 


 Have there been changes regarding a designated health care representative? 


 Is structural state of the home/workplace adequate & safe?  
 Are there any safety issues present?  
 Are there any concerns should there be an extended power, climate control failure?  
 Are furnishings clean and safe?  
 Are there working smoke detectors?  
 Is there a wheelchair ramp for someone using a wheelchair?   
 Are there foul odors that are not being addressed?  
 For providers with a conditional or provisional license, ask, “What steps have been taken to address 


the conditional/provisional license?” 
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				Family	&	Individual	Support	Waiver	Services	
At	a	Glance	


	


	
	


	 	


Medical	&	Behavioral	
Options	


Skilled	Nursing	


Private	Duty	Nursing	


Therapeutic	Consultation	


Personal	Emergency	Response	System	(PERS)	


Employment	&	Day	Services	
Individual	Supported	Employment	
Group	Supported	Employment	
Workplace	Assistance	Services	
Community	Engagement	
Community	Coaching	
Group	Day	Services	


Residential	Options	
Shared	Living	
Supported	Living	


In-home	Supports	
Self-Directed	 and	Agency-Directed	Options	
Consumer-Directed	Services	Facilitation*	
Personal	Assistance	Services	
Respite	
Companion	
*For	use	with	Self-directed	only	


Additional	Options	
Assistive	Technology	


Community	Guide	


Benefits	Planning	Services		


Transition	Services	


Electronic	Home-Based	Services	


Environmental	Modifications	


Individual	and	Family/Caregiver	Training	
Community	and	Employment	Transportation	


	


	
Crisis	Support	Options	
Community-Based	Crisis	Supports	
Center-based	Crisis	Supports	
Crisis	Support	Services	
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VIRGINIA MEDICAID/FAMIS APPEAL REQUEST FORM 
 INSTRUCTIONS (PLEASE PRINT) 


 


1. Complete this form as fully as possible or write a letter with the same information. Please clearly explain why       
you are appealing. If more space is needed, additional sheets may be included.  For your convenience, you        
can complete this form online, print, sign and mail or fax to the address or fax number below.   


 
2. Send this form, and a copy of the Denial/Termination Notice regarding the decision you are appealing. 


 
3. Signing Guidelines: 


 
• If the appeal is for a minor child, the parent must sign this form.  If the parent wishes to appoint a 


representative, the representative’s information must be entered on the Appeal Request Form in the 
“Representative’s Name” field.  If the child has a legal guardian, proof of guardianship is needed. 


• In cases where a spouse or family member is representing the adult appellant, the spouse or family 
member’s information must be entered on the Appeal Request Form in the “Representative’s Name” 
field.  The adult appellant must sign the form or include a signed statement authorizing that individual 
to act on their behalf during the appeal.  


• If the appellant is physically unable to sign a written statement, the person who signs this form must 
certify and explain why they are the appropriate person to represent the appellant. A family member or 
other person may act on the appellant's behalf as their representative. 


• If the appellant is mentally incapable of designating a representative, the Appeals Division requires 
legal proof that a family member or other person has been appointed or designated as their legal 
representative. 


 
4. The time limit for filing an appeal - The appeal must be postmarked or faxed within thirty (30) days of 


receiving the agency’s decision or the date the applicant was supposed to get a decision, but did not. 
 
If none of the above circumstances apply, send the Appeal Request Form or appeal letter as soon 


as possible to protect the individual’s appeal rights. 
 


Send the completed Appeal Request Form or appeal request letter and related documents including the 
Denial/Termination Notice regarding the decision to the: 


Appeals Division 
Dept. of Medical Assistance Services 


600 East Broad Street 
Richmond,  VA 23219 


 


 
Are you filing this appeal within 30 days of receipt of the agency’s decision or by the date the agency should have 
made a decision?  If no, answer the Good Cause Questionnaire below. 


 


Good Cause Questionnaire 
 


1. Did you get a denial or termination notice? 
 
2. What was the postmark date on the envelope?                                    When did you receive  the notice? 
 
3. If you did not receive a notice, how did you learn of the denial or termination?   


 
4. Have you had any problems getting mail?                                     What kind of problems?                                                                              


 
       Were problems reported to the post office?                                                                            
  
5. Has your address changed?                                                    If so, when?    


 
6. If your address changed, did you notify the agency?                                     If yes, what date did you tell the agency that your address  


 
        changed?    
 
7. Why didn’t you file an appeal within 30 days of the date you received notice of the decision, or within 30 days of  
 
        learning of the agency’s decision?       


No


NoYes


NoYes


NoYes


NoYes


NoYes


OR 


Yes


By Fax (804) 452-5454 
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Yes No


Yes No


 
 


VIRGINIA MEDICAID/FAMIS APPEAL REQUEST FORM 
(For Client Appeals Only) 


 
Last Name of Medicaid/FAMIS Appellant: 


 


First Name: 


 


Middle Initial: 


 


Suffix: (Sr., Jr., II, III) 


 
Mailing Address - Street or PO Box 


 


City 


 


State and Zip 


 


Date of Birth 


 
Medicaid/FAMIS Case # 


 


Client ID # 


 


Gender 
Male Female


 


Primary Telephone # with area code 


 


Preferred spoken language 


 


Preferred written language 


 


Do you need an interpreter? 
Yes No


 


Alternate Telephone # with area code 


 
Social Security # (MUST INCLUDE IF ASSIGNED) 


 


Have you already filed an appeal for the 
same issue (e.g. faxed and mailed) 


             


Email Address 


 
 


 


Are you a community spouse appealing the income or resource determination for your spouse?  
 


Did you receive a denial or termination notice from an Agency?         
 
Agency Name                                                           Telephone 
 
Notice Dated                                                             Case Worker    


 


Include a copy of the           
Denial / Termination Notice 


regarding the decision you are 
appealing. 


The agency (check all that apply) 
Denied my application or terminated my coverage for:


 
Refused to take my application for:


 
Failed to determine my eligibility w ithin the time limit for: 


   
Requested repayment of benefits paid for medical services previously received.


 
Declared me not disabled.


 
Denied medical services or authorization for medical services. Name of service:


 
Denied or terminated w aiver services.  Name the w aiver and service:


    
Transferred or discharged from a nursing facility.  Name the facility:


 
Took other action w hich affected my receipt of Medicaid, FAMIS or other medical services.


 
Write a brief statement about why you are requesting an appeal.  Attach an additional page if you need more space. 


 
*Important Information if requesting Continued Coverage* 


The Department of Medical Assistance Services may recover expenses paid on behalf of clients 
when Medicaid or FAMIS coverage is continued during the appeal process and the hearing officer 
upholds the agency’s action. Payments made for medical services (including MCO fees) from the 


original proposed date of termination or reduction in services, through the actual date of termination 
or reduction will be subject to recovery. 


If you received Medicaid coverage prior to the 
cancellation or termination of benefits, do you 
wish to receive Continued Coverage during 
the appeal process if you qualify?   


Yes    No  
Authorized Representative (only if the appellant will be represented by another individual during the appeal process) 
 
Representative’s Name                                                             Firm, Organization, Relationship                                         
 
Area Code and Phone                                                               Address   
 


 
Signature of Appellant                                                                                                                                                 Date         
  


This form must be signed by the adult appellant or a parent of the minor child named at the top of this form. If an authorized representative, who is not an 
attorney, signs this form for the appellant, the appellant must provide a signed statement authorizing that individual to act of their behalf or on behalf of their 


minor child during the appeal. 
Please reference the Instructions Page for additional signing information. 


 


For an online fillable form go to WWW.DMAS.Virginia.gov 


 


Medicaid


Date


FAMIS


Medicaid FAMIS


Medicaid FAMIS


Yes No
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SOME NOTES ON USING THIS MANUAL 
 


We have seen that for both people who know little about Person-Centered Planning, and for 
those who have been using the methods and ideas for a long time, the search for greater 
understanding, power, and quality in the process is never-ending. There are many manuals 
already available on how to facilitate Person-Centered Plans. This manual was prepared not to 
duplicate information already available, but rather to improve the quality of person-centered 
plans that are being conducted. 
 
This manual was prepared as part of a two-year training project on Person-Centered Planning 
funded by the Minnesota Department of Human Services and conducted by the Institute on 
Community Integration, University of Minnesota. This training was one part of a five-year 
demonstration project called Performance-Based Contracting, to determine the usefulness of 
personal outcomes as a method of determining service quality. 
 
This manual is intended to be used as a resource in training programs on Person-Centered 
Planning. For those who have already had some or much training and experience in these 
processes, we also intend this manual to be useful in improving the quality of facilitation. 
 
Most of the information contained herein uses the foundation of Personal Futures Planning. We 
recommend that if people wish to use Essential Lifestyle Planning or PATH (Planning 
Alternative Tomorrows with Hope) that they participate in the specific training programs 
developed for those methods, which each start with a 3-day facilitator training. 
 
Some of the manuals which we recommend, in conjunction with specific training workshops, for 
specific how-to methods include: 
 
PERSONAL FUTURES PLANNING 
 
Person-Centered Planning: Finding Directions for Change Using Personal Futures Planning, 


Beth Mount, Graphic Futures, Inc., 25 W. 81st St. #16-B, New York,  NY 10024. 
Capacity Works: Finding Windows for Change Using Personal Futures Planning, Beth Mount 


Communitas, Inc., The Community Place, 730 Main St., Manchester, CT 06040. 
A Workbook for Your Personal Passport. Allen, Shea & Associates, 1040 Main St., Suite 200B, 


Napa, CA 94559. 
 
WHOLE LIFE PLANNING 
 
Whole Life Planning: A Guide for Organizers and Facilitators. John Butterworth, David Hagner, 


Bonnie Heikkinen, Sherill Faris, Shirley DeMello, & Kristen McDonough. Institute for 
Community Inclusion, Children’s Hospital, 300 Longwood Ave., Boston, MA 02115. 


 
ESSENTIAL LIFESTYLE PLANNING 
 
Listen to Me! USARC/PACE, 410 Mason Suite 105, Vacaville, CA 95688. 
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Supporting People with Severe Reputations in the Community. Michael Smull & Susan Burke 
Harrison, National Association of State Directors of Developmental Disabilities Services, 
113 Oronoco St., Alexandria, VA 22314. 


 
PATH 
 
PATH: A Workbook for Planning Positive Possible Futures, Jack Pearpoint, John O’Brien & 


Marsha Forest, Inclusion Press, 24 Thome Cres., Toronto, Ontario, Canada M6H 2S5. 
 
OTHERS 
 
“It’s My Life”: Facilitator’s Guide. Emilee Curtis & Milly Dezelsky. New Hats, Inc., HC 64 


Box 2509, Castle Valley, UT 84532 
Person-Centered Planning: A Guide for Facilitators. Debbie Gilmer & Alan Kurtz, Center for 


Community Inclusion, Maine’s University Affiliated Program, University of Maine, 
December 1995. 
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1. INTRODUCTION AND BACKGROUND 







2 


INTRODUCTION 
 


Person-Centered Planning has been developed and evolved over the last fifteen-twenty years. 
Today the term is used to refer to a number of different styles of planning, all of which share 
fundamental values. In this section we provide an overview of the fundamental concepts and 
principles underlying this approach to planning. Some of the leaders in the initial and on-going 
development of Person-Centered Planning and its growth include Beth Mount, John O’Brien, 
and Connie O’Brien. Some of their central ideas are contained in the next few pages. 
 
Other leaders include Michael Smull and Susan Burke-Harrison, who developed a particular 
style of Person-Centered Planning called Essential Lifestyle Planning. ELP was initially 
designed for people with challenging behavior, but has been used in many applications. Marsha 
Forest and Jack Pearpoint were central in developing MAPS, initially used with planning school 
inclusion, and they have also developed a style of planning called PATH (Planning Alternative 
Tomorrows with Hope). 
 
This section provides an overview of the fundamental concepts, values, and principles 
underlying all Person-Centered Planning approaches. These ideas and values are probably the 
most important part of the process. One can master a technical style, but if the “heart and soul” 
of the process are missing, it is not Person-Centered Planning. 
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According to John O’Brien and Herbert Lovett in Finding a Way Toward Everyday Lives, “the 
term, Person-Centered Planning, refers to a family of approaches to organizing and guiding 
community change in alliance with people with disabilities and their families and friends.” They 
also state that each approach to Person-Centered Planning has distinctive practices, but all share 
a common foundation of beliefs: 
 
• The person at the focus of planning, and those who love the person, are the primary 


authorities on the person’s life direction. 
 
• The purpose of Person-Centered Planning is learning through shared action. People who 


engage in Person-Centered Planning may produce documentation of their meetings, 
proposals, contract specifications, or budgets. These are only footprints: the path is made by 
people walking together. 


 
• Person-Centered Planning seems to change common patterns of community life. Segregation, 


devaluing stereotypes, and denial of opportunity for people with disabilities are common. 
Person-Centered Planning stimulates community hospitality and enlists community members 
in assisting focus people to define and to work toward a desirable future. 


 
• In order to support the kinds of community changes necessary to improve people’s chances 


for a desirable future, virtually all existing human service policies and agencies will have to 
change the ways they regard people, the ways they relate to communities, the ways they 
spend money, the ways they define staff roles and responsibilities, and the ways they exercise 
authority. 


 
• Honest Person-Centered Planning can only come from respect for the dignity and 


completeness of the focus person. 
 
• Assisting people to define and pursue a desirable future tests one’s clarity, commitment, and 


courage. Person-Centered Planning engages powerful emotional and ethnical issues and calls 
for sustained search for effective ways to deal with difficult barriers and conflicting demands. 
Those who treat Person-Centered Planning simply as a technique and those who fail to 
provide for their own development and support will offer little benefit to the people they plan 
with. 
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Beth Mount comments on the dichotomies between system-centered and person-centered ways 
of thinking about an individual’s future in her 1992 sourcebook “Person-Centered Planning:  
Finding Directions for Change Using Personal Futures Planning”: 
 


HOW DO WE THINK ABOUT AND PLAN FOR THE 
FUTURE? 


 
Person-centered change challenges us to discover and invent a personal dream for people, to 
craft a pattern of living that increases people’s participation and belonging in community life. 
 


From Toward 


SYSTEM-CENTERED PERSON-CENTERED 


• Plan a lifetime of programs • Craft a desirable lifestyle 


• Offer a limited number of usually 
segregated program options 


• Design an unlimited number of 
desirable experiences 


• Base options on stereotypes about 
persons with disabilities 


• Find new possibilities for each person 


• Focus on filling slots, beds, placements, 
closures 


• Focus on quality of life 


• Overemphasize technologies and 
clinical strategies 


• Emphasize dreams, desires, and 
meaningful experience 


• Organize to please funders, regulators, 
policies, and rules 


• Organize to respond to people 


 
 


O’Brien and O’Brien’s “five valued experiences” (Framework for Accomplishment, 1989) also 
lead to other questions on which to focus in developing a more desirable future: 
 
COMMUNITY PRESENCE: PROMOTING CHOICE: 


How can we increase the presence of a 
person in local community life? 


How can we help people have more 
control and choice in life? 


COMMUNITY PARTICIPATION: SUPPORTING CONTRIBUTION: 
How can we expand and deepen 
people’s friendships? 


How can we assist people to develop 
more competencies and contribute their 
unique gifts? 


VALUED ROLES:  
How can we enhance the reputation 
people have and increase the number of 
valued ways people can contribute? 
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Beth Mount has also described the differences in images of the future in traditional program 
plans compared to futures that are worth working for.  The images of a future worth working for 
can result only from a more person-centered process. 
 


CONTRASTING IMAGES OF THE FUTURE 
 


CHARACTERISTICS OF 
TRADITIONAL PROGRAM PLANS: 


CHARACTERISTICS OF A POSITIVE 
FUTURE WORTH WORKING FOR: 


 
Goals focus on specific negative behaviors 
of the focus person to change or decrease. 


Images of the future contain specific, 
concrete examples of positive activities, 
experiences, and life situations to increase. 
 


The plan identifies program categories and 
service options  that are often segregated. 


Ideas and possibilities reflect specific 
community sites and settings and valued 
roles within those settings. 
 


Many goals and objectives reflect 
potentially minor accomplishments that 
can be attained within existing programs 
without making any changes. 


Some ideas will seem far out, unrealistic, 
and impractical, and will require major 
changes in existing patterns such as: 
funding categories, service options, how 
people (and staff) spend their time, shared 
decision making, where people live and 
work, etc. 
 


These plans will look similar to the plans 
and ideas written for other people. 


These plans will really reflect the unique 
interests, gifts, and qualities of the person, 
and the unique characteristics, settings, and 
life of the local community. 
 


These plans will probably not even 
mention personal relationships or 
community life. 


These ideas will emphasize creative ways 
to focus on the development and deepening 
of personal relationships  and community 
life. 


 
 
In “What We Are Learning About Circles of Support,” by Mount, Ducharme, and Beeman 
(1989), three types of planning for people with disabilities are contrasted.  This comparison is on 
the next three pages.  The type most “true” to original concepts of Person-Centered Planning are 
Circles of Support.  Such circles often require sustenance outside of formal systems.  Some more 
traditional and formal teams have tried to adapt themselves to operate according to more person-
centered principles, and their efforts and style are represented in the column called “Person-
Centered Teams.” 
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A COMPARISON OF  


THREE TYPES OF PLANNING FOR PEOPLE WITH 
DISABILITIES 


 
TRADITIONAL PLANNING PERSON-CENTERED TEAMS CIRCLES OF SUPPORT 


PURPOSE OF THE PLANNING MEETING 


To coordinate services 
across disciplinary lines.  
To clarify staff roles in the 
implementation of training 
programs. 


To establish a common 
vision for all participants. 
To discover information 
needed to focus 
organizational change. 


To establish and support a 
personal vision for an 
individual.  To build 
community support and 
action on behalf of the 
focus person. 


COMPOSITION OF THE TEAM 


Professionals and specialists Professionals, direct service 
workers.  May include 
focus person and family. 


Focus person and his 
spokesperson, family, 
friends, and associates.  
May include some human 
services workers. 


WHERE DOES THE TEAM MEET? 


Human service setting 
conference room: 
centralized site. 


Human Service Setting 
close to direct service 
workers: group home, 
workshop: decentralized 
site. 


Community settings: living 
room, church room, and 
library meeting room.  
Places close to where 
members live. 


HOW OFTEN DOES THE GROUP MEET? 


Once a year with quarterly 
reviews. 


Major investment in initial 
sessions.  Quarterly or 
monthly reviews. 


Once a year with many sub-
meetings in between for 
ongoing problem solving. 
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TRADITIONAL PLANNING PERSON-CENTERED TEAMS CIRCLES OF SUPPORT 


WHO INITIATES THE MEETING FOR WHAT PURPOSE? 


Team Leader initiates to 
meet requirements of 
regulations. 


Organizational change 
agent initiates to find new 
directions for the 
organization. 


Focus person or 
spokesperson initiates to 
reach goals they are unable 
to accomplish working 
alone. 


WHAT MOTIVATES PEOPLE TO ATTEND THE MEETING? 


Avoidance of punishment 
by regulators.  Interest in 
coordination of 
departmental units. 


Interest in organizational 
innovation and finding new 
directions for focus person. 


Voluntary commitment by 
people who are interested in 
helping someone they care 
for. 


NATURE OF THE IMAGES FOR THE FUTURE: 


Goals will fit within 
existing program options. 


Goals will reflect new 
program models and 
options yet to be developed. 


Vision will reflect desire of 
focus person and family. 


ROLES OF MEMBERS AND BOUNDARIES FOR ACTION: 


Members have specific 
roles and clear boundaries 
for action.  Plans do not 
change roles or boundaries.  
Members act within formal 
existing organizational 
channels of authority. 


Members roles will change 
based on new directions.  
Old boundaries for action 
may be changed to allow 
for new action.  Plans may 
change roles and create new 
agendas for action.  
Members create new 
channels and connections to 
accomplish their goals. 


Participant roles are 
constantly changing based 
on tasks.  Boundaries for 
action are defined by 
personal vision and 
commitment of group 
members.  Members use 
informal networks and 
contacts to open doors in 
community. 


PRODUCT OF AN EFFECTIVE GROUP MEETING: 


Completed forms, 
paperwork.  Specific goals 
to use to evaluate program 
effectiveness. 


An agenda for 
organizational change.   
A shared understanding of 
new directions for change. 


Commitments to action by 
community members.  
Significant quality of life 
changes for the focus 
person. 
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TRADITIONAL PLANNING PERSON-CENTERED TEAMS CIRCLES OF SUPPORT 


ROLE OF HUMAN SERVICE WORKER: 


Set all direction.  Organize 
all activity.  Coordinate 
direct service worker 
activities. 


Mediate interests of 
providers and focus person.  
Lead organizational change 
efforts.  Listen to direct 
service workers. 


Support directions defined 
by the group.  Increase 
knowledge of available 
resources.  Provide direct 
services to focus person. 


ROLE OF COMMUNITY MEMBER: 


Not involved in the process. May help implement some 
ideas. 


Generate and implement 
plan and action steps. 


ROLE OF PERSON WITH A DISABILITY: 


Comply with the plan. Cooperate in the 
development of the plan. 


Direct plan and activities. 


 
 
 
 
 
 
 
 
 
 
 
 
 
From:  What are We Learning About Circles of Support by Beth Mount, Bat Beeman, and 
George Ducharme.  Available from Communitas, P.O. Box 374, Manchester, Connecticut  
06040. 
 
 
Reprinted with the permission of the Boggs Center (1991), UAPNJ at MNDN.  May not be reprinted without 
permission.
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2. PREPARATION CHECKLISTS 
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CHECKLIST FOR PERSON-CENTERED PLANNING 
MEETING PREPARATION 


 
PRE-WORK FOR THE FACILITATOR TO DO OR ENSURE IS DONE BY PERSON 
COORDINATING THE MEETING PRIOR TO THE MEETING: 
 
• What are the right processes for the person, the team/support circle and the person’s 


situation?   
• Is there a committed champion who will make sure the plan remains alive? 
• Has the planning process been discussed with the support circle members?  Do they have 


information on the process and time requirements? 
• Have circle members had input to the decision about the planning process? 
• Have you discussed with the person coordinating the meeting which parts of which process 


will be used, how to address the current issues, etc.? 
 
THE FACILITATOR SHOULD BE RESPONSIBLE FOR ENSURING THE 
FOLLOWING: 
 
• Has the meeting preparation been a coordinated effort?  Either clear or ensure that the 


different members (person served, residence, day program/employment, case manager, 
family, etc.) have been cleared regarding the meeting format and who will do that. 


 
• Is this meeting serving as meeting the annual or any other requirements?  Are circle members 


learning whether this is a separate or the only process?  If necessary, set a meeting time 
separate from the annual meeting to help team members have a different frame of mind and 
to think outside the service system box.  If Person-Centered Planning formats are going to be 
used as a substitute for annual or other requirements, ensure that the case manager, day 
program, and residence are all clear about the formats that will be used. 


 
• Has the residence coordinated with the day program that the format is that of a “circle” group 


process, not one agency “doing their part,” then another agency “presenting their part” during 
the meeting (including/especially if this process is used for annuals or other meetings 
required by one of the agencies involved)? 


 
• Who will facilitate, record, etc., during different parts of the meeting? 
 
• Is the meeting location comfortable and does it meet the space requirements needed (for 


instance, where will posters be hung?) 
 
• Have preparations been coordinated with the focus person?  Have invitations been sent to all 


the members the person wants?  Have people been invited who are beyond the traditional 
team and who can help the person identify a desirable future?  Is the focus person 
comfortable about the process? 


 
• Is there a welcoming environment (food, flowers, balloons, candles, etc.)? 
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• Do you have paper, markers, tape, etc.? 
 
• Do any ground rules need to be set for the circle?   
 
• Are there any topics, words, or phrases to avoid? 
 
AT THE MEETING: 
 
• Help the focus person decide where they want people to sit, if possible.  Does the seating 


arrangement ensure that everyone is included and no one appears more important? 
 
• Ask about timelines, times people need to leave. 
 
• Set up ground rules.  Use them. 
 
• Will breaks be needed?  How often? 
 
AT THE END OF THE MEETING: 
 
• How will copies of what has been done get to people who need them? 
 
• When will the next meeting occur? 
 







12 


EXAMPLES OF GROUND RULES 
 


GROUND RULES FOR ESSENTIAL LIFESTYLE PLANNING 
  
1. Be respectful 
2. No jargon 
3. No fixing 
4. No obsessing 
5. Have fun 
 
GROUND RULES FROM PATH 
 
1. The right people are here 
2. It begins when it begins and ends when it ends 
3. Do what you need to do to be here 
4. Whatever happens is the only thing that could have happened 
5. Do unto others…. 


If #5 doesn’t work, TEXAS RULE:  Be nice or GET OUT 
 


LISTEN   (really listen) 
 
ASK (for what you want, assistance for help to pursue questions)  
 
CONTRIBUTE (when moved) 
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 Introductory MAPS learning checklist 
I have… 
_____  Watched the Shafik’s MAP video 
            Read… 
            _____  All my life’s a circle, pp. 1-28 
            _____  Action for inclusion 
            _____  What’s really worth doing 
            _____  From behind the piano 
_____  Answered the sequence of MAPS questions reflectively, for myself, 


with facilitation, and provided the facilitator/ recorder with feedback. 
_____  Facilitated another person in answering the MAPS questions, and 


received feedback on my facilitation. 
_____  Made a graphic record of another person answering the MAPS 


questions and received feedback on my recording. 
_____  Developed a set of notes for myself on “What I want to review before I 


facilitate a MAP.” 
_____  Made agreements with at least two other people who will support my 


practice with MAPS by encouraging me and debriefing with me. 
_____  Identified a family I will approach to be my partners in taking the next 


step by allowing me to facilitate a MAP with them. 
 


Introductory PATH learning checklist 
I have… 
_____  Watched the Introductory PATH training video. 
            Read… 
            _____  All my life’s a circle, pp. 29-43 
            _____  PATH Workbook 
_____  Been a PATHfinder on an issue that matters to me, and provided the 


facilitator and recorder with feedback (i.e., I have had my own PATH 
done) 


_____  Facilitated another person’s PATH, and received feedback on my 
facilitation. 


_____  Acted as a graphic recorder for another person‘s PATH and received 
feedback on my recording. 


_____  Developed a set of notes for myself on “What I want to review before I 
facilitate a PATH.” 


_____  Made agreements with at least two other people who will support my 
practice with PATH by encouraging me and debriefing with me. 


_____  Identified a person or group I will approach to be my partners in taking 
the next step by allowing me to facilitate a PATH with them. 


 
 


Reprinted with permission from Inclusion News. 
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3. QUALITIES OF A FACILITATOR 
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Reprinted with permission from Marsha Forest and Jack Pearpoint.
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LEVELS OF COMMITMENT TO 
PERSON-CENTERED PLANNING 


 
 
 
 


 
 
 


EMBRACE 
SUPPORT 
BELIEVE 
NEUTRAL 


YES BUT 
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TRAITS OF A PERSON-CENTERED  
PLANNING FACILITATOR 


 
 


QUALITIES/ DECLARATIVE – THE WHAT 
 


A GOOD FACILITATOR: 
 
1. Believes in the Person-Centered Planning philosophy 


2. Holds a true understanding of the assumptions of Person-Centered Planning 


3. Is committed to the Person-Centered Planning process 


4. Supports the Person-Centered Planning process 


5. Understands and implements the logistical techniques of Person-Centered Planning, 


including: 


• Supporting the focus person 
• Inviting appropriate group members 
• Fostering a welcoming environment that supports creativity 
• Graphics skills 
• Group facilitation skills 


 
6. Fosters commitment and support from members of the support circle to the Person-Centered 


Planning process and the action plan 


7. Uses humor! 


 
A GOOD FACILITATOR IS: 
 
8. Non-Judgmental 


9. A Good Listener 


10. Self-Confident 


11. Flexible 


12. Genuine 


13. Hospitable 
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PROCEDURES AND PROCESS – THE HOW 
 


A GOOD FACILITATOR: 
 


1. Knows how to facilitate a person-centered plan. 


2. Uses pacing to move the Person-Centered Planning process along at a rate that works for the 


focus person and the circle of support. 


3. Uses good listening skills. 


4. Uses team work to enhance the effectiveness of the Person-Centered Planning process. 


5. Resolves any conflict constructively. 


6. Uses consensus building. 


7. Fosters the self-determination of the focus person so the person-centered plan is created by 


and with them and not for them. 


8. Builds relationships with the members of the circle of support so they will participate in the 


work of the action plan on an ongoing basis. 


9. Helps the group CELEBRATE successes and accomplishments, and grieve over upsets and 


breakdowns. 
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4. GROUP OR CIRCLE CONSTITUTION 
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GROUP OR CIRCLE CONSTITUTION 
 


 
A Person-Centered Planning circle is not the same as a person’s interdisciplinary “team.” 
 
One of the best ways to determine who should be in a circle is for the facilitator to sit down with 
the focus person (and/or their representative, if needed) and draw a relationship map. The first 
questions to ask would be “Who are your best friends?” “Who do you love the most?” “Who 
loves you the most?” Then the facilitator can fill in the rest of the map with the person and/or 
their representative. 
 
The facilitator can also ask about community places the focus person goes to, and who they see 
there. The facilitator can actively seek out who are community members who can be invited to 
join the person’s circle. 
 
Once the map is complete, the facilitator asks the person who they would like to have participate 
in this planning. Then together they figure out how these people should be invited to come to the 
planning meeting. 
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INTER-VISIONARY TEAM 
 
 


A planning group that is true to the principles of Person-Centered Planning does not come 
together because of professional roles and requirements.  A Person-Centered Planning group is 
constituted of people who want to contribute their time and talents because they care about the 
particular focus person and want to work for change. 
 


AN IDEAL PERSON-CENTERED PLANING GROUP CONSISTS OF A VARIETY OF 
PEOPLE AND ROLES: 
 


Family members  - provides a historical perspective, strong alliance with the focus person 


Homemaker – is the guardian of hospitality for the circle 


Personal assistants – are responsible for day-to-day responsiveness to the person 


Warrior – focuses on immediate and long-range actions to help implement the plan 


Teacher – provides information and skills to the circle to help implement the plan 


Community builder – may have many connections, invites and brings others into the circle and 


the person’s life, both to strengthen the circle and help in implementing the plan 


Administrative ally – can see and advocate for administrative changes that might be needed both 


for this focus person and for long-term change 


Mentor – can provide information, guidance and insight that will help in long-term change 


Benefactor – may assist in providing what’s needed for long-term change 


Spiritual advisor – renews the faith of the person and the group over time 


Facilitator – provides focus, keeps the process going, keeps the group focused on and clear 


about the vision and action to implement it 


 
 
 
 
 
 
 
 
 
 
 


Reprinted with permission of Beth Mount from Person-Centered Planning: Finding Directions for Change Using 
Personal Futures Planning, New York, NY: Graphic Futures, Inc. (1997) 
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Reprinted with permission of Beth Mount from Person-Centered Planning: Finding Directions for Change Using 
Personal Futures Planning, New York, NY: Graphic Futures, Inc. (1997) 
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Intimacy 


Exchange 


Participation 


Friendship 


Support Circles: 
The Heart of the Matter 


 
Marsha Forest, Jack Pearpoint & Judith Snow  


November 1995 
 


The beautiful Maori proverb from the Aboriginal 
people of New Zealand sums up for us the meaning 


of the concept of support circles. 
 


“What is the greatest and most 
 precious thing in the world.   


I say to you.  Tis people, tis people,  
tis people.” 


 
     When people come to our workshops they often 
ask us to “do” circles.  Our answer is that you don’t 
“do” circles, you live circles.  The “circle of friends” 
exercise is a useful and creative tool.  But a circle is 
not a casual tool.  A circle is the result of building 
committed relationships.  “When people say to us, 
“We did a ‘circle’ and it didn’t work” we know that 
they have missed the point.  It is like saying “I did 
life and it didn’t work.” 
 
     Circles are life support 
systems.  They can make the 
difference between life and death 
for any human being.  We know 
this not because we have used 
circle building outside our own 
lives, but because in several points 
of crisis both personally and 
professionally we had to “walk 
our own talk.” i.e. call together 
our friends to literally save our 
own lives. 
 
     That is why in our work with 
professionals we do not start with 
the “others” – not with the 
recipients of service, not with the students, but with 
the participants themselves.  We ask them the 
reflective question, “Who is in my life?  In a crisis 
who would I call?  And the most scary question of all 
– who would come?” 


 
     We have learned from the 


health and resilience 
literature that very few 
people can survive any 
major life crisis without 
the support of friends 


and family.  This data has reinforced our initial 
feelings that building circles around everyone is a 


matter of life and death.  It is not frivolous.  It is not 
“the soft stuff.”  It is the core.  Unless we build this 


foundation of support the rest of what we do may fall 
in disarray in the long run. 


 
     We know.  Just this summer 1995, Marsha went 
from health to major cancer surgery overnight.  Now 
she is healing thanks to dear friends who rallied 
around and helped us survive this crisis.  We’re on a 
full and exciting work schedule again.  We reached 
out not simply by phone, but used the most updated 
e-mail systems.  We were surrounded immediately by 
healing and hopeful messages, calls, music, prayers, 
and wishes from all over the globe. 
     We are here today to tell the tale.  Circles are not 
just for someone else.  Circles are for all of us. 
     Crisis also hit two other major players at the 
Center and Press.  Shafik Assante had a recurrence of 
his cancer, but he too has rallied back after radiation, 
chemo treatments and the love and support of his 
circle.  Shafik is convinced that all our work in 
inclusion shrinks tumors.  We are grateful he is back 


at full speed. 
     And Judith Snow went to the San 
Francisco TASH conference and 
ended up in the hospital with 
pneumonia.  The circle gathered led 
by Richard Rosenberg, Jay Klein, 
Joe Wykowski, and Martha Leary.  
Judith was surrounded and 
supported.  Best of all, according to 
Judith, was being flown home to 
Toronto in her own private white 
shiny Lear Jet (medivac).  She 
“cloud surfed” and saw the stars on a 
bright night at 41,100 feet. 
    She is well, thriving in her 
doctoral program at 
OISE and coming over for a 
spaghetti dinner to celebrate health 


and friendship.  We are taking care of Jack to make 
sure he stays healthy. 
    We live the circle.  It is a life giver for us all.  We 
are here today to tell the tale.  Circles are not just for 
“someone else.”  Circles are for all of us. 
 


“What is the greatest and most 
precious thing in the world? 


I say to you, 
Tis people, tis people, tis people!” 


 


Circles of Support 


Fill from the outside-in 
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Reprinted with permission from Inclusion News. 
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Person Centered Planning in Maine: A Guide for Facilitators 
 
 
 
 
 
 
 
 
Ask yourself whether your team has these characteristics: 
 
• There are mutually set team goals 
• There is an understanding and commitment to the goals 
• There are clearly defined, non-overlapping member roles 
• Development and creativity is encouraged 
• Decisions are based on facts, not emotions or personalities 
• Meetings are efficient and task oriented (to the extent that the individual at the focus feels 


comfortable) 
• Discussion involve all members 
• Minutes of meetings are promptly distributed 
• Members listen to and show respect for one another 
• Problem solving vs. blaming characterizes the action 
• Frequent feedback is solicited on the process 
• Members are kept informed 
• Members take pride in their membership 
• There is a free expression of feelings and ideas 
• Members cooperate and support one another 
• There is tolerance for conflict with an emphasis on resolution 
• Members enjoy spending time with one another 
 
 
Adapted from Conway Quality, Inc. (1994). Team Leader & Facilitators Workshop (p. 183). 
 
 
 
 
 
 
 
 
 
 
 
 
 
Reprinted with permission of the Center for Community Inclusion, University of Maine, (1995) 
 


CHARACTERISTICS OF EFFECTIVE 
TEAMS 
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5. FACILITATING A PLAN 
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FACILITATING A PLAN 
 
 


This section provides details of the two initial meetings of Personal Futures Planning: 
 
1.  The Personal Profile 
2.  The Futures Planning/Visioning meeting 
 
Once these two meetings are completed, the circle meets regularly to implement the plan. 
 
Further explanations of the maps are contained in Person-Centered Planning: Finding 
Directions for Change Using Personal Futures Planning, available from: 
 
Dr. Beth Mount 
Graphic Futures, Inc. 
25 W. 81st. St., #16-B 
New York, NY 10024 
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Reprinted with permission of Boggs Center (1991), UAPNJ at UMDNJ.  May not be reprinted without permission 
of the UAPNJ. 
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• Get to know the person and listen to their views on life. 
 
• Develop a shared appreciation of the gifts and capacities within this person, as well as the 


barriers and struggles they face. 
 
• Value and include the perspective of family members, direct service workers, friends, and 


other people who may often be excluded from a planning process. 
 
• Strengthen the voice of the people by clarifying their interests and desires, and naming the 


things that prevent them from expressing these things. 
 
• Establish a record of how things are now for future reflection. 
 
• Translate human service jargon by finding a common language. 
 
• Discuss values, options, and feelings in an informal situation. 
 
 
 
 
The facilitator uses a number of frameworks (illustrated on the following pages) to help describe 
a person’s life.  The basic frameworks describe opportunities and reveal clues to build on in the 
future.  Optional frameworks provide additional information when needed.  These maps are 
completed during a small meeting with the focus person and others or through an individual 
interview process. 
 
(Individual maps are described more fully in “Person-Centered Planning:  Finding Directions for 
Change Using Personal Futures Planning”) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Reprinted with permission of Boggs Center (1991), UAPNJ at UMDNJ.  May not be reprinted without permission 
of the UAPNJ. 
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DISCOVER OPPORTUNITIES: THE 
PERSONAL PROFILE 


 
BASIC FRAMEWORKS: 
 


 


Relationship Map: Identifies opportunities for personal support and assistance. 
 


Places Map: Describes the pattern of current daily life. 
 


Background Map: Provides an overview of the life experiences of the person and 
family. 


 
Preferences Map: Describes personal preferences, gifts and interests, as well as 


conditions to avoid. 
 


Dreams Map: Describes ideas about personal dreams and desires for the 
future.  Determines time frame for work. 


 
Hopes and Fears: Describes how people feel about the opportunities and 


obstacles they see to making things happen. 
 


OPTIONAL MAPS: 
 


 


Choices Map: Describes decisions made by the person and decisions made by 
other people. Clarifies needs for personal assistance. 


 
Health Map: Describes conditions that promote or threaten health. 


 
Respect Map: Describes personal characteristics that can create barriers to 


community acceptance. 
 


Other: Other maps invented by the facilitator to help describe the 
patterns in a person’s life. 


 
 
 
  
 
 
 
 
 
 
Reprinted with permission of Boggs Center (1991), UAPNJ at UMDNJ.  May not be reprinted without permission 
of the UAPNJ. 
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QUESTIONS FOR REFLECTION AND 
DRAWING THEMES 


 
After each map is complete, the facilitator should reflect on the main themes about the person’s 
life revealed in this particular map. Is the facilitator clear about what needs to be brought out in 
later parts of the meeting, especially the vision? Is the group clear? Does the facilitator need to 
draw out particular themes or issues for the group, either in the way a map is drawn or in the 
discussion? 
 
1.  RELATIONSHIP MAP 
 
• What are the main patterns and themes in the relationships network? 
• What areas of relationship are missing? What would be important to build? 
• Are there old friends or acquaintances from the past, with whom the focus person would like 


to reconnect? 
• Are there friends or acquaintances from the community that can be invited to join the 


planning circle? 
• Where could community members who would like to get to know this person be found? 
 
2. PLACES MAP 
 
• What are the main patterns and themes in the Places map? 
• Are there areas that are missing? 
• Does the focus person tend to go many places in a small group? 
• Is the person really sharing community places, or just visiting them like a tourist? 
• How can the person’s use of community places be utilized to strengthen their community 


membership? 
 
3. HISTORY/BACKGROUND MAP 
 
• As you draw the map, can you graphically portray some of the themes – for instance, many 


places lived in a short time, separation from family, etc.? 
 
After the map is complete, review: 
• Does the group really understand how this person’s life has been? 
• How would you have felt at different times, if this had been your life? 
• What is your and the group’s understanding of what is important to this person, given his or 


her history? 
• What are some of the main themes of his/her life? 
• Are there additional things you need to find out about his/her life? 
 
4. PERSONAL THEMES 
 
• What works? Interests, gifts, talents 
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• What doesn’t work? Look for themes that will be important in building the Vision for the 
Future. For example, if the person doesn’t like loud noises or people telling him what to do, 
what will be important in where he/she should live? 
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FUTURES PLANNING MEETING 
 
 
The planning meeting provides the occasion for people to gather to clarify a vision for the future, 
choose a focus for getting started, and organize making it happen. The planning meeting has four 
basic steps. 
 
 
 


 
 
 
 
 
 
 
 


 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
Reprinted with permission of Boggs Center (1991), UAPNJ at UMDNJ.  May not be reprinted without permission 
of the UAPNJ. 


VISION STRATEGIES OPPORTUNITY OBSTACLE 
PRIORITIES 


& 
COMMITMENTS 


1. To develop images of the future shared by all.  
 
2. To brainstorm a number of strategies for bringing the ideas discussed   


during the vision session into reality.  
 
3. To identify opportunities and acknowledge obstacles in the 


implementation process. 
 
4. To help group members make commitments to take action.  


+ 
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QUESTIONS FOR REFLECTION ON QUALITY OF 
VISION 


 
VISION MAP 
 
Does the vision reflect a life as belonging to the services system, or is the vision one in which the 
person has a life equal to other community citizens? 
Is the vision a community life or a services system life? 
Is it a life inside the services system with some activities in the community? 
Is the foundation for the vision a life as a typical community member? 
 
Are different parts of the vision distinguished?: 
 
1. Work/meaningful activity 
 
• What types of community jobs could you see the person doing? 
• Does the vision reflect an individualized job, based on the person’s interests and gifts, versus 


an enclave? 
• If a job would not be the right expression for the person, are there meaningful activities 


described that support the person in contributing their unique gifts and talents and supports 
them in being seen as a valued community member? 


 
2. Home 
 
• What would this person’s own home, their own place, be like? 
• Does this vision reflect an individualized home with the support needed, versus a small group 


living situation? 
• If the person could live with anyone, who would they want that to be? (If that vision is to live 


with family or someone else that it’s not possible to live with, can the group identify the 
important elements of that preferred situation – for instance, a loving family, a young, 
energetic, caring person, etc.) 


• What are their intimate relationships like – are they married, or in a relationship with a 
significant other? Do they have opportunities for sexual and romantic intimacy? 


 
3. Friends/relationships  
 
• Does the vision include a wide variety of relationships? 
• Are there community members who would like to have this person as a friend, fellow club 


member, etc.? 
 
4. Contribution in Community Life 
 
• Does the vision include valued social roles? 
• What community members have or should have the opportunity to appreciate this 


individual’s unique gifts and talents?
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6. IMPROVING THE QUALITY OF PLANS 
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IMPROVING THE QUALITY OF QUESTIONS 
 


Contrast these questions with… More vision-oriented, community-life 
questions and approaches 


  
Group understanding of the person’s past: 
 
How did that feel – hard? How does/did that feel…. 


 
(of circle): If you had gone through those 
experiences, how would you feel? 
 


Ideal home: 
 
Do you want to live with (a specific person)? If you could live with anyone, who would you 


most like to live with? 
 


Which of the people here would you like to 
live with? 


Where would you most like to live?  If you 
could live anywhere, where would that be? 
 


(Person says they want to live with a specific 
staff person, family member, etc.).   
That’s not going to happen, so who else would 
you like to live with? 


What is it about that person that you really 
like?  (Have group think about what that 
person provides – where could someone else 
like that be found?) 
 
 


Ideal work/job: 
 
Do you want a community job? If we saw… at work, what kind of job could 


we see him/her doing? 
 


What kind of community job do you want? (Take a list of interests/gifts)  What are all the 
places where people do anything with these 
interests?  Where are all the places/people who 
would like to receive those gifts?  
 
(after group has listed)  Which of those would 
be most exciting to you/interest you the most? 
 


That kind of job wouldn’t work out, what 
about…? 


If… were going to have that kind of job, what 
kind of support would he/she need?  What 
would have to be there to make it successful? 
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7. EVALUATING THE QUALITY  
OF A PLAN 
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EVALUATING THE QUALITY OF  
PERSON-CENTERED PLANNING 


 
 


AREAS OF PLANNING TO EVALUATE 
 
This section contains five checklists, which a trainer can use to evaluate the quality of the 
planning which participant trainees complete and to identify areas for additional training: 
 
1. Understanding and application of the PHILOSOPHY, ASSUMPTIONS, AND BELIEFS of 


Person-Centered Planning. 
 
• See the checklist "How Person-Centered is YOUR Person-Centered Planning" 
 
2. PROCESS used in conducting Person-Centered Planning 
 
• See the two checklists on PROCESS REVIEW 
 
3. CONTENT of Person-Centered Planning and skills in creating an action plan 
 
• See the checklist on REVIEW OF CONTENT AND ACTION PLAN 
 
4. Monitoring the ongoing FOLLOW-ALONG, IMPLEMENTATION, AND REVISION of 


the person-centered plan and person-centered action plan. 
 
The plan may change as part of the life process.  Was the plan implemented as written?  How 
were changes incorporated and addressed? 
 
• See the checklist on FOLLOW-ALONG AND IMPLEMENTATION 
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HOW PERSON-CENTERED IS YOUR  
PERSON-CENTERED PLANNING? 


 
Please take a moment to answer the following questions to determine the person-centeredness of 
your planning. 
 
• Did the individual choose this person-centered process to assist in their planning (was an 


array of options presented in a clear and understandable fashion)? 
• Did the individual select who they wanted to assist in their planning?  
• Did the individual select who they wanted to facilitate their planning? 
• Did the individual make the invitations? 
• Does the planning group include non-paid community members? 
• Did the individual choose when and where to have the planning/meetings? 
• Did the individual determine in what life areas planning would occur? 
• Did the dreams and desires of the individual form the foundation for the process? 
• Did the individual and the people who know him/her the best and love him/her the most 


contribute the most? 
• Was/is the process positive and respectful? 
• Were the strategies used to gain the individual's perspective respectful? 
• Did the process identify and build upon the individual's gifts and talents? 
• Was an ideal home for this individual identified? 
• Were ideas for an ideal job or community contribution for this individual generated? 
• Were other images of a desirable future identified? 
• Does the vision/plan identify ways to assist the individual: 


- expand and deepen their network of relationships? 
- contribute to community life? 
- expand the number and type of valued social roles they experience? 
- increase their experience of choice, control, and self-determination? 


• Were the strategies and supports identified that are likely to cause the individual upset and 
frustration? 


• Did the group identify others to invite to join the circle, especially community members? 
• Are all the planning meetings flexible and dynamic? 
• Is the individual participating in all phases of the process? 
• Does the individual have a formal role in the quality assurance? 
 
 
 
 
 
 
 
 
 
 
Adapted from Final Report of the Person Centered Planning Pilot (1995), Center for Community Inclusions, 
Maine's UAP, University of Maine 
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EVALUATION OF PERSON-CENTERED PLANNING 
PROCESS REVIEW 


 
Name of focus person:   
 
Name of facilitator:    
 
Name of facilitator:   
 
Name of reviewer:   
 
Date of review:   
 
E=Excellent 
G=Good 
N=Needs work/Not yet 
 


Facilitator  Reviewer 
Evaluation  Evaluation 


__________ 1. Did the facilitator/s use current best practices 
strategies in facilitating the person-centered 
plan? Give examples. 


__________ 


__________ 2. Was pacing used effectively to move the 
Person-Centered Planning process along at a 
rate that worked for the focus person and their 
circle of support? Give examples. 


__________ 


__________ 3. Were good listening skills used? Give 
examples. 


__________ 


__________ 4. Was teamwork used to enhance the 
effectiveness of the Person-Centered Planning 
process? Give examples. 


__________ 
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__________ 5. Were conflict resolution methods used when 
needed? Give examples. 


__________ 


__________ 6. Was consensus building used to promote the 
work of the support network? Give examples. 


__________ 


__________ 7. Was the self-determination of the focus person 
fostered so the Person-Centered Plan is 
created by and with the focus person and not 
for them? Give examples. 


__________ 


__________ 8. Were relationships built with members of the 
circle of support so they will, on an on-going 
basis, participate in the work of the action 
plan? Give examples. 


__________ 


__________ 9. Did appropriate celebrations occur? Give 
examples. 


__________ 
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 PERSON-CENTERED PLANNING  
PROCESS REVIEW 


 
Name of focus person:   
 
Name of facilitator:    
 
Name of facilitator:   
 
Name of reviewer:   
 
Date of review:   
 
E=Excellent 
G=Good 
N=Needs work/Not yet 
 


GREAT GOOD NEEDS 
WORK 


1. Degree to which facilitator/s created a welcoming 
environment for group participation? 


 
______ 


 
______ 


 
______ 


    
Reviewer's observations and comments on strategies used 
by facilitator/s. 


   


    
    
    


    
2. Degree to which the facilitator/s created and fostered an 
environment that supports, nurtures and empowers the 
active participation of the focus person? 


 
 


______ 


 
 


______ 


 
 


______ 
    
Reviewer's observations and comments on strategies used 
by facilitator/s. 
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GREAT GOOD NEEDS 


WORK 
 
 
3. Degree to which the facilitator/s created and fostered an 
environment that supports, nurtures and empowers the 
active participation of all members of the support network? 


 
 


______ 


 
 


______ 


 
 


______ 
    
Reviewer's observations and comments on strategies used 
by facilitator/s. 


   


    


    


    
    
4. Does the facilitator/s elicit from the support network a 
perspective of what makes sense for this unique person? 


 
______ 


 
______ 


 
______ 


    
Reviewer's observations and comments on strategies used 
by facilitator/s. 


   


    


    


    
    
5. Degree to which the facilitator/s assisted the support 
network listen to, value and create a vision for the focus 
person? 


 
 


______ 


 
 


______ 


 
 


______ 
    
Reviewer's observations and comments on strategies used 
by facilitator/s. 


   


    


    
    
    
6. Follow-along meetings.  Degree to which the facilitator/s 
assisted the support network implement and follow-through 
on the vision for the focus person? 


 
 


______ 


 
 


______ 


 
 


______ 
    
Reviewer's observations and comments on strategies used 
by facilitator/s. 
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GREAT GOOD NEEDS 


WORK 
    
    


7. Are there particular skill areas the facilitator/s could 
strengthen? 


   


    


    


    
    
8. Comments:    
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EVALUATION OF PERSON-CENTERED PLANNING 
REVIEW OF CONTENT AND ACTION PLAN 


 
Name of focus person:   
 
Name of facilitator:    
 
Name of facilitator:   
 
Name of reviewer:   
 
Date of review:   
 
E=Excellent 
G=Good 
N=Needs work/Not yet 
 


Facilitator  Reviewer 
Evaluation 


Is the Plan Based on: 
Evaluation 


__________ 1. A positive view of the focus person's gifts and 
capacities? 


__________ 


__________ 2. The preferences and interests of the focus 
person? 


__________ 


__________ 3. The focus person's unique personality? __________ 


__________ 4. Critical issues in the focus person's life (for 
example, health, safety, physical assistance, 
reputation, etc.)? 


__________ 


__________ 5. An accurate reflection of the focus person's 
vision for the future  


__________ 


__________ 6. A vision that stretches beyond system 
alternatives? 


__________ 


__________ 7. A vision for the future rich enough to call the 
group to action? 


__________ 
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AFTER PARTICIPATING IN PERSON-CENTERED 
PLANNING MEETINGS 


 Reviewer or 
Facilitator Group Member 
Evaluation Evaluations 
  
  1. Do you feel a sense of promise and hope?   
 
  2. Do you feel like you know the focus person?   
 
  3. Do you have enough information to support    
   the focus person? 
 
  4. Do you know what to do to support the focus person?   
 
  5. Is it easy for the focus person and circle of support   
   to understand the plan (e.g., no jargon)? 
 
  6. Do you feel that the vision/plan will assist the focus person to : 
   a. Deepen and expand their network of relationships?   
 
   b. Contribute to community life?   
 
   c. Expand the number and types of valued social roles?   
 
   d. Increase the presence of the focus person in local   
    community life? 
 
   e. Increase the focus person’s experience of choice,    
    control and self-determination? 
 
  7. Has the facilitator and circle of support assisted the    
   focus person to discover a dream beyond their current 
   living and work situation? 
 
  8. Do you think the action plan will help the focus person   
   reach their vision for the future? 
 
  9. Is the action plan logical, easy to use, and implement?   
 
  10. Does the plan prioritize support being provided by   
   non-paid community members? 
 
  11. How did you feel after participating in the person-   
 centered planning process? 
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EVALUATION OF PERSON-CENTERED PLANNING  
REVIEW OF FOLLOW-ALONG AND 


IMPLEMENTATION MEETINGS 
 


Name of focus person:   
Name of facilitator:   
Name of facilitator:   
Name of reviewer:   
Date of review:   
 
E= Excellent 
G= Good 
N= Needs work/Not yet 
 
 
Facilitator       Reviewer 
Evaluation                                                                             (or Group Member) 
                                                                                    Evaluation  
 
  1. Was the plan since the last meeting    
   implemented as written?  
   Give examples. 
 
 
 
 
  2. Was the plan revised to address any changes    
   that occurred with the focus person and their  
   circle of support? 
   Give examples. 
 
 
 
  3. Were the changes incorporated and addressed     
   in an updated action plan? 
   Give examples. 
 
 
 
  4. Were the changes addressed in a timely manner?   
   Give examples. 
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  5. Were ongoing relationships built with the circle     
   of support so they will, on an ongoing basis,  
   participate in the work of the action plan? 
   Give examples. 
 
 
 
 
  6. Were actions referred against the long range    
   vision? Were action steps identified toward the 
   long range vision? 
 
 
 
  7. Did the group identify others to invite to join    
   the circle? 
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8. FOLLOW ALONG MEETINGS/ 
IMPLEMENTATION OF THE PLAN 
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FOLLOW-ALONG MEETINGS -- 
IMPLEMENTATION OF THE PLAN 


 
Many people think that Person-Centered Planning consists of the first couple of meetings.  The 
first meeting or two is often very exciting and filled with possibility and hope, then that 
possibility and excitement die once the work gets challenging.  Also, sometimes the initial vision 
is not powerful enough, perhaps consisting solely of more activities the person would like to do.  
Once these are started, the group may lose energy because it seems like there’s nothing more to 
accomplish. 
 
Michael Smull, one of the developers of Essential Lifestyle Planning, has noted, “Don’t plan 
with someone if you are not going to implement.” (1996) 
 
“Maintaining the commitment of a group of people over time is one of the most challenging 
requirements of the futures planning process.  Do not underestimate the hard work required to 
bring a group of people together to solve problems again and again over time.  Do recognize that 
inviting people to work together in a constructive manner toward a positive vision is one of the 
most important responsibilities of an effective facilitator.” (Mount, 1992, p. 40) 
 
It makes a difference to touch base or meet with a key person from the circle ahead of time and 
align on what needs to be covered at each particular meeting. 
 
Some questions for a facilitator to review during and after follow-up meetings include: 
 
1. Is the vision poster clearly posted at each and every meeting?  Are the actions proposed and 


being taken being referenced against this vision? 
 
2. Should the vision be revised --was it not strong enough initially, or have the person’s life 


circumstances changed such that it should be redone? 
 
3. Is there progress being made on more easily achievable goals?  Is there a sense of 


accomplishment? 
 
4. Is there progress also happening on the larger, more difficult parts of the vision that might 


take more substantial change to fulfill?  Are at least small steps happening toward those? 
 
5. How can the planning circle expand?  Who else can be invited in, especially community 


members? 
 
6. At the end of each meeting, is a time set for the next get-together?  Does this time frame make 


sense in terms of what people have committed to do, that will still maintain energy? (Note 
that if there are many human services staff attending they might think in terms of quarterly or 
semi-annual blocks of time, rather than looking at what really makes sense.) 
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9. DIFFICULT GROUP MEMBERS AND 
CHALLENGING SITUATIONS 
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Person Centered Planning in Maine: A Guide for Facilitators 


 
 


EXAMPLES OF GROUND RULES  
FOR  


TEAM MEMBERS 
 
 


• Encourage participation from all members 
• Use active listening 
• Be open to being influenced  
• Don’t fear judgment by others 
• Maintain focus on the planning process 
• Encourage diversity in points of view--be open minded—and avoid jumping to conclusions 
• Don’t permit side discussions 
• Make building the team a strong priority 
• Recognize, appreciate and value team member’s efforts 
• Reach consensus at the meeting so the team is ready to move forward on realizing the plan 


after the meeting is over 
• Don’t allow team members to pull rank—leave titles at the door—everyone is a valued 


member 
• Resolve issues so everyone is clear 
• Reach conclusion or decisions on each issue and avoid deferral when possible (unless 


specific issues/areas are on upcoming agenda) 
• Manage conflict effectively 
• Don’t permit personal attacks 
• Seek first to understand and then to be understood 
• Allow the facilitator to facilitate the meeting 
• Each and every team member takes responsibility for the meeting’s effectiveness 
• Try new roles—be open to learning—take risks 
• Have fun! 


 
Adapted from:  Conway Quality, Inc. (1994).  Team Leader & Facilitators Workshop (page 13-
14) 


 
 


 
 
 
 
 
Reprinted with permission from the Center for Community Inclusion, Person-Centered Planning: A Guide for 
Facilitators, University of Maine (1995)
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Person Centered Planning in Maine: A Guide for Facilitators 
 
 
 


STRATEGIES FOR INTERVENING  
HANDLING DIFFICULT SITUATIONS 


 
 


• At the beginning of each meeting, review the team’s values and guidelines 
 


• Do a process check at the end of the meeting to review the team’s adherence to their 
values and guidelines 


 
• Ask leading questions to guide the team back to the issues at hand 
 
• Make little or no reference to the person when redirecting 
 
• Take a “time out” to discuss group problems and reestablish guidelines 
 
• Treat all problems as group problems 
 
• Deal directly with a seriously offending member in a way that does not disrupt the 


meeting (e.g., before or after the meeting) 
 
• Only when other strategies have failed should you deal directly with the seriously 


offending member in the presence of the team. 
 
 
 
Adapted from:  Conway Quality, Inc. (1994).  Team Leader & Facilitators Workshop. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Reprinted with permission from the Center for Community Inclusion, Person-Centered Planning: A Guide for 
Facilitators, University of Maine (1995) 
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Person Centered Planning in Maine: A Guide for Facilitators 
 
 
 


STRATEGIES FOR INTERVENING  
TIPS FOR THE FACILITATOR 


 
 
 
When to intervene: 


• Inappropriate behavior 
• Off topic or off process discussions 
• Emotional or personal discussion 
• Stuck on a process issue (or systems issue) that needs to be sent to the “brokering” 


system for resolution 
• Help is requested 


 
 
When not to intervene: 


• Good discussion, even if longer than planned (use your judgment—remember it is 
important to stay on task and time) 


• Off topic discussion, but good prospects for relevancy 
• Team is not doing what you expected, but is making progress 
• If intervention backs an individual into a corner 


 
 
 
Adapted from:  Conway Quality, Inc. (1994).  Team Leader & Facilitators Workshop (page 13-
14) 


 
 


 
 
 
 
 
 
 
 
 
 
Reprinted with permission from the Center for Community Inclusion, Person-Centered Planning: A Guide for 
Facilitators, University of Maine (1995)
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Person Centered Planning in Maine: A Guide for Facilitators 
 
 
 


HANDLING DIFFICULT SITUATIONS  
DEALING WITH PROBLEM BEHAVIOR 


 
 
 
1.  Latecomer, early leaver, “flitter” 
 
Do: Check to ensure start and end times were clearly communicated; reinforce value of their 


participation; resolve persistent issues in private; observe “100-mile rule” 
 
Don’t:  Confront publicly; waste groups time recapping 
 
2.  Broken record (keeps bringing up the same point) 
 
Do: Demonstrate that ideas have been heard by paraphrasing or listing on flip charts; get 


agreement that ideas have been heard; ask to rephrase. 
 
Don’t: Ignore, permit to go unchecked 
 
3.  Doubting Thomas (constantly puts down everything; negative) 
 
Do:   Agree to non-evaluation of ideas for a set period of time, encourage use of constructive 


differing. 
 
Don’t: Ignore or permit to go unchecked. 
 
4.  Headshaker (non-verbally disagrees in a dramatic and disruptive manner) 
 
Do:   Acknowledge apparent lack of agreement; probe for reasons and understanding 
 
Don’t: Let it bother you. 
 
5.  Dropout (non-participating member, doesn’t say anything; reads or doodles) 
 
Do: Try to draw into conversation; ask opinions directly regarding issues that likely are of 


interest/importance; if unresponsive, ask why in private. 
 
Don’t:  Confront or make uncomfortable in public. 
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6.  Whisperer (constantly holds side conversations) 
 
Do:   Ask for one meeting at a time; position yourself near whisperers; stop talking until group 


is silent; ask if they had some input regarding the point at hand; seat apart. 
 
Don’t: Ignore, talk over 
 
7.  Loudmouth (talks to much, too loud, dominates meeting) 
 
Do:   Reduce intensity by moving closer to them; direct questions or requests for comments to 


others; use formal brainstorming; use as scribe; address privately if necessary. 
 
Don’t:  Be bullied. 
 
8.  Attacker (launches personal attacks on you or others) 
 
Do:  Act as mediator, separate ideas from person; physically position yourself between 


attacker and target; turn issue back to attacker for positive suggestions. 
 
Don’t: Let group attack the attacker. 
 
9.  Interpreter (always speaks for other people) 
 
Do:   If interpreter has interrupted speaker, jump in quickly and allow speaker to finish; if 


speaker has finished, ask if interpreter’s interpretation is accurate. 
 
Don’t: Allow interpreter to go unchecked. 
 
10.  Gossiper (introduces hearsay and gossip into meeting) 
 
Do:  Ensure information is germane to the issue then verify immediately. Defer the issue until 


facts are obtained. 
 
Don’t: Act on unsubstantiated gossip. 
 
11.  Know it all (uses their credentials to argue their points) 
 
Do:   Acknowledge expertise and insist on alternative points of view; emphasize why issue is 


being considered by group. 
 
Don’t: Give in, let know-it-all belittle other perspectives. 
 







57 


12.  Backseat Driver (keeps telling you what you should be doing) 
 
Do:   Ask for suggestions then get agreement from group and act immediately, exchange roles 


if appropriate. 
 
Don’t:  Let it bother you. 
 
13.  Interrupter (starts talking before others are finished) 
 
Do:   Jump in and allow speaker to complete their thought; be impartial and fair; include in 


process check for listening. 
 
Don’t: Allow to continue. 
 
14.  Teacher’s Pet (constantly seeks facilitator’s approval rather than focusing on content) 
 
Do:   Encourage them to speak to others in group; break up contact; turn evaluation questions 


back to them or group. 
 
Don’t: Allow them to become dependent on you. 
 
 
 
Adapted from:  Conway Quality, Inc. (1994).  Team Leader & Facilitators Workshop (page 13-
14) 


 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Reprinted with permission from the Center for Community Inclusion, Person-Centered Planning: A Guide for 
Facilitators, University of Maine (1995)
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Person Centered Planning in Maine: A Guide for Facilitators 
 


 
 


COMMUNICATION GUIDELINES:  STRATEGIES FOR 
FACILITATORS 


 
 
1.  Clarify 


• Get agreement on the issue before debating it 
• Ask others what they mean in terms that you and others understand 


 
2.  Probe 


• ask questions to explore issues in more depth 
 
3.  Communicate your requirements 


• tactfully and clearly let others know what information you need and how you would like 
them to respond 


 
4.  Keep the discussion moving 


• acknowledge others’ points of view while remaining focused on the objective 
 
5.  Bring listeners into the discussion 


• be brief and concise 
• ask listeners for their reactions; appreciate their input 


 
6.  Explore how others feel 


• probe and clarify reactions 
• appreciate openness 


 
7.  Summarize key points periodically 
 
8.  Be supportive 


• demonstrate interest in others’ input and encourage participation by making it 
comfortable for all 


 
Adapted from:  Conway Quality, Inc. (1994).  Team Leader & Facilitators Workshop (p. 82). 
 
 
 
 
 
 
 
Reprinted with permission from the Center for Community Inclusion, Person-Centered Planning: A Guide for 
Facilitators, University of Maine (1995).
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Person Centered Planning in Maine: A Guide for Facilitators 
 
 


WHAT IS CONSENSUS? 
 
 
 
CONSENSUS IS: 
 
Finding a proposal or idea or solution that is acceptable enough that all members can support it—
live with it—buy into it; no member opposes it. 
 
CONSENSUS IS NOT: 
 


• a unanimous vote 
• a majority vote 
• everyone totally satisfied 


 
CONSENSUS REQUIRES: 
 


• time 
• active participation 
• skills in communicating—listening, conflict resolution, facilitating 
• creative thinking and open-mindedness 


 
Adapted from:  Conway Quality, Inc. (1994).  Team Leader & Facilitators Workshop (page 13-
14) 


 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Reprinted with permission from the Center for Community Inclusion, Person-Centered Planning: A Guide for 
Facilitators, University of Maine (1995).
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Person Centered Planning in Maine: A Guide for Facilitators 
 
 
 


CONSENSUS DECISION MAKING GUIDELINES 
 


 
 


• Clearly state what you are trying to decide 
 


• Decide as a team how you are going to approach the problem/decision 
 


• Listen to what others are saying—paraphrase and question team members to ensure clarity 
 


• Involve everyone in the discussion—draw out the silent members! 
 


• Explore choices 
 


• Encourage differences to clarify issues 
 


• Always strive for the “best” answer 
 


• Yield only to positions that have objective and sound foundations—do not allow the 
individual as the center of the team or yourself as the facilitator to be bulldozed! 
 


• Be suspicious of quick solutions 
 


• Avoid voting, averaging, and coin flips 
 


• Move on and return to difficult items at another time 
 
 
 
 


Adapted from:  Conway Quality, Inc. (1994).  Team Leader & Facilitator Workshop (p. 75). 
 
 
 
 
 
 
 
 
 
 
Reprinted with permission from the Center for Community Inclusion, Person-Centered Planning: A Guide for 
Facilitators, University of Maine (1995).
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Person Centered Planning in Maine: A Guide for Facilitators 
 
 
 


CONSENSUS CHECKLIST 
 
 
 
Did each team member give his/her opinion? 
 
 
Did each idea presented receive comments and consideration? 
 
 
Did members who disagreed with the decision express their concerns, reservations, feelings 
before the decision was adopted? 
 
 
Is any team member hesitant to actively support the decision adopted? 
 
 
 
 
 
 
Adapted from:  Conway Quality, Inc. (1994).  Team Leader & Facilitator Workshop (p. 76). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Reprinted with permission from the Center for Community Inclusion, Person-Centered Planning: A Guide for 
Facilitators, University of Maine (1995).
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10. MUSIC AND GRAPHICS 
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MUSIC 
 


Music is a powerful tool that can be used to enhance the creativity and set the tone of a person-
centered planning gathering. When planning a person-centered gathering identify with the focus 
person if they would like music played during their gathering. Identify with the focus person the 
type of music they would like to hear and if there are specific times they would like the music 
played.  
 
The following is a list of favorite music used by Marsha Forest and Jack Pearpoint.  


 
MUSICAL RESOURCES 


 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
Create your personal list of favorite music. 
 
 
1.    
 
2. 
 
3. 
 
4.  
 
 
   
Reprinted with permission from Inclusion News. 


 
We are frequently asked for how to get the music we use at our workshops.
We are pleased to provide the information.  We love the atmosphere set by 


the following tapes: 
 
 
 


• Anything by Carlos Nakai and his Native American Flute Music is 
wonderful.  Our two favorites are the tapes “Journeys” and “Changes.” 


• Strunz and Farah: “Americas,” “Mosaico,” or “Primal Magic.” (Masa 
Records). 


• Another popular ta pe is “Baka Beyond Spirit of the Forest.” 
(Rykodisk). 


• “Outback” is also on the Rykodisk label. 
• Otmar Liebert plus Luna Negra is on the Sony label. 
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GRAPHIC ORGANIZING, RECORDING, OR 
COMMUNICATION 


 
Graphic organizing, recording, or communication is a creative tool that allows you to capture and 
integrate large quantities of information in small amounts of space.  The type of information that 
can be captured through graphics is endless.  The information that is captured is recorded in 
colorful graphics and short phrases.  Graphic organizing, recording, or communication is a tool 
that can be used in many settings and applications.  Through these methods, group members of 
all ages and abilities are empowered to share their knowledge, thoughts, and experience in order 
to identify and record information. 
 
Facilitators, in order to enhance their skills should: 
 
• Practice-Practice-Practice!!! 
• Continue to learn about graphic recording 
• Develop their personal log of graphic symbols that can be used when facilitating Person-


Centered Planning 
• See the examples of graphics in this section 
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EXAMPLES OF GRAPHICS 
 


 







66 


PERSONAL LOG OF GRAPHICS 
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RECOMMENDED READING ABOUT GRAPHICS 
 


Beyond Words: A Guide to Drawing Out Ideas 
by Milly R. Souneman 


Ten Speed Press 
P.O. Box 7123 
Berkeley, CA 94707 
 
Graphic Facilitation 
I See What You Mean 
Fundamentals of Graphic Language 
  by David Sibbet 
The Grove Consultants International 
832 Folsom St., Suite 810 
San Francisco, CA 94107 
Tel: 800-49GROVE or 415-882-7760 
Fax: 415-543-2021 
 
Inclusion Press Publications and Videos 
Inclusion Press International 
24 Thorne Crescent 
Toronto, Ontario M6H 2S5 Canada 
Tel: 416-658-5363 
Fax: 416-658-5067 
www.inclusion.com 
 
Mapping Inner Space 
And 
MAPS, MINDSCAPES, AND MORE (Video) 
Zephyr Press  
P.O. Box 66006-W 
Tucson, AZ 85728-6006 
 
Open Space Technology 
Harrison Owens: Abbott Publishing 
7808 River Falls Drive 
Potomac, MD 20854 
 
The Fifth Discipline 
 by Peter Senge, Doubleday, 1990 
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11. ARTICLES AND RESOURCES 
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Printed in the Arc-Minnesota Newsletter, 1998 
 


 
PERSON-CENTERED PLANNING: MYTHS, 


MISCONCEPTIONS AND MISUNDERSTANDINGS 
 
By Angela Novak Amado, Ph.D. 
 
As part of the Performance-Based Contracting demonstration project, the University of Minnesota’s 
Institute on Community Integration is conducting training about Person-Centered Planning, a family of 
approaches used instead of or in addition to more traditional interdisciplinary planning.  Person-Centered 
Planning focuses on a person’s gifts, capacities, and personal dreams, and utilizes a circle of committed 
friends, family, and community members to help realize those dreams and assist people with disabilities in 
moving toward full citizenship. 
 
As facilitators are strengthening their skills through participation in the training program, we are learning 
with each other, with those who developed these approaches, and with communities in other states where 
such approaches are used.  In this article, some of the typical misconceptions about Person-Centered 
Planning are described.  These misconceptions and misunderstandings are barriers to the full power of the 
process for organizational and community change. 
 
Misconception 1: “We’re already doing it.” 
 
Since 1985, there has been training in Minnesota on Person-Centered Planning, with several projects 
funded by the Minnesota Governor’s Planning Council as well as other initiatives. Many people have 
attended anything from one-hour sessions to year-long facilitator training programs. 
 
Several different concepts have become incorporated into both formal planning processes and other 
meetings.  Persons who have used ideas based upon these approaches and principles, as well as people 
who have attended little or no training, sometimes say, “We’re already doing Person-Centered Planning,” 
or “We’ve been doing it for years.”  Almost everyone these days claim they’re doing it.  These beliefs can 
interfere with expansion of the quality and depth of the process, as well as interfering with more 
significant change for persons with disabilities, the organizations, which support them, and the 
communities in which they live. 
 
Part of the difficulty is that people use the term “Person-Centered Planning” to refer to a large range of 
different planning practices.  When someone says, “We’re doing Person-Centered Planning,” it’s hard to 
say exactly what is happening.  In addition, this term is used when people are implementing some but not 
all of the processes that make Person-Centered Planning unique.  Some people have said they do “Person-
Centered Planning” if the person with disabilities attends the meeting.  Other people think it means asking 
the person what they want, and then trying to fulfill on their desires.  Still others think it means listing the 
person’s strengths, or talking about positive things.  The scope of this type of planning, as envisioned by 
the people who designed it in the early 1980’s, is much larger.  In addition, all Person-Centered Planning 
approaches are characterized by five elements (O’Brien & Lovett, 1996) that have been identified as 
common and fundamental to all approaches: 
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• The person at the focus of the planning and those who love the person are the primary authorities 


on the person’s life direction.  The essential questions are “Who is this person?” and “What 
community opportunities will enable this person to pursue his or her interests in a positive way?” 


• Person-Centered Planning aims to change common patterns of community life.  It stimulates 
community hospitality and enlists community members in assisting focus people to define and 
work toward a desirable future.  It helps create positive community roles for people with 
disabilities. 


• Person-Centered Planning requires learning through shared action, collaborative action, and 
fundamentally challenges practices that separate people and perpetuate controlling relationships. 


• Honest Person-Centered Planning can only come from respect for the dignity and completeness 
of the focus person (as he/she is).  


• Assisting people to define and pursue a desirable future tests one’s clarity, commitment and 
courage. 


 
Instead of stating “we’re already doing it,” people who have worked most closely with person-
centered processes are more likely to say, “This is what we’re seeing…,” “This is what we’re 
learning right now…,” “What we’re currently struggling with is…”  Being person-centered is not a 
destination or a final state that one can achieve; it is not similar to being male, a brunette, or 
licensed.  As Marsha Forest, Jack Pearpoint & Judith Snow (1996) have noted, “When people say to 
us ‘we tried it and it didn’t work,’ we know they have missed the point.  It is like saying “I did life 
and it didn’t work.” 
 
Misconception 2: Being “person-centered” means asking the person “What do you want?” 
 
“Listening to a person” means much more than paying attention to the words given in response to 
the question “What do you want?”  Developers of the Person-Centered Planning methods have 
called this expanded listening: “listening beneath the surface,” listening to the unsaid,” and 
“listening with a third ear.”  Responses to the question “What do you want?” from a person labeled 
as having a developmental disability, who has lived much of his/her life with decisions made by 
others, can be shaped by many things that are unrelated to what the individual really desires. These 
include: lack of experience, lack of trust, communication limitations, pleasing people in authority, 
fear, and complacency. 
 
Person-Centered Planning methods are based on a group of thoughtful, committed people working 
together to craft ideas that will create a life of meaning, a life of community contribution, a life that 
makes sense, and a life as a full citizen of the community.  Such crafting goes far beyond “what do 
you want?,” and is just as critical for someone who does not use words to communicate as one who 
does.  It means asking very different questions to assist a group in figuring out what a desirable 
lifestyle would be, and envisioning what an individual’s life might become. 
 
Misconception3: Person-Centered Planning methods are a new and different way to have 
interdisciplinary team meetings or annuals. 
 
A Person-Centered Planning approach means that meetings do not look like business as usual, with 
one agency after another presenting their information and “plans” for the focus person.  At a Person-
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Centered Planning gathering, people who love and care about the person work together to design a 
vision for the individual’s life.  Each person who attends speaks as an individual who cares about the 
person, not as a representative of an agency, and expresses what they can personally do to make the 
focus individual’s vision a reality. 
 
Very few “Person-Centered Planning” meetings taking place in Minnesota include anyone other than 
the focus person, their paid staff, and family.  If our goal is to not only create a vision with the focus 
person, but also effectively support them in making that dream come true, we will need to focus on 
doing a better job at inviting non-paid community members into the lives of people with disabilities.  
This includes finding and nurturing the caring of ordinary citizens, inviting them to come to a 
person’s gatherings and to assist in moving the person’s life forward. 
 
Misconception 4: “Person-Centered Planning” is a different kind of planning process (one that uses 
colorful charts and drawings) that can be undertaken in a vacuum without significant organizational 
change. 
 
Many, but not all Person-Centered Planning methods, use colorful wall posters and drawings to help 
group members stimulate creative thinking, draw upon powerful imagery, promote the generation of 
ideas outside of traditional service system answers, and assist the understanding of all circle 
participants.  While many facilitators use these approaches in the initial planning, there are hundreds 
of rolled-up posters sitting unused in closets, car trunks, and basements. 
 
For many individuals, Person-Centered Planning has to come to mean the substitution of more fun, 
relaxed, positive meetings for more formal ones.  Such meetings have often led to positive outcomes 
for persons with disabilities—more control and choice in their everyday life, greater participation in 
the community, and more acquaintances and friends who are not disabled.  At the same time, 
however, the outcome has often looked like nothing more than an improved life inside a typical 
group home, waiver-funded home, or day training program, with perhaps more brief forays into 
community life.  “Person-Centered Planning” meetings which have gone on for a number of years 
look like more discussions of activities the person might like, rather than examining the larger issues 
of a person controlling their own life and having a home, housemates, and job best suited to them.  
Many features of people’s lives still look much the same.  People’s lives are still controlled by an 
agency that is supposed to be supporting them to lead the lives they desire.  People still live in a 
“client world” rather than a “citizen’s world.”  Although more people now live in 4-bed homes than 
15-bed homes, they still live in buildings owned by others, in places that are not their own, and with 
roommates they had no choice in selecting.  “Going home” means visiting family on weekends or 
holidays, rather than having a sense of one’s own home (indeed, some group home residents have 
openly indicated they live in the house of the agency director, that the “home” isn’t “theirs”).  
Although more people participate in supported employment, the majority still work in segregated 
programs, making little money doing work not suited to their interests.  Most people in their life, 
whether called “friends” or not, are people who are paid to be there. 


 
As Beth Mount (1994), one of the developers of Personal Futures Planning, describes the process: 


 
“Personal futures planning is much more than a meeting; it is an ongoing process of social change.  
The effectiveness of a plan depends on a support group of concerned people who make a dream 
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reality by learning to solve problems, build community, and change organizations together over 
time.  The focus of change is moved away from the person with a disability toward change in 
social roles, responses, and existing organizational structures…Personal futures planning can be a 
helpful tool when it is used selectively to support long-range change in organizational 
cultures…However, it can easily become another empty ritual if used as a quick fix without 
appreciation for the complex tasks of changing environments and creating a context for 
friendships.” (p.97). “Organizational change is an integral part of personal futures planning.  
Almost every personal futures plan that is true to the person challenges the existing organizational 
process and structure in some way.” (p.100).  “The most common breakdown in the futures 
planning process occurs when people place too much emphasis on the initial meetings and do not 
value, plan and invest in the ongoing process of follow-up…The first several meetings are 
powerful…but then comes the hard work of making the ideas a reality and slogging through the 
details, obstacles, and frustrations of implementation…The most common problem of personal 
futures planning occurs when the individual planning process is detached from the effort to change 
existing organizational structures, processes, and cultures.” (pp. 102-103). 
 
The process itself can only go so far, and then becomes frustrating if more significant 
organizational changes are not undertaken.  Many Minnesota agencies have or are “bumping up 
against” these limits, and have the opportunity to undertake resolving these barriers, including 
inviting the community into people’s lives.  As this project continues for another year, we’ll be 
working together on addressing possible resolutions. 
 
References: 
 
Forest, M. Pearpoint, J. & Snow, J. (1996). Support Circles: the heart of the matter. Inclusion 


News. 
 
Mount, B. (1994). Benefits and limitations of Personal Futures Planning. In V.H. Bradley, J.W. 


Ashbaugh, & B.C. Blaney (Eds.), Creating Individual Supports for People with 
Developmental Disabilities: a Mandate for Change at Many Levels.  Baltimore: Paul H. 
Brookes. 


 
O’Brien, J. & Lovett, H. (1996). What is Person-Centered Planning? Inclusion News. 
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12. PERSON-CENTERED PLANNING 
RESOURCE MATERIALS 


 







Inclusion SPECIAL PACKS...


* PATH IN ACTION PACK     $150 + $15 shipping/pack ____ ______
- 2 Path Training Videos [(Path in Action + Path Training) + Path Workbook]


* All Means All PACK     $110 + $10 shipping/pack ____ ______
- Video: All Means All, plus & book: All My Life’s a Circle


* Friendship PACK (1 book + Video)    $ 60 + $10 shipping/pack ____ ______
- [Friendship Video + From Behind the Piano/What’s Really Worth Doing]


* Inclusion Classics Videos  PACK    $ 90 + $12 shipping/pack ____ ______
- Videos [With a Little Help from My Friends + Kids Belong Together]


* Inclusion Classics Book PACK     $ 30 + $7 shipping/pack ____ ______
- Books [Action for Inclusion + The Inclusion Papers]


* Petroglyphs PACK      $ 60 + $10 shipping/pack ____ ______
- Petroglyphs Book and Video on Inclusion in High Schools - from UNH


* When Spider Webs Unite PACK    $ 80 + $10 shipping/pack ____ ______
- When Spider Webs Unite - Shafi k Asante - Book and Video 


** The Person-Centered Planning PACK    $ 40 + $7 shipping/pack ____ ______
-2 books by O’Brien/Lyle O’Brien:  Implementing Person-Centered Planning +  A Little Book on Person-Centered Planning


* The Education Book PACK     $ 40 + $7 shipping/pack ____ ______
- Inclusion: Recent Research & Inclusion: How To - 2 Books - Gary Bunch


* The Community PACK     $ 40 + $7 shipping/pack ____ ______
- Members of Each Other & Celebrating the Ordinary - 2 books - John O’Brien & Connie Lyle O’Brien


      Books      Copies  Total
**  Implementing Person-Centered Planning - Voices of Experience
            Edited by John O’Brien & Connie Lyle O’Brien    $25 + $5 /1st copy shipping ____ ______
**  Hints for Graphic Facilitators   by Jack Pearpoint   $25 + $5 /1st copy shipping ____ ______
**  One Candle Power   by Cathy Ludlum + Communitas  $25 + $5 /1st copy shipping ____ ______
**  Person-Centered Planning with MAPS & PATH $25 + $5 /1st copy shipping ____ ______
A Little Book About Person Centered Planning   $20 + $5 /1st copy shipping ____ ______


Forest, Lovett, Mount, Pearpoint, Smull, Snow, and Strully


All My Life’s a Circle  Expanded Edition- Circles, MAPS & PATH $20 + $5 /1st copy shipping ____ ______
Path Workbook - 2nd Edition Planning Positive Possible Futures$20 + $5 /1st copy shipping ____ ______
Celebrating the Ordinary O’Brien, O’Brien & Jacob  $25 + $5 /1st copy shipping ____ ______
Members of Each Other   Members of Each Other   Members of Each Other John O’Brien & Connie Lyle O’Brien $25 + $5 /1st copy shipping ____ ______
Action for Inclusion -  Classic on Inclusion   $20 + $5 /1st copy shipping ____ ______
The Inclusion Papers - Strategies & Stories    $20 + $5 /1st copy shipping ____ ______
Lessons for Inclusion Curriculum Ideas for Inclusion in Elementary Schools $20 + $5 /1st copy shipping ____ ______
Inclusion: How To Essential Classroom Strategies - Gary Bunch $25+ $5 /1st copy shipping ____ ______
Inclusion: Recent Research       G. Bunch & A. Valeo  $25 + $5 /1st copy shipping ____ ______
Kids, Disabilities Regular Classrooms   Gary Bunch $20 + $5 /1st copy shipping ____ ______
Refl ections on Inclusive Education    $15 + $5 /1st copy shipping ____ ______
Each Belongs - Hamilton Wentworth Catholic School Bd - J. Hansen $20 + $5 /1st copy shipping ____ ______
From Behind the Piano, by Jack Pearpoint AND What’s Really Worth Doing by Judith Snow 


  - Now in ONE Book *    $20 + $5 /1st copy shipping ____ ______
When Spider Webs Unite  Community & Inclusion- Shafi k Asante $20 + $5 /1st copy shipping ____ ______
Yes! She Knows She’s Here Nicola Schaefer’s NEW Book $20 + $5 /1st copy shipping ____ ______
Dream Catchers & Dolphins  Marsha Forest and Jack Pearpoint $20 + $5 /1st copy shipping ____ ______
It Matters - Lessons from my Son - Janice Fialka   $15 + $5 /1st copy shipping ____ ______
Do You Hear What I Hear? - Janice Fialka &  Karen Mikus $15 + $5 /1st copy shipping ____ ______


INCLUSION PRESS ORDER FORM
24 Thome Crescent,   Toronto, ON   Canada  M6H 2S5  


Tel: 416-658-5363  Fax: 416-658-5067
E-mail: inclusionpress@inclusion.com   
WEBSITE:  http://www.inclusion.com







Cheques, Money Orders, Purchase 
Orders Please.


• Prices subject to change without notice.  
Shipping prices for North America only. 


Elsewhere by quote.


* Shipping: Books: $5 for 1st + $2/copy; Videos: 
$8 for 1st+ $4/copy.  OR 15% of total order cost 


- which ever is less for customer.


Name: __________________________________________
Organization:_____________________________________
Address:________________________________________
City: ___________________________________________
Prov/State ___________ Post Code/ZIP _______________  Prov/State ___________ Post Code/ZIP _______________  Prov/State ___________ Post Code/ZIP _______________
Wk Phone _________________ Cheque Enclosed _________
Hm Phone _________________ Fax ___________________


           E-Mail ___________________ Web Page:______________


Tools for Change - the CD
Tools for Person Centered Planning


The Careless Society - John McKnight   $25 + $5 /1st copy shipping ____ ______
Who Cares - David Schwartz     $30 + $5 /1st copy shipping ____ ______
The All Star Company - Team Building by Nick Marsh   $20 + $5 /1st copy shipping ____ ______
Changes in Latitudes/Attitudes Role of the Inclusion Facilitator $20 + $5 /1st copy shipping ____ ______
Petroglyphs - Inclusion in High School from UNH $20 + $5 /1st copy shipping ____ ______
Treasures - from UNH     $20 + $5 /1st copy shipping ____ ______
Circle of Friends   by Bob & Martha Perske   $25 + $5 /1st copy shipping ____ ______
Unequal Justice  by Bob Perske    $25 + $5 /1st copy shipping ____ ______
Perske - Pencil Portraits 1971-1990    $30 + $5 /1st copy shipping ____ ______
Inclusion – Exclusion Poster (18 X 24 )    $10 + $5 /1st copy shipping ____ ______
Inclusion News (free with book order)     ____ ______
Inclusion News in Bulk (box of 100)    $50 – includes shipping in NA____ ______ includes shipping in NA____ ______ includes shipping in NA


Videos & CD-ROM
TOOLS FOR CHANGE - The CD-Rom for Person Centred Planning     ____________
Pricing is dependent on a licensing agreement.  To obtain licensing information check our website, e-mail or call us.


ReDiscovering MAPS  Charting Your Journey -brand NEW MAPS training video $100 + $8 shipping /1st copy ____ ______
PATH  IN ACTION   Working with Groups -Training Video for Path with Groups $100 + $8 shipping /1st copy ____ ______
PATH TRAINING Video   Intro Training Video - An Individual Path {Joe’s Path} $75 + $8 shipping /1st copy ____ ______
PATH Demo Video   Univ of Dayton Ohio - Video of Workshop on PATH $55 + $8 shipping /1st copy ____ ______
Celebrating Marsha   (32 minutes of edited clips from Oct.7,2001 ) $50 + $8 shipping /1st copy ____ ______
Each Belongs   (30 years of Inclusion-15 min. celebration in Hamilton) $50 + $8 shipping /1st copy ____ ______
All Means All - Inclusion Video  Introduction to Circles, MAPS and PATH $100 + $8 shipping /1st copy ____ ______
When Spider Webs Unite - Video   Shafi k Asante in Action $75 + $8 /1st copy shipping ____ ______
EVERYONE Has a GIFT  John McKnight - Building Communities of Capacity $75 + $8 shipping /1st copy ____ ______
NEW MAPS TRAINING Video  Shafi k’s MAP - MAPS Process - Step by Step $75 + $8 shipping /1st copy ____ ______
Friendship Video Judith, Marsha & Jack on Friendship   $55 + $8 shipping /1st copy ____ ______
Petroglyphs Video - the High School video -     $55 + $8 shipping /1st copy ____ ______  


Companionto/images from the Petroglyphs Book  - Packaged with book - $60 + $8 shipping


Dream Catchers   (Dreams & Circles)    $55 + $8 shipping /1st copy ____ ______
Miller’s MAP - MAPS in Action     $55 + $8 shipping /1st copy ____ ______
With a Little Help from My Friends The Classic on Circles & MAPS $55 + $8 shipping /1st copy ____ ______
Kids Belong Together - MAPS & Circles   $55 + $8 shipping /1st copy ____ ______
Together We’re Better (3 videos) Staff Development Kit   $175 + $12 shipping ____ ______


Cheques, Money Orders, Purchase      Cheques, Money Orders, Purchase         Plus applicable taxes (variable)


          GRAND TOTAL         $===========


Order NOW: TOOLS for CHANGE CD-ROM
An exciting multi-media Training Guide with resources galore for your staff .  
Presentation ready.  A practical, usable CD-ROM featuring slide shows, graphic 
overheads, video clips, articles. Introduces  ‘tools for change’ that were developed 
by Jack Pearpoint, Marsha Forest and John O’Brien.  Essential for ‘trainers’ using 
Person Centered approaches, MAPS, PATH, Circles or just dealing with day to day 
change.  Includes articles and overheads that can be printed.


           E-Mail ___________________ Web Page:______________


Jan. 2003 Listing
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Our Reviewers Say:


 
Dave Hollands, 
Sears & Russell Architects, Ltd 
   PATH is an effective process for 
creating a shared vision.  It involves and 
includes your whole group in a way that 
is meaningful, memorable and useful.  
Through a facilitated PATH process we 
recorded the excitement of our collective 
aspiration and dreams, we sweated a 
plan for getting beyond our old 
paradigms and problems, then 
committed to first realizable steps on the 
way to our vision.  We admit to some 
skepticism when we entered these 
sessions.  Would our organization really 
be able to profit from this type of 
interaction?  Afterward we were 
surprised to find universal endorsement 
of this process.  Our unique practice has 
bee the beneficiary ever since … 


Length:  65 minutes 
 
 
 
 


 
Dave Hasbury, Associate 
Center for Integrated Educ & Community  
   Many of us find ourselves in groups 
that are stuck, struggling to find a way 
out of the mud, confusion and conflict – 
looking for a ne/renewed direction.  In 
the PATH IN ACTION video we see a 
way to balance the creative tension of 
limitless visioning with the point where 
the rubber hits the road.  For newcomers 
to the organizational theory that 
underlies the process, the video opens 
up “possibility” thinking.  This clear step 
by step process flows through warming 
up the group, to dreaming, identifying a 
route, and finally planting that first step 
toward their vision.  PATH makes it 
possible to see a way through to a 
creative course of action.  
   This video provides a great vehicle for 
training.  The format is neatly broken 
down, step-by -step, leaving room for use 
one segment at a time or all together as 
an overview of the process.


PATH IN ACTION  Working With Groups 
 


A New PATH Training Video 
 


     This one hour video shows PATH IN ACTION with two separate groups.  It demonstrates 
warm up exercises to get started (throwing away the garbage, judge’s wig, etc.); boundary 
setting (no kibitzing, no kvetching); and the 8 PATH Steps in detail. 
     Woodley (in Yellowknife, North West Territories), to invite a camera crew to record three days 
of intensive future planning with both senior administrators and high school students.  This video 
composite cuts back and forth between those two PATHS and shows examples of the real 
footage including tension, conflict, negotiation, energy, and vision. 
     This video demonstrates how to facilitate PATH with groups.  It is useful for planning in social 
service, education, health care, business in the profit or non-profit sector.  Also great for families.  
PATH is for anyone wanting to design change.  Excellent for team building, conflict resolution, 
and creative futures planning 


Inclusion Press International 
24 Thome Crescent 


Toronto, ONT, M6H 2S5 Canada 
Tel:  416-658-5363    Fax 416-658-5067 
Web page:  http://www.inclusion.com  
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About New Hats Facilitators… 
New Hats Facilitators assist others in discovering things for themselves, 
seeking out and acknowledging the ideas and expertise each person 
offers.  Facilitators act on the belief that when offered a variety of options 
people will make the choice that is best for them.  They support persons 
in taking responsibility for their decisions and actions. 
 


In a working setting with the originator, participants learn and 
practice facilitative techniques with the aid of a Facilitator’s 


Guidebook and/or other New Hats materials.  Participants develop a style of their 
own as they integrate these facilitation skills into their lives and work.  Facilitators 
support the fulfillment of dreams, the development of personal gifts, and the 
expression of preferences and capacities. 
 


Yes, I am interested in becoming a NEW HATS FACILITATOR by attending or 
sponsoring the Facilitation Workshop(s): 
 


¨ Preference-Based Planning for Self-Directed Goal Meetings:  supports the 
implementation of personal goals and the fulfillment of dreams, through the use of a 
planner and workbook/journal activities.  Clarifies preferences, goals and plans for 
quality adult living as:  employee, home dweller, friend, neighbor, partner, contributor, 
and community member.   
(Preference-Based Planning Facilitator’s Guide & Goal Planner Workbook, Hat Cards, Dream Deck) 


 


¨ A Self-Determined Life – Tools to Support Dignity, Diversity, Community, and Dreams:  
presents the facilitative method of discreet support for individuals in transition, 
employment and community living situations.  A myriad of innovative tools/methods are 
offered for discovering what people want, and the facilitation of self-determination, 
support networks and life management strategies.   
(A Self-Determined Life, Hand-outs from The Life Planner Series, Hat Cards, Dream Deck) 


 


¨ Person-Centered Planning:  presents a new way of thinking regarding assessment, 
planning and supports.  A variety of planning tools and methods provide a “toolbox” of 
creative resources to support community involvement, valued roles, meaningful 
relationships, and personal contributions.   
(A Toolbox for Person-Centered Planning, Hat Cards, Dream Deck) 


 


¨ Dreams and Plans:  supports individuals and their families/significant others in 
examining lifestyle, dreams, goals, and resources for creating their lives of choice.  
(Dreams and Plans, Hat Cards, Dream Deck) 


 


Material Duplication options are available for sponsoring agencies. 
 


Please send me additional information on the Facilitation Workshops 
 


Name ______________________________________________________________________ 


Agency _____________________________________________________________________ 


Address _____________________________________________________________________ 


Phone _____________________  Fax_____________________  E-mail __________________ 


Emilee Curtis, founder and director of New Hats Inc. provides conference presentations and customized 
workshops on self-determination, transition, natural supports and other topics of interest. 


 


For more information, call or write: 
New Hats, Inc.  PO Box 57567, Salt Lake City, UT.  84157  (801)268-9811, Fax (801)268-9814 
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Other Things to Read on Person-Centered Planning 
 
 
PATH:  A Workbook for Planning Positive Possible Futures.  Uses an eight-step 
process to help people figure out life goals; build strengths; include others in a personal support 
network; and develop a commitment to action.  This booklet was written by Marsha Forest, John 
O’Brien, and Jack Pearpoint and is printed by Inclusion Press.  You can find out about where to 
order by contacting Jack Pearpoint at the Center for Integrated Education and Community, 24 
Thome Crescent, Toronto, Ontario, Canada, M611 2S5, (416)658-5363 or Fax (416)658-5067. 
 
Person Centered Planning:  How do we know when we are doing it?  An 
overview on a variety of approaches to person centered planning and what is common to all of 
them.  This booklet also contains a list of resources and a checklist for looking at your planning 
approach.  You can obtain a copy from:  Oregon Transition Systems Change Project, Oregon 
Dept. of Education, Office of Special Education, Salem, Oregon (503)378-3598. 
 
It’s Never Too Early, It’s Never Too Late!  The goals of Personal Futures Planning are 
to:  help someone develop a picture of what the future will look like for him or her; to build a 
circle of people who will help support that picture or plan; and to take some first steps.  For more 
information on how to use Personal Future Planning you can get a copy of this booklet by Beth 
Mount and Kay Zwernik (1988) from the Governor’s Planning Council on Developmental 
Disabilities, 300 Centennial Building, 658 Cedar Street, St. Paul, Minnesota 55155, (651)296-
4018 or Fax (651)297-7200. 
 
My Life Planner; Letting Go; Dream Deck.  The Planner and Letting Go provide a 
variety of activities to assist people with developmental disabilities and family members in 
planning for the future and figuring out more about their preferred lifestyles, interests and 
preferences.  The Dream Deck is a visual approach to finding out more about preferred activities 
and interests.  For information on purchasing these and other great documents, contact Emily 
Curtis or Milly Dezelsky at New Hats, Inc.  PO Box 5756, Salt Lake City, Utah 84157-7567, 
(801)268-9811. 
 
MAPS (Making Action Plans).  MAPS helps bring together the key people in someone’s 
life to develop a support plan.  A MAPS get-together is usually hosted by two people, one who 
helps guide the meeting and one who records what happens on a chart paper on the wall.  For 
more information on how to use the MAPS process, you can find out about available texts, 
videotapes, and training by writing to Marsha Forest and Jack Pearpoint at the Center for 
Integrated Education and Community, 24 Thome Crescent, Toronto, Ontario, Canada M611 2S5 
(416)658-5363 or Fax (416)658-5067. 
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Neurodevelopmental Disorders 
Neurodevelopmental disorders are disabilities associated primarily with the functioning of the 
neurological system and brain. Examples of neurodevelopmental disorders in children include 
attention-deficit/hyperactivity disorder (ADHD), autism, learning disabilities, intellectual 
disability (also known as mental retardation), conduct disorders, cerebral palsy, and 
impairments in vision and hearing. Children with neurodevelopmental disorders can experience 
difficulties with language and speech, motor skills, behavior, memory, learning, or other 
neurological functions. While the symptoms and behaviors of neurodevelopmental disabilities 
often change or evolve as a child grows older, some disabilities are permanent. Diagnosis and 
treatment of these disorders can be difficult; treatment often involves a combination of 
professional therapy, pharmaceuticals, and home- and school-based programs. 


Based on parental responses to survey questions, approximately 15% of children in the United 
States ages 3 to 17 years were affected by neurodevelopmental disorders, including ADHD, 
learning disabilities, intellectual disability, cerebral palsy, autism, seizures, stuttering or 
stammering, moderate to profound hearing loss, blindness, and other developmental delays, in 
2006–2008.1


 Among these conditions, ADHD and learning disabilities had the greatest 
prevalence. Many children affected by neurodevelopmental disorders have more than one of 
these conditions: for example, about 4% of U.S. children have both ADHD and a learning 
disability.2 Some researchers have stated that the prevalence of certain neurodevelopmental 
disorders, specifically autism and ADHD, has been increasing over the last four decades.3-7


 Long-
term trends in these conditions are difficult to detect with certainty, due to a lack of data to 
track prevalence over many years as well as changes in awareness and diagnostic criteria. 
However, some detailed reviews of historical data have concluded that the actual prevalence of 
autism seems to be rising.4,8-10


 Surveys of educators and pediatricians have reported a rise in 
the number of children seen in classrooms and exam rooms with behavioral and learning 
disorders.11-13 


Genetics can play an important role in many neurodevelopmental disorders, and some cases of 
certain conditions such as intellectual disability are associated with specific genes. However, 
most neurodevelopmental disorders have complex and multiple contributors rather than any 
one clear cause. These disorders likely result from a combination of genetic, biological, 
psychosocial and environmental risk factors. A broad range of environmental risk factors may 
affect neurodevelopment, including (but not limited to) maternal use of alcohol, tobacco, or 
illicit drugs during pregnancy; lower socioeconomic status; preterm birth; low birthweight; the 
physical environment; and prenatal or childhood exposure to certain environmental 
contaminants.14-21  


Lead, methylmercury, and PCBs are widespread environmental contaminants associated with 
adverse effects on a child’s developing brain and nervous system in multiple studies. The 
National Toxicology Program (NTP) has concluded that childhood lead exposure is associated 
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with reduced cognitive function, including lower intelligence quotient (IQ) and reduced 
academic achievement.22


 The NTP has also concluded that childhood lead exposure is 
associated with attention-related behavioral problems (including inattention, hyperactivity, and 
diagnosed attention-deficit/hyperactivity disorder) and increased incidence of problem 
behaviors (including delinquent, criminal, or antisocial behavior).22  


EPA has determined that methylmercury is known to have neurotoxic and developmental 
effects in humans.23 Extreme cases of such effects were seen in people prenatally exposed 
during two high-dose mercury poisoning events in Japan and Iraq, who experienced severe 
adverse health effects such as cerebral palsy, mental retardation, deafness, and blindness.24-26 
Prospective cohort studies have been conducted in island populations where frequent fish 
consumption leads to methylmercury exposure in pregnant women at levels much lower than 
in the poisoning incidents but much greater than those typically observed in the United States. 
Results from such studies in New Zealand and the Faroe Islands suggest that increased prenatal 
mercury exposure due to maternal fish consumption was associated with adverse effects on 
intelligence and decreased functioning in the areas of language, attention, and memory.26-32 
These associations were not seen in initial results reported from a similar study in the 
Seychelles Islands.33 However, further studies in the Seychelles found associations between 
prenatal mercury exposure and some neurodevelopmental deficits after researchers had 
accounted for the developmental benefits of fish consumption.34-36 More recent studies 
conducted in the United States have found associations between neurodevelopmental effects 
and blood mercury levels within the range typical for U.S. women, after accounting for the 
beneficial effects of fish consumption during pregnancy.32,37,38  


Several studies of children who were prenatally exposed to elevated levels of polychlorinated 
biphenyls (PCBs) have suggested linkages between these contaminants and 
neurodevelopmental effects, including lowered intelligence and behavioral deficits such as 
inattention and impulsive behavior.39-44


 Studies have also reported associations between PCB 
exposure and deficits in learning and memory.39,45 Most of these studies found that the effects 
are associated with exposure in the womb resulting from the mother having eaten food 
contaminated with PCBs,46-51 although some studies have reported relationships between 
adverse effects and PCB exposure during infancy and childhood.45,51-53 Although there is some 
inconsistency in the epidemiological literature, several reviews of the literature have found that 
the overall evidence supports a concern for effects of PCBs on children’s neurological 
development.52,54-58 The Agency for Toxic Substances and Disease Registry has determined that 
“Substantial data suggest that PCBs play a role in neurobehavioral alterations observed in 
newborns and young children of women with PCB burdens near background levels.”59 In 
addition, adverse effects on intelligence and behavior have been found in children of women 
who were highly exposed to mixtures of PCBs, chlorinated dibenzofurans, and other pollutants 
prior to conception.60-63


  


A wide variety of other environmental chemicals have been identified as potential concerns for 
childhood neurological development, but have not been as well studied for these effects as 
lead, mercury, and PCBs. Concerns for these additional chemicals are based on both laboratory 
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animal studies and human epidemiological research; in most cases, the epidemiological studies 
are relatively new and the literature is just beginning to develop. Among the chemicals being 
studied for potential effects on childhood neurological development are organophosphate 
pesticides, polybrominated diphenyl ether flame retardants (PBDEs), phthalates, bisphenol A 
(BPA), polycyclic aromatic hydrocarbons (PAHs), arsenic, and perchlorate. Exposure to all of 
these chemicals is widespread in the United States for both children and adults.64  


Organophosphate pesticides can interfere with the proper function of the nervous system when 
exposure is sufficiently high.65 Many children may have low capacity to detoxify organophosphate 
pesticides through age 7 years.66 In addition, recent studies have reported an association 
between prenatal organophosphate exposure and childhood ADHD in a U.S. community with 
relatively high exposures to organophosphate pesticides,67 as well as with exposures found within 
the general U.S. population.68 Other recent studies have described associations between prenatal 
organophosphate pesticide exposures and a variety of neurodevelopmental deficits in childhood, 
including reduced IQ, perceptual reasoning, and memory.69-71  


Studies of certain PBDEs have found adverse effects on behavior, learning, and memory in 
laboratory animals.72-74 A recent epidemiological study in New York City reported significant 
associations between children’s prenatal exposure to PBDEs and reduced performance on IQ 
tests and other tests of neurological development in 6-year-old children.75 Another study in the 
Netherlands reported significant associations between children’s prenatal exposure to PBDEs 
and reduced performance on some neurodevelopmental tests in 5- and 6-year-old children, 
while associations with improved performance were observed for other tests.76 


Two studies of a group of New York City children ages 4 to 9 years reported associations 
between prenatal exposure to certain phthalates and behavioral deficits, including effects on 
attention, conduct, and social behaviors.77,78 Some of the behavioral deficits observed in these 
studies are similar to those commonly displayed in children with ADHD and conduct disorder. 
Studies conducted in South Korea of children ages 8 to 11 years reported that children with 
higher levels of certain phthalate metabolites in their urine were more inattentive and 
hyperactive, displayed more symptoms of ADHD, and had lower IQ compared with those who 
had lower levels.79,80 The exposure levels in these studies are comparable to typical exposures 
in the U.S. population. 


In 2008, the NTP concluded that there is “some concern” for effects of early-life (including 
prenatal) BPA exposure on brain development and behavior, based on findings of animal 
studies conducted at relatively low doses.81 An epidemiological study conducted in Ohio 
reported an association between prenatal exposure to BPA and effects on children’s behavior 
(increased hyperactivity and aggression) at age 2 years.82 Another study of prenatal BPA 
exposure in New York City reported no association between prenatal BPA exposure and social 
behavior deficits in testing conducted at ages 7 to 9 years.78 


A series of recent studies conducted in New York City has reported that children of women who 
were exposed to increased levels of polycyclic aromatic hydrocarbons (PAHs, produced when   
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gasoline and other materials are burned) during pregnancy are more likely to have experienced 
adverse effects on neurological development (for example, reduced IQ and behavioral 
problems).83,84  


Early-life exposure to arsenic has been associated with measures of reduced cognitive function, 
including lower scores on tests that measure neurobehavioral and intellectual development, in 
four studies conducted in Asia; however there are some inconsistencies in the findings of these 
studies.85 These findings are from countries where arsenic levels in drinking water are generally 
much higher than in the United States due to high levels of naturally occurring arsenic in 
groundwater.86 


Perchlorate is a naturally occurring and man-made chemical that has been found in drinking 
water87 and foods88,89 in the United States. Exposure to elevated levels of perchlorate inhibits 
iodide uptake into the thyroid gland, thus possibly disrupting the function of the thyroid and 
potentially leading to a reduction in the production of thyroid hormone.90,91 Moderate deficits 
in maternal thyroid hormone levels during early pregnancy have been linked to reduced 
childhood IQ scores and other neurodevelopmental effects.92-94 


Interactions of environmental contaminants and other environmental factors may combine to 
increase the risk of neurodevelopmental disorders. For example, exposure to lead may have 
stronger effects on neurodevelopment among children with lower socioeconomic status.21,95  


A child’s brain and nervous system are vulnerable to adverse impacts from pollutants because 
they go through a long developmental process beginning shortly after conception and 
continuing through adolescence.96,97 This complex developmental process requires the precise 
coordination of cell growth and movement, and may be disrupted by even short-term 
exposures to environmental contaminants if they occur at critical stages of development. This 
disruption can lead to neurodevelopmental deficits that may have an effect on the child’s 
achievements and behavior even when they do not result in a diagnosable disorder. 


Attention-Deficit/Hyperactivity Disorder (ADHD) 


Attention-deficit/hyperactivity disorder (ADHD) is a disruptive behavior disorder characterized 
by symptoms of inattention and/or hyperactivity-impulsivity, occurring in several settings and 
more frequently and severely than is typical for other individuals in the same stage of 
development.98 ADHD can make family and peer relationships difficult, diminish academic 
performance, and reduce vocational achievement. 


As the medical profession has developed a greater understanding of ADHD through the years, 
the name of this condition has changed. The American Psychiatric Association adopted the 
name “attention deficit disorder” in the early 1980s and revised it to “attention-
deficit/hyperactivity disorder” in 1987.99 Many children with ADHD have a mix of inattention 
and hyperactivity/impulsivity behaviors, while some may display primarily hyperactive behavior 
traits, and others display primarily inattentive traits. It is possible for an individual’s primary 
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symptoms of ADHD to change over time.20 Children with ADHD frequently have other disorders, 
with parents reporting that about half of children with ADHD have a learning disability and 
about one in four have a conduct disorder.2,100  


Other disorders, including anxiety disorders, depression, and learning disabilities, can be 
expressed with signs and symptoms that resemble those of ADHD. A diagnosis of ADHD 
requires a certain amount of judgment on the part of a doctor, similar to diagnosis of other 
mental disorders. Despite the variability among children diagnosed with the disorder and the 
challenges involved in diagnosis, ADHD has good clinical validity, meaning that impaired 
children share similarities, exhibit symptoms, respond to treatment, and are recognized with 
general consistency across clinicians.20 


A great deal of research on ADHD has focused on aspects of brain functioning that are related 
to the behaviors associated with ADHD. Although this research is not definitive, it has found 
that children with ADHD generally have trouble with certain skills involved in problem-solving 
(referred to collectively as executive function). These skills include working memory (keeping 
information in mind while briefly doing something else), planning (organizing a sequence of 
activities to complete a task), response inhibition (suppressing immediate responses when they 
are inappropriate), and cognitive flexibility (changing an approach when a situation changes). 
Children with ADHD also generally have problems in maintaining sustained attention to a task 
(referred to as vigilance), and/or maintaining readiness to respond to new information 
(referred to as alertness).20,101,102 


While uncertainties remain, findings to date indicate that ADHD is caused by combinations of 
genetic and environmental factors. 20,103-106 Much of the research on environmental factors has 
focused on the fetal environment. Maternal smoking during pregnancy has been associated 
with increased risk of ADHD in the child in numerous studies, however, this continues to be an 
active area of research as scientists consider whether other factors related to smoking (e.g., 
genetic factors, maternal mental health, stress, alcohol use, and low birth weight) may be 
responsible for associations attributed to smoking.17,19,107 Findings regarding ADHD and 
maternal consumption of alcohol during pregnancy are considered more limited and 
inconsistent.19,20 Preterm birth and low birth weight have also been found to increase the 
likelihood that a child will have ADHD.16,18,20 Psychosocial adversity (representing factors such 
as low socioeconomic status and in-home conflict) in childhood may also play a role in ADHD.108  


The potential role of environmental contaminants in contributing to ADHD, either alone or in 
conjunction with certain genetic susceptibilities or other environmental factors, is becoming 
better understood as a growing number of studies look explicitly at the relationship between 
ADHD and exposures to environmental contaminants.  


Among environmental contaminants known or suspected to be developmental neurotoxicants, 
lead has the most extensive evidence of a potential contribution to ADHD. A number of recent 
epidemiological studies (all published since 2006, with data gathered beginning in 1999 or more 
recently) conducted in the United States and Asia have reported relationships between 
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increased levels of lead in a child’s blood and increased likelihood of ADHD.55,109-115 In most of 
these studies, blood lead levels were comparable to levels observed currently in the United 
States. The potential contribution of childhood lead exposure to the risk of ADHD may be 
amplified in children of women who smoked cigarettes during pregnancy.110 In addition, several 
studies have reported relationships between blood lead levels and the aspects of brain 
functioning that are most affected in children with ADHD, including sustained attention, 
alertness, and problem-solving skills (executive functions, specifically cognitive flexibility, 
working memory, planning, and response inhibition).22,44,55,116-119


 Similar results have been 
observed in laboratory animal studies.55,96,120-122 The NTP has concluded that childhood lead 
exposure is “associated with increased diagnosis of attention-related behavioral problems.”22  


Although no studies evaluating a potential association between PCBs and ADHD itself have been 
published, a study in Massachusetts reported a relationship between levels of PCBs measured in 
cord blood and increased ADHD-like behaviors observed by teachers in children at ages 7 to 11 
years. PCB levels in this study were generally lower than those measured in other epidemiological 
studies of PCBs and childhood neurological development.40 Other research findings also suggest 
that PCBs may play a role in contributing to ADHD. Several studies in U.S. and European 
populations, most having elevated exposure to PCBs through the diet, have found generally 
consistent associations with aspects of brain function that are most affected in children with 
ADHD, including alertness and problem-solving skills (executive functions, specifically response 
inhibition, working memory, cognitive flexibility, and planning).54,55 Studies in laboratory animals 
have similar findings regarding the mental functions affected by PCB exposure.55,96  


Studies of other environmental chemicals reporting associations with ADHD or related 
outcomes have been published in recent years, but findings tend to be much more limited than 
for lead and PCBs. Findings for phthalates and organophosphate pesticides were noted above. 
In addition, three studies have reported associations between ADHD or impulsivity and 
concentrations of certain perfluorinated chemicals measured in the blood of children.123-125 
Studies of mercury have produced generally mixed findings of associations with ADHD or 
related symptoms and mental functions.29,111,118,126-128  


Learning Disability  


Learning disability (or learning disorder) is a general term for a neurological disorder that 
affects the way in which a child’s brain can receive, process, retain, and respond to information. 
A child with a learning disability may have trouble learning and using certain skills, including 
reading, writing, listening, speaking, reasoning, and doing math, although learning disabilities 
vary from child to child. Children with learning disabilities usually have average or above-
average intelligence, but there are differences in the way their brains process information.129  


As with many other neurodevelopmental disorders, the causes of learning disabilities are not 
well understood. Often learning disabilities run in the family, suggesting that heredity may play 
a role in their development. Problems during pregnancy and birth, such as drug or alcohol use 
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during pregnancy, low birth weight, lack of oxygen, or premature or prolonged labor, may also 
lead to learning disabilities.130  


As is the case with other neurodevelopmental outcomes, there are generally many more 
studies of lead exposure that are relevant to learning disabilities than for other environmental 
contaminants. Several studies have found associations between lead exposure and learning 
disabilities or reduced classroom performance that are independent of IQ.119,120,131-133 
Exposures to lead have been associated with impaired memory and difficulties or impairments 
in rule learning, following directions, planning, verbal abilities, speech processing, and 
classroom performance in children.22,119,131,134-137 Other findings that may indicate contributions 
from environmental contaminants to learning disabilities include a study that found 
associations of both maternal smoking during pregnancy and childhood exposure to 
environmental tobacco smoke with parent report of a child with a learning disability 
diagnosis;138 associations of prenatal mercury exposure with dysfunctions in children’s language 
abilities and memory,29,30 and associations of prenatal PCB exposure with poorer concentration 
and memory deficits compared with unexposed children.39,45  


Autism Spectrum Disorders 


Autism spectrum disorders (ASDs) are a group of developmental disabilities defined by 
significant social, communication, and behavioral impairments. The term “spectrum disorders” 
refers to the fact that although people with ASDs share some common symptoms, ASDs affect 
different people in different ways, with some experiencing very mild symptoms and others 
experiencing severe symptoms. ASDs encompass autistic disorder and the generally less severe 
forms, Asperger’s syndrome and pervasive developmental disorder-not otherwise specified 
(PDD-NOS). Children with ASDs may lack interest in other people, have trouble showing or 
talking about feelings, and avoid or resist physical contact. A range of communication problems 
are seen in children with ASDs: some speak very well, while many children with an ASD do not 
speak at all. Another hallmark characteristic of ASDs is the demonstration of restrictive or 
repetitive interests or behaviors, such as lining up toys, flapping hands, rocking his or her body, 
or spinning in circles.139  


To date, no single risk factor sufficient to cause ASD has been identified; rather each case is 
likely to be caused by the combination of multiple genetic and environmental risk factors.140-


142 Several ASD research findings and hypotheses may imply an important role for 
environmental contaminants. First, there has been a sharp upward trend in reported 
prevalence that cannot be fully explained by factors such as younger ages at diagnosis, 
migration patterns, changes in diagnostic criteria, inclusion of milder cases, or increased 
parental age.8,9,143-146 Also, the neurological signaling systems that are impaired in children 
with ASDs can be affected by certain environmental chemicals. For example, several 
pesticides are known to interfere with acetylcholine (Ach) and γ-aminobutyric acid (GABA) 
neurotransmission, chemical messenger systems that have been altered in certain subsets of 
autistic individuals.147 Some studies have reported associations between certain 
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pharmaceuticals taken by pregnant women and increased incidence of autism, which may 
suggest that there are biological pathways by which other chemical exposures during 
pregnancy could increase the risk of autism.148 


Furthermore, some of the identified genetic risk factors for autism are de novo mutations, 
meaning that the genetic defect is not present in either of the parents’ genes, yet can be found 
in the genes of the child when a new genetic mutation forms in a parent’s germ cells (egg or 
sperm), potentially from exposure to contaminants.140,142,149,150


 Many environmental 
contaminants have been identified as agents capable of causing mutations in DNA, by leading 
to oxidative DNA damage and by inhibiting the body’s normal ability to repair DNA damage.151 
Some children with autism have been shown to display markers of increased oxidative stress, 
which may strengthen this line of reasoning.152-154 Many studies have linked increasing paternal 
and maternal age with increased risk of ASDs.144,146,155-157 The role of parental age in increased 
autism risk might be explained by evidence that shows advanced parental age can contribute 
significantly to the frequency of de novo mutations in a parent’s germ cells.151,158,159 Advanced 
parental age signifies a longer period of time when environmental exposures may act on germ 
cells and cause DNA damage and de novo mutations. Finally, a recent study concluded that the 
role of genetic factors in ASDs has been overestimated, and that environmental factors play a 
greater role than genetic factors in contributing to autism.141 This study did not evaluate the 
role of any particular environmental factors, and in this context “environmental factors” are 
defined broadly to include any influence that is not genetic. 


Studies, limited in number and often limited in research design, have examined the possible 
role that certain environmental contaminants may play in the development of ASDs. A number 
of these studies have focused on mercury exposures. Earlier studies reported higher levels of 
mercury in the blood, baby teeth, and urine of children with ASDs compared with control 
children;160-162 however, another more recent study reported no difference in the blood 
mercury levels of children with autism and typically developing children.163 Proximity to 
industrial and power plant sources of environmental mercury was reported to be associated 
with increased autism prevalence in a study conducted in Texas.164  


Thimerosal is a mercury-containing preservative that is used in some vaccines to prevent 
contamination and growth of harmful bacteria in vaccine vials. Since 2001, thimerosal has not 
been used in routinely administered childhood vaccines, with the exception of some influenza 
vaccines.165 The Institute of Medicine has rejected the hypothesis of a causal relationship 
between thimerosal-containing vaccines and autism.166  


Some studies have also considered air pollutants as possible contributors to autism. A study 
conducted in the San Francisco Bay Area reported an association between the amount of 
certain airborne pollutants at a child’s place of birth (mercury, cadmium, nickel, 
trichloroethylene, and vinyl chloride) and the risk for autism, but a similar study in North 
Carolina and West Virginia did not find such a relationship.167,168 Another study in California 
reported that mothers who lived near a freeway at the time of delivery were more likely to 
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have children diagnosed with autism, suggesting that exposure to traffic-related air pollutants 
may play a role in contributing to ASDs.169  


Finally, a study in Sweden reported an increased risk of ASDs in children born to families living 
in homes with polyvinyl chloride (PVC) flooring, which is a source of certain phthalates in 
indoor environments.170 


Intellectual Disability (Mental Retardation) 


The most commonly used definitions of intellectual disability (also referred to as mental 
retardation) emphasize subaverage intellectual functioning before the age of 18, usually 
defined as an IQ less than 70 and impairments in life skills such as communication, self-care, 
home living, and social or interpersonal skills. Different severity categories, ranging from mild to 
severe retardation, are defined on the basis of IQ scores.171,172  


“Intellectual disability” is used as the preferred term for this condition in the disabilities sector, 
but the term “mental retardation” continues to be used in the contexts of law and public policy 
when designating eligibility for state and federal programs.171  


Researchers have identified some causes of intellectual disability, including genetic disorders, 
traumatic injuries, and prenatal events such as maternal infection or exposure to alcohol.172,173 
However, the causes of intellectual disability are unknown in 30–50% of all cases.173 The causes 
are more frequently identified for cases of severe retardation (IQ less than 50), whereas the 
cause of mild retardation (IQ between 50 and 70) is unknown in more than 75% of cases.174,175 
Exposures to environmental contaminants could be a contributing factor to the cases of mild 
retardation where the cause is unknown. Exposure to high levels of lead and mercury have 
been associated with intellectual disability.23,176-178 Furthermore, lead, mercury, and PCBs all 
have been found to have adverse effects on intelligence and cognitive functioning in 
children,22,26,43,52,179 and recent studies have reported associations of a number of other 
environmental contaminants with childhood IQ deficits, including organophosphate 
pesticides,69-71 PBDEs,75 phthalates,79 and PAHs.83,180 Exposure to environmental contaminants 
that reduce IQ has the potential to increase the proportion of the population with IQ less than 
70, thus increasing the incidence of intellectual disability in an exposed population.181-183 


Indicators in this Section 


The four indicators that follow provide the best nationally representative data available on the 
prevalence of neurodevelopmental disorders among U.S. children over time. The indicators 
present the number of children ages 5 to 17 years reported to have ever been diagnosed with 
ADHD (Indicator H6), learning disabilities (Indicator H7), autism (Indicator H8), and intellectual 
disability (Indicator H9). These four conditions are examples of neurodevelopmental disorders 
that may be influenced by exposures to environmental contaminants. Intellectual disability and 
learning disabilities are disorders in which a child’s cognitive or intellectual development is 
affected, and ADHD is a disorder in which a child’s behavioral development is affected. Autism 
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spectrum disorders are disorders in which a child’s behavior, communication, and social skills 
are affected. Indicators H6 to H9 have been updated since the publication of the America’s 
Children and the Environment, Third Edition (January 2013) to include data through 2013. 
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Indicator H6: Percentage of children ages 5 to 17 years reported to have attention-
deficit/hyperactivity disorder, by sex, 1997–2013  


Indicator H7: Percentage of children ages 5 to 17 years reported to have a learning 
disability, by sex, 1997–2013 


Indicator H8: Percentage of children ages 5 to 17 years reported to have autism,  
1997–2013 


Indicator H9: Percentage of children ages 5 to 17 years reported to have intellectual 
disability (mental retardation), 1997–2013 


 


National Health Interview Survey 


The National Health Interview Survey (NHIS) provides nationally representative data on the 
prevalence of ADHD, learning disabilities, autism, and intellectual disability (mental retardation) 
in the United States each year. NHIS is a large-scale household interview survey of a 
representative sample of the civilian noninstitutionalized U.S. population, conducted by the 
National Center for Health Statistics (NCHS). The interviews are conducted in person at the 
participants’ homes. From 1997–2005, interviews were conducted for approximately 12,000–
14,000 children annually. From 2006–2008, interviews were conducted for approximately 
9,000–10,000 children per year. From 2011–2013, interviews were conducted for 
approximately 11,000–13,000 children per year. The data are obtained by asking a parent or 
other knowledgeable household adult questions regarding the child’s health status. NHIS asks 
“Has a doctor or health professional ever told you that <child’s name> had Attention 
Deficit/Hyperactivity Disorder (ADHD) or Attention Deficit Disorder (ADD)? Autism? Mental 
Retardation?”i Another question on the NHIS survey asks “Has a representative from a school 
or a health professional ever told you that <child’s name> had a learning disability?”  


                                                           
i Starting in 2011, the survey question on mental retardation was revised to ask whether the child had ever been 
diagnosed with “an intellectual disability, also known as mental retardation.” 


About the Indicators: Indicators H6, H7, H8, and H9 present information about the number of 
children who are reported to have ever been diagnosed with four different neurodevelopmental 
disorders: attention-deficit/hyperactivity disorder (ADHD), learning disabilities, autism, and 
intellectual disability. The data come from a national survey that collects health information from a 
representative sample of the population each year. The four indicators show how the prevalence of 
children’s neurodevelopmental disorders has changed over time, and, when possible, how the 
prevalence differs between boys and girls. 
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Data Presented in the Indicators 


The following indicators display the prevalence of ADHD, learning disabilities, autism, and 
intellectual disability among U.S. children, for the years 1997–2013. Diagnosing 
neurodevelopmental disorders in young children can be difficult: many affected children may 
not receive a diagnosis until they enter preschool or kindergarten. For this reason, the 
indicators here show children ages 5 to 17 years. Where data are sufficiently reliable, the 
indicators provide separate prevalence estimates for boys and girls.  


Although the NHIS provides national-level data on the prevalence of neurodevelopmental 
disorders over a span of many years, NHIS data could underestimate the prevalence of 
neurodevelopmental disorders. Reasons for underestimation may include late identification of 
affected children and the exclusion of institutionalized children from the NHIS survey 
population. A diagnosis of a neurodevelopmental disorder depends not only on the presence of 
particular symptoms and behaviors in a child, but on concerns being raised by a parent or 
teacher about the child’s behavior, as well as the child’s access to a doctor and the accuracy of 
the doctor’s diagnosis. Further, the NHIS relies on parents reporting that their child has been 
diagnosed with a neurodevelopmental disorder, and the accuracy of parental responses could 
be affected by cultural and other factors.  


Long-term trends in these conditions are difficult to detect with certainty due to a lack of data 
to track prevalence over many years, as well as changes in awareness and diagnostic criteria, 
which could explain at least part of the observed increasing trends.184-186 The NHIS questions 
also do not assess whether a child currently has a disorder; instead, they provide data on 
whether a child has ever been diagnosed with a disorder, regardless of their current status.  


Survey responses for learning disabilities may be more uncertain than for the other three 
disorders presented. Whereas survey respondents are asked whether the child has been 
diagnosed with ADHD, autism, or intellectual disability (mental retardation) by a health 
professional, for learning disabilities an affirmative response may also include a school 
representative. It is possible that some parents may respond “yes” to the question regarding 
learning disabilities based on informal comments made at school, rather than a formal 
evaluation to determine whether the child has any specific learning disability; similarly, they 
may give a “yes” answer for children with diagnosed disorders that are not learning disabilities. 
For example, parents of children with intellectual disability might also respond “yes” to the 
learning disability question, thinking that any learning problems may apply, even though 
intellectual disability and learning disabilities are distinct conditions.2  


Because autism is the only autism spectrum disorder (ASD) referred to in the survey, it is not 
clear how parents of children with other ASDs, i.e., Asperger’s syndrome and PDD-NOS, may 
have responded. The estimates shown by Indicator H8 could represent underestimates of ASD 
prevalence if parents of children with Asperger’s syndrome and PDD-NOS did not answer yes to 
the NHIS questions about autism.  
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In addition to the data shown in the indicator graphs, supplemental tables provide information 
regarding the prevalence of neurodevelopmental disorders for different age groups and 
prevalence by race/ethnicity, sex, and family income. These comparisons use the most current 
four years of data available. The data from four years are combined to increase the statistical 
reliability of the estimates for each race/ethnicity, sex, and family income group. The tables 
include prevalence estimates for the following race/ethnicity groups: White non-Hispanic, Black 
non-Hispanic, Asian non-Hispanic, Hispanic, and “All Other Races.” The “All Others Races” 
category includes all other races not specified, together with those individuals who report more 
than one race. The limits of the sample design and sample size often prevent statistically 
reliable estimates for smaller race/ethnicity groups. The data are also tabulated for three 
income groups: all incomes, income below the poverty level, and greater than or equal to the 
poverty level. 


Please see the Introduction to the Health section for discussion of statistical significance testing 
applied to these indicators. 


Other Estimates of ADHD and Autism Prevalence 


In addition to NHIS, other NCHS studies provide data on prevalence of ADHD and ASDs among 
children. The National Survey of Children’s Health (NSCH), conducted in 2003 by NCHS, found 
that 7.8% of children ages 4 to 17 years had ever been diagnosed with ADHD. The same survey, 
when conducted again in 2007, found that 9.5% of children ages 4 to 17 years had ever been 
diagnosed with ADHD.7 Both estimates are somewhat higher than the ADHD prevalence 
estimates from the NHIS for those years. The 2007 NSCH also estimates that 7.2% of children 
ages 4 to 17 years currently have ADHD. The 2007 NSCH also provides information at the state 
level: North Carolina had the highest rate, with 15.6% of children ages 4 to 17 years having ever 
been diagnosed with ADHD; the rate was lowest in Nevada, at 5.6%.7  


In 2002 and 2006, the Centers for Disease Control and Prevention performed thorough data 
gathering in selected areas to examine the prevalence of ASDs in eight-year-old children. The 
ASD prevalence estimate for 2002 was 0.66%, or 1 in 152 eight-year-old children, and the 
estimate for 2006 was 0.9%, or 1 in 110 eight-year-old children.8,187 The 2007 NSCH also provides 
an estimate of 1.1% of children ages 3 to 17 years reported to have ASDs, or about 1 in 90.188  
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 From 1997 to 2013, the proportion of children ages 5 to 17 years reported to have ever 
been diagnosed with attention-deficit/hyperactivity disorder (ADHD) increased from 6.3% in 
1993 to 10.7% in 2012 and 9.9% in 2013.  


Data characterization 
- Data for this indicator are obtained from an ongoing annual survey conducted by the National Center for 


Health Statistics. 
- Survey data are representative of the U.S. civilian noninstitutionalized population. 
- A parent or other knowledgeable adult in each sampled household is asked questions regarding the child’s 


health status, including if they have ever been told the child has Attention Deficit/Hyperactivity Disorder 
(ADHD). 
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 The increasing trend was statistically significant for children overall, and for both boys 
and girls considered separately.  


 For the years 2010–2013, the percentage of boys reported to have ADHD (13.7%) was 
higher than the rate for girls (6.0%). This difference was statistically significant. (See Table 
H6a.) 


 In 2010–2013, 11.9% of White non-Hispanic children, 11.8% of children of “All Other Races,” 
10.1% of Black non-Hispanic children, 6.2% of Hispanic children, and 2.1% of Asian non-
Hispanic children were reported to have ADHD. (See Table H6b.) 


 These differences were statistically significant, with two exceptions: there was no 
statistically significant difference between children of “All Other Races” and White non-
Hispanic children, or between children of “All Other Races” and Black non-Hispanic 
children. 


 In 2010–2013, 13.1% of children from families living below the poverty level were reported 
to have ADHD compared with 9.1% of children from families living at or above the poverty 
level. This difference was statistically significant. (See Table H6b.) 
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 In 2013, 8.2% of children ages 5 to 17 years had ever been diagnosed with a learning 
disability. There was little change in this percentage between 1997 and 2013. 


 For the years 2010–2013, the percentage of boys reported to have a learning disability 
(10.4%) was higher than for girls (6.6%). This difference was statistically significant. (See 
Table H7a.) 


Data characterization 
- Data for this indicator are obtained from an ongoing annual survey conducted by the National Center for 


Health Statistics. 
- Survey data are representative of the U.S. civilian noninstitutionalized population. 
- A parent or other knowledgeable adult in each sampled household is asked questions regarding the child’s 


health status, including if they have ever been told the child has a learning disability. 
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 The reported prevalence of learning disability varies by race and ethnicity. The highest 
percentages of learning disability are reported for American Indian or Alaska Native non-
Hispanic children (12.7%), Black non-Hispanic children (9.8%), children of “All Other Races” 
(9.6%), and White non-Hispanic children (8.9%). By comparison, 7.6% of Hispanic children 
are reported to have a learning disability, and Asian non-Hispanic children have the lowest 
prevalence of learning disability, at 3.0%. (See Table H7b.) 


 The prevalence of learning disability reported for Hispanic children and for Asian non-
Hispanic children were lower than for the remaining race/ethnicity groups, and these 
differences were statistically significant. The difference in prevalence between Hispanic 
and Asian non-Hispanic children was also statistically significant.  


 For the years 2010–2013, the percentage of children reported to have a learning disability 
was higher for children living below the poverty level (12.8%) compared with those living at 
or above the poverty level (7.4%), a statistically significant difference. (See Table H7b.) 


  







Neurodevelopmental Disorders | Health 


 18  America’s Children and the Environment | Third Edition, Updated October 2015 


 


* The estimate should be interpreted with caution because the standard error of the estimate is relatively large: the relative 
standard error, RSE, is at least 30% but is less than 40% (RSE = standard error divided by the estimate). 


 


 The percentage of children ages 5 to 17 years reported to have ever been diagnosed with 
autism rose from 0.1% in 1997 to 1.2% in 2013. This increasing trend was statistically 
significant. 


Data characterization 
- Data for this indicator are obtained from an ongoing annual survey conducted by the National Center for 


Health Statistics. 
- Survey data are representative of the U.S. civilian noninstitutionalized population. 
- A parent or other knowledgeable adult in each sampled household is asked questions regarding the child’s 


health status, including if they have ever been told the child has autism. 
 
 







Health | Neurodevelopmental Disorders 


America’s Children and the Environment | Third Edition, Updated October 2015   19 


 For the years 2010–2013, the rate of reported autism was more than four times higher in 
boys than in girls, 1.9% and 0.4%, respectively. This difference was statistically significant. 
(See Table H8a.) 


 The reported prevalence of autism varies by race/ethnicity. The highest prevalence of 
autism is for children of “All Other Races” (1.7%) and White non-Hispanic children (1.4%). 
Autism prevalence was lower among Asian non-Hispanic children (1.1%), Black non-Hispanic 
children (0.8%), and Hispanic children (0.9%). (See Table H8b.) 


 The prevalence of autism for both White non-Hispanic children and children of “All 
Other Races” was statistically significantly different from the prevalence for both Black 
non-Hispanic children and Hispanic children. 


 For the years 2010–2013, the prevalence of autism was similar for children living below the 
poverty level and those living at or above the poverty level. (See Table H8b.) 
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 In 2013, 1.4% of children ages 5 to 17 years were reported to have ever been diagnosed 
with intellectual disability (mental retardation). This percentage fluctuated between 0.6% 
and 0.9% from 1997 to 2010, and was between 1.3% and 1.4% from 2011 to 2013. 


Data characterization 
- Data for this indicator are obtained from an ongoing annual survey conducted by the National Center for 


Health Statistics. 
- Survey data are representative of the U.S. civilian noninstitutionalized population. 
- A parent or other knowledgeable adult in each sampled household is asked questions regarding the child’s 


health status, including if they have ever been told the child has mental retardation. Starting in 2011, the 
term “mental retardation” in the question was revised to “an intellectual disability, otherwise known as 
mental retardation.” 
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 In 2010–2013, the percentage of boys reported to have intellectual disability (1.6%) was 
higher than for girls (0.8%). This difference was statistically significant. (See Table H9a.) 


 In 2010–2013, there was little difference by race/ethnicity in the reported prevalence of 
intellectual disability. (See Table H9b.) 


 In 2010–2013, 17% of children from families with incomes below the poverty level were 
reported to have intellectual disability, compared with 1.1% of children from families at or 
above the poverty level, a statistically significant difference. (See Table H9b.) 
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Part V. Plan for Supports     Revised 
 


Provider: ___Team  Nursing Services, Inc.____________ Service:  __RN Skilled 
Nursing _ 


 


Describe support instructions and preferences that occur consistently across activities and settings.   
[These instructions apply whenever support is provided and do not require duplication in the activities section of the Plan for Supports. Include a description of the need 
for high intensity services or overnight safety supports as applicable. These support instructions impact the duration of activities and describe how the person learns 
best. For example, Mary uses a communication board to share her preferences throughout the day.  Make sure she brings it along when leaving home and place it on 
her lap when asking questions.] 


     Mary is a beautiful person who loves spending time with her family and friends at the programs she attends.  Being healthy and feeling 
well are important so she is able to participate in activities she likes such as the day program, church, and going to visit her brother and 
mother.  Being clean, looking good, and being able go for manicures and pedicures are important to her. 
 
Mary will grimace and hum when she is not feeling well and these symptoms must be acted upon immediately as she has a history of bowel 
obstruction, pneumonia, seizures and skin breakdown. Staff from all programs and her family need to have the nursing on-call number. 
Nursing will be available to provide an immediate assessment or will instruct staff to call 911 and send to the emergency room if indicated.   
 
Mary requires others to recognize and intervene on her behalf when she is sick or at risk of becoming sick.  Alerting medical staff when 
Mary is not acting herself, or if you observe behavior that unusual for her contact nursing immediately. 
Mary needs a high fiber low fat diet and at least eight (8oz) glasses of fluids a day to help keep her bowels working properly and to remain 
healthy. When she is unable to take in orally 80% of her meals and fluids, she needs to receive a G-tube feeding and water bolus to bring 
her total calorie and fluids amount up to this prescribed amount. Mary does not like to get out of bed to eat breakfast, so her morning meal 
will be administered through her G-tube.  
 
Mary feels most comfortable with staff who know her likes and dislikes, what her daily routine consist of, and how to communicate with 
her.  
 
Mary requires proper seating on the toilet in her room or at the day support program bathroom to facilitate proper bowel function. Follow 
Lift, Transfer and Seating Protocol implemented at all locations.  Mary also has a history of fractures due to osteoporosis, safe lifting and 
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transferring are important for safety. 
 
It is important that Mary be able to live in an environment where it is peaceful and free from loud noises or others who get angry and raise 
their voice.  She enjoys listening to a variety of music and bird watching.  She likes to listen to music that matches her mood and energy 
level.  If Mary refuses music, this is a sign that she is not feeling well. 
 


Outcomes and Activities 


 


LIFE AREA 


Employment 


Mary has activities that match her interests in order to identify skills or interests that could be transferred to a job 


skill/task. 


Key steps and services to 


get there 
Expand community presence by discovering preferred locations (CE, GH), explore volunteer opportunities (CE), 


develop personal care plan for community settings (SN, CE, GH), explore AT/DME for overcoming barriers to 


accessing the community(SN,CE,SC), explore new activities to learn new interest (GH). 


 Support Activities 


(action steps) 


I no longer want/need 


supports when… 


Support Instructions  


(Describe the steps, what’s needed for the person to be successful and how 


they participate with each support activity. 


How often?  


Mary has a personal care 
plan that identifies the 
care Mary will need in 
order to participate in 
community activities. 
 
Skill-building: 


 Yes  No 
 


Staff in each setting are 
trained and have 
demonstrated 
competency on Mary’s 
specific needs.  Mary no 
longer requires 
personal care in order 
to participate. 


1.  Nurse will meet with each service provider and review the 
personal care needs Mary has.  Nurse will identify how much 
training will be necessary for each provider location. 


2. Nurse will consult with each provider to ensure personal care 
plan is incorporated into each Part V development.  Supplies 
needed to care for Mary in the community are obtained. 
(Travel bag with wipes, change of clothes, incontinence 
briefs, supplies for G-Tube feedings in community) 


3. Nurse will provide observation and oversight as staff carry 
out Mary’s plans to ensure safety and that protocols are 
followed.   Nurse will monitor plan to ensure changes and 
updates are made and providers are made aware of. 


4. Nurse will consult with SC and PT/OT on equipment that 
would benefit Mary in the community setting.  Equipment 
such as “brown” spoon, Bullet Hand held blender will need 


4 hour the 
first week to 
develop 
personal 
care plan 
and meet 
with Mary’s 
providers, 32 
hours for 
protocol 
development 
and 32 hours 
for staff 
training and 
education 8 
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to be obtained for community activities.  
5. Provide Medication Administration/Treatments and 


monitoring medication side effects. 


units weekly 
for  units for 
ongoing, 
monitoring.  


LIFE AREA 


Meaningful day 


    Mary is understood. 


Key steps and services to 


get there…… 
Link with SLP (SC), obtain AT recommended by SLP (SC), work with SLP to implement device into Mary’s daily 


routine (GH, CE, SN), provide opportunities for choices and decision making throughout the day (GH, CE, SN). 


 Support Activities 


(action steps) 


I no longer want/need 


supports when… 


Support Instructions  


(Describe the steps, what’s needed for their person to be successful and 


how they participate with each support activity. 


How often?  


Mary’s is able to make 
choices and communicate 
with medical staff. 
Skill-building: 


 Yes  No 
 


Mary communicates all 
her needs and choices 
effectively. 


 RN will meet with Mary at each program site to discuss her 
personal care plan and ensure each provider acknowledges how 
to provide Mary with choice. 


1. RN will prepare flash cards represent Mary’s favorite foods to 
consume by mouth.  A set of cards will be made available at 
each program site.  Favorite foods are identified from 
information gathered from Mary, DSP’s, family members, and 
friends. 


2. Mary will be shown the cards and point to the one she wishes to 
purchase for lunch giving her choice. 


3. Mary will be offered the choice of eating breakfast or to have a 
G-tube feeding. Mary likes to have breakfast in the quiet of her 
room, this helps to set the tone for her day.   


4. If Mary is starting to get upset, she will be given the choice such 
as music to help her calm, watching the bird feeders outside or 
going to a quiet area to listen to music. Mary has a list of 
activities that indicates her preferences.  How does Mary 
communicate “upset”?  crying, no interest in activity, refusal to 
listen to music, unable to console, sad face.  She will stare at 
you until she has your attention. 


5. When Mary is not feeling well she will exhibit the following:  


32 units for 
assessment 
and 
development 
of protocol. 
32 units for 
education of 
Mary and 
staff. 
 
8 units for 
monitoring 
per week. 
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grimacing, humming, change in routine, change in level of 
engagement in activities, refusal to listen to music, crying.  
Nursing staff should be notified so that an assessment can be 
completed due to Mary’s history. 


 
 


LIFE AREA 


Healthy Living 


   Mary is free from hospitalizations. 


Key steps and services to 


get there…… 
Develop transfer, seating, and repositioning protocol (SN), follow transfer, seating and  repositioning protocols (CE, 


GH), develop pain protocol (SN), follow pain protocol (CE, GH), develop seizure protocol (SN), follow seizure protocol 


(GH, CE), provide training and oversite (SN).  


 Support Activities 


(action steps) 


I no longer want/need 


supports when… 


Support Instructions  


(Describe the steps, what’s needed for their person to be successful and 


how they participate with each support activity. 


How often?  


Mary has healthy skin and 
is free from issues that 
could result in 
hospitalization.  
 
Skill-building: 


 Yes  No 
 


Mary has smooth 
healthy skin with no 
breakdown, pressure 
injuries, or injuries 
associated with fall.  
Mary repositions 
herself providing relief 
needed in pressure 
areas.  Mary can 
transfer with minimum 
assistance. 


 
1.   The RN will develop Protocols for transferring, seating and 
repositioning based on physician orders and PT recommendations.  
Protocols will be sent to the PCP for approval. Nurse monitors for 
unusual trends and notifies PCP if changes occur. 
2. The RN ensures all the Protocols are determine if still pertinent, 
meet Mary’s needs and preferences, and update accordingly.  
Provide observation of staff to ensure compliance with and 
competent in implementing all protocols and health documentation.  
Nurse will review staff documentation for issues that arise while in 
community and help resolve. 
3. Nursing will be available via phone to discuss Mary’s symptoms 
with staff and family when he has any status change and will 
complete an on-site assessment.  
4.  Nurse will research best practices and evidenced based 
educational materials for staff training on increasing bowel motility 
with correcting seating and positioning.   Moving Mary frequently 
facilitates bowel and bladder function.   


32 units for 
assessment 
and 
development 
of protocol. 
32 units for 
education of 
Mary and 
staff. 
 
8 units for 
monitoring 
and 
continued 
training per 
week. 
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 Support Activities 


(action steps) 


I no longer want/need 


supports when… 


Support Instructions  


(Describe the steps, what’s needed for their person to be successful and 


how they participate with each support activity. 


How often?  


Mary is free from falls and 
follows the lifting, 
transferring, and seating 
protocols to ensure safety 
daily. 
 
Skill-building: 


 Yes  No 
 


Mary transfers safety 
with minimum 
assistance. There are no 
reports of falling or 
injuries.  The use of a 
lift is not required.  
Mary is able to sit in the 
correct position when 
toileting and eating. 


1. Nursing will develop a lift, transfer and seating protocol and 
educate Mary and the staff on proper use of the lift, commode chair 
and the placement of the safety strap and other equipment in the 
home, community and day program.  Nurse will develop protocols 
following PT/PCP recommendations. 
2. Nursing will ensure that all caregivers understand the use of 
universal precautions and the proper equipment and interventions 
for assisting Mary after toileting.  Train staff on cleaning equipment 
after each use. 
3. Nursing will inspect all equipment (lift, slings, wheelchair, shower 
chair, bedside toilet chair) and order supplies weekly to assure 
equipment is clean and in good working order and supplies are 
available.  
4. Mary uses a wheelchair for her mobility and requires assistance to 
change positions and exercise her arms and legs.  Moving Mary 
frequently helps to facilitate good bowel and bladder function as 
well as minimizes the risk of pressure injury.   Follow Positioning and 
Skin Integrity Protocol and model them for staff.  
5.  Nurse provides staff training on seating protocol.  This protocol 
addresses proper seating for toileting and seating during mealtimes 
when Mary chooses to eat by mouth.  Positioning during G-Tube 
administration is addressed during G-Tube training.  Observation 
and competency will be demonstrated to ensure safety. 
 


32 units for 
assessment 
and 
development 
of protocol. 
32 units for 
education of 
Mary and 
staff. 
 
8 units for 
monitoring 
per week. 
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 Support Activities 


(action steps) 


I no longer want/need 


supports when… 


Support Instructions  


(Describe the steps, what’s needed for their person to be successful and 


how they participate with each support activity. 


How often?  


 
Mary has support during 
seizures and when a 
break through seizures 
occurs staff will provide 
care to keep her safe. 
 
Skill-building: 


 Yes  No 
 


 
All protocols are being 
implemented correctly 
and all caregivers are 
trained in seizure first 
aid.  Mary’s seizures are 
stable and do not 
require monitoring.  All 
staff are trained to 
provide care for 
seizures and there is no 
staff turnover.  Mary 
communicates issues 
with the Neurologist. 


The RN will: 
1. Meet with Neurologist and obtain orders. 
2. Develop protocols to reflect these orders on seizure 


management. 
3. Provide education and training to staff and family regarding 


protocols and when to call 911. 
4. Develop Seizure Tracking Record, and train staff and family 


on use. 
5. Provide summary of seizure activity to Neurologist every 


quarter.  Monitor for increase in seizure activity and 
determine if a neurology appointment is needed.  Monitor 
seizure log each week to identify trends or changes in 
frequency. 


6. Provide assessment in the event seizure causes a fall. 


32 units for 
assessment 
and 
development 
of protocol. 
32 units for 
education of 
Mary and 
staff. 
 
8 units for 
monitoring 
per week. 


 
 


 Support Activities 


(action steps) 


I no longer want/need 


supports when… 


Support Instructions  


(Describe the steps, what’s needed for their person to be successful and 


how they participate with each support activity. 


How often?  


 
Mary’s health status is 
monitored and she is free 
from infections. 
 
Skill-building: 


 Yes  No 
 


 
Mary eats without risk 
for aspiration and 
pneumonia.  Mary does 
not require stoma care.  
Mary does not require 
nursing assessment, 
instruction, monitoring 
and consultation 
regarding risk of 
infections.  


1.  RN will complete a comprehensive health assessment every 
week to identify any changes in health.  Nurse will provide 
comprehensive assessment more often if Mary is not feeling 
well or caregivers have identified changes in alertness, 
temperature, change in respiratory status, or complications 
with stoma, indications of aspiration, swelling and redness, 
or other indications of infection. 


2.  RN will monitor documentation and charting (bowel 
movements, Input/output, nutrition, vital signs(BP, P, R, T, 
Spo2), redness, swelling, symptoms of pain and staff reports 
recognizing  that she is exhibiting symptoms of not feeling 


32 units for 
assessment 
and 
development 
of protocol. 
32 units for 
education of 
Mary and 
staff. 
 
8 units for 
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well. 
3. Nurse will consult with the PCP, or if arrangements for her to 


go Urgent Care/ER.  Nurse will attend appointments to 
ensure orders are obtained and implemented. 


 


monitoring 
per week. 


 


Support Activities 


(action steps) 


I no longer want/need 


supports when… 


Support Instructions  


(Describe the steps, what’s needed for their person to be successful and 


how they participate with each support activity. 


How often?  


 
Mary is monitored for 
pain and interventions 
are in place to address 
pain and decrease the 
duration. 
 
Skill-building: 


 Yes  No 
 


 
Mary is able to 
reposition herself, 
relieving pressure 
areas.  Nursing 
assessment for pain is 
not required because 
Mary is able to vocalize 
pain, location, intensity. 
 


 
1.  RN will develop a Pain protocol and provide training to staff 


to identify symptoms of pain.  Nurse will provide Mary and 
her family with education on pain to ensure Mary is aware of 
how to alert caregivers. 


2. Nurse will provide the on call number to staff and family so 
that upon identifying symptoms of pain nurse can be 
notified. 


3. Nurse will be provided a set of baseline vital signs. 
4. Nurse will follow-up with staff one hour after pain 


medication is administered to ensure relief. 
5. Nurse will provide a pain assessment in the event that non-


pharmacological interventions are not successful.  
6. Nurse will attend appointments and ensure that physician 


orders are obtained, staff trained, and implemented. 
 


32 units for 
assessment 
and 
development 
of protocol. 
32 units for 
education of 
Mary and 
staff. 
 
8 units for 
monitoring 
per week. 


 
 
 


LIFE AREA 


Healthy living 


  Mary eats preferred foods in order to remain free from choking/aspiration. 


Key steps and services to 


get there…… 
Develop nutrition and hydration protocols (SN), follow nutrition and hydration protocols (CE, GH), Develop G-tube 


care protocol (SN), follow G-Tube care protocol (CE, GH), provide options each day for food by mouth (CE, GH), 
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provide training and oversite (SN).  


 Support Activities 


(action steps) 


I no longer want/need 


supports when… 


Support Instructions  


(Describe the steps, what’s needed for their person to be successful and 


how they participate with each support activity. 


How often?  


Mary is well hydrated and 
has good nutrition. 
 
 
Skill-building: 


 Yes  No 
 


Mary receives all 
nutrition by mouth and 
does not require a G-
Tube for 
supplementation.   
Mary stays well 
hydrated and is not at 
risk for dehydration.  
Mary eats without 
being monitored for 
choking or aspiration.  
Mary can eat foods 
without modification 
(pureed).  
 


A nutritional and hydration program will be developed, and 
education will be provided to Mary and the staff. The nurse will 
closely monitor the implementation of the Nutritional protocols.  
1. Nurse, Mary, her Speech Therapist, and Nutritionist will develop a 
Nutritional Protocol which will be followed so that appropriate 
positioning, food consistency including food options that meet her 
dietary needs as prescribed by her PCP.  Mary has a diagnosis of 
dysphagia and requires that food by mouth be pureed consistency.  
Nurse will monitor meal times to ensure staff are preparing food to 
orders. 
2. Nursing will provide education to Mary, her family and the staff at 
all of her programs on the importance of good nutrition, fluids 
intake and regular bowel movements and the implementation of the 
Nutritional Protocol and all tracking forms.   
3. The RN assesses weekly fluid intake and urine output. If fluid 
intake is significantly behind recommendations, notify the PCP and 
implement all orders.  
 


32 units for 
assessment 
and 
development 
of protocol. 
32 units for 
education of 
Mary and 
staff. 
 
8 units for 
monitoring 
per week. 


 


Support Activities 


(action steps) 


I no longer want/need 


supports when… 


Support Instructions  


(Describe the steps, what’s needed for their person to be successful and 


how they participate with each support activity. 


How often?  


Mary will receive 
medication and nutrition 
via G-Tube in order to 
maintain good hydration, 
nutrition status and 


Mary takes all nutrition 
and medication by 
mouth and no longer 
requires a G-Tube.  
Mary is no longer at risk 


 
1.  Nursing will write protocols and educate all Medication Aides on 
the use and care of her G-tube. The RN will reinforce how to 
determine when oral intake needs to be supplemented by G-tube 
feedings and water boluses.  


32 units for 
assessment 
and 
development 
of protocol. 
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receive medication. 
Skill-building: 


 Yes  No 
 


for complications 
associated with G-Tube. 
 


2.  Nursing will inspect all equipment and order supplies weekly to 
assure equipment is clean and in good working order and supplies 
are available.  
3.  RN will provide G-tube training per curriculum and provide staff 
competencies every 6 months to ensure staff are following 
protocols and meet requirements to perform G-Tube feedings and 
medication administration. 
4.  RN will assess Mary’s weight monthly to ensure she is 
maintaining weight as identified by Nutritionist, Nurse will notify 
PCP and nutritionist if Mary has unexpected weight loss of 5 pounds 
or more.  If there are weight changes noted, nurse will have weight 
taken more frequently. 
5.  Nursing will be available via phone to discuss with staff and 
family if Mary’s status changes or is Mary is showing signs of pain, 
discomfort, signs of infection, her abdomen is hard or distended. 
6.  Consult with PCP, PT, Gastroenterologist,  and other specialist to 
ensure that orders are obtained and followed, contact when health 
issues arise, attend appointments as needed. 
7.  Nurse will assess Mary’s stoma weekly and more frequently if 
issues arise, to ensure free from infection or complications. 
8.  Nurse will develop a G-Tube Care protocol to ensure the stoma is 
being cleaned and staff are trained on signs and symptoms when 
the nurse needs to be notified. 


 


32 units for 
education of 
Mary and 
staff. 
 
8 units for 
monitoring 
per week. 


 
 
 
 
 
 


LIFE AREA 


Healthy Living 


  Mary has smooth, healthy and fragrant skin. 
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Key steps and services to 


get there…… 
Develop ROM protocol (SN), follow ROM protocol (GH).  Provide training and oversight.  


 Support Activities 


(action steps) 


I no longer want/need 


supports when… 


Support Instructions  


(Describe the steps, what’s needed for their person to be successful and 


how they participate with each support activity. 


How often?  


Mary will follow the ROM 
protocol and 
repositioning protocol to 
ensure her skin is healthy 
and injury free.   
 
Skill-building: 


 Yes  No 
 


Mary’s skin is healthy 
and has no risks for 
breakdown.  Mary is 
able to care for her skin 
by applying lotion and 
gentle massage.   Mary 
repositions herself to 
avoid pressure injuries. 


1. The RN will obtain a PT consult as needed to obtain 
recommendations for repositioning.  Obtain orders from her 
PT/PCP for the lotion and ROM exercises to keep Mary’s 
joints moving.  Gentle massage helps to facilitate ROM and 
also provides hydration to the skin. 


2. The RN will educate the staff on ROM protocol and model 
how to provide this care.  Nurse will follow PT 
recommendations for ROM. 


3. The RN completes a comprehensive health assessment at 
least once a week and more often to identify any change in 
her skin to prevent complications from breakdown and 
pressure injury and the RN reports any issues to the PCP and 
implements all new orders as prescribed.  If skin breakdown 
or pressure injury occurs nurse will consult with PT to make 
adjustments to repositioning and seating protocols. 


4. Mary will put her hands in her mouth when upset or bored.  
This causes them to stay moist and contributes to 
breakdown.  Staff will be instructed to gently remind Mary to 
take her hands out, wipe clean with a moist wipe then dry.  
Keeping her hands busy will decrease the frequency.  Ensure 
that Mary’s favorite items are taken with her in community 
and encourage her to use them. 


5. Develop a protocol for daily exercises that Mary enjoys, 
consulting with her PT.  Incorporate activities such as 
reaching for the bell to ring, kicking at a large ball, dancing to 
her favorite music with staff support, lying on her large body 
pillow while staff assist with leg exercises (ROM). 


32 units for 
assessment 
and 
development 
of protocol. 
32 units for 
education of 
Mary and 
staff. 
 
8 units for 
monitoring 
per week. 
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6. Once staff are trained and demonstrate competence on 
exercises, observe staff as they begin to work with Mary.  Re-
certify staff every 6 months or as needed to ensure exercises 
are being completed correctly. 


7. Research best practices and evidenced based educational 
materials for staff training on reducing the risk of immobility 
induced health problems, especially those associated with 
skin integrity. 


 
 


LIFE AREA 


Healthy Living 


  Mary is healthy, safe, and a valued member of her community. 


Key steps and services to 


get there…… 
Follow daily routines (GH), identify changes in status (GH, CE, SN), maintaining a healthy and safe home and 


community environment (GH, CE), receiving routine supports and assessments to keep Mary healthy and safe (GH, 


SN). 


 Support Activities 


(action steps) 


I no longer want/need 


supports when… 


Support Instructions  


(Describe the steps, what’s needed for their person to be successful and 


how they participate with each support activity. 


How often?  


Mary receives weekly 
assessments and 
oversight in order to be 
healthy. 
 
Skill-building: 


 Yes  No 
 


Mary is healthy and has 
no need for nursing 
assessment and 
monitoring.  Mary 
communicates with her 
physicians regarding 
health issues.   


1. The RN completes a comprehensive health assessment once 
a week and more often when Mary is not feeling well Mary 
receives a full assessment to identify any change in her 
bowel function, respiratory status and other medical 
conditions before they lead to an emergency level and her 
medical care will be coordinated to prevent complications. 


2. The RN reports any issues to the PCP and implements all new 
orders as prescribed. (Be alert to signs of bowel problems 
and pneumonia unique to Mary such as her reduced 
response to pain (if she is grimacing in response to 
palpitation alert PCP immediately or transfer Mary to the 
E.R.) her curvature which reduces the ability to accurately 
hear bowel sounds, may need an x-ray to confirm reduced 
sounds.  


32 units for 
assessment 
and 
development 
of protocol. 
32 units for 
education of 
Mary and 
staff. 
 
8 units for 
monitoring 
per week. 
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3. Nurse will need to request assistance from a DSP that Mary 
trusts to assist with the exam. Mary will hold her abdominal 
muscles tightly and move about until she is distracted, then 
an assessment can be completed. (Have a DSP provide 
soothing music and hold her hand during the exam; this 
helps Mary feel more comfortable and it assists the nurse to 
obtain an accurate assessment). 


4. RN communicates with PCP, PT, Nutritionist and other 
physicians to maintain orders and ensure that protocols are 
up to date.  Nurse provides oversight, consultation and 
training for staff. 


 


 
 
 
Signatures: 
 
Nurse: ______________________________________________ Date: __________ 


 


Individual: _____________________________________________   Date: ________ 


 


Substitute Decision Maker: ________________________________________________   Date: ______ 


 


Medical Provider:                                                                         Date: ________ 


 
Outcome changes approved by Support Coordinator:  
 


 


 


\ 


 


 


 


 


_______________________            _____________ 


Support Coordinator                                                Date 
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General Schedule of Supports       Provider: Nursing Services, Inc._____    Service: __Nursing_________________  
 


Instructions: The General Schedule of Supports is a general blueprint of activities and supports, based on the person's preferences and routine. The authorized support 
time allotted to each group of activities is included in the authorized hours and totals sections. The General Schedule of Supports can be developed in various ways, but 
must include: support activities and outcome numbers, timeframes for activities, as well as authorized totals. 


 


 Outcomes Monday Tuesday Wednesday Thursday Friday Saturday Sunday 


m
o


rn
in


g 


1,3,7,8,9,1
0 


800am  to 1200pm  [from/to] [from/to] [from/to] 6am to 8 am [from/to] [from/to] 


Prepare Protocols 


 


[activities] [activities] [activities] Assessment, 


oversight, 


consultation, 


training 


Modeling of 


morning routine 


[activities] [activities] 


Authorized  32 units [enter support 
hours total] 


[enter support 
hours total] 


[enter support 
hours total] 


[enter support 
hours total] 


[enter support 
hours total] 


[enter support 
hours total] 


af
te


rn
o


o
n


 


1,3,7,8,9,1


0 
12-2pm [from/to] 11am to 3pm [from/to] [from/to] [from/to] [from/to] 


Prepare protocols 


 


 


[activities] Educate day 


Support staff with 


Mary on Protocols 


[activities] [activities] [activities] [activities] 


Authorized [enter support 
hours total] 


[enter support 
hours total] 


[enter support 
hours total] 


[enter support 
hours total] 


[enter support 
hours total] 


[enter support 
hours total] 


[enter support 
hours total] 


ev
en


in
g 


1,3,7,8,9,1


0 
 


2pm to 4pm [from/to] [from/to] 3pm to 8 pm [from/to] [from/to] [from/to] 


Meet with Mary 


and review all 


Protocols 


 


 


[activities] [activities] Provide staff 


education on 


protocols 


[activities] [activities] [activities] 


Authorized 8 units [enter support 
hours total] 


[enter support 
hours total] 


[enter support 
hours total] 


[enter support 
hours total] 


[enter support 
hours total] 


[enter support 
hours total] 


o
ve


rn
ig


h
t 


[outcome 


numbers] 
 


[from/to] [from/to] [from/to] [from/to] [from/to] [from/to] [from/to] 


[activities] 


 


[activities] [activities] [activities] [activities] [activities] [activities] 


Authorized [enter support 
hours total] 


[enter support 
hours total] 


[enter support 
hours total] 


[enter support 
hours total] 


[enter support 
hours total] 


[enter support 
hours total] 


[enter support 
hours total] 


Authorized Totals 32 [Enter daily 16 units 16 units 8 units weekly [Enter daily [Enter daily 
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authorized total] authorized total] authorized total] 


Comments:  
Authorized hours per week: [Enter weekly authorized 


total] 
Authorized periodic support hours per week: [Enter weekly periodic supports 


authorized total] 
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Safety Restrictions  


As your provider, we have identified something you want to do that might create a risk. We need your input to 
develop a plan that supports you to have what you want in a safe way.  We have determined that ther restriction 
is necessary to achieve a therapeutic benefit, maintain a safe and orderly environment or to intervene in an 
emergency and that all possible less restrictive options have been tried. [12VAC35-115-100].   


The following is completed with the individual: 
I understand that I will not:  [Enter description of restriction]  


Ther is necessary because:  [Enter description of the reason for the restriction]  


The outcomes in my plan related to ther 


restriction include: 
[Enter the outcomes from the person’s ISP related to the restriction]  


The following is completed by a qualified professional: 
Describe your assessment, to include all 


possible alternatives to the proposed 


restriction  that take into account the 


individual’s medical and mental condition, 


behavior, preferences, nursing and medication 


needs, and ability to function independently. 


[Enter assessment results]  


Describe other less restrictive, positive 


approaches that have been attempted to meet 


safety needs based on the person’s medical 


and mental condition, behavior, preferences, 


nursing and medication needs, and ability to 


function independently: 


[Describe other less restrictive, positive approaches attempted]  


Is ther proposed restriction necessary for 


effective treatment of the individual or to 


protect him or others from personal harm, 


injury, or death? 


 Yes  No 


 


Describe how progress toward resolving the 


restriction(s) will be measured: 
[Describe how progress will be measured]  


Describe how often restriction(s) will be 


reviewed: 
[Enter frequency of review]  


Describe conditions for removal of 


restriction(s): 
[Describe conditions for removal of restriction]  


 


I understand that taking the actions listed can create a safety risk. I understand the reason for the restriction, the 


criteria for removal, and my right to a fair review of whether the restriction is permissible. When utilized, I 


understand that the proposed restriction will not cause harm and give my consent to participate: 


___________________________________________      ________ 


Individual                                                                           Date 
 


___________________________________________      ________ 


Substitute Decision Maker                                               Date 
 


                                                                       ________ 


Responsible provider     (NURSE)                                                   Date 
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STATUS UPDATE 
The Status Update form is available for sharing status changes directly with the Support Coordinator and others. 


 


Effective date of change:       


Update completed by (print name):       


Signature: ____________________________________________Date: _____________ 


 


Information Element Update: Describe changes to any of the listed 


elements in the spaces below for sharing with others.  


Contact Information 


 


      


Emergency Contacts/Representation 


 


      


Psychological/Developmental Evaluation  


 


      


Current Level of Functioning Survey 


 


      


Support Coordination and Provider Contacts 


 


      


Communication and Sensory Support 


 


      


Adaptive Equipment, Assistive Technology 


and Modifications 


 


      


Health, Medications, Physicals 


 


      


Summary of Social/Developmental/ 


Behavioral/Family Hertory 


 


      


Summary of Employment and Educational 


Background 


 


      


Exceptional Support Needs/ 


Risk Assessment (SIS Section IV) 


 


      


Ability to Access Services and Supports 


 


      


Legal, Financial and Advocacy Issues 


 


      


Back-up, Discharge and/or Self-Sufficiency 


Plan 


      


Personal Profile/Planning Meeting/Plans for 


Support 
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1. Specialized Protocols to cover Bowel Movement Recording, Intake &Output Recording, Positioning, 
Skin and personal Care, ROM, Seizures, Nutrition and Hydration, transferring and lifting, Pain, Protocols 
are developed and implemented. Mary and her staff are educated on their use and the results are 
reviewed weekly. The RN shall: 
2. Write protocols to reflect the information from the visit and have the PCP sign these protocols.  
3. Educate and ensure staff is competent on the implementation of protocols. Implement Protocols as 
needed.  
4. Provide input and consultation to Case Management, Mary’s Residential and Day support providers 
and other members of Mary’s support team as they develop their Part V Support Plans to ensure all 
health and medical issues are addressed and care is consistent when out in community.  
5. Provide ongoing guidance and support to Mary, her family and her staff as needed.  
6.  Consult with PCP, PT, Neurologist, Gastroenterologist,  and other specialist to ensure that orders are 
obtained and followed and that protocols reflect those orders.   
 


 


 


 


PAIN 


 


Mary alerts staff through non-verbal ques or through other means of communication that she is 
uncomfortable or having pain in order for her daily routine to be uninterrupted. 
Skill-building: 


 Yes  No 
Mary is not at risk for pain due to immobility and muscle atrophy.  Mary is able to turn and reposition 
herself relieving pressure on boney prominences.  Mary communicates well and alerts staff to pain 
and discomfort. Mary has a communication device in which she can express herself. 
 
 


7. Provide training to staff and family regarding best practice and evidence based interventions for 
pain.  Research and provide handouts. 


8. Obtain and appointment with PCP and Mary to discuss pain interventions, obtain orders for pain 
relief medications. 


9. Develop a Pain protocol for Mary, identifying ways that she communicates pain (Grimacing, 
humming, rocking, crying, sad facial expression, face becomes red, screaming), and non-
pharmaceutical interventions that offer her choice.  Incorporate PCP orders into Pain protocol. 


10. Train staff on Mary’s Pain protocol. 
11. Nurse will be available by phone to consult with staff if Mary is exhibiting signs of pain and 


interventions are not successful. 
12. Monitor Mary’s use of PRN medications for Pain, where she is experiencing pain, and how often.  


If frequency increases nurse will address with PCP.  Discuss with Mary and staff on which 
interventions seem to work best for her. 


Nurse will provide a Pain Assessment if interventions are not successful and determine if contacting the 
PCP or going to the ER is warranted. 
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NURSING PROTOCOL AND PROCEDURES 
 


Procedure: Monitoring Pain 
 


Subject:  Recognition of Pain 
 


Performed by: RN, DSP, Caregivers Date Written: August 2019 
Prepared By:  RN 
 


General:  Everyone experiences pain.  However, early recognition of 


signs of pain can decrease the duration of discomfort for individuals 


and enable them to go back to their daily routine and activities.  The 


aim is also to decrease stress, tension, and subsequently decreasing the 


pain.   


Mary is able to indicate yes and no.  If you suspect pain, ask her. 


Start with Non-pharmacological Interventions: 


1. Offer snack or drink 
2. Offer a change of environment/activity 
3. Reposition the individual 
4. Determine if toileting/changing is required 
5. Check comfort level (too hot/too cold) 
6. Does she have her favorite pillow within reach? 
7. Check her temperature 
8. When was her last bowel movement? 


If interventions to address the above are not successful, call the RN to complete a pain 
assessment. 


SIGNS AND SYMPTOMS OF PAIN IN NON-VERBAL INDIVIDUALS 


 Vocalizations- either onset of a new sound, or lack of sound 


 Changes in appetite-refusing to eat 


 Self-Injurious behavior- hitting self, biting self, banging head 


 Anxiety-crying, increased breathing, trembling, sweating 


 Unable to concentrate or stay on task 


 Irritability/agitation 


 Changes in sleep pattern 


 Increased Blood Pressure and Pulse 


 Nausea and vomiting 


 Movement-restlessness 
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 Facial-change in facial expression, squinting face or eyes, frowning, 


mouth turned down, chin quivering as if getting ready to cry, appears sad, 


depressed, furrowed brow 


 Muscle tension- in shoulders, face, clenched jaw 


 Grinding teeth 


 Guarding-unwilling to move body parts, does not want you to touch body 


part 


 Rubbing area of pain 


 


When Mary is experiencing pain or discomfort, she will hum, rock in her 


wheelchair, and grimace.   


 


PROCEDURE:  


1. Identify pain symptoms. Notify Nurse.  Obtain a set of vital signs (BP, P, R, 


Temp, Sp02) 


2. Encourage Mary to use her communication device to identify if she is 


experiencing pain or ask Mary so that she can answer “yes” or “no” by 


nodding.   


3. Try non-pharmaceutical interventions listed. 


4. If non-pharmaceutical interventions are not successful, administer a PRN 


dose of _________________________ 


, ___________mg every ___________ hours for pain.  If Mary is still 


exhibiting signs of pain in one hour after administration notify nursing so 


that a pain assessment can take place. 


5. Report any observations such as (Mary keeps rubbing her head, Mary is 


groaning, Mary is crying, Mary is guarding her stomach). 


6. Nurse will complete a pain assessment, call PCP, activate 911 or provide 


further directions for Mary’s care based on physician orders. 


 


OBSERVATIONS THAT REQUIRE PROMPT A REVIEW BY A HEALTH 


PROFESSIONAL 


 Abdomen firm to touch and/or looks distended and bloated 
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 No bowel movement for 3 days 


 Fever of 101 or greater 


 Any redness, swelling, or injury, foul smelling wound 


 A reported fall 


 Recent choking episode 


 Nausea and/or vomiting 


 Refusing to eat or drink 


 Refusing offers to toilet 


 No Input/Out (Refuses drink, no wet briefs or toileting in 4 hours) 


 Foul smelling urine/discolored urine/dark urine 


 Change in alertness  


 Seizure activity 


 Changes in BP and Pulse from baseline 


 Signs of Stroke (facial drooping eye or mouth turned downward, weakness 


on one side of body, excessive drooling or unable to control food or liquid 


in mouth) 


 


 


Approved 


by/date:_________________________________________________ 


      physician 


 


Nurse Trainer ____________________________________________ 


 


Read/Trained by Staff:     Date: 


  


  


  


  


  
  


  


  







Personal Care Plan- Community Settings 


Individual:  Mary Mallon 


ID# 12345-6789-00-1 


 


Incontinence: 


Mary has predictable incontinence.  If taken to the bathroom on a regular schedule she can avoid 


incontinence episodes, staying clean and dry.  If she drinks caffeine, she will have incontinence more 


frequently.   Before Mary goes out into the community, check to make sure her bag is stocked with a 


change of clothing, incontinence briefs, and wipes.  Mary also has skin barrier cream that is to be 


applied after each brief change.  Typically, Mary has a bowel movement after her morning feeding, 


before activities begin. However, if Mary has a bowel movement while in the community it needs to be 


documented on the BM Chart Log so that medical staff are aware.  Mary will require a family friendly 


bathroom where staff can take care of her personal hygiene needs.  If an adult changing table is 


available staff can transfer Mary to the table, this is the best method to provide care.  If a changing table 


is not available, Mary can stand (with staff support) holding on to the grab bars long enough for staff to 


pull clothing down and get her seated on the toilet.  Staff will alert nursing if skin breakdown or 


discoloration is noted after hygiene care. 


 


G-Tube Feedings 


Mary may choose to eat by mouth.  Make sure Ninja blender is packed so that food can be prepared to 


the ordered consistency of pureed.  Thickener will also need to be available to thicken liquids to a honey 


consistency.  Mary may choose to take her nutrition by G-Tube.  Pack the necessary supplies to provide 


G-Tube feeding (Mic-Key extension, feeding bag, 60ml syringe, (2) 24oz bottles of water and (2) cartons 


of formula.  Only one carton is needed per meal, however it is best to have a spare with you in the event 


of an emergency.  Mary likes a calm environment to eat in, she likes for soft music to be playing.  If 


upset, Mary will tighten her stomach muscles causing the flow of the G-tube feeding to slow or stop.  It 


will take much longer to complete a feed if she is upset. 


Eating by mouth 


Mary has the option to eat by mouth or take her nutrition by G-tube.  80% of the time she chooses G-


Tube.  Staff will ask Mary how she wants to eat.  Menus will be read to Mary.  Staff need to make sure 


money to purchase food is taken in community in case she chooses eating by mouth.  Mary likes to carry 


her money in her purse.  Mary likes to hand the cashier the money herself. 


Seating  


Due to dysphagia, it is important that staff are trained on Mary’s seating protocol.  To ensure that Mary 


is feed in a safe manner, the nurse will provide training on how Mary should be seated and how staff 


should be seated in relation to Mary. 







Seating is also important to Mary when toileting.  Using the correct seating positioning encourages 


bowel movements, provides the natural sitting posture that enables Mary to bear down. 


 


In Put/Out Put 


Due to Mary’s history of dehydration and the fact that she receives 80% of her nutrition via G-tube, it is 


necessary to document how many times Mary has a wet brief throughout the day and also how much 


fluid Mary received during the day.  This is important for nursing to be able to assess if Mary has 


received enough fluids per her orders.   


Repositioning/Transferring/Lifting 


When Mary is in the community she will need two staff for repositioning, transferring, and lifting.  Mary 


has a Hoyer lift available at DS and home, it is not possible to take a Hoyer lift out in the community. For 


Mary’s skin to stay healthy and free from breakdown, staff will follow the repositioning and transferring 


protocols.  Mary is repositioned every two hours, more frequently if she is starting to grimace.    
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NURSING PROTOCOL AND PROCEDURES 
 


Procedure: Seating Protocol 
 


Subject:  Seating during meals 
 


Performed by: RN, DSP, Caregivers Date Written: August 2019 
Prepared By:   
 


General:  Swallowing occurs in phases. These occur rapidly. Impairment at any phase can 


lead to choking and/or aspiration. Good posture while eating and drinking is essential. A stable 


upright and well-aligned position allows more energy and effort to be concentrated upon the 


actual process of eating, drinking and swallowing. Anyone who eats or drinks in an awkward 


position can become at risk of inhaling food and/or fluid, or even choking.  Following orders for 


modified food textures and liquid modifications are extremely important. 


REMEMBER:  Mary has orders for pureed food and honey consistency liquids.  Mary is not to 


have breads or milk.  Mary does not like tomato based foods sauces. 


 


Procedure: 


1.  Mary consumes most of her nutrition by G-tube.  However, daily she is given the choice 


to eat by mouth or G-tube.  Mary has food cards with her favorite things to eat.  Those 


cards are to be shown to her so that she can indicate a food preference.  


2. Once food and liquids are prepared per order, Mary likes to sit with her friends during 


mealtime.  If the room is too noisy, offer Mary a quiet area to eat her meal.  Noise can 


cause her to become anxious. 


3. Mary is to be seated in her wheelchair at a 45 degree angle.  She should be straight, 


head up, looking forward. 


4. Staff should be sitting directly in front of Mary or just slightly to the side.  You should 


have clear view of Mary’s face.  You need to monitor Mary’s facial expressions during 


meals. 


5. Head centered over the shoulders with an elongated neck, in a relaxed, upright and 


slightly chin-tuck position. 


6. Have equipment and utensils positioned within easy reach.  Once food is ready, you 


should be prepared and have everything needed.  Never leave Mary during meal, if you 


need something, call for other staff to assist. 


7. Food should be presented to Mary using her special brown spoon, which allows a 


smaller amount to be offered.   


8. Allow time for Mary to swallow, then swallow again before offering another bite. 


9. Do not rush Mary through a meal.  She requires time to eat by mouth safely. 
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10. Mary is unable to use a straw, honey consistency liquids will be spooned into the mouth.  


Offer a bite of liquid between foods. 


11. At the end of the meal, encourage Mary to swallow several times. 


12. Check mouth for food pocketing, offer more liquids and encourage swallowing. 


13. Mary is to remain upright for 1 hour after meal. 


14. Report immediately any of the following to nurse:  coughing during or after meal, 


excessive drooling, teary eyes, noisy breathing, gurgling sounds, gagging, vomiting, 


sudden change is breathing.  Put Mary in an upright position until she can be assessed. 


 


 


Approved 


by/date:_________________________________________________ 


      physician 


 


 _________________________________________________________ 


    Approved by/ Speech Pathologist  


 


 


Read/Trained by Staff:     Date: 


  


  


  
  


  


  


  


  
 


Nurse Trainer:______________________________________ 
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NURSING PROTOCOL AND PROCEDURES 
 


Procedure: Seating Protocol 
 


Subject:  Seating for toileting 
 


Performed by: RN, DSP, Caregivers Date Written: August 2019 
Prepared By:   
 


General:  As caregivers, we need to ask how we can best facilitate the ability of Mary to use 


the toilet for effective bowel and bladder elimination. Provide opportunities for active 


participation and increased independence in toileting routine.  Providing Mary with a feeling of 


stability on the toilet is key to this process. 


After the transfer from wheelchair to toilet, positioning is important. Adaptations are usually 


necessary to accommodate for lack of muscle tone and lack of postural control while ensuring 


that Mary is stable, comfortable, and positioned in the best possible way for effective 


elimination. Without optimal positioning, Mary may not be able to completely empty her bowel 


and bladder, putting her at an increased risk for urinary tract infections, constipation, and other 


complications. 


Mary is best supported in toileting if she is taken at the same times daily.  First thing of the 


morning upon waking, after her breakfast G-Tube feed, after lunch, 3pm, 5pm, and bedtime.  


Mary is also asked hourly if she needs to toilet.  


 


Procedure: 


1. Prepare the toilet, put a hat to catch the elimination.  (Remember, Mary is on I/O 


charting and BM charting.)  Most people will urinate also when a bowel movement 


occurs. 


2. Prepare Mary to be transitioned from her wheelchair to the toilet.  Pants and brief are 


lowered, a hoyer sling is placed under her in preparation to lift her. This procedure 


requires two staff to assist Mary onto the toilet.  Once Mary is securely placed on toilet, 


only one staff need stay with her.   


3. Using the Hoyer lift, lower Mary to the toilet seat.  The recommended basics include a 


firm base of support with the feet planted.  She has a step stool that is kept in the 


cabinet to elevate her knees higher than her hips.  This helps facilitate better bowel and 


bladder elimination by mimicking the squatting position. 


4. Help Mary to a forward leaning position of the shoulders and upper extremities (as 


when holding on to or leaning against an anterior support) facilitates better head and 


trunk control and stability. 
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5. Mary needs to feel stable, comfortable, and relaxed on a toilet.  Comfort is important 


because it takes time to complete the toileting task.  Do not rush Mary, it can take 


anywhere from 5 to 45 minutes.     


6. Monitor Mary’s facial expression for discomfort or pain.  Notify nurse if Mary is 


grunting, straining, red faced.  Notify nurse if Mary’s stomach appears 


bloated/distended.  Notify Nurse is no BM occurs for three days, according to physician 


orders.    


7. Once elimination is complete, Mary is cleaned.  Any skin irritation or breakdown is 


reported to the nurse.  Barrier cream is applied as ordered. 


8. Second staff returns to help with transferring Mary back into her chair.  Clothes and 


brief are replaced. 


9.  Chart the BM following the Bristol Stool Chart.   


 


 


Approved 


by/date:_________________________________________________ 


      physician 


 


 


 


Read/Trained by Staff:     Date: 


  


  


  


  


  


  


  


  
 


Nurse Providing Training:_____________________________________ 
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Collaborative Discharge Protocols for Community Services 


Boards and State Hospitals 
Adult & Geriatric 


 
Department of Behavioral Health and Developmental Services 


The attached protocol is designed to provide consistent direction and coordination of those 


activities required of state hospitals and community services boards (CSBs) in the development 


and implementation of discharge planning.  The activities delineated in these protocols are based 


on or referenced in the Code of Virginia or the community services performance contract. In 


these protocols, the term CSB includes local government departments with a policy-advisory 


CSBs, established pursuant to § 37.2-100 of the Code of Virginia, and the behavioral health 


authority, established pursuant to § 37.2-601 et seq. of the Code of Virginia.  


 


Shared Values: 
 


Both CSBs and state hospitals recognize the importance of timely discharge planning and 


implementation of discharge plans to ensure the ongoing availability of state hospital beds for 


individuals presenting with acute psychiatric needs in the community.   


 


While the Code of Virginia assigns the primary responsibility for discharge planning to CSBs, 


discharge planning is a collaborative process that must include state hospitals. 


 


Joint participation in treatment planning is the most advantageous method of developing 


comprehensive treatment goals and implementing successful discharge plans. The treatment 


team, in consultation with the CSB, shall ascertain, document and address the preferences of the 


individual and his authorized representative if one has been designated in the needs assessment 


and discharge planning process that will promote elements of recovery, self-determination, 


empowerment and community integration. The treatment team shall address the preferences of 


the individual or authorized representative to the greatest degree practicable in determining the 


discharge placement. However, this may not be applicable for certain forensic admissions due to 


their legal status.   


 


NOTE: In anticipation of the implementation of an electronic health record (EHR) at the 


state hospitals in 2014-15, references to the Secure Site Discharge Database (SSDD) have 


been removed from this document.  Until such time as the EHR is operational at each state 


hospital with CSB access, the SSDD will continue to be the database used to document an 


individual’s needs, discharge plan, safety and support plan, discharge planning notes, and 


the Barriers to Discharge. 
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DEFINITIONS 


  


Acute admissions or acute care services: Services that provide intensive short-term psychiatric 


treatment in state mental health hospitals for a period of less than 30 days after admission.  


 


Authorized representative:  A person permitted by law or regulations to authorize the 


disclosure of information or give consent for treatment and services, including medical 


treatment, or participation in human research, on behalf of an individual who lacks the mental 


capacity to make these decisions.  An authorized representative may include an attorney-in-fact, 


health care agent, legal guardian, or, if these are not available, the individual’s family member 


(spouse, adult child, parent, adult brother or sister, or any other relative of the individual) or a 


next friend of the individual (defined in 12VAC35-115-146). 


 


Case management CSB: The public body established pursuant to § 37.2-501 of the Code of 


Virginia that provides mental health, developmental, and substance abuse services within each 


city and county that established it and in which an adult resides or in which a minor’s parent, or 


authorized representative resides. The case management CSB is responsible for case 


management, liaison with the hospital when an individual is admitted to a state hospital, and 


discharge planning. If the individual, the parents of a minor receiving service, or authorized 


representative chooses to reside in a different locality after discharge from the state hospital, the 


serving that locality becomes the receiving CSB and works with the case management CSB, the 


individual, and the state hospital to effect a smooth transition and discharge. The case 


management CSB is ultimately responsible for the completion of the discharge plan. Reference 


in these protocols to CSB means case management CSB, unless the context clearly indicates 


otherwise.   


 


Comprehensive treatment planning meeting: The meeting, which follows the initial treatment 


meeting and occurs within seven days of admission to a state hospital. At this meeting, the 


individual’s comprehensive treatment plan (CTP) is developed by the treatment team in 


consultation with the individual, the authorized representative, the CSB and with the individual’s 


consent, family members and private providers.  The purpose of the meeting is to guide, direct, 


and support all treatment aspects for the individual. 


 


Co-occurring disorders:  Individuals are diagnosed with more than one, and often several, of 


the following disorders: mental health disorders, intellectual disability, or substance use 


disorders.  Individuals may have more than one substance use disorder and more than one mental 


health disorder.  At an individual level, co-occurring disorders exist when at least one disorder of 


each type (e.g., mental health and substance use disorder, intellectual disability and mental health 


disorder) can be identified independently of the other and are not simply a cluster of symptoms 


resulting from a single disorder. 


 


Discharge plan or pre-discharge plan:  Hereafter referred to as the discharge plan, means an 


individualized plan for post-hospital services that is developed by the case management CSB in 


accordance with § 37.2-505 and § 16.1-346.1 of the Code of Virginia in consultation with the 


individual, authorized representative and the state hospital treatment team.  This plan must 


include the mental health, developmental, substance abuse, social, educational, medical, 


employment, housing, legal, advocacy, transportation, and other services and supports needed by 


the individual, consistent with subdivision A.3 of § 37.2-505, following an episode of 


hospitalization and must identify the public or private providers that have agreed to provide these 
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services and supports. The discharge plan is required by § 37.2-505, § 16.1-346.1, and § 37.2-


508 of the Code of Virginia.  


A completed or finalized discharge plan means the document on which all of the services to be 


received upon discharge are shown, the providers that have agreed to provide those services are 


identified, the frequency of those services is noted, and a specific date of discharge is entered.  


Extended treatment:  Refers to length of stay for a period of 30 days or more after admission 


that offers intermediate or extended treatment in a state hospital for individuals with severe 


psychiatric impairments, emotional disturbances, or multiple service needs. 


Involuntary admission: An admission of an adult or minor that is ordered by a court through a 


civil procedure pursuant to § 37.2-814 – 37.2-819 or § 16.1-346.1 of the Code of Virginia.  


 


Minor:  An individual who is under the age of 18 years. Any minor must have a legal guardian 


unless emancipated by a legal process. A minor who is 14 years of age or over must give consent 


for admission and treatment issues.   


 


Primary substance use disorder: An individual who is clinically assessed as having one or 


more substance use disorders per the current DSM with the substance use disorder being the 


“principle diagnosis” – i.e. the condition established after evaluation to be chiefly responsible for 


the admission; the individual may not have a mental health disorder per the current DSM or the 


mental health disorder is not the principle diagnosis.


State hospital: A hospital, psychiatric institute, or other institution operated by the Department 


that provides care and treatment for persons with mental illness  


Treatment team: The group of individuals responsible for the care and treatment of the 


individual during the period of hospitalization.  Team members shall include, at a minimum, the 


individual receiving services, psychiatrist, a psychologist, a social worker, and a nurse. While not 


actual members of the facility treatment team, CSB staff shall actively participate, collaborate, 


and consult with the treatment team during the individual’s period of hospitalization. The 


treatment team is responsible for providing all necessary and appropriate supports to assist the 


CSBs in completing and implementing the individual’s discharge plan. 


 


Treatment plan: A written plan that identifies the individual’s treatment, educational, and 


service needs and states the goals, objectives and interventions designed to address those needs.  


There are two sequential levels of treatment plans: 


1. The “initial treatment plan,” which directs the course of care during the first hours and 


days after admission; and 


2. The “comprehensive treatment plan (CTP),” developed by the treatment team with 


CSB consultation, which guides, directs, and supports all treatment of the individual. 


 


Treatment plan review (TPR):  Treatment planning meetings or conferences held subsequent 


to the CTP meeting.
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I. Collaborative Responsibilities Following Admission to State Hospital 
 


 State Hospital Responsibilities CSB Responsibilities 


1.1 State hospital staff shall assess each individual 


upon admission and periodically thereafter to 


determine whether the state hospital is an 


appropriate treatment site. Inappropriate 


admissions including individuals with a primary 


diagnosis of substance abuse will be reported to 


the CSB discharge liaison within one calendar day. 


 


As active participants in the discharge process and 


consultants to the treatment process, CSB staff shall 


participate in discussions to determine whether the 


state hospital is an appropriate treatment facility.     


1.2 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


State hospital staff shall contact the CSB within 


one calendar day of admission to notify the CSB 


of the new admission.   


 


State hospital staff shall also provide a copy of the 


admissions information/face sheet, including the 


name and phone number of the social worker 


assigned and the name of the admitting unit, to the 


CSB within one calendar day of admission. 


 


1. For individuals who are discharged prior to the 


CTP, the treatment team is responsible for 


completing the discharge instructions in 


consultation with the CSB.  


2. For individuals admitted with co-occurring 


SMI/ID/DD disorders, the hospital social work 


director will communicate with the CSB MH 


and ID directors to determine specifically who 


will take the lead in discharge planning.  


 


 


 


 


Upon notification of admission, CSB staff shall begin 


the discharge planning process for both civil and 


forensic admissions. If the CSB disputes case 


management responsibility for the individual, the CSB 


shall notify the state hospital social worker 


immediately upon notification of admission. 


 


1. For individuals who are discharged prior to the 


CTP, CSB responsibilities post discharge will be 


reflected in the discharge instructions. 


2. For every admission to a state hospital from the 


CSB’s service area that is currently not receiving 


services from that CSB, the CSB shall develop an 


open case and assign case management 


responsibilities to the appropriate staff.  


3. For individuals with co-occurring SMI/ ID/DD 


disorders, the CSB MH and ID Directors will 


identify and inform the state hospital social work 


director whether the ID or MH case manager will 


take the lead in discharge planning.   


4. The individual assigned to take the lead in 


discharge planning will insure that the other 


relevant parties (DD case manager, providers, etc.) 


are engaged with the state hospital social work 


director within seven calendar days of the 


admission. 


5. CSB staff shall establish a personal contact (face-


to-face, telephone, etc.) at least once for an acute 


hospitalization, at least monthly for individuals 


receiving extended treatment, and within 30 days 


prior to the individual’s discharge.  
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State Hospital Responsibilities CSB Responsibilities 


1.3 


 


 


 


 


 


 


 


 


 


 


 


State hospital staff shall make every effort to 


inform the CSB of the date and time of the CTP 


meeting at least two calendar days prior to the 


scheduled meeting.  


 The CTP meeting shall be held within seven                          


calendar days of the date of admission. 


 


CSB staff shall make arrangements to attend or 


otherwise participate in the CTP and TPR meetings. If 


the CSB staff is unable to physically attend the CTP or 


TPR meeting, the CSB may request arrangements for 


telephone or video conferencing.  


 


In the event that the arrangements above are not 


possible, both parties shall make efforts to discuss the 


individual’s progress within two calendar days. 


 


Note: While it may not be possible for the CSB to 


attend every treatment planning meeting, attendance at 


treatment planning meetings is the most advantageous 


method of developing comprehensive treatment goals 


and implementing successful discharge plans. 


 
 


II. Needs Assessments & Discharge Planning  


 


Joint Responsibility of the State Hospital & CSB 


2.1 The treatment team and CSB shall document and address the preferences of the individual and his authorized 


representative in the comprehensive assessment and discharge planning process in a manner that will 


promote elements of recovery, self determination, empowerment, and community integration. 


 


 State Hospital Responsibilities CSB Responsibilities 


2.2 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


The state hospital social worker shall complete the 


social work comprehensive assessment prior to the 


CTP or within seven calendar days of admission 


for each individual.  This assessment shall provide 


information to help determine the individual’s 


needs upon discharge. 


 


The treatment team shall document the 


individual’s preferences in assessing their unique 


needs upon discharge. 


Discharge planning begins on the initial pre-screening 


form and continues on the CSB discharge plan 


document. (This form is in the process of being revised.  


Until the process is complete, we will continue to use 


the existing document). In completing the discharge 


plan, the CSB shall consult with members of the 


treatment team, the individual, the authorized 


representative, and with consent, family members or 


other parties in determining the preferences of the 


individual upon discharge. The discharge plan shall: 


 include the anticipated date of discharge from the 


state hospital;  


 identify the services needed for successful 


community placement and the frequency of those 


services; and 


 specify to the public or private providers that have 


agreed to provide these services. 
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State Hospital Responsibilities CSB Responsibilities 


2.3  The CSB shall initiate the discharge plan within ten 


calendar days of admission. The discharge plan shall 


address the discharge needs identified in the 


comprehensive social work assessment in addition to 


other pertinent information within the clinical record.   


 


2.4 As an individual’s needs change, the facility social 


worker shall document changes in the 


comprehensive social work assessment, in the 


hospital social worker’s progress notes and 


through scheduled meetings with the CSB.  


If the individual’s needs change or as more specific 


information about the discharge plan becomes 


available, the CSB staff shall update the discharge plan 


accordingly.  


 


 


Joint Responsibility of the State Hospital & CSB 


2.5 The treatment team in collaboration with the CSB shall ascertain, document, and address the preferences of 


the individual and the authorized representative as to the placement upon discharge.  


 


The preferences of the individual and the authorized representative shall be addressed to the greatest degree 


practicable in determining the optimal and appropriate discharge placement. 


 


NOTE:  


This may not be applicable for certain forensic admissions due to their legal status. 


 


2.6 If the individual has an ID/DD and a co-occurring SMI, the CSB MH and ID directors will identify and 


inform the state hospital social work director whether the ID or MH case manager will take the lead in 


discharge planning and work collaboratively with the CSB mental health discharge liaison on eligibility 


planning activities and state hospital discharge procedures. 


 


CSB ID/DD responsibilities include the following:  
Assessment of the individual for Medicaid Waiver eligibility; 


 If applicable, securing either a Medicaid Waiver slot or Money Follows the Person funding for the 


individual receiving services; 


 Initiating the referral to REACH;  


 Completion of all documentation required for Medicaid waiver slots; 


 Participation in the development and updating of the discharge plan; 


 Attendance and participation at treatment team meetings, discharge planning meetings and other related 


meetings; 


 Assistance coordinating assessments and shadowing of potential providers; 


 Assistance scheduling tours/visits with providers for the individual and authorized representative;  


 Assisting to locate and secure needed specialists who will support individual in the community once they 


have been discharged, i.e., doctors, behavioral support; 


 Providing support during the transition to community services; 


 Facilitation of the transfer of case management responsibilities to the receiving CSB or private provider 


according to the Support Coordination/Case Management Transfer Procedures for Persons with 


Intellectual Disability.  


 Assure that an individual with decision making authority is present in all discharge planning meetings.  
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Joint Responsibility of the State Hospital & CSB 


 State hospital responsibilities include: 


 Upon identification that the individual admitted to the state hospital has a co-occurring diagnosis of 


SMI/ID/DD, the hospital social worker director will notify the MH Director for the CSB (or their 


designee);  


 Notify the designated CSB lead for discharge coordination in advance of relevant meetings so attendance 


can be arranged; 


 Assist the case managers to compile the necessary documentation to implement the process for waiver 


and/or bridge funding. 


 Serve as a consultant to the ID/DD case manager as needed; 


 Assist with coordinating assessments and shadowing of potential providers; 


 Assist with scheduling tours/visits with providers for the individual and authorized representative. 


 


III. Readiness for Discharge 


State Hospital Responsibilities 


3.1 The treatment team shall rate the clinical readiness for discharge for all individuals at least monthly using the 


following scale: 


 


Clinical Readiness for Discharge Ratings 


 
1. Clinically Ready for Discharge:    


a. Has met treatment goals and does not need inpatient psychiatric treatment.  


b. Not guilty by reason of insanity (NGRI) with up to 48 hour privilege level. 


c. NGRI under a temporary custody order and at least one forensic evaluator has recommended 


conditional or unconditional release and there is a pending court date.   


d. NGRI on revocation status and the treatment team and CSB recommend conditional or 


unconditional release and there is a pending court hearing. 


2. Almost Clinically Ready for Discharge 


a. Needs additional inpatient care to fully address clinical issues and/or there is concern about 


adjustment difficulties.  


b. Can take community trial visits to assess readiness for discharge; may have the civil privilege 


level to go on overnight temporary visits.   


c. resistant to discharge and refuses to engage in discharge process 


d. NGRI with unescorted community visits privilege. 


3. Not Clinically Ready for Discharge:  


a. Participates in treatment (engaged, adherent with medications, groups. etc.), but unable to 


function independently of 24 hour supervision in an inpatient psychiatric setting.   


b. Not yet able to take independent passes or take trial passes to a supervised placement but may 


have unescorted grounds privileges if available at the facility.  


c. NGRI- does NOT have unescorted community visits privilege. 
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State Hospital Responsibilities 


 4. Significant clinical instability limiting privileges and engagement in treatment:          


a. not psychiatrically stable 


b. Requires constant 24 hour supervision in an inpatient psychiatric setting. 


c. presents significant risk and/or behavioral management issues  


d. Acutely psychotic.   


NOTE:  


Discharge planning begins on admission and is continuously active throughout hospitalization independent 


of the clinical readiness for discharge rating.  


 
State Hospital Responsibilities CSB Responsibilities 


3.2 The state hospital social worker shall notify the 


CSB in writing, in person or through the use of 


technology within one calendar day when the 


treatment team determines that the individual is 


clinically ready for discharge or state hospital level 


of care is no longer required or, for voluntary 


admissions, when consent has been withdrawn. 


 


Once it has received notification of the individual’s 


readiness for discharge, the CSB shall take immediate 


steps to implement the discharge plan.  


 


3.3 Once the CSB has finalized the discharge plan, the 


state hospital shall discharge the individual as soon 


as possible. 


 


 


Joint Responsibility of the State Hospital & CSB 


3.4 
To the greatest extent possible, CSB staff, the individual and the authorized representative shall be a part of 


the decision making process regarding the individual’s clinical readiness for discharge. 


The hospital social worker is responsible for communicating decisions regarding the individual’s clinical 


readiness for discharge to the CSB staff with documentation of the contact noted in the individual’s medical 


record. 


EXCEPTION: For individuals under the jurisdiction of criminal justice regulations, discharge notification 


will occur within one calendar day of discharge to the jail.   


Dispute Process 


1. When disagreements regarding clinical readiness for discharge occur, the CSB and the treatment team 


shall make a reasonable effort to resolve the disagreement.  If both parties are unable to come to a 


resolution, then the CSB shall notify the state hospital social work director, in writing, within three 


calendar days of receiving the discharge readiness notification of their disagreement with the treatment 


team’s designation of the individual’s clinical readiness for discharge.  


2. The hospital social work director shall initiate a resolution effort to include at least one face-to-face 


meeting with the state hospital and CSB staff at a level higher than the treatment team.  This meeting 


shall occur within five calendar days of receipt of the CSB’s written disagreement.   


3. If the disagreement remains unresolved, the state hospital social work director shall initiate a request in 


writing to the assistant commissioner for behavioral health (or designee) for resolution within three 


calendar days of the meeting outlined in step 1. 


 







 


 


 


DBHDS Discharge Protocol 08/2014    9 


 


Joint Responsibility of the State Hospital & CSB 


 4. The assistant commissioner for behavioral health (or designee) shall consult with a clinical 


representative from the CSB and the state hospital (as designated by the CSB executive director and 


state hospital director) within three calendar days of the receipt of the CSB’s written request for 


resolution.  After such consultation, the assistant commissioner for behavioral health (or designee) shall 


provide written notice of the decision to the CSB executive director and state hospital director.  


Notification of the decision shall be provided within five calendar days of the receipt of the social work 


director’s written request for resolution.   


5. During the dispute process outlined above, the CSB shall formulate a discharge plan that can be 


implemented within 21 calendar days of the CSB’s receipt of the discharge readiness letter.  


6. Should the assistant commissioner for behavioral health (or designee) determine that the individual is 


clinically ready for discharge and the CSB has not developed a discharge plan to implement 


immediately, then the enforcement measures set out in VA code, subdivision A.3 of § 37.2-505 shall 


apply.   


3.5 State hospital staff shall collaborate with CSB staff as needed in finalizing the discharge plan.  


NOTE: 


While the primary responsibility for making the initial referral to all private providers, including nursing 


homes and assisted living facilities (ALFs), is the responsibility of the case management CSB, state hospital 


staff may assist and/or initiate the referral process.  


 
State Hospital Responsibilities CSB Responsibilities 


3.6  In the event the CSB experiences extraordinary 


barriers and is unable to complete the discharge within 


30 calendar days of notification of the clinical 


readiness for discharge, the CSB shall document in the 


CSB discharge planning notes why the discharge 


cannot occur within 30 days of notification. The note 


shall describe the barriers to discharge and the specific 


steps being taken by the CSB to address the barriers. 


 


Joint Responsibility of the State Hospital & CSB 


3.7 At a minimum, the hospital and CSB staff shall review on a monthly basis those individuals rated a 1 or 2 on 


the clinical readiness for discharge scale. To ensure that discharge planning is occurring at a reasonable pace, 


the CSB shall provide an updated discharge planning progress note at least monthly. The regional utilization 


structures shall review at least monthly the placement status of those individuals with extraordinary barriers 


to discharge at a state hospital. 


 


The assistant commissioner for behavioral health (or designee) shall monitor the progress of those 


individuals with extraordinary barriers to discharge. 
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IV. COMPLETING THE DISCHARGE PROCESS 
 


Joint Responsibility of the State Hospital & CSB 


4.1 State hospital staff shall initiate applications for Medicaid, Medicare, SSI/SSDI, and other financial 


entitlements. Applications shall be initiated in a timely manner per federal and state regulations prior to 


actual discharge. To facilitate follow-up, the facility social worker shall notify the CSB of the date and 


type of entitlement application that is submitted.   


 


 State Hospital Responsibilities CSB Responsibilities 


4.2 The treatment team shall complete the discharge 


information and instructions form. Prior to 


discharge, the state hospital staff shall review the 


discharge information and instructions form with 


the individual, AR and/or legal guardian and 


request his/her signature.  Distribution of the 


discharge information and instructions shall be 


provided to all next level of care providers no later 


than one calendar day post discharge. 


NOTE:   


Individual review of the discharge information and 


instruction form may not be applicable for certain 


forensic admissions due to their legal status. 


 


 


To reduce re-admissions to state hospitals, CSBs, in 


conjunction with the treatment team, shall develop 


and complete, as clinically determined, a safety and 


support plan as part of the individual’s final 


discharge plan.   


 


NOTE:   
Safety and support plans are generally not required 


for court ordered evaluations, restoration to 


competency cases, and jail transfers.  However, at 


the clinical discretion of the treatment team or the 


CSB, the development of a specialized safety and 


support plan may be advantageous when the 


individual presents significant risk factors, and for 


those individuals who may be returning to the 


community following a brief incarceration period. 


 


EXCEPTION: Due to having a risk management 


plan as part of the conditional release plan, NGRI 


acquittees do not need a safety and support plan.  


 


4.3 


 


 


 


 


The state hospital medical director shall be 


responsible for ensuring that the discharge 


summary is provided to the case management CSB 


(and state prison, regional, or local jail when 


appropriate) to the greatest extent possible, within 


14 and no later than 30 calendar days of the actual 


discharge date.  


 


 


 


 


 


 


4.4  CSB staff shall ensure that all arrangements for 


psychiatric services and to the greatest extent 


practicable, medical follow-up appointments are in 


place prior to discharge.  
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State Hospital Responsibilities CSB Responsibilities 


  CSB staff shall ensure the coordination of any other 


intra-agency services, e.g. employment, outpatient 


services, residential, etc. and follow up to 


applications for Medicaid submitted by the state 


hospital.        


 


4.5  The CSB case manager, primary therapist, or other 


designated clinical staff shall schedule an 


appointment to see individuals who have been 


discharged from a state hospital within seven 


calendar days of discharge or sooner if the 


individual’s condition warrants.  


 


4.6  The CSB case manager, primary therapist, or other 


designated clinical staff shall schedule to the 


greatest extent practicable individuals discharged 


from a state hospital with continuing psychotropic 


medications needs to be seen by the CSB 


psychiatrist within seven calendar days of discharge, 


or sooner if the individual’s condition warrants.  


 


 


V. TRANSFER OF CASE MANAGEMENT CSB RESPONSIBILITIES 


 State Hospital Responsibilities CSB Responsibilities 


5.1 The hospital social worker shall indicate in the 


progress notes any intention that is clearly 


expressed by the individual and the authorized 


representative to change or transfer case 


management CSB responsibilities and the reason(s) 


for doing so.  


 


This shall be documented in the individual’s 


medical record and communicated to the case 


management CSB. 


 


 


EXCEPTION: This process may be accelerated for 


discharges that require rapid response to obtain 


admission to the community placement e.g., 


nursing care facilities.  


Transfers shall occur when the individual receiving 


services or his authorized representative decides to 


relocate to another CSB service area. 


 


If the individual or his authorized representative 


decides to relocate, the case management CSB shall 


notify the CSB affected by the potential placement.  


 


The case management CSB must complete and 


forward a copy of the out of catchment referral 


form to the receiving CSB.  


 


 NOTE: 
Coordination of the possible transfer shall, when 


possible, allow for discussion of resource 


availability and resource allocation between the two 


CSBs prior to advancement of the transfer. 
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State Hospital Responsibilities CSB Responsibilities 


5.2  Exceptions to the above shall be granted when the 


CSB, individual served, and his authorized 


representative agrees to keep services at the case 


management CSB while living in a different service 


area. 


 


5.3  At a minimum, the case management CSB and the 


CSB accepting responsibility for services shall 


collaborate prior to the actual discharge date. The 


case management CSB is responsible for 


completing the discharge plan, conditional release 


plan, and safety and support plan. 


 


The case management CSB shall maintain census 


responsibility for no less than 30 calendar days after 


the individual’s discharge.  


 


The CSB accepting responsibility for services also 


must agree with the discharge plan and be actively 


involved in the development of the safety and 


support plan.   The arrangements for and logistics 


of this involvement are to be documented in the 


discharge plan, safety and support plan, monthly 


discharge note and the individual’s medical record.  


 


The case management CSB shall, upon notice of 


transfer, provide the CSB accepting responsibility 


for services with a copy of all relevant 


documentation related to the treatment of the 


individual.   


 


5.4  If the two CSBs cannot agree on the transfer of case 


management responsibility within three calendar 


days of notification of intent to transfer, they shall 


seek resolution from the assistant commissioner for 


behavioral health (or designee).  The case 


management CSB shall initiate this contact. 
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VI. SHELTER AND TEMPORARY PLACEMENTS 


 


 State Hospital Responsibilities CSB Responsibilities 


6.1 
If discharge to a shelter is clinically recommended 


and the individual has capacity and has expressed a 


preference or willingness to transition to a shelter, the 


hospital social worker shall document this 


recommendation in the social work progress notes. 


The hospital social worker shall notify the director of 


social work when CSB consultation has occurred.  


The director of social work shall review the plan for 


discharge to a shelter with the medical director (or  


their designee).  Following this review, the medical 


director (or designee) shall document endorsement of 


the plan for discharge to a shelter in the individual’s 


medical record. 


 


For individuals with a primary diagnosis of mental 


illness or co-occurring diagnosis of mental illness 


and intellectual disability, discharge to a shelter 


shall be part of the individual’s discharge plan if it 


is clinically recommended, and the individual has 


expressed a preference for shelter placement. 


6.2 
In the case of out of catchment shelter placements, 


state hospital staff shall consult both the case 


management CSB and the CSB accepting 


responsibility for services and both must agree to 


the placement and service provision arrangements.  


The hospital social worker is to provide both CSBs 


with notification as directed in 5.1. The hospital 


social worker is to provide both CSBs with 


notification as directed in 5.1. The hospital social 


worker is to provide both CSBs with notification as 


directed in 5.1.  


 


Both the case management CSB and the CSB 


accepting responsibility for providing case 


management services shall follow the same 


procedures as outlined in Section V for out of 


catchment placements.   
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Introduction 


Working with people with disabilities is often described as “rewarding.” Certainly approaching it 


with the right mindset and skill set will make it rewarding for you as a direct support 


professional and also for the people you support. 


The purpose of this manual is to encourage you to think about 


and interact with people with disabilities in much the same way 


you do with people who do not have disabilities. People with 


disabilities have the same wants and needs as anyone else. Their 


needs are not ‘special.’ Like most of us, people with disabilities 


want to feel a sense of belonging, they want to make 


contributions, and feel useful and productive. They want to love 


and be loved. They want to govern their own lives, including 


where and with whom they work, live, and play. 


In order to be most successful, it is important to not only read the information in this manual 


and view the training slides, but also to discuss it with your supervisor/trainer and to ask 


questions as needed. Once you have learned the material, passed the test with a score of 80% 


or better and received your certificate of completion, you may begin to provide services offered 


through three waivers in Virginia: the Family and Individual Supports Waiver, the Community 


Living Waiver, and the Building Independence Waiver. However, the Division of Developmental 


Services (DDS) staff members hope that this is just the beginning of your learning process in 


how to become a great direct support professional. Please take every opportunity to learn 


more from other professionals and from people you support. 


Thanks 


The Orientation Manual for Direct Support Professionals (DSPs) and Supervisors: Supporting 


People in their Homes and Communities has been updated several times through collaborative 


efforts with Community Services Boards, private providers, 


direct support professionals, people with disabilities and 


their families, and others in the disability field. Thanks to all 


who developed information and provided guidance over the 


years to inform practices in Virginia. We greatly appreciate 


your time to help improve the training of those who come 


after you.


“What you do makes a 


difference, and you have to 


decide what kind of difference 


you want to make.” 


-Jane Goodall 


“When you see, meet,  


or think about a person 


with a disability, 


presume competence.” 


-Kathie Snow 
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This Manual also contains helpful information in various blocks and images 


throughout. Be certain to read these sections, which contain a variety of 


points, stories, and additional resources you will find helpful.  
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1 Section I: The Values That Support Life in the Community 


 


 


 


 


Section I: THE VALUES THAT SUPPORT LIFE IN 


THE COMMUNITY 
 


The goal of this chapter is to familiarize you with the vision and values to 


guide you in your support of people with developmental disabilities (DD)  


in Virginia. 







 


2 Section I: The Values That Support Life in the Community 


 


The Values that Support Life in the Community 
 


The vision of Virginia is that all people with disabilities are provided the opportunities and 


supports needed to live a good life in their own homes and communities. 


 


Virginia’s Principles of Person-Centered Practices 
 
Several years ago, a group of people in Virginia developed principles to guide practice and, with 


a few updates, these remain our principles today.  


 


  Principle 1: Listening 


  People are listened to and their choices are respected. 
 


  Principle 2: Community 


  Relationships with families and friends and involvement in the community are supported.  
 


  Principle 3: Self-Direction 


   People have informed choice and control over 


     decisions that affect them. 
 


  Principle 4: Talents and Gifts 


  People have opportunities to use and share their 


     gifts and talents.  
 


  Principle 5: Responsibility 


  There is shared responsibility for supports and 


     choices. 


We see a Virginia where people of all ages and abilities have the supports needed to enjoy the 


rights of life, liberty, and the pursuit of happiness and the opportunity to have a good life. 


 


Having a good life means different things to different people. It includes joy and happiness, 


health and safety, hopes, meaningful activities, intimate relationships with family and friends, 


having a home, transportation, work, money (bank accounts), and opportunities to contribute 


to family and community.  


 


We believe that a good life is best led by the voice of the person using supports and by 


following these person-centered principles. 
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One significant way that Virginia is achieving this 
vision is through the Home and Community-Based 
Services (HCBS) Waivers. HCBS Waivers allow 
Medicaid to fund supports for people in their 
communities. There are six HCBS Waivers in Virginia.  
 
Waiver services take place in a person’s home, in 
regular places in the community or in licensed 
settings or homes where staff provide Medicaid-
funded supports. While all of the waivers listed at 
the left are under the authority of the Department of 
Medical Assistance Services (DMAS), the Building 
Independence, the Community Living, and the Family 
and Individual Supports Waivers are administered on 


a day-to-day basis by the Department of Behavioral Health and Developmental Services 
(DBHDS) and support people with developmental disabilities (DD).  
 


Many of the supports and services that are available through the Waivers for people with DD 
are provided by direct support professionals (DSPs) who have the primary role of supporting 
people on a day-to-day basis with routine personal needs, social support, and physical 
assistance in a wide range of activities so that they can lead a self-directed life in their own 
community. DBHDS expects the supports provided to be person-centered and to lead to a good 
life for the person using Waiver services. There are characteristics of providers that are valued 
by Virginia’s service system. When providing supports and services, it is expected that all 
people providing support, including DSPs: 


 Consider the wants and needs of the person first 
 Realize everyone has talents 
 Ask the person and those who know and love them for input 
 Support a person’s self-expression, self-worth, self-reliance, and decision making 
 Are flexible 
 Listen to all people 
 Respect all people 
 Respond quickly to a person’s requests 
 Pursue partnerships and teamwork 
 Communicate clearly, openly, and honestly 
 Think outside of the box for new ways of doing things or solving problems 
 Make decisions and resolve issues  
 Strive for win-win solutions 
 Work to ensure that people are healthy, safe, and valued by others  
 Encourage and support others to be successful 
 Recognize and celebrate successes  
 Develop and maintain a supportive learning environment 
 Work continuously to improve services and supports 
 Deliver on promises 
 Follow a person’s plan as decided upon by the team  
 Value and take care of oneself 


Virginia’s Six Waivers 
 


1) Building Independence Waiver  


2) Community Living Waiver 


3) Family and Individual Supports 
Waiver 


 
4) Alzheimer’s Assisted Living Waiver  


5) Elderly or Disabled with Consumer  
  Direction (EDCD) Waiver 


6) Technology Assisted Waiver  


 


How many of 
these 


characteristics 
do you think 


you have?   
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People with disabilities are valuable and contributing members of 
the community. Everyone can experience a good life in the 
community. People using supports should control how they live 
their lives. People who provide supports should focus on 
promoting rich and fulfilling lives in the community. 


 
This section of the manual focuses on the values that will guide you in your support of people 
with disabilities. Many of the concepts are built on person-centered thinking and the work of 
Michael Smull and others from The Learning Community for Person Centered Practices, whose 
focus has been moving people with disabilities from a “service life” to a “community life.” 1    


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


The Value of PERSON-CENTERED THINKING 
 


 
1
  For general reference purposes, the term “individual” or “person” is appropriate in referring to individuals with 


developmental disabilities (preferable to terms such as “client” or “consumer”). However, it should only be a placeholder for 
the name of the person using supports. Please be aware of language changes and other person-centered resources available 
at: http://www.dbhds.virginia.gov/ODS-PersonCenteredPractices.htm. 


 


Focus on connecting,  


building relationships 


and natural supports 


Service 


Life 


A Good 


Paid Life 


Community 


Life 


•  Important for  
addressed 


•  No organized 
effort to address 
important to 


‘Important to’ recognized 


‘Important to’ present 


• To and for present 


• Closest people are 
paid or family 


• Few real 
connections 


 To and for   present 
 Active circle of 


support 
 Included in 


community life 


© The Learning Community for Person Centered Practices, Inc.  2008 
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The Value of PERSON CENTERED THINKING 
 


Person-centered thinking is a set of skills used to get to know a person. It is important for DSPs 


to learn and use the skills and tools. Getting to know someone then allows DSPs to act on the 


information and support a person in obtaining a life of their choosing. 


 


At the base of all person centered thinking 


skills is the ability to discover what is 


important to a person while balancing what is 


important for them. This is true about all 


people, not just those with a disability. All of 


us have things in our lives that are important 


to us and important for us. We all struggle to 


strike a balance between doing things that are  


good for our health and having things in our  


lives we cherish.  


 


 


 


 


 


 


 


 


 


 


 


 


  


IMPORTANT FOR 
 


are those things that keep a person 


healthy and safe. They include: 


 Prevention of illness  
 Treatment of illness/medical 


conditions  
 Promotion of wellness (e.g.: 


diet, exercise)  
 Issues of safety: in the 


environment, physical and 
emotional well-being, including 
freedom from fear 


They also include what others see as 


necessary for a person to: 


 Be valued and  
 Be a contributing member of 


their community 


IMPORTANT TO 
 


are those things in life which help 


us to be satisfied, content, 


comforted, fulfilled, and happy. 


They include:  
 


 People to be with/ 


relationships 


 Status and control 


 Things to do  


 Places to go  


 Rituals or routines 


 Rhythm or pace of life  


 Things to have 


 


“I am listened to. I have a voice.  


I listen to others.” 
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Person-Centered Thinking© skills describe the DSP’s ability to: 


 Understand the importance of being listened to, even when people communicate in 


non-traditional ways; 


 Understand the importance of and guide others in having positive control over their 


lives; 


 Understand the significance of a person’s daily rituals and routines; 


 Respectfully address significant issues of health and safety, while supporting a person’s 


choice and control over his or her life; 


 Define the core roles and responsibilities of a DSP; 


 Pay attention and record new things you learn about a person and his/her preferences; 


 Support a person’s dreams, relationships, and community connections; and   


 Recognize that dreams and preferences are ever changing and that getting to know 


someone is an on-going journey; not a destination. 


 


 
Because we are human, we all need and use support from others. We all 
contribute, not just through our jobs, but by how we spend time and 
through relationships. We all want to have control over our lives – to 
journey towards our dreams. 


 
 


 


 


  


DBHDS would like all new providers and DSPs to enroll in a Person-


Centered Thinking© class prior to providing supports. Go to 


www.personcenteredpractices.org to register. Click on the left link 


entitled Person Centered Thinking. 
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The Value of RESPECT 
 


The term “respect” has many types of meanings. It includes a positive feeling towards another 


person or the person’s skills, opinions or other characteristics and the honoring of a person’s 


beliefs, ideas or culture. Respect requires seeing the individual as a person first. Lack of 


exposure to people who are different from our custom or standards may contribute to a lack of 


respect.  


 


All people, including those with disabilities, are thought of more positively when in a position to 


contribute to the community. People with disabilities can get the respect of others by being 


supported to perform useful and meaningful activities. As a DSP, respect for individuals you 


support can be achieved by first listening and 


developing an understanding of their culture, 


background, hopes and dreams, and then 


supporting each person to follow through on things 


that are important to him/her. 


 


There is a tendency to have lowered expectations of persons with disabilities. Low expectations 


limit opportunities to try new things and interfere with achievements. It is your responsibility to 


move away from a focus on the limitations and turn towards a focus on talents and abilities. 


This enables the focus to shift to respect and empowerment.  


 


It is important to remember that people with disabilities want and need the same things others 


do – love, security, the satisfaction of personal accomplishment, the opportunity to exercise 


control over their days, environment, and experiences, and to laugh and communicate with 


others. The way a person experiences these things is different for each, but the desire to have 


them is the same for everyone. Have high expectations for people with disabilities.  


 


“I have choices. 


I am responsible for my choices. 


I am respected.” 
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The Role of Language 
 


Your choice of words in speaking and your attitude (conveyed through the tone of your voice) 


are very important. Language can act as a separator when you use “special” language or 


professional jargon when talking about people with disabilities such as “client,” or “consumer.” 


Special language says people with disabilities are different. Instead, use everyday language, 


words, and phrases you would use when talking about co-workers, friends, and family 


members. For example, instead of saying John was placed in a job, say, he found a job or 


instead of saying Jane transitioned from high school, say, she graduated. As a DSP, how you 


talk will influence the attitudes and interactions of others.  
 


“Person First” language emphasizes the person and not the disability. The first choice is 


always to call someone by their name. If you have to refer to someone and mention disability, 


always put the person first. The phrase, “a disabled person,” can be disrespectful and 


emphasizes the disability rather than the person. You should say, “a person with a disability.” 


Instead of saying “someone with Down’s,” say, “a person has Down syndrome.” Referring to 


the person first lets others know he or she is, first and foremost, a person who deserves 


respect. 


 


 


 


 Read: Person First Language by 
Kathie Snow 
https://www.disabilityisnatural.com 


 


Read: Language to Avoid  
http://www.partnership.vcu.edu/DSP_orie
ntation/downloadables/LANGUAGE%20TO
%20AVOID.pdf 


A therapist worked with a man for many years before he 
finally got a new wheelchair. When demonstrating all the 
features of this chair to providers who support him, the 
therapist heard the staff members gasp. The staff told the 
therapist, “We didn’t know Sam could get out of his chair by 
himself or stand up just by holding onto the grab bar. We’ve 
been lifting him in and out of his chair for years. What’s your 
secret?”   
 
The therapist looked at them and said, “I didn’t know any 
better, and I just asked Sam to get out of his chair by himself 
and stand by holding the bar. I expected him to do these 
things. I was there to protect him should he lose his balance, 
but I knew he could do this for himself.”  
 


Have HIGH EXPECTATIONS. 
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Respect: What’s your role?  


 Always ask the person’s permission before you touch him/her. For example, if you are 


assisting a person to stand up from a seated position, ask, “May I help you?”  Besides 


gaining permission to physically touch him/her, you may find that he/she is able to 


complete the action without any physical help from you. 


 Avoid talking to others about things that could be embarrassing or personal for a 


person. If information must be shared, do it in a private, respectful manner. 


 Don’t talk about someone you support in their presence; talk to them and encourage 


community members to do the same.  


 When accompanying someone to a medical appointment, encourage them to speak for 


him/herself. If the medical staff directs questions to you, defer to the person you 


support whenever possible.  


 Use every day language. Avoid jargon. 
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The Value of PERSON-CENTERED PLANNING 


The core of person-centered planning is to empower the person who uses paid supports to 


make decisions and choices that direct and shape his/her own life. The goal is to move from a 


needs-based system to a support-based approach. The support-based approach helps to 


develop personal goals and a life that is meaningful to the person using supports, while still 


addressing their health and safety. Person-centered planning always includes the person who is 


the focus of the plan and other people who are selected by them to participate. This leads to 


the achievement of goals that are meaningful to that person.  


 


Person-centered planning approaches vary, however, according to O’Brien and Lovett in 


Finding a Way Toward Everyday Lives (1992), they are all characterized by the following five 


elements: 


1. The person at the focus of planning and those who love him/her are the primary 


authorities on their life direction. The essential questions are, “Who is this person?” and 


“What community opportunities will enable this person to pursue his/her interests in a 


meaningful way?”  


2. Person-centered planning aims to 


change common patterns of 


community life. It stimulates 


community hospitality and enlists 


community members in assisting 


someone to define and work 


toward a desirable future. It helps 


create positive community roles 


for people with disabilities.  


3. Person-centered planning 


requires learning through 


experiences of everyone working 


and thinking together and strives 


to eliminate separating people 


from the community, or 


controlling someone else’s life.  


4. Honest person-centered planning comes from respectfully treating all people as 


contributing members of society.  


5. Assisting people to define and pursue a desirable future requires DSPs to focus on the 


goals of those they support, make a commitment to assist them, and have the 


determination and courage to help break down barriers. 
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Person-centered planning promotes the value that the 


wishes of a person are to be honored, based on what 


he/she considers important to them. These wishes might 


be stated verbally, communicated in non-traditional ways 


(such as through a person’s behavior), or identified by 


other people who know them well.  
 


It is important that people know their wishes are not just 


written in a plan, but are “heard” and honored through 


positive acceptance, regular encouragement and daily 


actions. DSPs must be creative to ensure that people are 


“heard” by those who support them, and that their 


choices are respected and followed.  
 


Person-centered planning puts into practice ensuring that 


wishes (important to) are respectfully balanced with 


need for support to stay healthy, safe, and a valued 


member of the community (important for). 


 


 


 


Consider 


for  


a moment: 


 
 


It is Saturday and you are planning on sleeping late after a really hard week 


at work. Just as you start a really good dream, you are transported to 


another life. In this life, a woman comes into your bedroom, throws open 


your curtains, and says, “Good morning!  How are you today?” You glance at 


the clock, 7am, and then try to roll over thinking it is just a nightmare, but 


the woman comes over to your bed and pulls the covers off. “Are you ready 


to get up? Breakfast is hot and you need to eat.” In this new life, someone 


else chooses where you live. In your new home, you are told what time you 


will get up, what time you will go to bed, what you will eat, what you will 


wear, what you will do with your day, whom you spend time with and 


where you go. In this new life no one asks what you prefer or cares what 


routines and rituals comfort you and add to your happiness. No one has 


asked who is important in your life, who you love and like to spend time 


around. Is this the kind of life you would want to lead? Do you see the 


importance of person-centered planning? 


From the standpoint of those you 


support:  


1. Focus less on the records and 


what others have said about us. 


Get to know us as people.  


2. Listen and hear our “voice.” 


We’ve got a lot to say.  


3. Treat us like you want to be 


treated.  


4. Ask us how we feel about things. 


5. Make it your goal to help us 


accomplish ours.  


6. Take time to explain things. Some 


of us take longer to understand 


what you are saying. 


7. Put yourself in our shoes and walk 


our walk.  


8. Always tell us the truth. 


9. Believe in us and our dreams. 


10. Be good to yourself too. We need 


you to be energized and to enjoy 


what you do. 


Read or listen to: A Credo for Support 


by Norman and Emma Kuntz for 


additional perspectives on support. 


See references for links. 


 


at 
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The Value of DIGNITY OF RISK 
 


The concept of dignity of risk is the right of a person to make an informed choice to engage in 


experiences meaningful to him/her and which are necessary for personal growth and 


development. Normal living often includes risks. Dignity of risk allows people to lead normal 


lives. Overprotecting people with disabilities keeps them from many life situations that they 


have the right to experience, and it may prevent meaningful connections and fulfillment of 


their hopes and dreams.  
 


Rather than protecting people with disabilities from disappointments and sorrows, which are 


natural parts of life, support them to make informed decisions. This enables them to experience 


the possibility of success and the natural risk of possible failure. Occasionally, as support staff 


we believe we know the outcome for those who “dream too big.” Dignity of risk demands we 


try to help people investigate and reach for their dreams, while keeping health and safety at the 


forefront of our services. 
 


Dignity of Risk: What’s your role? 


 Support individuals to choose attractive/fashionable, well-fitting clothing that is 


appropriate to the person’s age and social setting. 


You are shopping with Joseph, who is drawn to a particular t-shirt with ‘dicey’ graphics. You know that if 


he buys it, it will upset others. What do you do? First, explain what others may think or do if he wears it 


in public. Next, show him 2 or 3 shirts in the same color or style that are not offensive and explain why 


these are more appropriate. Ask him if he would rather pick one of these or another one on the rack and 


compliment wise choices. But the bottom line is, once he’s informed (understands the consequences), if 


Joseph still wants to buy the shirt, he can buy the shirt. It is his right to buy and wear the shirt of his 


choice. You follow-up by following your agency’s documentation requirements in describing the support 


you provided and the choice Joseph made. 


 Openly discuss options a person may have when they are faced with making a decision. 


 Often making an informed choice takes many conversations to understand the risk 


involved. Take time for this. 


 Be clear about your role: what is your core responsibility? How will you use creativity 


and judgment? What is not your paid responsibility? This means removing your own 


personal values and beliefs about the person’s situations and choices. 


In her meeting, Sandra announced she’d love to be an airplane pilot. She has poor eyesight and cannot 


read. How do you help support her in finding a job? Maybe she’d like to work at an airport. She could 


learn more about what airplane pilots have to do in their job. You may need to role play the 


conversations she might have at the airport when looking for a job. Talk about job possibilities before 


going to the airport. It might be a good idea to talk with the airport staff prior to going with Sandra to 


prepare them for the interviews. Your role is to create win-win situations. 
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The Value of COMMUNITY CONNECTIONS 
 


Community is a group of people who come together for a common reason. People may belong 


to several communities, some which are based on a common interest, others that are based on 


geography such as a neighborhood. People within a community may be very different from one 


another. Being part of a community brings people together, and people will learn that it is okay 


to be different. Positive and regular interactions bring a community together. 
 


Just because you live in a community or attend activities in a community does not mean you are 


a part of the community. Are you part of a community if you never talk to your neighbor or 


participate in any of the events going in the community? It is the responsibility of the DSP to 


provide the supports a person needs to become part of the community.  
 


Sometimes people are afraid of differences or the 


unfamiliar. Without intentional effort to involve 


people with disabilities in their communities, they 


risk being separated from everyday life by living in 


segregated facilities and attending activities 


designed only for people with disabilities. As a 


DSP, you must ensure that people you support 


achieve ordinary community lives by helping each one get involved in activities that they want 


to do and find valuable. Going out to ordinary places is the first step. 
 


Think of places you like to go, activities you like to participate in, organizations where you have 


memberships. What would be the potential challenges for people you support to enjoy those 


same experiences? How could you help the person overcome those barriers?  
 


There are three ways to be part of your community – presence, participation, and connection. 
 


Community presence may include doing things in the community on a regular basis and being 


recognized by others who attend, but not really interacting with others. If a person is not there, they are 


not missed. 
 


Community participation may include doing things in the community on a regular basis, knowing several 


people by name and having conversations with them about personal lives. The person does things at the 


event that others depend on and they would be missed if they were not there on a particular day.  
 


Community connection may include a person being included in social gatherings outside of the primary 


connection, others recognizing and appreciating their contributions, and forming friendships that extend 


beyond the reason they are gathered. When a person is not there they are missed and people ask about 


them. 


“I have friends and family I see often.  


I am a part of my community.  


I have found groups, organizations and 


social activities that interest me.” 
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A DSP’s goal is to support people to be connected to their community.        


 


Community Connections: What’s your role?  


 Support people individually (rather than in groups) when going to a 


community/neighborhood event.  


 Step back and support the person to participate to the best of his/her ability. 


 Do not assume that the person needs your help. 


 Help the person locate and attend community events and activities that best reflect 


his/her interests and that best match what others of his/her age group seek out.  


 Attend places on a regular basis so relationships have a chance to form. 


 Find the gatekeeper of the group – the one who will introduce a person to members of 


the group.  


 Avoid “special programs” or going out in large groups that only bring attention to 


someone’s disability. This is not how most people participate in the community.  


 Go into the bank or the restaurant instead of using drive-through windows. 


 Encourage people to make their own purchases rather than purchasing items for them. 


 Model what it looks like to be part of a community by being friendly and introducing 


yourself to others. 


 


 


  
  


  


Recommended Resource: 


A Guide to Developing Community Connections by 
Patsy Davies & Claudia Bolton 
http://www.allenshea.com/CIRCL/connections.pdf 


 


 


at 


Recommended Resource: 


Friends: Connecting People with Disabilities and 
Community Members by Angela Novak Amado 


http://rtc.umn.edu/docs/Friends_Connecting_people_
with_disabilities_and_community_members.pdf 



https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&ved=0ahUKEwj22-Hj8obNAhWJbD4KHZMABzUQjRwIBw&url=http://all-free-download.com/free-icon/green-check-mark-red-x.html&bvm=bv.123325700,d.dmo&psig=AFQjCNEACYJ4gA-sxY5R8o9tkAefT72npQ&ust=1464872819710889
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The Value of NATURAL SUPPORTS 
 


The term natural supports refers to the resources that are already present and available to all 


persons in community environments. This includes family, friends, co-workers and neighbors, 


members of clubs or civic groups, and local merchants.  


 


Imagine for a minute what it would be like to wake up every morning knowing that the only 


people you will interact with all day will be those paid to be with you.  


 


This is not how most people live. Most people pay for some services and get assistance from 


others just because they care. It is the responsibility of DSPs to find and set up flexible ways of 


supporting a person in community settings so he/she can develop natural relationships. The 


goal is to move away from dependence on paid supports and move towards supports from 


friends, family, and others who are genuinely interested in the person.  


 


Creative strategies must be found to support and maintain these relationships. These may 


include introducing the person to the organizer of the group, frequenting the same places and 


including the person in conversation. Any routine, service or activity that a person needs, 


wants, or enjoys should be arranged through the same resources as those used by persons 


without disabilities (such as the family doctor, dentist, barber, YMCA for recreation, community 


pool for swimming).  


 


 


Natural supports: What’s your role? 


 Find out who is already in a person’s life (including immediate and extended family 


members) and encourage/facilitate continuing and deepening those relationships. 


 Figure out where people are already providing natural support in someone’s life and 


help this continue. 


 As you are out and about in the community, take notice of people who show interest in 


getting to know the person you support. Don’t be afraid to help the person meet new 


people, which can lead to new friendships and more support in the person’s life.  


 Also note when you meet people with similar interests as the person you support. Find a 


volunteer to accompany them on a specific activity in which they are both interested. 


Consider that the person you support may have an interest he/she has never had a 


chance to put into action, such as going to baseball games, hiking, listening to gospel 


music, taking a cooking class, walking around the neighborhood, and/or taking a drive in 


the country. 
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The Value of WORK  


Our culture values work. It is expected that adults will work to earn money to support 


themselves. This value is true for people with disabilities. Additionally, we recognize that 


working in the community provides so much more than just a paycheck. Numerous studies have 


shown that people with disabilities who are working in the community report other non-


monetary benefits to working. 
 


 Working people believe more in their abilities: they have higher expectations of what 
they can accomplish, and this spreads to other areas of their lives. 


 Working people feel more connected to the greater community. People report having a 
higher number of friendships with people without disabilities through work. 


 Working people report having better health and sense of well-being than non-working 
people. 


 Working people report having 
meaning in their lives. Being 
employed makes people feel that 
they are engaged in meaningful 
activities; there is a purpose to 
their lives. 


 Working people make money. 
Many people with developmental 
disabilities live in or near poverty. 
Income from paying jobs helps 
supplement their resources and 
improves the quality of the lives 
they can live.  


 


Any vocational activity used to prepare for a job is beneficial, as long as it is time-limited and 


has as the expected outcome of an integrated, community job. An integrated, community job is 


defined as work providing a minimum wage or higher and related benefits in a typical work 


setting where the employee with a disability has the opportunity to interact with co-workers 


without disabilities and has an opportunity for career advancement.  
 


Employment First 
 


Employment First is a concept that Virginia values. It means offering the option of integrated, 


community employment as the first choice of day activity to people entering services. If the 


person has no reference for choosing work (has no work experience), they should have an 


opportunity to do work assessments to see what it is like. Those who are not currently working 


should have frequent opportunities to learn about work, the types of jobs people do, and to be 


exposed to working people within their interest areas. 
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Work: What’s your role?  


 Adopt the belief that everyone can work. 


 Support a person in believing that he/she can work in the community. 


 Talk to the person about what he/she wants to do for a job. When out in the 
community, talk about the tasks people are doing in their jobs. Ask if the person 
would like to do any of those tasks as a job. 


 Encourage the employment team to look at a person’s gifts and abilities and what 
they can offer an employer.  


 Think creatively about the types of organizations and jobs that could match a 
person’s skills and strengths.  


 Document the type of supports a person will need to be successful on a job. 


 Familiarize yourself with services that specialize in job development and job support. 


 Believe in the person. Believe in his/her dreams, and be supportive if things don’t go 
right the first time. 


 


 


 


 
 


 


 


 


 



http://www.selfadvocacyonline.org/research/FINDS/jobs/
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The Value of ALTERNATIVES TO ISOLATING PROGRAMS  
 


With the focus on community life, there is no longer a need for specialized programs that 


exclude people from an ordinary or extraordinary life. Using paid supports does not mean a 


person with a disability has to participate in specialized programs or groups of people with 


similar disabilities, with little to no access to ordinary activities.  


 


Alternatives to isolating 


programming refers to supporting 


a person in natural settings, with 


families and friends, by providing 


flexible supports that work well for 


them. People with disabilities 


should live in comfortable homes in 


safe neighborhoods. They should 


have the choice to work a regular 


job or to engage in other typical 


activities that they and the 


community value. 


 


 


Alternatives to isolating programs: What’s your role? 


 Try to avoid “homelike facilities” in a business district or isolated from other people. If 


considering buying a home where you would like to live with a person with disabilities, 


look at nice neighborhoods which offer many opportunities for everyone to be a part of 


the community. 


 Support the person to find a job with a plan for them to one day work independently or 


as independently as possible. Try to help the person find natural resources in the work 


place, like another employee who can provide reminders, support and encouragement. 


Instead of paid transportation, find someone with whom he/she can catch a ride to 


work. These supports are more natural.  


 Find creative ways for people to participate in their home, work, and community. If the 


person can’t do a particular thing, keep trying until you find something he/she can do. 


Remember, everyone has contributions to make to their community; it is up to us to 


find their talents.  
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The Value of PERSONAL CHOICE AND DECISION-MAKING 
 


Personal choice means making decisions about all the details of our lives. Each day, as soon as 


we wake up we are engaged in making choices. We ask ourselves: “Should I hit the snooze 


button or get up?” “Should I call in or go to work?” and “What should I wear?” We also make 


major decisions about who to live with and what sort of work we want to do. We are in control 


and it feels good to be empowered and able to make our own decisions. Everyone is entitled to 


make decisions about their lives.  


An important goal of all DSPs should be 


to provide people with opportunities to 


make both small, everyday choices in the 


here-and-now, as well as bigger, more 


important decisions for the future. This 


goal must drive the Individual Support 


Plans that are developed, the way 


provider agencies operate, the staffing 


patterns (what staff do and when they do 


it), and especially the daily actions of the 


DSPs. Choice should occur naturally and 


should be expected without unnecessary restrictions. Many people entered supportive services 


with little to no choice. It is the DSP’s responsibility to promote personal choice by noticing 


likes, dislikes, and opinions as forms of choice. 


 


refers to one’s ability to make a decision based on a clear understanding 
of the facts, results of the choice, and possible future consequences. Some 
people do not show the capacity for informed consent and need supports 
from family members, an authorized representative, or a legal guardian. 
This is typically reserved for decisions or choices that might have an effect 


on a person’s health and safety. This does not mean that the day-to-day choices or expression of 
hopes and dreams should be restricted. DSPs are responsible for encouraging choice and consulting 
with alternate decision-makers when unsure.   
 


Methods of Helping People Learn to Make Choices 


 When teaching someone with no prior experience with making choices, you need to 
start small, but teach the small steps throughout the person’s day. There are many 
chances to make choices during the day. 


 Start with offering choices when the person gets up. First offer a drink or washing up. 
Then offer coffee or another favorite drink. Further offer the choice to take a bath or 
shower.  
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 Ask what he/she would like to wear and give two or three options. If the person doesn’t 
speak with words, you can ask him/her to look at or touch the preferred clothing.  


 Once picking from two or three options is mastered, you can use color coded clothes 
hangers to foster choice without your support. You can teach him/her that all shirts and 
pants that match are on the same colored hangers. This also leads to teaching matching 
clothes when doing laundry and it helps to support a person in hanging clothes on the 
proper colored hanger. 


 This color coding can also be used to separate food into food groups, by using yellow 
containers for breads, blue for proteins, red for vegetables, and green for fruits. Teach 
about healthy eating by talking about how many foods need to come from each 
container for the day. A person can plan meals daily. This can also be done with pictures 
of foods. Pictures may also be used in grocery shopping. 


 When planning trips to restaurants, go by the restaurant in advance to get a copy of the 
menu. Teach how to make choices before going into a social situation.  


 A person who does not use words to communicate can still make choices. Have him/her 
look at what he/she wants to wear or wants to eat, and confirm that choice by saying 
something like, “Oh, okay, you would like some eggs now?”  This reinforces 
communication while encouraging decision making. 


 


 


 


Personal choice and decision making: What’s your role? 


 


 For someone with limited or no verbal skills, DSPs can use eye movements, touch or 


adaptive tools to elicit personal choice in clothes, food, people, touch and activities. 


 Develop a visual display of daily choices (with real photos). Regular use will encourage 


self- direction by the person you support. 


 When you ask someone what he or she would like for breakfast, offer choices, such as, 


“Would you like toast and cereal or yogurt and fruit?”  Instead of saying, “It’s Thursday, 


so we’re having cereal.”  


 Find out what is important to a person from his/her perspective and write down what 


you learn about a person’s likes and dislikes. Then share what you learn with others. 


 Remember, in order for a person to have true choice, there must be more than one 


option. 


 Rather than saying no to a perceived risky choice, work towards supporting the choice in 


a meaningful way and seeking help with making decisions from the person’s designated 


authorized representative or guardian if necessary.  


 Help people to make choices in naturally occurring situations. 
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The Value of INDIVIDUAL RIGHTS 
 


All people, no matter their ability, retain basic human rights. Like you, people with disabilities 


are entitled to enjoy the rights and freedoms to privacy, to have personal possessions, to 


marry, to exercise free speech, to live in neighborhoods, to complain, to vote, etc. It is also the 


right of the person to be free from abuse, neglect and not to have restrictions on his or her 


rights and freedoms.  


 


As a DSP, you are considered a “mandated reporter,” and are required to report violations of 


individuals’ rights, including suspicion of abuse or neglect. Though policies vary, you are 


required to report to your agency’s director. 


 


Some people you support may have had their legal rights limited through the appointment of a 


guardian, conservator or another legal process. This does not mean they cannot make day-to-


day choices and decisions or should have their dreams or plans go unheard. It is the DSP’s 


responsibility to seek guidance and help with decision making when appropriate and/or needed 


to preserve the health and safety of the person you support.  


 


As an employee of a community agency providing supports to people with intellectual and 


other developmental disabilities, it is your responsibility to be aware of these basic human 


rights, as well as any specific human rights policies followed by your agency. Ask your 


supervisor/agency representative to give you a copy and to explain your agency’s policy to you. 


 


 


 


Individual Rights: What’s your role? 


 


 You should carefully read the human rights policy of the agency for which you work. List 


any questions and discuss them with your supervisor. 


 Immediately report suspected abuse, neglect or human rights violations according to 


your agency’s policy. 


 Talk with your supervisor and family/representatives as needed regarding decisions that 


directly affect the health and safety of a person. 


 Work with your supervisor and the person’s team to figure out acceptable risk with the 


person and his or her family, authorized representative or legal guardian. 
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The Value of CONFIDENTIALITY 
 


Confidentiality is a right each of us has to privacy and respect of 


information given to and shared among professionals about us. 


People generally expect that their medical records, financial records, 


psychological records, criminal records, driving records, and other 


personal records are going to be kept in a confidential manner. DSPs 


must remember to have this same respect for the private information 


about those they support. This includes health information that is covered by the HIPAA (Health 


Insurance Portability and Accountability Act). No one would like to think that their doctor or 


counselor openly discusses diagnosis, illnesses, or care plan at home or a party. While DSPs 


generally sign a confidentiality agreement related to employment, it is important to avoid 


sharing confidential information about the people being supported. Your agency will provide 


additional information about confidentiality and requirements related to sharing information. 


 


Confidentiality: What’s your role? 


 When accompanying someone to a doctor or dentist appointment, encourage him to 


speak for himself. If the doctor asks you questions, as if the person is unable to speak for 


himself, look at the person to answer the question. This is a teachable moment for both 


the person you support as well as the professional. 


 When out in the community and seeing a friend, encourage the person you support to 


introduce himself and don’t identify him as your “client,” “consumer” or “patient.” 


 When in a social situation in which your job is being discussed, don’t give details about 


the individuals you support. Never mention names, diagnosis, family names, or any 


other identifying facts. 


 


 A story about confidentiality: 


Two DSPs, Sally and Megan, went shopping together after work. While at the 
mall, they stepped on the escalator and Sally asked Megan if she had 
remembered to tell the supervisor about an upcoming medical appointment 
for John, a person in the program. Megan exclaimed “no!” As they rode up the 
escalator, they discussed John’s medical condition and how he’s not been 
sleeping well. Having this conversation in public is disrespectful, put’s John’s 
confidentiality at risk, and could result in losing their jobs.  
 
NEVER discuss anything about those you support with or around anyone who is 
not authorized to know this information. 
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SECTION II: INTRODUCTION TO DEVELOPMENTAL 


DISABILITIES  


In this section, we discuss the definition of developmental disabilities, as well 


as some of the causes. While this information is important for a better 


understanding of the people you will support and will help you in your work,  


it is just as important to understand the myths and misunderstandings which 


get in the way of people living meaningful lives in the community. We also 


discuss how you can become a “roadblock remover” for people you support. 
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An Intellectual Disability is a one type of Developmental Disability. 


Introduction to Developmental Disabilities 
 


 


 


 


 


 


 


 


 


 


 


 


 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


The Definition of Developmental Disability 


 


The term developmental disability (as defined by the Developmental Disabilities Act and 


adopted by the Virginia General Assembly) means a severe, chronic disability of an individual 


that is attributable to a mental or physical impairment or combination of mental or physical 


impairments that are manifested before the individual attains age 22 and are likely to continue 


indefinitely. Developmental disabilities result in substantial limitations in three or more of the 


following functional areas:  


 self-care 
 receptive and expressive language 
 learning  
 mobility 
 self-direction 
 capacity for independent living 
 capacity for economic self-sufficiency 


 


 


 


Is Intellectual 


Disability the same as 


Developmental 


Disability?  


Not exactly. The terms 


Developmental Disability 


(DD) and Intellectual 


Disability (ID) do not have 


the same meaning and 


cannot be interchanged. 


ID is just one type of DD. 
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More about Developmental Disabilities 
 


When we talk about developmental disabilities, we are 


talking about a variety of different conditions, which 


occur before individuals reach adulthood. For most 


developmental disabilities this age is 22, but for 


intellectual disability the age is before 18. 
 


The term intellectual disability (as defined by the 


American Association of Intellectual and Developmental 


Disabilities- AAIDD) means a person has significant 


limitations in intellectual functioning (reasoning, 


learning, problem solving) and in adaptive behavior, 


which covers a range of everyday social and 


practical skills. Thus disability originates before the  


age of 18. 
 


People with autism, cerebral palsy, and other mental or 


neurological conditions (seizures) are also considered to 


have a developmental disability. Other developmental 


disabilities may be strictly physical, such as blindness or 


deafness from birth or childhood.  
 


People with developmental disabilities may or may not 


also have an intellectual disability. Some developmental 


disabilities, such as Down syndrome, fetal alcohol syndrome and Fragile X syndrome, almost 


always occur with an intellectual disability.  
 


Factors to Consider 
 


On the basis of multiple evaluations, professionals can determine whether a person has a 


developmental disability and can make recommendations for supports for them. 
 


In assessing and diagnosing disabilities, AAIDD stresses that professionals must take additional 


factors into account and consider things such as:  


 the typical environment of the person’s peers without disabilities; 
 language differences; and 
 cultural differences in the way people communicate, move, and behave. 


Assessments must also assume that:  


 everybody has strengths and weaknesses; and 
 people will become more independent if given the right supports, a chance to do things 


for themselves, and enough time to learn new skills. 


Some Causes of  


Intellectual Disability 
 


Some individuals have an intellectual 


disability that occurs from: 


Genetics -something you are born with 


that is passed down by parents (e.g., 


Down syndrome, Fragile X). 


Other physical causes (e.g., fetal 


alcohol syndrome, car accidents, 


shaken baby syndrome). 


Social or environmental factors (e.g., 


lack of stimulation, trauma/abuse 


during the developmental years, lack of 


family and educational supports to 


promote mental development and 


adaptive skills). 


Approximately 40% to 50% of 


individuals with an ID have no known 


cause of their disability. 







 


26 Section II: Introduction to Developmental Disabilities 


 


Myths and Misconceptions 
 


People with developmental disabilities are all alike and all require the same supports.   


 


 Over the years, people with intellectual and 
other developmental disabilities have been 
placed in group settings partly because people 
have decided that it is cheaper and easier, and 
partly because people do not understand their 
various disabilities. The individuals in a given 
group often have nothing in common other 
than the fact that they all have at least one 
developmental disability.  
 


 Disability is just one aspect of a person. It 
does not define them. Getting to know 
someone’s personality, likes, dislikes, needs 
and desires along with understanding their 
disability is the best way to determine what 
supports may be needed. Having a 
developmental disability might mean needing 
supports to reach an outcome that a person 
without a disability might reach by himself.  
 


 The presence of a developmental disability 
does not change the fact that someone has his 
own, self-determined goals. Each person with a 
developmental disability might need some 
supports, just as we all do in different areas of 
our lives. However, the same amount and 
types of supports needed for one person may 
not be needed for another.   


 


People with developmental disabilities are ill or sick.   


 


 A developmental disability is not an illness, and people living with developmental 
disabilities are not “patients” (unless they happen to be temporarily hospitalized). You 
cannot catch a disability.   


 While developmental disabilities cannot be cured, individualized and age-appropriate 
supports are likely to enable people to reach their personal outcomes and increase their 
level of independence. 


 Just like anyone else, a person with a developmental disability may or may not have 
conditions such as medical conditions, physical disabilities, or a mental illness. 
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People with developmental disabilities need specialized services to meet all of their needs.   


 


 Each of us, including those of us with developmental disabilities, has very different 


strengths and support needs.  


 We all continually grow and change in terms of the supports we need to be successful. 


One person may not need support or assistance with a certain task, while another may 


require support to successfully complete the same task. Similarly, someone who needs 


support today to complete a certain task may or may not need the same support 


tomorrow to be successful in accomplishing the same task.   


 People with a developmental disability can shop at the same store as people without a 


disability. They may or may not need support and assistance to do their shopping and 


money management.  


 A person with a developmental disability who has a medical condition can be treated by 


the same doctor as a person without a disability who has the same medical condition. 


Persons with a developmental disability may or may not need help telling the doctor 


how they feel, understanding the diagnosis or taking prescribed medication.   


 Just as for all of us, the supports provided must be individualized. 


 


 


 


 


 


 


 


 


 


*If you have difficulty with links, please type the title or link in your browser. 


 


 


 


Recommended Video* 


Direct Support Professional 


Profile at 


https://www.youtube.com/watch?v=79


_8Igkh_9c 


Recommended Video* 


The Harley Story  


https://www.youtube.com/watch?v


=XWmcXHRMisU42/  



https://www.youtube.com/watch?v=79_8Igkh_9c

https://www.youtube.com/watch?v=79_8Igkh_9c

https://www.facebook.com/open.futurelearning/videos/1756142567953942/

https://www.facebook.com/open.futurelearning/videos/1756142567953942/

https://www.facebook.com/open.futurelearning/videos/1756142567953942/
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Supporting people with developmental disabilities: What’s your role? 


 


1. Be a “roadblock remover” See people as the people they are, not for the disabilities they 


have.  


2. Be creative, provide thoughtful support, and make the effort to figure out the best way to 


help people achieve their outcomes. If someone tells you (by words or behavior) that 


he/she wants to do something, focus your energy on how the person can achieve his or her 


desired outcome. A person with a developmental disability may need supports to find an 


alternative way to achieve an outcome that might not be needed by someone without a 


disability.   


3. Take each person’s interests and goals seriously. Remember that it is never helpful to focus 


on perceived impossibilities, based on a person’s disability or for any reason.  We shouldn’t 


say things like, “Latasha says she wants to drive a car, but she could never do that.” Instead, 


discuss ways Latasha might be able to come as close as possible to her desired outcome of 


driving a car. For example, if Latasha has never had the chance to see what driving might 


feel like, consider offering the use of a video game system with driving simulators options.   


4. Try to figure out what an individual really wants when he or she tells you about an 


outcome. If Latasha is saying she wants to drive a car, explore what the idea of driving may 


means to her (freedom, independence, being on one’s own, being an adult). Maybe you can 


think of other things she can do that would also make her feel that way, such as having a set 


of keys to her house, taking a walk in her neighborhood by herself or going to a movie with 


a trusted friend but no staff. 


5. Be positive. Think: “People with disabilities can . . .” --remove “can’t” from your vocabulary.  


6. Do not base your interactions or your attitude about a person on his/her history. It’s true 


that a person’s history may often provide valuable information, but it should not be used to 


limit opportunities. The field of intellectual or developmental disability services is full of 


success stories where those with “bad histories” have become successful because the 


people supporting them were able to see who they could be, rather than judging them 


based upon past “bad behaviors.”  


7.   Recognize that people with disabilities are lifelong learners. Look for opportunities to 


provide new information or teach a new skill. 


8. Model for others. Treat those you support as equals. In doing so, people in the community 


will be more likely to treat people with intellectual or developmental disabilities as capable, 


productive citizens. For example, when you are in a store with someone, make your support 


as invisible as possible. Talk to and treat the person as you would a friend. Encourage them 


to be independent. The tone you set will teach others in the community that people with 


disabilities are capable and interested in having full, well-rounded lives, just like everyone 


else.  







 


29 Section III: Waivers for People with Developmental Disabilities 


 


 


 
  


 


SECTION III: WAIVERS FOR PEOPLE WITH 


DEVELOPMENTAL DISABILITIES  


In this section, you will learn about the variety of supports and services that are 


available through Waivers and how people become eligible for Waiver supports 


and services. The assessment, planning, implementing, and documenting 


activities are also discussed.  
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Waivers for People with Developmental Disabilities 
 


The three Virginia Medicaid Waivers that support people with developmental disabilities (DD) 


provide a way to pay for certain long term supports and services in communities with a mix of 


state and federal funding. Federal funding comes from the Centers for Medicare and Medicaid 


Services (CMS) and “waives” specific federal Medicaid requirements. Waivers have provided 


funding to allow many individuals who would have required institutional services to receive a 


variety of needed services and supports in the community. 


 


Virginia’s Waivers are built on the idea of individualized supports. Services are developed and 


funded based on a person-centered approach as discussed in Section I. Each person (with 


assistance if needed) chooses different types and levels of supports based on his or her desired 


goals, outcomes, choices and needs. Most services are agency-directed services, in which the 


provider agency hires staff to work with the person. Some are consumer-directed services (also 


known as self-directed), in which the person (or his/her family) employs the staff person. 


People can also use a combination of both agency-directed and consumer-directed services.  


 


Virginia recently redesigned the Waivers for people with DD and there is now one process to 


qualify for and access supports and services. The redesigned Waivers: 


 Provide more targeted, flexible, needs-based services; 


 Create more choices and opportunities; 


 Promote consistency, equity, quality and accountability across the waivers; and 


 Increase flexibility in service design. 


 


As presented in Section 1, three Waivers support people with DD:  
 


Community Living Waiver        Family and Individual Supports Waiver         Building Independence Waiver 
 


The “Community Living Waiver” is a comprehensive waiver that includes 24/7 residential 


services for those who require that level of support. It includes services and supports for adults 


and children, including those with intense medical and/or behavioral needs.  


  


The “Family and Individual Supports Waiver” supports people who live with their families, 


friends, or in their own homes. It provides support to people with some medical or behavioral 


needs and is available to both children and adults.  


 


The “Building Independence Waiver” supports adults 18 and older who are able to live in the 


community with minimal supports. This Waiver does not include 24/7 residential services. 


People using this Waiver own, lease, or control their own living arrangements.  
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Waiver Services  
 


Waiver services are divided into the following categories: 


 


 Employment and Alternate Day Options 


 Self-directed and Agency-directed Options 


 Residential Options 


 Crisis Support Options 


 Medical and Behavioral Support Options 


 Additional Options


 


Each of the options contain multiple services which are available in one or more of the DD 


Waivers. Information about these services is available from your supervisor. It is important that 


you know about the variety of supports that are available so that you can assist in planning for 


each person you support. You can refer to this document or other agency documents as 


needed to become familiar with the array of service options rather than trying to remember 


all of them.  
 


 


 


 


 
  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


All services aren’t available in all three DD Waivers. Ask 


your supervisor more about these options.  


Residential Options 
Independent Living Supports 
Shared Living 
Supported Living 
In-home Support Services 
Sponsored Residential 
Group Home Residential 
 


Self-Directed and Agency-Directed Options 
Consumer-Directed Services Facilitation 
Personal Assistance Services 
Respite 
Companion 
  


 


Medical & Behavioral Options 
Skilled Nursing 
Private Duty Nursing 
Therapeutic Consultation 
Personal Emergency Response System  
  


  


 


Crisis Support Options 
Community-Based Crisis Supports 
Center-based Crisis Supports 
Crisis Support Services 
  


  


  


  


 


Employment & Day Services 
Individual Supported Employment Group 
Supported Employment 
Workplace Assistance Services 
Community Engagement 
Community Coaching 
Group Day Services 
 


Additional Options 
Assistive Technology 
Individual and Family/Caregiver Training 
Electronic Home-Based Services 
Environmental Modifications 
Transition Services 
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USING Waiver Supports and Services  


 


Eligibility for Waiver Services 


 


In order to be eligible for services funded through Waivers, a person must meet the following 


criteria: 


 


 Have a diagnosis of developmental disability, 
 


 Meet Medicaid financial eligibility, 
 


 Meet the Level of Care Criteria as determined by the 
Virginia Individual DD Eligibility Survey (VIDES), and  


 


 Accept services within 30 days. 
 


Eligibility Determination and Slot Assignment   


 


In order to use services through the Waivers, a person needs to be determined eligible for 


services and assigned a slot. There are a limited number of slots and everyone who is eligible 


does not get to receive services right away. If a slot is not 


available, the SC determines the individual’s priority needs level 


and places the person’s name on the waiting list via Virginia 


Waiver Management System (WaMS). A Critical Needs 


Summary documenting the person’s level of urgency is also 


completed by the SC. 


 


When a slot becomes available, the DBHDS-supported regional 


committee will assign the slot to the person on the waiting list who is found to have the 


greatest need for services. 


  


Determination of Support   


 


When someone is determined eligible and a slot is available, the level of support needed is 


assessed. A tool that is used to determine individual support levels is the Supports Intensity 


Scale® (SIS) The SIS® measures support needs in the areas of home living, community living, 


lifelong learning, employment, health and safety, social activities, and protection and advocacy. 


It is administered by qualified, trained interviewers. 


The criteria for   


Waiver eligibility 


include: diagnostic, 


financial,  


and functional. 


The DDS electronic 


service authorization 


system is called 


WaMS (Waiver 


Management System). 
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Support Coordination 


 


Each person who is enrolled in a Waiver is assigned a support coordinator (SC). SCs work for or 


contract with the CSB that serves the area in which the person lives. The SC is responsible for 


linking the person with service providers, as well as coordinating and monitoring the services. 


The SC, Waiver service providers, the person’s family members and others he/she chooses, 


meet together to help him/her develop an Individual Support Plan (ISP). 


 


Choice   


 


Eligible individuals for whom a slot is available 


must be allowed to choose: 


 Whether they want to participate in 


the Waiver program, 


 What services they will receive, 


 Who the service provider(s) will be,  


 What’s in their plan, and 


 The supports to be provided.  


 


Considerations in Community Settings 


 


The Home and Community-Based Services (HCBS) settings regulations became effective in 


March 2014. The regulations are designed to enhance the quality of HCBS, provide additional 


protections, and ensure full access to the benefits of community living. They establish 


requirements for the qualities of settings where individuals live and/or receive Medicaid-


reimbursable HCBS services. The rules focus on the quality of individuals’ experiences so that 


people receiving Medicaid-funded HCBS have services that protect individual choice and 


promote community integration. 


 


Service Authorization   


 


All Waiver services must be authorized by the Division of Developmental Services (DDS) prior to 


the start of services. The SC must review service providers’ service plans (called Plans for 


Supports) to ensure that the plans match what was decided at the planning meeting. The SC 


also ensures that the individual’s choices are the focus and driving force of the plan prior to 


requesting authorization. Changes in type and amount of services can be made only with prior 


authorization from DDS.  


 
INDIVIDUAL CHOICES 


Waiver 
Plans 


Support 


Providers 
Services 







 


34 Section III: Waivers for People with Developmental Disabilities 


 


Service and Support PLANNING 
 


Assessment 


 


All Waiver services must be delivered according to the 


written Individual Support Plan (ISP). The ISP is based 


on information learned about the person, such as:  


 What is important to him/her in order to live 


his/her idea of a good life, 


 What is important for helping him/her stay 


healthy, safe and a valued member of the 


community, 


 What he/she is interested in doing, 


 What he/she does well, and 


 What he/she needs help with from the 


provider (support).  
 


In some instances, a person may have difficulty communicating. In these situations, much of the 


information may be provided by the SC and/or family on behalf of the individual, particularly if 


he/she is new to a provider. Once a person is receiving supports, a great deal will be learned 


about the person from spending time with him/her in different settings, seeing what he/she 


can and cannot do, learning what he/she likes and doesn’t like, and by talking to him/her and 


others who know the person well.  
 


You will be asked to participate in a team approach to providing supports, which may include 


answering questions, attending team meetings or actually completing an individual’s 


assessment. As a team member in providing supports, you will make contributions to the ISP – 


especially the “Personal Profile,” which is a personal description of the person to help the team 


focus on what’s important to the person, what needs to stay the same, and what needs to 


change for the person to have a good life. 
 


Standardized Assessment for Virginia 
 


Each person using Waiver services is assessed using the “Supports Intensity Scale” ® (SIS). This 


scale is completed every three years with the person and other people who know him/her well. 


This instrument gives service providers consistent information about the people they support. 


In addition, each person using Waiver services will have a “Risk Assessment” (which is part of 


the SIS) completed annually to determine health and safety needs and help plan supports for 


especially serious medical and/or behavioral issues. You may be asked questions about people 


you support in order to help complete one of these assessments.  


The Individual Support Plan is 


person-centered and addresses 


what is important to and 


important for the person. 


Desired outcomes and supports 


in important life areas, including 


work, home, community, and 


recreation are identified and 


included in the plan. 
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Planning Team 


 


The ISP is developed by a team with the person at the center of 


planning. Other members of the team include family members, 


guardian/authorized representative (if there is one), friends, SC, 


and service providers. The team must meet at least once a year to 


develop the ISP for the next year.  


 Meeting format: These meetings should be fun and informal, with 


all team members helping the person feel comfortable expressing 


his/her hopes, desires, and worries about services and supports. 


Team members (with permission from the person) present what they’ve learned and make 


suggestions related to his/her desired outcomes, preferences and supports to be provided in the 


upcoming year. Provider roles and responsibilities are decided upon and the shared plan is agreed 


to by all team members.  


 


Plan for Supports 


Each provider develops a Plan for Supports with the person to address 


the outcomes that they agreed to at the meeting for their service area. 


In this way, the supports and activities that lead to reaching the desired 


outcomes are discussed and become a part of each Plan for Supports. A 


Plan for Supports is based on the role that each service fills in the 


person’s life. For example, a group home (or residential) provider might 


not help the person learn a job, but would help him/her to meet more 


people in the neighborhood or become a better cook. Each Plan for 


Supports becomes a part of the larger ISP.  


Integrated Supports  
 


This work is part of a larger overall effort pertaining to system redesign to improve services to 
people with DD in Virginia and will become a part of the overall planning process. Several of the 
concepts underlying the planning tool are inspired by LifeCourse principles and related work 
from the University of Missouri – Kansas City (UMKC). Many of the materials are available for 
download at http://www.lifecoursetools.com/. 
 


Person Centered (quarterly) Reviews 
 


The Plan for Supports must be reviewed in writing once every three months to make sure it is 
still working for the person. This review looks at whether services are being delivered as 
described in the Plan for Supports, how well they support the person and whether the person is 
satisfied with the services. The person-centered review helps determine the appropriateness of 
the services and whether the supports being provided are moving him/her closer to achieving 
his/her desired outcomes. All Waiver providers’ person-centered reviews are sent to the SC for 
his/her review.  



http://www.123rf.com/photo_27153346_stock-vector-clipboard-single-flat-color-icon-illustration.html
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Documentation 


 


Each provider must maintain documentation that shows:  


 Supports were provided as described in the Plan for Supports; 
 What supports were provided and when; 
 That the Plan for Supports is being reviewed on a regular basis to determine status, 


movement or progress towards outcomes; and  
 That changes to the Plan for Supports are made as needed or desired by the person.  


 


Formats and styles for this documentation vary from agency to agency. Recommended formats 


are available on the DBHDS website. Specific requirements for the agency where you work will 


be explained to you by your supervisor.  


 


Documentation: What’s your role? 
 


1. Keep accurate documentation. Never "fudge" on required documentation. If you don't 
understand how to document something, ask your supervisor. 


2. Be sure to sign and date all entries you make when you make them, whether in staff 
notes, learning logs or checklists. Some agencies use Electronic Health Record or “EHR” 
systems of documentation, so you could be using a computer to document your work.   


3. Learn to write objectively. Write down what you see, hear, or otherwise observe. Do not 
include your conclusions or opinions in documentation unless you say that it is YOUR 
opinion. For example if you have an idea or a hunch about why an individual might act a 
certain way, make sure you write that it is your opinion.  


4. Know the Plans for Supports for people you support. You are responsible for providing 
services as outlined in the plan and recording what you do, what you learned and things 
that are important to know for supporting the individual. When you know what both you 
and the person are supposed to be doing, your documentation will reflect this knowledge. 


5. Know why you are documenting. If you are unsure or question why a piece of 
documentation is needed, ask your supervisor to explain. You will be more likely to 
complete better documentation if you understand the reason for the requirement. 


6. Include ideas you have in your documentation. As you get to know an individual, share 
with your team or your supervisor your ideas for changes or improvements to the Plan for 
Supports, such as ways to make the plan better match the person’s strengths, interests 
and support needs. 


7. Provide accurate, clear, and detailed information. Remember that all documentation is 
subject to review by licensing and funding agencies and, in some cases, could be 
subpoenaed for an appeal hearing or other legal action.  


8. Never use white-out or erase ink. Mark through errors with a single line, initial and when 
making late corrections date any changes made to the record. 


9. Record information about the person’s likes and dislikes, as well as other input he/she 
shares in appropriate places in the record. 
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SECTION IV:  COMMUNICATION 


In this section, you will learn more about communication. The types of 


communication, pitfalls in communicating, and the use of behavior to 


communicate are discussed.   
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Communication 


 


We usually think of communication as speaking or writing, but the definition of communication 


also includes information back and forth between people through a system of signs, or 


behaviors like gestures, body language and actions. Actions are things like smiling, laughing, 


kicking, head banging, or even hurting oneself. All people have the need to communicate to 


express choice, feelings, emotions, needs, likes and dislikes.  


 


Everyone communicates in some way. Some people use words to communicate, however, we 


do not need to use only words to communicate. We use behaviors to communicate with facial 


expressions (smiles, frowns, eye blinking), pointing or other physical gestures, vocal sounds, eye 


contact, body movements, or with our actions or behaviors.  


 


For example, if you give someone broccoli and she makes a grimace or spits them out, that 


person is communicating that she does not like it. If you give a person ice cream and he smiles 


and gestures for more, he is communicating that he does like it. People may communicate 


through signs, symbols, behaviors, or by using an iPad or other assistive technology. Although 


some people may not use words to communicate, it does not mean that they cannot 


understand what others are saying. Intellectual or physical challenges may be the reason some 


people lack the ability to talk, but it does not mean that they do not understand what’s 


happening around them. 


 


TYPES of Communication 


 


Communication works two ways: expressing information 


(expressive skills) or receiving information (receptive skills). 


Expressive communication means talking or communicating 


in any form and receptive communication means 


understanding what someone is trying to tell you. Expressive 


communication refers to how people “share or express” 


information. Receptive communication refers to how people 


“receive” information, or “what information they take in.”   


 


Some people cannot speak (expressive skills), but may 


understand what is being said to them (receptive skills). 


Some individuals can speak clearly and are easily understood 


(expressive skills), yet may not understand what is said to them (receptive skills).    
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ABILITY to Communicate 


 


Some people have trouble using words to communicate because of physical (e.g., a hearing or 


motor impairment) or genetic factors related to their intellectual or other developmental 


disability. Sometimes medications affect verbal communication, and when medications are 


changed, the ability to communicate may reappear. Sometimes a brain injury can affect 


someone’s ability to communicate. People’s ability to speak language can appear at any age; 


therefore we should not assume language stops developing at a certain age. 


 


As a DSP, you need to pay close attention to all forms of communication. People who 


communicate without using language usually develop a way to express their likes and dislikes, 


ask for things and show pleasure, displeasure, pain, or unhappiness through movements and 


behaviors. Sometimes, it can be hard to figure out what someone is trying to communicate, and 


you need to think like a detective to decode what they are trying to say with their behavior.  


 


 


 


 


 
 


 


 


 



http://www.bild.org.uk/our-services/events/communication/
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Communication: What’s your role? 
  


1. Listen to the speaker. In order to listen, you have to stop talking. Effective 


communication begins with good listening. Sometimes this requires you to stop what you 


are doing to pay attention and to listen to what someone may be trying to say.  


2.   Do not insist on eye contact. Although someone may not be looking at you, they may be 


understanding to every word that you saying. Do not assume that because someone is 


not looking at you, they do not know what’s happening. Even if someone does not look 


like they are paying attention, it’s important that you not hold a conversation that 


ignores them, or speak about them as if they are not there.  


3.  Pay close attention to gestures, facial expressions, vocal sounds and movements used 


by the people you support. Remember that “actions speak louder than words.” Even 


people who use words to communicate will use other ways to get their point across. 


Sometimes what they say is not really what they mean. Be observant, watch for patterns 


and share what you have learned with your co-workers. 


4.   Talk to the person’s parents, family members, and friends. Chances are someone 


understands his/her communication efforts quite well. 


5.  Use a positive, age-appropriate, and respectful tone of voice. Do not use baby talk, a 


child-like or authoritative voice when you are talking to an adult. Speak just as though 


you are speaking to your boss, a neighbor, or someone you care about.  


6.   Ask questions. This helps you gather information and shows you are interested in what 


the person is saying. 


7.  Avoid asking accusatory “why” questions. Some “why” questions can make people 


defensive or feel that you disapprove. For example, asking someone, “Why are you 


sitting there when I asked you to get in the car?” sounds negative and authoritarian.  


8.  Use new words, gesture with your hands, vary the tone and volume of your voice. If 


you are not being understood, repeating yourself in different ways can be helpful.  


9.  Be patient. Somethings take a lot longer when you are a person with a disability. Allow 


the person some time to figure out what you have said before you continue talking. 


Some people need several seconds between each sentence. 


10.  Keep things positive! Ask people what you want them to do, NOT what you don’t want 


them to do. For example, “Show me how you can keep your seatbelt on for the whole 


trip” is better than saying, “Don’t unbuckle your seatbelt.” 


 


 


  



http://ncmh.info/conditions/learning-disability-mental-health-challenging-behaviour/
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Pitfalls to Avoid When Communicating  
 


1.  Do not shout. Speak in a normal tone, as you would to your boss or someone you know. 


Some people with disabilities are hearing impaired, but most are not. Loud voices can be 


startling for some people. If you have a loud voice, be aware that you may need to lower 


your volume. 


2.  Do not talk or act like a parent. If you were asking your boss for something, would you yell 


out an order? Ask the person to perform a task. Become a role model using good manners. 


Do not issue orders. Treat people with respect regardless of age or ability. 


3.  Do not say you understand if you do not. That will only frustrate the person. Apologize and 


remind them that you are trying to understand them and do not give up. Ask a co-worker or 


someone who knows the personwell for assistance. 


4.  Do not rush the person. Some people take longer than others to form their thoughts and 


words. Give the person more time to process what you are saying before asking again. 


 


The Role of Behaviors in Communication 


 


A person’s behaviors, even ones that we don’t like, are attempts to communicate. If you can’t 


make yourself understood, or to feel that no one is paying attention to your requests, you 


might become so frustrated that you use challenging behaviors. Knowing what you want and 


being unable to express it to others is an endless battle for people with limited or poor 


expressive skills. Think about how you might behave if others could not understand you. 


 


As a DSP, it is your responsibility to listen to words and behaviors and help the people you 


support find appropriate ways to express themselves about things that stress and frustrate 


them. 


 


Behavior and communication: What’s your role?  


 


1. Be a detective. Think about why the person might be exhibiting challenging behaviors.  


Is he/she trying to tell you that they are frustrated, in pain or bored? Put yourself in the 


person’s shoes.  


2.  Respect that all people need to communicate in order to express themselves, be understood, 


and have control over their environments. 


3.  Think about how you would feel if you were unable to speak or write and had to develop 


another means of communication. What would you do to let others know when you didn’t 


want to do something?  
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SECTION V: POSITIVE BEHAVIOR SUPPORT 


This section provides introductory information about Positive Behavior 


Support by discussing some principles and practices which have been effective 


in supporting many people with developmental disabilities. The Positive 


Behavior Support planning process and how people use behavior to 


communicate are also discussed.  
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Positive Behavior Support 
 


Positive Behavior Support (PBS) is a person-centered approach to addressing challenging 


behavior by changing the surroundings and support, while teaching the person new skills to 


better communicate and provide more choice and control over his/her life. PBS is the preferred 


approach adopted by the DBHDS to ensure people have supports to be successful. Rather than 


eliminating difficult behaviors, PBS stresses personal growth with the end result being an 


improved quality of life for the person. Minimizing problem or challenging behavior is a 


secondary goal. More training about Positive Behavioral Support practices may be obtained 


from your agency or DBHDS staff. 


 


Definition of Positive Behavior Support:  


PBS is an approach to behavior support that includes an ongoing process of research-based 


assessment, intervention, and data based decision making. It is focused on building social and 


other functional competencies, creating supportive contexts, and preventing the occurrence of 


problem behaviors.  


 


PBS relies on strategies that are respectful of a person’s dignity and overall well-being, and that 


are drawn primarily from behavioral, educational, and social sciences, although other evidence-


based approaches may be incorporated.  


 


PBS may be applied within a multi-tiered framework at the level of the individual and at the 


level of larger systems (e.g., families, classrooms, schools social service programs and facilities)  


(Kincaid, Dunlap, Kern, Lanye, Bambara, Brown, Fox & Knoster, 2016). 


 


It’s important to note that PBS is committed to positive approaches that are not punishing or 


unpleasant and to strategies that are respectful of a person’s dignity and their overall well-


being. Those who use PBS strategies should look 


at everything that supports the person, at home, 


at work, and in the community to be sure that 


all strategies used are respectful to a person 


with behavioral needs and the staff who support 


him/her.   


 


People who have few opportunities to participate in enjoyable, meaningful activities with 


people they like are more likely to display challenging behaviors out of boredom or 


unhappiness. In this case, helping the person to find and participate in enjoyable activities with 


people he likes may go a long way toward removing the reason for the negative behavior. 


For example, the staff’s idea of a fun night 


is to load up the group home van with all 5 


residents and go to McDonald’s every 


Friday night. Bob resists getting on the van 


and has begun taking off his seatbelt and 


hitting whoever is sitting next to him.  
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All Behavior is Communication 
 


Some people with disabilities have communication difficulties (such as being unable to talk or 


understand spoken language) that get in the way of expressing their needs and feelings in usual 


ways (See Section IV). This may lead to expressing those needs by using behaviors that appear 


unusual or disturbing to others. In the past, people who had difficult behaviors were considered 


in need of institutionalization or more restrictive environments until they learned behaviors 


that “showed” that they were "ready" for life in the community. This has proven to be WRONG. 


Current research shows that giving someone choice and control over their own life often 


minimizes challenging behaviors, which is why using a person-centered approach is one of the 


foundations of PBS. Teaching positive behavior in someone’s home, work, or other community 


setting is a better way to help him/her learn ways to communicate that others will understand.  


 


In order to be successful with behavioral supports, staff must treat people with dignity and 


respect. Support staff must view behavior as a way for the person to control and direct his or 


her own life. If the desire for personal choice and control is not respected, the result may be 


someone has learned negative behaviors in order to gain some control. If this has gone on for a 


long time, it can be very challenging for staff and others who live and work around the person.  


 


People (with or without developmental 


disabilities) generally do not behave 


their best when they are feeling pain or 


discomfort. A person who is hungry, 


thirsty, or tired may act in a negative 


way to express these feelings. A person 


who is worried about their safety and 


not sure what’s going to happen next 


may use difficult behaviors to express 


fear or anxiety. Some problem behaviors 


are a result from the side effects of 


medications. Others result from 


unhappiness, which may be due to 


missing family or friends, the absence of 


a favorite person, dislike of work, or an argument with a housemate or coworker. For some, 


simply providing a few minutes of individual focused attention may eliminate a need for 


attention from staff. Reasons for behavior are as unique as individuals. If we are to support 


people in successfully reducing challenging behaviors, we must first do our best to know each 


person and what is happening in their lives. 
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Positive Behavior Support Plans 


 


A positive behavior support plan looks carefully at someone’s behavior and figures out what 


might need to change in his/her schedule or home or work environment. It will provide 


information about how you should support them and respond when the behavior occurs. It also 


determines what new behavior the person could use to get what he/she needs and wants, and 


how to teach the person the new, acceptable behavior. Positive behavior support plans are 


designed to help all of the staff in the person’s life to respond in the same way. Just as you may 


not like the same things day after day, PBS plans need to change over time to meet the person’s 


needs in order to remain effective.  


 


Writing a Behavior Support Plan will not be one of your responsibilities as a DSP. However, the 


professional who does develop the PBS plan will need to seek your help in trying to figure why 


the behavior is occurring. If you regularly support the person, you may be an expert on the 


ways he/she behaves, and your input is extremely valuable to the person who is developing 


the plan. You may be asked to provide some information in order to help pinpoint the purpose 


of the behavior and when the behavior occurs. You should think about:  


 what is going on around the person at the time? 


 who else is present? 


 what happens immediately after the behavior occurs? 
 


Other Important Things to Remember about Challenging Behaviors 


 


There are certain behaviors that may be irritating to us, but, sometimes, if a behavior does not 


harm anyone, it may be best to ignore it. 
 


Some people with disabilities lead extremely lonely lives. Can you imagine what your life would 


be like if you had no one in your life who was available to listen to you or provide you with 


attention? It’s very important that everyone knows that there is some time in each day where 


they can receive unconditional attention. Providing people with attention may eliminate their 


need to use negative attention-getting behaviors.  
 


When behavior places anyone in danger, ensuring safety and decreasing risk are most 


important. Staff should not try to teach desired behaviors during a time when dangerous 


behavior is occurring. Discipline is intended to teach, not punish. When a dangerous behavior is 


happening, it is not a teachable moment! It’s more important for everyone to be safe and calm. 


 


Some things that you can do to best support people who are expressing themselves using 


unusual or disturbing behavior are listed on the following two pages.   
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Positive Behavioral Support: What’s your role?  
 


1. Be a good role model. It will be difficult for people to look to you to teach them anger 


management if they see you yell and scream when you get angry. Be respectful of those 


you are supporting, and show them that there are ways to express frustration without 


being disrespectful.  


2. Be a good observer. As a DSP, you will have the most contact with the person and will 


generally be the first to notice changes in behavior or behaviors that are interfering in a 


person’s life. Your input is extremely valuable!  


3. Keep good documentation. Your observations of what’s happening before and after the 


challenging behavior are critical in determining why the behavior occurs. Write down 


accurate, factual information about patterns of behavior:  times, places, surrounding 


events, what happens after the behavior. In our example of Bob, staff might be making 


notes such as:   


  “At first Bob would not get on the van for a trip to McDonalds.”    


  “Once on the van he began hitting his neighbor.”   


  “At the intersection, Bob took off his seatbelt.”   


 “Bob ate little of his dinner tonight. Ate most of his salad and pie, but only took 


one bite of his hamburger.” 


4. Follow behavior support plans. In order to support someone effectively, the same 


teaching strategies must be used by all staff members and others involved in the person’s 


life. In addition, behavior plans must follow human rights guidelines. By carefully following 


behavior support plans, you help make sure that the person’s rights are protected and that 


the new, positive behavior is successfully taught. Be sure to tell the person who developed 


the plan if it seems too difficult or complicated. It’s important that the plan is designed so 


that you understand it and can carry it out. Make it a point to tell supervisors about what 


works and what does not work in the PBS plan. 


5.   Be a good communicator. If someone communicates with words, listen to what they tell 


you about their choices with words and behavior. If they do not communicate with words, 


pay close attention to what they tell you through behavior. By doing this, you will often be 


able to assist people in exercising choice and control, which will make it less likely that 


negative behavior will be necessary. 


6.   Be supportive and respectful. The people you support have the same desire you have to 


be accepted in the community. Socially unacceptable behaviors may have been learned for 


a variety of reasons based on the person’s life history and experiences. When you treat 


people with respect, they are more likely to trust that you are trying to help them reach 


their goals and, thus, you will be a better DSP.  
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7.   Commit to problem-solving. When someone lives in the community, problems may arise 


due to behaviors that keep the person from fully participating in community life. Put your 


creativity and energy into helping find solutions that increase the person’s ability to 


become a valued, participating community member. The Arc of Virginia reminds us that 


people with intellectual disabilities deserve “A Life Like Yours” and have abbreviated that 


by using the acronym ALLY. 


8.  Assist people with improving their quality of life. Look at people’s lives to see if they have 


opportunities to make friends, participate in activities they like, and take on new 


challenges. Find ways to help each person increase those opportunities. For example, try 


going with someone to join a club that focuses on his or her interests. 


9.  Point out positive actions. The people you support might make choices you don’t agree 


with at times. Focus on helping people notice the positive effects of certain actions. Praise 


someone who has just combed his hair to a mirror and point out how good his hair looks. 


In time, he may go to the mirror alone and note whether the grooming was successful. 


 


 


 


 


 


 


 


 


 


 


 


 


 
 


 


 


 


 


 


 


 


 


 


 


 


 


Read: 10 Things You Can Do to Support a Person with Difficult Behaviors  
by David Pitonyak (http://www.dimagine.com/10things.pdf) 
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SECTION VI: HEALTH AND SAFETY 


In this section, you will learn how to support people to maintain their safety 


and health, get good nutrition, and understand the importance of personal 


hygiene and regular medical and dental care. You will also learn about how to 


watch for eight health conditions that need special attention.  
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on good health through good nutrition go to: www.choosemyplate.gov 


Health and Safety 
 


As a DSP, you have important responsibilities for health and safety in home and community 
activities. Your agency will provide you with the processes that are used in day-to-day health and 
safety issues and what to do in case of an emergency. Additionally many health and safety issues 
will depend on the type of program in which you work. For instance, DSPs who support people in 
employment and alternate day options and residential options play a vital role in carefully 
observing people and in reporting any changes in their behavior, appearance, or habits that may 
relate to health and safety. Residential staff members often have the additional responsibility of 
arranging for and accompanying people to doctor or dental appointments. All programs have 
written guidelines to follow for health and safety and emergency situations and have procedures 
for reporting critical incidents. As a DSP, become familiar with all agency protocols. 
 


In addition to the information in this section, you will likely receive First Aid and CPR training, as 
well as health and safety training related to your specific agency, to assist you in helping people 
stay healthy and safe. You may also receive training and be tested in procedures for safe 
administration of medication. This chapter is not intended to replace that training. Your role is 
to help the people you support be safe in all situations, access quality health care when they 
need it, assist them in learning and using skills that maintain health and safety, and help them 
to be aware and informed regarding their own health and safety concerns.   
 


Maintaining Good Health through Good Nutrition  
 


People with disabilities have the same needs for good nutrition and proper weight management 
as people without disabilities. Since developmental disabilities are often associated with other 
medical conditions, such as epilepsy, allergies, diabetes, and heart problems, you may support 
people who are required to follow a special diet for health reasons or food allergies.  
 


Fortunately, today there are a variety of food products available for people who have specific 
food allergies. Many restaurants offer a range of meals and are accustomed to responding to 
the needs, likes and dislikes of individual diners. Depending on the needs and interests of the 
people you support, your role may vary. You may help people plan nutritious and well-balanced 
meals, oversee meal preparation, monitor and encourage appropriate amounts of foods, 
and/or assist in making healthy food choices when dining out.  
 


Your guidance and assistance will be especially important with aging adults, whose nutritional 
needs, appetite, and vulnerability to illness are often changing. Just as most of us hope to stay 
in our home as we grow older, so do the people we support. The supports you provide will play 
a critical role in helping to make that possible.  
  



http://www.choosemyplate.gov/
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As a DSP, it is important to resist the temptation to reward or coax the person you support with 


food. Food should never be earned, and the people you support may experience the same 


problems with excess weight as anyone else. When you wish to recognize someone for positive 


behaviors, offer a meaningful, non-edible reward, which leads to positive experiences such as a: 


• a short walk around the neighborhood, 
• a telephone call to a relative or friend, 
• positive verbal praise, 
• an opportunity to talk one-on-one, or 
• a short shopping trip. 


 


Safety: What’s your role? 


 Know safety policies and procedures for people you support and your agency. 


 Learn each person’s needs regarding safety. 


 Know needs related to specific conditions such as mobility, vision, and hearing of the 


people you support. 


 


Good Nutrition: What’s your role? 
 


1. Know the medical and social history for all people you support.  


 Who is on a special diet and why? 


 Who has food or other allergies and what are they? How do you respond to a reaction?  


 Make sure you know where this information is located. 
 


2. Educate yourself on proper portion control.  


 Did you know that one serving of meat is about the size of a deck of cards? 


 Using smaller bowls and plates help us to naturally limit the size of our portions. 
 


3. Monitor what and how much someone eats, but do so in a respectful, helpful manner. 


 Encourage proper portion sizes by helping the person measure his/her food in a 
container that is the correct portion size before placing it on his/her plate. 


 


4. Prepare foods in as healthful a manner as possible.  


 Bake or grill, whenever possible. Avoid frying foods.  


 Use dairy items with lower fat content.  


 Use nutrition charts when helping plan meals. 
 


5. Help people find fun ways to get up and moving.  


 Being active benefits our well-being, and just walking 30 minutes several times a week 
can help us both physically and psychologically. 
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Personal Hygiene 


 


Personal hygiene plays a major role in how others view a person. It is important for all of us to 


wear clean clothing, keep our hair clean and healthy and bathe regularly. Because people with 


disabilities are often seen by others as “different,” it is even more important to have good 


personal hygiene. Dirty clothing and sloppy appearances get in the way of meeting new people 


and making friends. When dressed in clean, well-fitting and stylish clothing, we are more likely 


to be seen in a positive manner. 


 


It is possible that you will support some people 


who need reminders or guidance to maintain 


their personal appearance. Depending on needs, 


your assistance could range from physically 


bathing to helping someone shop for attractive 


shirts that are appropriate for his new job. Some 


may need reminders to bathe themselves, shampoo their hair, shave, brush their teeth, or use 


the toilet. Others may need you to do many hygiene tasks for them, such as changing a 


disposable brief or putting on deodorant.  


 


Good hygiene, especially dental care, is also important for health reasons. Lack of attention to 


bathing or to routine care of teeth and gums can lead to serious medical conditions. Some of 


the people you support may not understand this or may not like doing these activities. It will be 


your role to find creative ways to encourage participation in necessary bathing, shampooing, 


and other personal hygiene activities if needed. 


 


  


 
You should expect the personal hygiene of 
people you support to be kept at a level 
equal to your own, your child, or your 
spouse. It is no less important! 
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Personal Hygiene: What’s your role? 


 


1. You provide supports to a young man who drools due to a severe cleft palate. To assist him 


with maintaining his personal appearance, you might take him to purchase several sets of 


men’s handkerchiefs, teach him how to wipe his chin if needed, or do it for him on a 


routine basis.  


2. You help a person find a dentist who accepts reduced rates for low income patients.  


3. One of the people in your day support program has a new concern with wetting 


themselves. You alert the program manager, residential staff, or support coordinator so 


the team can identify the cause, such as medical problems, behavioral communication, or 


depression, and find a solution. In the meantime, you find short-term fixes, such as keeping 


an extra change of clothing at the day program.  


4. A man you support comes to breakfast wearing sweatpants and a long-sleeved shirt on a 


hot August morning. He works outside at Wal-Mart. You help him select and change into 


clothing that is more appropriate for the weather. 


 


 


Regular Medical and Dental Care 
 


Regular medical and dental care is crucial in helping people enjoy a healthy 


life. Typically, appointments are scheduled and residential staff or family 


members accompany the person. It is important to work closely with each 


person’s primary care physician and other medical and health professionals 


to make sure regular routine tests and screenings are completed. DSPs 


often play an important role in communicating to the health professional 


what someone might be experiencing. 
 


All DSPs should be on the lookout for changes in appearance or behavior that may indicate 


some symptom of illness. Some people may not be able to fully communicate what they are 


feeling (physically and emotionally). It is important to be diligent in observing, monitoring, and 


reporting any of these changes. The following is a list of areas in which changes may indicate 


signs of illness or a change in health status. 


 


 


Dental care is equally important as medical care. Helping individuals maintain a healthy mouth 
by regular brushing, flossing and routine dental visits can dramatically decrease health related 
issues such as infections and discomfort. 
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A. Changes in Daily Patterns 


1. Decrease in appetite or difficulty digesting food 


2. Increased sleeping or unable to sleep 


3. Pain associated with illness or injury  


4. Medication changes and reactions 


 


B. Changes in Appearances 


1. Weight gain or loss 


2. Condition of skin (pale, sweating) or hair (unusually dry/oily, falling out) 


3. Eyes appear watery or are itchy/red 


4. Skin swelling/redness  


5. Hygiene deterioration (such as body odor, untidy clothing, bad breath)  


 


C. Changes in Bodily Functions 


1. Breathing 


2. Balance/dizziness 


3. Pulse and blood pressure 


4. Bowel movements and bladder control 


5. Use of hands, arms, and legs 


6. Senses - seeing, hearing, touch, taste and smell 


 


D. Changes in Behavior  


1. Obvious change in mood (depressed, agitated or crying) 


2. Combative/argumentative 


3. Withdrawn 


4. Anxious, restless 


5. Obvious change for someone (previously energetic person appears tired or a 


    typically quiet person talks nonstop). 


 


KNOW THE PROCESS FOR REPORTING CHANGES TO YOUR SUPERVISOR  


AND WHAT TO DOCUMENT IN YOUR NOTES.  







 


55 Section VI: Health and Safety 


 


 Regular Medical and Dental care: What’s your role? 


 


If you notice any of the changes listed above, you should: 


1. Note it in the support log (or progress notes) and be sure to inform your supervisor and 


follow your agency’s procedures so others can be aware and observant. Documenting 


these changes can indicate patterns and may be important for diagnosing a health 


condition if one exists. 


2. Get a perspective on the person’s history. If you are new to supporting someone and 


note changes or have concerns, speak to your supervisor, a co-worker or another person 


who knows the person well. 


3. When in doubt, and if symptoms persist, a doctor should be called! 


 


Medication and Side Effects 
 


If you work for an agency licensed by DBHDS, you will complete training and testing in the 


required Medication Administration Procedures before administering medications. This is a 


course approved by the Virginia Board of Nursing. The safe and accurate administration of 


medications is one of the most important duties you will perform as a DSP. Medication errors 


can cause great harm or even death. Therefore, it is 


essential that, when giving either prescription or over-


the-counter medications, you follow the procedures and 


safeguards you will be taught in this required course. 
 


Some people take multiple daily medications. All 


medications can have side effects – some of which can 


be harmful. Side effects may indicate that the 


medication dosage or type may need to change. In 


addition, people on more than one medication may 


experience symptoms related to the interactions of 


their medications. 
 


As a DSP, you should become familiar with how 


medications affect the people you support. Side effects 


are sent by the dispensing pharmacy and are 


maintained in each person’s Medication Administration 


Record (MAR). In addition to the known side effects, 


the changes in daily behavior and patterns described 


above may be a sign of a negative drug reaction. 


Always report a concern.  


 
As someone who spends a lot of 


time with people using supports, 


you or your supervisor will ensure 


that the doctor has all the available 


information to decide if the 


prescribed medications are having 


the desired effect or a change is 


needed. It is a good practice to 


have all prescribed medications 


filled at one pharmacy to prevent 


the risk of a negative reaction 


between two different 


medications. Pharmacists can 


review all medications when a new 


medication is prescribed, since 


different doctors can prescribe 


medications for the same person. 
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Emergency Care 
 


It is best that all staff receive training in First Aid and 


Cardiopulmonary Resuscitation (CPR) prior to supporting 


people alone. This will enable you to react appropriately 


and possibly to save someone’s life while medical care is 


on the way. 
 


During a health or medical emergency (for example if a 


person stops breathing, has serious bleeding, becomes 


unconscious, or has other serious symptoms) be sure to 


follow your agencies emergency procedures including 


contacting administrative staff. 
 


Other Health Concerns 
 


In addition to the potential for illness and injury, you may find yourself supporting people with 


ongoing health conditions including (but not limited to) seizures, diabetes, Alzheimer’s, sleep 


apnea, arthritis, heart disease, visual/hearing 


impairments, food/drug allergies, and concerns affecting 


their freedom of movement. All DSPs are responsible for 


being aware of and knowledgeable about the signs and 


symptoms of the health conditions of those you support.  
 


Each staff member should also be aware of mobility or 


freedom of movement issues. Information regarding 


these concerns should be available - along with ways to 


support someone who is at risk of falling in their daily 


routine. These supports should be included in the instructions as part of their Plan for Supports. 
 


Exercise 
 


 Along with regular medical care and good nutrition, exercise is 


another important element for a healthy life. Many people have 


never experienced a regular exercise program. Though they may face 


some physical challenges, there are a variety of activities designed 


for older adults and people with disabilities.  
 


Exercise can be fun and exciting. We all benefit from moving more, so explore physical activities 


the person enjoys doing and find ways to include in their daily routine.  


It is essential that DSPs get to 


know the people they support. 


Being observant, responsive 


and attentive to medical needs 


is the key to assuring health, 


safety and a good quality of life. 


 


It goes without saying that any 


condition which would be 


considered an emergency if it 


happened to a member of your 


family is also an emergency if it 


occurs to a person you support. 


Call 911 at the first sign of a 


medical emergency! 



https://wmich.edu/disabilitycenter/services/community-connections





 


57 Section VI: Health and Safety 


 


Most major health organizations recommend at least 30 minutes of exercise most days of the 


week, using a combination of cardiovascular exercise (walking, swimming, and/or aerobics) and 


resistance exercise (weights). There are many ways to incorporate exercise into a daily routine 


that can be creative and interesting. Some ideas are: 


 Visit a nearby school and walk around the track.  


 Find a local park with walking trails and other attractions and do a combination of 
walking and sightseeing. 


 Plant and maintain a small garden.  


 Grocery shop (pushing the cart and reaching for 
items from shelves). 


 Dance. 


 Join a gym and take classes or use the equipment. 


 Do household chores together while listening to 
music to keep moving. 


 


Assistive Technology 
 


Assistive technology refers to any item, device, piece of equipment, or set 


of products that is used to maintain or improve the abilities. Assistive 


technology allows us to function with more independence, provides more 


choices, and results in an increased sense of confidence. Assistive 


technology devices may range from simple and inexpensive everyday items 


to complex computer systems. Some devices are not designed just for 


people with disabilities; they can make life easier for anyone. 
      


Examples of assistive technology that enable people to carry out daily activities include: eating 


and cooking utensils fitted with oversize handles for easier gripping, shower benches and 


bathtub lifts, wheelchair ramps, programmable telephones, and picture boards. There are also 


assistive technology communication devices that provide assistance when people who do not 


communicate using words. The device can include speech, gestures, sign language, symbols, 


synthesized speech, dedicated communications aids, or microcomputers. As a DSP, learn how 


to properly use any specialized equipment so that you can provide assistance as needed. 
  


Assistive technology benefits all of us as we age. It may be a key element in helping people 


remain in their home and community as they age. It also helps maintain as much independence 


as possible, as physical and cognitive abilities change due to the aging process. If someone you 


support could benefit from any of the devices mentioned above or other equipment, mention 


this to your supervisor, the person’s coordinator, or family member. It is possible that the 


needed item may be available through Medicaid or Medicare. 


Always check with the person’s 


medical professional before 


starting an exercise program. 
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IMPORTANT Health Conditions for People with DD 


 


There are 8 health issues that are often overlooked and need to be more carefully monitored. 


These conditions can progress rapidly and result in bigger problems, even death. They include: 


 


1. Skin Care (pressure sores; skin breakdown) 


2. Aspiration Pneumonia 


3. Falls  


4. Urinary Tract Infections 


5. Dehydration 


6. Constipation and Bowel Obstruction 


7. Sepsis 


8. Seizures  


 


General process for you to follow if changes in the body are noted:  


 Call 911 if there is an emergency. 


 Immediately talk with your supervisor about the change you are observing. 


 Follow all agency/program policies and procedures for contacting medical professionals, 


reporting medical issues, and documenting medical conditions. 


 


 


 



http://www.cdc.gov/ncbddd/disabilityandhealth/features/high-blood-pressure.html
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Skin Care 
 
Healthy skin aids in regulating body temperature, protecting internal organs from injury and 
environmental elements, and protecting against infection.  
 


Signs and symptoms of possible skin problems include, but are not limited to: 


 Unusual or abnormal color (pale, pink, red, or bluish); 
 Rashes, cuts, open sores, raised bumps, blisters, bruises; 
 Changes in skin temperature (such as moist, hot, or cool to 


the touch); and 
 Parasites. 


 


Your role if signs or symptoms are noted:  


Whenever skin issues are noted, medical staff should be notified immediately and the reporting 


and documentation procedures for your program followed. Be sure to report any signs of skin 


breakdown or pressure sores or ulcers immediately to your supervisor.  
 


 Pressure sores are areas of skin damage resulting from a lack of blood flow due to 
pressure, friction, or pulling on the skin (skin that gets worse over time, blisters, pain, 
itching, and crater-like appearance). 


 


Preventing skin breakdown:  


 Use adaptive items such as water or air mattresses, foam mattress pads, chair cushions, 
gel cushions, heel and elbow protectors; 


 Close daily inspection of skin to detect early redness or discoloration; 
 Prevent friction during lifting and re-positioning; 
 Provide good skin care (skin clean and dry); free from moisture, urine, stool, and wound 


drainage – minimize skin exposure to moisture – avoid harsh scrubbing/rubbing of skin; 
 Ensure frequent repositioning – if using a wheelchair assist in shifting weight every 15 


minutes; 
 Encourage activity; 
 Protect bony areas with soft material; and 
 Apply moisturizer to dry skin areas. 


 


People at risk for skin breakdown include, but are not limited to, those who: 


 Use a wheelchair or who are in bed a lot of the time;  
 Require assistance when moving;  
 Have loss of bowel or bladder control; 
 Have poor nutrition and hydration;  
 Have problem sensing pain or pressure; 
 Have limited ability to communicate; 
 Have circulatory problems; and/or 
 Are older adults, or are obese or very thin.  
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Aspiration Pneumonia  
 
Aspiration pneumonia is an inflammation of the lungs and airways to the lungs from breathing 
in foreign material. Aspiration pneumonia develops from inhaling food, vomit, liquids, or 
saliva into the lungs. This may occur when someone has difficulty swallowing and has watery 
eyes or coughing while consuming food or fluids.  
 
Signs and Symptoms of aspiration pneumonia include, but are not limited to:  


 Chest pain,  
 Cough,  
 Fatigue, 
 Nausea,  
 Fever,  
 Shortness of breath, wheezing, and  
 Bluish discoloration of the skin caused by lack of oxygen (e.g., mouth, nail beds, finger 


tips).  
 


Your role if signs or symptoms are noted: 


Medical staff should be notified immediately and reporting and documentation rules for your 
program followed. Be sure to report any signs of aspiration pneumonia immediately to your 
supervisor. 


Preventing aspiration pneumonia: 
 Correct position while eating and sleeping; 


 Correct diet texture and fluid consistency to 


meet the person’s needs; 


 Good hand washing and respiratory hygiene; 


 Not attempting to assist with meal if sedated; 


 Up-to-date vaccinations and seasonal flu shots; 


and 


 Healthy diet and adequate fluids. 
 


People at risk for aspiration pneumonia include, but 


are not limited to, those who: 


 Are less alert due to medicines or illnesses; 


 Have a disorder of the esophagus (the tube that 


moves food from the mouth to the stomach); 


 Have problems with swallowing; 


 Have poor gag reflex;  


 Have a Gastrostomy Tube (G-Tube); 


 Vomit frequently; 


 Are older  



https://serialadopter.com/tag/g-tube-2/
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Falls  
 
Falls refer to any situation in which someone descends (or falls) suddenly and involuntarily 
toward a lower surface or the ground. Fall risk is important to address as 1 in 3 older adults fall 
daily. Fall complications can include broken bones, head injuries, problem with daily activities, 
and need for home health care.  
 


Factors that contribute to falls include, but are not limited to: 


 Health issues and medication; 


 Being shoved or running into a barrier;  


 Cluttered rooms, area rugs, wet or slick surfaces, improper lighting; 


 Wet or slick surfaces without non-skid footwear; and 


 Lack of appropriate medical adaptive equipment, inappropriate footwear. 
 


Your role if someone falls:  


Once a fall occurs don’t attempt to move the person until you have assessed him/her to see if 
there may be a fracture. Call 911 if you suspect injury, continue to monitor, and consult with a 
physician if the person starts to have frequent falls. No matter how minor the fall may be, 
remember to document and REPORT ALL FALLS as required because signs and symptoms of 
injury/fracture may not appear immediately.  
 
Prevention of falls: 


 Plan space so that it is well lit and without obstacles; 


 Ensure people have appropriate adaptive equipment for mobility and vision (such as 


grab bars, walking cane, or walker); 


 Make sure that regular medical checkups are scheduled (i.e., primary care physical, 


optometrist); 


 Ensure use of non-skid shoes when in the bathroom or other 


areas where surfaces are slippery; 


 Monitor medications and look for side effects; 


 Provide adequate time for moving from place to place and walk at 


his/her own pace; and 


 Lock wheels on wheelchairs and/or beds when transferring.  


 


People at risk for falls include, but are not limited to those who: 


 Are older and have loss of muscle; 


 Have arthritis, diabetes, and skeletal problems; 


 Have visual and/or hearing loss; 


 Take medications that cause gait concerns; or 


 Do not have appropriate adaptive equipment.  



https://www.pinterest.com/cheryl57lynn/whee-matter/
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Urinary Tract Infections  
 


A UTI is an infection of the urinary tract, which is the body’s system for removing wastes and 


extra water. Women are more susceptible than men due to their anatomy and reduced bladder 


function later in life and symptoms vary by age and gender. 


There are two different types of UTIs – the lower UTI relates to infections that occur in the 
urethra (a short narrow tube that carries urine from the bladder out of the body) and bladder – 
and the upper UTI is more severe and relates to infections that may involve the kidneys.  
 


Lower UTI symptoms include, but are not limited to: 
 Pain or burning during urination; 
 Increased frequency, urgency of urination, 


incontinence; 
 Lower abdominal, pelvic or rectal pain or 


pressure; 


 Confusion, behavioral changes, increased 
falls; 


 Mild fever or “just not feeling well;” and 
 Changes in urine (such as milky, cloudy, 


bloody or foul-smelling).
 


Upper UTI symptoms develop rapidly and may not include the symptoms for a lower UTI and 
require emergency care. Symptoms include, but are not limited to:   
 Fairly high fever (higher than 101F);  
 Shaking chills;  
 Nausea;  


 Vomiting; and  
 Flank pain (pain in the back or side, usually 


only on one side at waist level). 
 


Your role if symptoms are noted: 


People with UTI symptoms should see their health care professional as soon as possible or go to 
an emergency department for an evaluation. You should immediately notify your supervisor 
and follow your agency’s documentation rules.  
 


Preventing UTIs 
 Drink plenty of fluids, 
 Do not postpone urination – urinate when you feel the need, 
 Keep genital areas dry and clean, 
 Change clothes when incontinent  
 Consider cotton underwear and avoid wearing tight pants 
 Wipe from front to back to avoid introducing bacteria into the vagina or urethra, and 
 Decrease length of time that catheters or tubes are placed in the urethra or bladder and 


change on schedule if prolonged use is needed. 
 


People at risk for UTIs include, but are not limited to, those who have: 


 Incontinence of bowel or bladder,  
 Limited mobility, 
 Extended periods of catheterization (a tube inserted into a person’s bladder for urine 


drainage), 
 A suppressed immune system, or 
 A spinal cord injury or other nerve damage around the bladder that causes the bladder 


not to completely empty (which allows bacteria to grow). 
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Dehydration 
 


Dehydration occurs when we lose more fluids than we are taking in. The lack of water in the 
body may result from either a decrease in fluid intake or an increase in fluid loss. 75% of our 
body weight is water. Water helps transport waste, supports tissue and cell hydration and helps 
regulate your temperature. Dehydration can be an important factor in illness and even death. 
Diarrhea and vomiting are the most common reasons why someone loses excess fluid. 
 


Dehydration symptoms include, but are not limited to: 
 Urine is concentrated and more yellow, 
 Dry mouth and nose, 
 Dry skin, 
 Decreased tear production, 
 Headache, 
 Dizziness, 
 Sleepy or tired, and 
 Light headed (especially when standing) 


 
SEVERE dehydration symptoms can include, but are not limited to confusion, lack of sweating, 
little or no urination, weakness, coma, organ failure (esp. kidney), changes in vital signs 
(increase in pulse and decrease in blood pressure), and “tenting” of skin (sticks together, stays 
upright when pinched together). 
  


Your role if symptoms are noted: 


People who have symptoms of dehydration should see their health care professional as soon as 
possible or go to an emergency department for an evaluation. You should immediately notify 
your supervisor and follow your agency’s documentation rules.  
 


Preventing dehydration: 
 Offer clear fluids including water, broths, popsicles, Jell-O; 
 Have a variety of beverages available, as not everyone likes the same thing; 
 Drink frequently during the daytime, rather than drinking large amounts at one time; 
 Cool off indoors with a fan if person has been outside and temperature is high; and 
 If appropriate, offer Pedialyte, Gatorade or Powerade (these contain electrolytes). 


 


Hydration is important for everyone! Hydration considerations include: 
 The average person requires 64 ounces (8 cups) of water daily; 
 Some people cannot tolerate that much fluid and must have restrictions – their medical 


doctor should be consulted regarding the recommended amount for them based on 
health concerns (e.g., people with congestive heart failure and end stage renal disease);  


 Good hydration is important with or without a g-tube, especially if a person drinks 
thickened liquids; 


 Some people may have difficulty swallowing which can lead to a decrease in fluid intake 
(e.g., Parkinson’s disease, dementia, stroke); and 


 If caring for someone who cannot communicate to ask for something to drink, 
remember to offer fluids frequently (every hour) to keep them hydrated. 



http://theadplan.com/alzheimersdietblog/recipes/is-tap-water-harmful-in-alzheimers-nutrition/
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Constipation and Bowel Obstruction  
 


Constipation is the slow movement of feces through the intestine which results in infrequent 
bowel movements and hard, dry stools. The longer it takes for stool to move through the large 
intestines, the more fluid is absorbed and the harder stool becomes, making it difficult and 
sometimes impossible to pass.  
 


Constipation signs and symptoms include, but are not limited to:  
 Changes in bowel habits; 
 Infrequent bowel movements (less than 3 a week or 


more than 3 days between); 
 Difficulty passing stools – straining, painful; 
 Hard, dry, lumpy, small stools; 
 Belly pain relieved by bowel movements, swollen 


abdomen; 
 Bright red blood in stools; and 
 Leaks of wet, diarrhea-like stool between regular bowel 


movements. 
 


Severe constipation can result in serious complications including rectal bleeding, nausea, 
vomiting, weight loss, bowel obstruction, fecal impaction, hemorrhoids, anal fissures and rectal 
prolapse. Two serious constipation issues are fecal impaction and bowel obstruction. Fecal 
impaction is when hard, dry stool is in the large intestines, often the rectum and cannot be 
passed. Individuals with fecal impactions often have breathing difficulties due to the collection 
of the stool in the colon. Fecal impaction can be life threatening. A bowel obstruction is either 
a partial or complete blockage of the small or large intestines and requires immediate medical 
attention! 
  


Bowel obstruction signs and symptoms include, but are not limited to:  
 


 Abdominal pain; 
 Swelling and fullness;  
 Vomiting; 
 Diarrhea; and 
 Odor to breath. 


Your role if symptoms are noted: 
You should immediately notify your supervisor and follow your agency’s documentation rules if a 
person is constipated. A general rule to follow is that if there is no bowel movement in 2 days, 
report immediately to medical staff. If you suspect an individual has a bowel obstruction, call 911. 
 


 
 


  



http://www.kaleandcake.com/tricks-for-constipation/

http://www.examiner.com/article/can-your-children-dial-911-from-your-smartphone
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Constipation and Bowel Obstruction (continued) 
 


Preventing constipation: 
 


 Drink plenty of fluids (64 ounces of water daily); 
 Avoid caffeine, high fat foods, and refined sugars; 
 eat a well-balanced fiber-rich diet with fruits (raisins, prunes, apples), vegetables, whole 


grains; 
 Exercise regularly; 
 Establish regular bowel habits including providing privacy for individual using the 


bathroom; and 
 Schedule regular toileting especially after meals when the urge to defecate is normally 


the highest. 
 


 


 


 


 


 


 


 


 


 


 


 


 


People at risk for constipation include, but are not limited to, those who: 


 


 Have diet changes, low fiber, high fat, high refined sugar, excessive caffeine; 
 Lack regular exercise and are inactive or immobile; 
 Do not have adequate fluid intake and hydration; 
 Are stressed; 
 Have a disruption of regular routine (travel, change in daily schedule); 
 Have medical and psychological conditions; 
 Take medications (e.g., pain meds, anxiety/depression meds, diuretics, vitamins, sleep 


meds); 
 Have poor bowel habits (holding back bowel movements); 
 Use laxatives and/or enemas excessively; and/or  
 Are older.  


  



https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&ved=&url=http://www.med-health.net/How-To-Lower-Blood-Sugar.html&bvm=bv.125221236,d.eWE&psig=AFQjCNHMUj1TJhg5N0I9lIBt-eiisxLAow&ust=1466717146468685

http://www.carrotsncake.com/2014/01/week-5-challenge-drink-more-water.html
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Sepsis 
 


Sepsis is a serious medical condition caused by an overwhelming immune response to infection. 
Sepsis can arise unpredictably and can progress rapidly. Sepsis springs from two factors: an 
infection (such as pneumonia or a urinary tract infection) and a powerful and harmful response 
by the body’s own immune system.  
 
In severe cases, one or more organs fail. In the worst cases, blood pressure drops, the heart 
weakens and the patient spirals towards septic shock. Once that happens, multiple organs – 
lungs, kidneys, liver – may quickly fail and the person can die. 
 
Stages and symptoms of sepsis: 


 Sepsis – fever, increased heart and respiratory rate, probably infection 
 Severe sepsis – decreased urine output, change in mental status, decrease in platelet 


count, difficulty breathing, abdominal pain, abnormal heart pumping function 
 Septic shock – severe sepsis symptoms plus extremely low blood pressure that doesn’t 


adequately respond to simple fluid replacement  
 


Your role if signs or symptoms are noted: 


Medical staff should be notified immediately and documentation rules for your program 
followed. Be sure to report any signs of sepsis immediately to your supervisor. 


 


Preventing sepsis: The best way to prevent sepsis is early diagnosis.  
Treatment is most successful when treated quickly with antibiotics to fight the infection and 
fluids to maintain blood pressure. The most common cause of sepsis is acquired pneumonia so 
seek treatment early! 
 
People at risk for sepsis include, but are not limited to, those who have: 
 


 Weakened immune systems (children, infants, elderly); 
 Chronic illnesses (diabetes, AIDS, cancer, kidney/liver disease); 
 Severe burn or physical trauma resulting in damage to internal tissues; and 
 An infection due to damage to internal tissues – invasive medical procedures – kidney 


infection – UTI and pneumonia. 
 


  



http://www.publicnewsservice.org/2016-04-26/disabilities/overtime-cuts-coming-to-il-home-care-providers/a51609-1
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Seizures 
 
Seizures are defined as abnormal movements or behavior due to electrical activity in the brain. 
Seizures might include shaking and convulsions, and can last a few seconds or over 5 minutes. 
Seizures have many causes and can lead to brain damage or even death. Epilepsy is a disorder 
of the brain. Diagnosis occurs when a person has had two or more seizures. There are many 
types of seizures.  
 


Possible signs of a seizure include, but are not limited to: 


 Brief blackout followed by a period of 
confusion; 


 Changes in behavior; 
 Drooling or frothing at the mouth; 
 Eye movements; 
 Shaking of the entire body; 
 Grunting or snorting; 
 Loss of bladder or bowel control; 
 Sudden falling; 


 Teeth clenching; 
 Tasting a bitter or metallic flavor; 
 Temporary stop in breathing; 
 Uncontrollable muscle spasms with 


twitching and jerking limbs; and 
 Mood changes such as sudden anger, 


unexplainable fear, paranoia, joy or 
laughter 


 


Your role if someone has a seizure: 


Always follow the protocol provided by the person’s healthcare provider. If there is no protocol, 


provide a cushion for their head and remove glasses; loosen tight clothing; turn on side; don’t 


put anything in the person’s mouth; don’t hold the person down; as seizure ends, offer help.  


Most seizures are not medical emergencies, however call 911 if: 
 


 The person’s protocol says to call 911; 
 The seizure last longer than 5 minutes or one 


seizure follows another; 
 The person does not resume normal breathing after 


seizure; 
 There is no medical ID and no history of seizures; 
 There is an injury; 
 The person is pregnant or has diabetes; 
 The seizure happens in water; or 
 The person requests an ambulance. 


 


You should also immediately notify your supervisor and 


follow your agency’s documentation rules.  
 


People at risk for seizures include, but are not limited to, those who have: 
 A history of seizures, 
 Had a head injury, 
 Had brain infections, 
 Had a stroke, 


 Had a brain tumor, 
 Alzheimer’s disease, and 
 Genetic factors. 



http://www.cnn.com/2008/HEALTH/conditions/10/20/hm.epilepsy.seizure.dogs/index.html?iref=24hours
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Section I: The Values that Support Life in the Community 
 
Please circle the correct answers for the following multiple choice and true/false questions on the test answer sheet.  
 


1. DBHDS values Direct Support Professionals who: 


A) Communicate clearly, openly and honestly 


B) Work to ensure that people are healthy, safe and valued by others 


C)  Use person-centered practices 


D) All of the above 
   


2. All of the following are examples of Virginia’s Person-Centered Principles except: 


A) Listening 


B) Community 


C) Productivity 


D) Self-Direction 
 


3. Things that are typically considered ‘important to’ someone include all except: 


A) Things to do      


B) Rituals and routines 


C) Staying safe 


D) Relationships 
 


4. People with developmental disabilities:   


A) Are all very similar. 


B) Always need assistance with personal hygiene. 


C) Are valuable and contributing members of their communities. 


D) Should be treated like children rather than adults. 
 


5. The concept “dignity of risk” means that the risks that are part of ordinary life: 


A) Are too dangerous for people with developmental disabilities. 


B) Can lead to personal growth, development, and fulfillment for people with developmental 


disabilities. 


C) Are so great that people with developmental disabilities must live in large institutions to have safer, 


risk free lives. 


D) Are allowable if the person has signed a release of liability. 


 


6. In following the concept of “dignity of risk” one of the most important staff responsibilities is for 


staff to: 


A) Get a release of information signed by the person’s parent. 


B) Allow the people you support to do anything they choose to do. 


C) Provide the people you support with meaningful information about the possible consequences of 


their actions so they can make informed choices and decisions.  


D) Tell the people you support what you think is the safest way for them to behave. 
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7. An example of the principle of “community connection” is:   


A)   Putting signs in front of the group home so the public will understand that people with disabilities 


have a right to live in the community. 


B) Special camps for children and adults with disabilities which create a separate, safe community. 


C) Taking the people in your day support program to see Santa Claus at the mall. 


D) Helping a person you support become a volunteer at a local hospital. 


 


8. Based on the principle of “community presence and participation,” people with disabilities lead 


better lives when they:   


A)    Participate primarily in activities with other people with disabilities because they’re the only people 


who really understand them. 


B) Attend special classes which are taught at a slower pace. 


C) Have the chance to experience routine community activities and to interact with others in his or her 


community who do not have disabilities. 


D) Live and work with other people with disabilities. 


 


9. Employment First means that:   


A)   The first option of what to do during the day that is offered to people with disabilities is integrated, 


community employment.   


B)   Because work is so highly valued, all people using Waiver services should work in the community.  


C)   People with disabilities should stay at the first job they get.  


D)   Those who don’t choose work the first time, should not be asked about it again. 


 


10. An example of using “natural supports” is:    


A)   Teaching someone who needs transportation to a weekday job to ride the bus at 10:00 a.m. on 


Saturday instead of rush hour on a weekday because there are fewer passengers. 


B) Helping the people you support to join the neighborhood association where they live, so they can 


meet some of their neighbors. 


C) Leaving the people you support in the van while you run in the convenience store to buy drinks for 


everyone. 


D) Teaching someone to iron without plugging in the iron. 


 


11. People with developmental disabilities cannot indicate choice unless they are verbal, so it is 


essential that speech therapy be available to all people with developmental disabilities.  


 


True         or         False 


 


12. It is important to offer people both immediate choices (such as what to eat for lunch) and long-


term choices (such as where and with whom to live).    


  


 True         or         False 
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13. Dignity of risk involves supporting people with developmental disabilities to make informed 


decisions.  


  


 True         or         False 


 


14.  One of the reasons adults with developmental disabilities are often not given the respect they 


deserve is: 


A) A tendency to see the disability rather than the person first. 


B) A lack of experience with or exposure to persons who have disabilities. 


C) A tendency to view adults with developmental disabilities as childlike. 


D) All of the above. 


 


15. Talking about the people you support in their presence is okay if you’re certain they don’t 


understand what you’re saying.  


 


 True         or         False 


 


16.  People with developmental disabilities have the same rights to privacy, due process, speech, and 


freedom of religion as people without disabilities, however, they don’t have the right to vote or 


the right to marry. 


 


 True         or         False 


 


17. As an employee of a Community Services Board or private agency supporting people with 


disabilities, you will be responsible for respecting the human rights of the people you support 


and following related agency human rights policies.  


 


 True         or         False 


 


18. Home and Community-Based (HCB) Waivers allow Medicaid funding of supports to people in 


their communities instead of in an institution (such as a training center or nursing home). 


  


 True         or         False 


 


19. The core of person-centered planning (PCP) is:     


A) To have better paperwork. 


B) To ensure the funding of programs and services. 


C) To empower people using supports to make decisions and choices that direct and shape their own 


lives.   
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Section II: Introduction to Developmental Disabilities 


Please circle the correct answers for the following multiple choice and true/false questions on the test answer sheet. 


1.       The definition of developmental disability includes:   


A) A severe, chronic disability that is attributable to a mental or physical impairment  


B) Lacking skills such as communication, self-help skills, and economic self-sufficiency. 


C) Onset before age 22 


D) All of the above. 


 


2.       People with developmental disabilities: 


A) All need the same things. 


B) Are best supported with the same approach. 


C) All need psychological services. 


D) Have their own goals. 


 


3.       Developmental disabilities include the following: 


A) Intellectual disabilities 


B) Autism 


C) Cerebral palsy 


D) All of the above 


 


4.        Which of the following is true of intellectual disability? 


A) A cure has not yet been found, although research is getting closer. 


B) The best way to provide services to people with intellectual disability is by grouping them according 


to level of intellectual functioning. 


C) Supports may be required throughout the lifetime of a person with intellectual disability. 


D) Only doctors who specialize in treating individuals with intellectual disability are capable of 


providing good medical treatment to people with intellectual disability. 


 


5. By talking to and treating people with developmental disabilities as equals, staff can assist them 


to be recognized as capable, productive citizens by members of the community.  


 


True         or         False 


 


6. If a person who doesn’t talk frequently points to pictures of airplanes and smiles, some things a 


“roadblock removing” staff person might do include arranging for a plane ride or helping the 


individual visit an air show.  


 


True         or         False 
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7.        A person with developmental disabilities cannot drive a car.  


 


  True         or         False 


 


8. The best way to support a person with developmental disabilities is to provide opportunities 


based on the information about past successes and failures that came from records or staff 


memories.  


 


True         or         False 


 


9. A person who suffers brain injury as a result of a car accident at age 25 would receive a 


diagnosis of intellectual disability.  


 


 True         or         False 


 


10. People with developmental disabilities cannot have mental illness.  


 


  True         or         False 
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Section III: Waivers for People with Developmental Disabilities 


Please circle the correct answers for the following multiple choice and true/false questions on the test answer sheet. 


 


1. The three DD Waivers pay for:  


A) Services for people who live in nursing homes and ICFS-IID. 


B) Services that are provided to people with developmental disabilities in communities as an 


alternative to services in institutions.  


C) Services only for children with intellectual disabilities. 


D) Necessary medical services. 


 


2. The choice of which service provider to use for Waiver services is made by: 


A) The person (with assistance if needed) using services. 


B) The psychologist who evaluated the person. 


C) The person’s doctor. 


D) Agreement of the above individuals. 


 


3. Services provided through Waivers: 


A) Are built upon the idea of individualized supports. 


B) Might be directed by an agency or the person.  


C) Are provided using person-centered approaches. 


D) All of the above. 


 


4. Plans for Supports are written: 


A) By doctors. 


B) By support coordination supervisors. 


C) By each provider with the person using services. 


D) By Medicaid. 


 


5. The central member of the service planning team is: 


A) The person using services, unless he/she can’t talk or communicate with words. 


B) The person using services. 


C) The person’s mother. 


D) The case manager/support coordinator. 


 


6. Documentation should: 


A) Be accurate. 


B) Be completed according to agency requirements. 


C) Relate to what’s in the individual’s service plan. 


D) All of the above. 
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7. Writing objectively means you should write in the records what you observe, not your opinions.  


 


True         or         False 


 


8. The standardized assessment for Waivers is called the Supports Magnitude Assessment.  


 


True         or         False 


 


9. In the Plan for Supports, person centered instructions provide the information on the way 


supports are provided to a person.   


 


True         or         False 


 


10. The DSP doesn’t need to know the Plan for Supports for the individual he or she supports.  


 


True         or         False 


 


11. Providers must maintain documentation showing that services are delivered according to the 


Plan for Supports.  


 


True         or         False 


 


12. Plans for Supports must be reviewed regularly to determine whether the person’s needs require 


changes to the individual support plan.  


 


  True         or         False 
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Section IV: Communication 


Please circle the correct answers for the following multiple choice and true/false questions on the test answer sheet. 


 


1.        The only way people can truly communicate is by talking to each other. 


 


   True         or         False 


 


2.        Some people with developmental disabilities may have trouble communicating because: 


A) They had limited opportunities for language development. 


B) They may have more than one disability. 


C) People don’t take the time to communicate with them. 


D) All of the above. 


 


3.        People with intellectual disabilities may understand what people say (receptive language) better 


 than they can communicate their own thoughts and feelings (expressive language).  


 


  True         or         False 


 


4.        People may communicate through: 


A) Spoken or written language. 


B) Behaviors. 


C) Signs or gestures. 


D) All of the above 


 


5.        ________________________ means talking or communicating in any form.  


A) Expressive communication  


B) Symbolic words 


C)    Non-verbal speech 


 


6.        As a DSP, you should: 


A) Be convincing the person you understand even if you don’t to avoid hurting his feelings. 


B) Be paying close attention to all forms of communication. 


C) Be teaching the people you support to communicate through language since this is most 


convenient. 


D) Be making the person you support use signs that everyone else uses. 


 


7.        If a person’s speech is difficult to understand, her family cannot provide you with any additional 


information.  


 


  True         or         False 
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8.        The best way to communicate with people with disabilities is to talk very loudly and very slowly.  


 


True         or         False 


 


9.        Using baby talk or a childlike voice when talking to adults with developmental disabilities is 


inappropriate. 


  


True         or         False 


 


10.        Examples of phrases which devalue (or lessen the worth or value) of the people we support: 


A) “those DDs” 


B) “he’s a Down’s” 


C) “deaf and dumb” 


D) All of the above 


 


11.        When working with people with developmental disabilities, it is most effective to use the 


following tone of voice: 


A) Parental 


B) Pleading 


C) Respectful 


D) Threatening 


 


12.        Identify the behavior(s) below which a person may use to communicate information: 


A)  shouting   F)  head banging 


B)  crying   G)  urinating 


C)  biting (self or others) H)  signing 


D)  scratching  I)   laughing 


E)  smiling   J)  all of the above 


 


13.        As a DSP is important to help the people you support to find appropriate ways to express 


themselves and deal with stresses that frustrate them. 


   


True         or         False 


 


14.        We should always listen closely to what people tell with their actions (in addition to  


what they say). 


 


True         or         False 
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Section V: Positive Behavioral Support 


Please circle the correct answers for the following multiple choice and true/false questions on the test answer sheet. 


 
1. People with developmental disabilities who exhibit challenging behaviors: 


A) May be trying to exercise control over their lives. 


B) May be bored or unhappy. 


C) May be communicating in a non-customary way. 


D) All of the above. 


 


2. Providing positive behavioral support requires: 


A) Treating people with dignity and respect. 


B) Only saying positive statements so you don’t hurt anybody’s feelings. 


C) Enforcing strict rules and control so people know what to expect. 


D) All of the above. 


 


3. A behavior support plan: 


A) Never needs to be changed if it is well written.  


B)   Is designed to help DPSs and others to act in the same way in supporting the person.  


C) Outlines what changes are needed in the person so that he may better fit into society.  


D)  Will generally use food as a reinforcer. 


 


4. In order to support people effectively: 


A) Each DSP should try support in a different way. 


B) The behavior plan should only be used by a supervisor.  


C) The same (consistent) teaching strategies must be used by all staff.  


D) Behavior plans should be the same for each person. 


 


5. To help a specialist determine the purpose of a challenging behavior, you may be asked to 


document: 


A) What is going on around the person at the time of the behavior. 


B) Who else is present.  


C) What happens immediately after the behavior,  


D) All of the above. 


 


6. If someone exhibits challenging behavior they should live in an institution until the behavior is 


eliminated.  


 


True         or         False 


 


7. Paid staff and the people they support often communicate through behavior(s). 


 


True         or         False 
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8. One way to make it less likely that a person will exhibit negative behaviors is to improve the 


person’s quality of life.  


 


True         or         False 


 


9. Restrictions on individual rights must comply with human rights policies.  


 


True         or         False 


 


10. DSP observations of behavioral changes and patterns are not important in developing effective 


behavioral supports.  


 


True         or         False 


 


11. People with developmental disabilities do not want to control their day-to-day lives.  


 


True         or         False  







 


13  | DSP Orientation Test 


 


Section VI: Health and Safety 
 


Please circle the correct answers for the following multiple choice and true/false questions on the test answer sheet. 


 
1. As a DSP in a community program for people with developmental disabilities, one of your 


responsibilities is to ensure the health and safety of the people you support.  
 


True         or         False 
 


2. Using candy or a tasty snack as a reward for desired behavior is recommended in working with 
people with developmental disabilities. 
  


True         or         False 
 


3. Intellectual disability is always associated with other medical conditions.  
 


True         or         False 
 


4. You can get information about a person’s medical concerns and general health by: 
A) Reading the person’s medical and social history. 
B) Observing the person in different situations and over time. 
C) Reading the staff log or talking with your co-workers. 
D) All of the above 


 
5. If someone refuses to wash their hair, then he is making a choice, and there is little staff can do.  


 
True         or         False 


 
6. Changes in appearance, behavior, or manner can be symptoms of illness. 


 
True         or         False 


 
7. Observing changes in a person’s appearance or behavior is only the responsibility of residential 


staff and not the responsibility of day support or other program staff.  
 


True         or         False 
 


8. It is essential that people with developmental disabilities: 
A) Have regular medical and dental care. 
B) Only see a doctor when they ask for one. 
C) Go to a pediatric dentist. 
D) Are able to bathe themselves. 


 
9. The USDA Choose My Plate recommends a healthy eating style for adults that: 


A) Focuses on variety, amount, and nutrition from all five food groups 
B) Includes foods and beverages with less saturated fat, sodium, and added sugars 
C) Eating the right amount of calories based on age, sex, height, weight, and physical activity level 
D) All of the above 
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10. Healthy nutrition is as important for people with developmental disabilities as it is for anyone 
else.  


        
  True         or         False 
 


11. The following are sign of skin breakdown: 
A) Unusual or abnormal color (pale pink, red, or bluish) 
B) Rashes or lesions 
C) Changes in skin temperature 
D) All of the above 


 
12. The following people are at risk for skin breakdown: 


A) People who are working 
B) People who have an active exercise program 
C) People who use a wheelchair or are in bed a lot of the time 
D) All of the above 
 


13. A strategy to prevent aspiration pneumonia is:  
A) Correct diet texture and fluid consistency 
B) Running prior to eating 
C) Taking medication for anxiety 
D) All of the above 


 
14. Aspiration pneumonia develops from inhaling _________ into the lungs: 


A) Food 
B) Vomit 
C) Liquids 
D) All of the above 


 
15. Which of the following contribute to falls:  


A) Maintaining a healthy lifestyle 
B) Cluttered rooms, area rugs, wet or slick surfaces 
C) Having appropriate adaptive equipment 
D) All of the above 


 
16. Symptoms of a urinary tract infection (UTI) include pain or burning during urination and 


increased frequency and urgency of urination.  
 
True         or         False  
  


17. Prevention of urinary tract infection (UTI) include the following: 
A) Drinking plenty of liquids 
B) Wiping from front to back 
C) Keeping genital areas dry and clean 
D) All of the above 


 
18. Dehydration occurs when we lose more fluids than we take in and vomiting and diarrhea are the 


most common reasons why someone loses excess fluid.  
 


True         or         False 
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19. Dehydration symptoms include: 
A) Urine that is more concentrated and more yellow 
B) Dry mouth and nose 
C) Headache and dizziness  
D) All of the above 


 
20. Some signs of constipation include:  


A) Infrequent bowel movements 
B) Difficulty passing stools 
C) Belly pain 
D) All of the above 
 


21. Constipation can always be prevented. 
 


True         or         False  
 


22. Sepsis is a serious medical condition caused by an overwhelming immune response to 
infection and is caused by an infection (such as pneumonia or a urinary tract infection). 
 


True         or         False  
 


23. People at risk for sepsis include those who have: 
A) Weakened immune systems (children, infants, elderly) 
B) Chronic illnesses (diabetes, AIDS, cancer, kidney/liver disease) 
C) An infection due to damage to internal tissues (such as pneumonia) 
D) All of the above 
 


24. A sign of a seizures is: 
A) A rash or lesion 
B) Drinking several cups of water 
C) Shaking of the body 
D) All of the above 
 


25. If a person has a seizure, you should: 
A) Put something in their mouth 
B) Hold them down 
C) Provide a cushion for their head 
D) All of the above 
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Name: _____________________________________ Date:  ___________________ 


 
Please circle the correct answers.  
   


Section I: The Values that support …                                          Section II: Introduction to DD… 


1)    A           B           C             D           


2)    A           B           C             D  


3)    A           B           C             D   


4)    A           B           C             D   


5)    A           B           C             D   


6)    A           B           C             D   


7)    A           B           C             D   


8)    A           B           C             D   


9)    A           B           C             D   


10)  A           B           C             D   


11)  True           False 


12)  True           False 


13)  True           False 


14)   A           B           C             D   


15)  True           False 


16)  True           False 


17)  True           False 


18)  True           False 


19)   A           B           C          


 


1)    A           B           C             D  


2)    A           B           C             D   


3)    A           B           C             D   


4)    A           B           C             D   


5)    True           False 


6)    True           False 


7)    True           False   


8)    True           False   


9)    True           False   


10)  True           False   
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Name: _____________________________________ Date:  _______________ 


Please circle the correct answers for the following multiple choice and true/false 


questions. 


   


Section III: Waivers for People with DD Section IV: Communication                          


1)    A           B           C             D  


2)    A           B           C             D   


3)    A           B           C             D   


4)    A           B           C             D   


5)    A           B           C             D   


6)    A           B           C             D   


7)    True           False 


8)    True           False 


9)    True           False 


10)  True           False 


11)  True           False 


12)  True           False 


1)    True           False 


2)    A           B           C             D   


3)    True           False 


4)    A           B           C             D   


5)    A           B           C                


6)    A           B           C             D   


7)    True           False 


8)    True           False 


9)    True           False 


10)  A           B           C             D   


11)  A           B           C             D   


12)  A           B           C             D   


       E           F           G             H 


       I            J   


13)  True         False 


14)  True         False 
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Name: _____________________________________ Date:  _______________ 


Please circle the correct answers for the following multiple choice & true/false questions. 


Section V: Positive Behavioral Support Section VI: Health and Safety  


1)    A           B           C             D  


2)    A           B           C             D   


3)    A           B           C             D   


4)    A           B           C             D   


5)    A           B           C             D   


6)    True           False 


7)    True           False 


8)    True           False 


9)    True           False 


10)  True           False 


11)  True           False 


1)    True           False 


2)    True           False 


3)    True           False 


4)    A           B           C             D   


5)    True           False 


6)    True           False 


7)    True           False 


8)    A           B           C             D   


9)    A           B           C             D  


10)  True           False 


11)  A           B           C             D 


12)  A           B           C             D 


13)  A           B           C             D 


14)  A           B           C             D 


15)  A           B           C             D 


16)  True              False 


17)  A           B           C             D 


18)  True               False 


19)  A           B           C             D 


20)  A           B           C             D 


21)  True                False 


22)  True                False 


23)  A           B           C             D 


24)  A           B           C             D 


25)  A           B           C             D 
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The majority of the content in this 
presentation is found in the notes 
section. To view this PowerPoint in 
its entirety, please download the 
presentation and open the file. 
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Vision for Virginia
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being safe


work


family


friends


money


happiness


dreams hope


Having a good life means different things to different 
people. 


Vision for Virginia


We believe a good life is best led by the  individual  following 
person centered principles. 
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Listening


Individuals are  
listened to and 
their choices 


respected
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Listening


Community


Relationships with 
family, friends, 


and people in the 
community are 


supported. 
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Listening


Community


Self-Direction


Personal 
informed choice 
and control are 


supported.
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Listening


Community


Self-Direction


Talents & Contributions


Individuals have 
opportunities to 


use their gifts 
and talents.
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Listening


Responsibility


Community


Self-Direction


Talents & Contributions


There is a shared 
responsibility for 


supports and 
choices.
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Person


PC 


Practices


Planning begins 
with the individual. 


Using Person 
Centered Thinking® 


and Practices are 
the foundation of a 


person centered 
planning process.







Slide 11


What’s important 
TO &


What’s important 
FOR


Person Centered plans find a balance
between
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Important TO


What makes a person happy, content, fulfilled


• people, pets


• daily routines and rituals, 


• products and things, 


• interests and hobbies, 


• places one likes to go
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Important FOR


What we need to stay healthy, safe and valued


• Physical and emotional health


• Safety and security


• Things that make you valued in community
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What’s working/ 
What’s not working


•Analyze situations from various perspectives


•Identify what needs to change 


and what needs to stay the same


•Learn from individuals through              
communication and observation 
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• Involves seeing the individual differently by focusing 
on gifts, talents and abilities. 


• Involves tools to learn about individuals, especially 
those who do not communicate in traditional ways.


• Involves using a set of values-based skills to support 
people toward a desired life.


• Is needed at all levels of an                                      
organization to effectively create                            
change for individuals. 


Person Centered Thinking®:
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Introducing
the ISP


The Five Parts


Shared 


Planning


Personal 
Profile
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Continue to Module 2


You have completed Module 1


PC ISP Module 1
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The majority of the content in this 
presentation is found in the notes 
section. To view this PowerPoint in 
its entirety, please download the 
presentation and open the file. 
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Sample Individual Support Plan


Sample plan 
available in print 
format (link below)
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Collected by the SC when individuals start receiving support 
coordination and shared with providers.  


All providers are required to send
updates to the SC as information
changes. The SC shares these
updates with all providers as needed.


Parts I and II of the ISP


Part I & II: Personal Profile and Essential Information
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Part I: The Personal Profile


Personal Profile
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Why is the Personal Profile completed? 


* Knowing the life the person wants before the meeting is 
essential. Without that knowledge there really isn’t any 
purpose or direction for the meeting.


* If we don’t first know the life the person wants, the 
vision of their good life, how do we support the person in 
the planning process?


* If we continue to invite the usual people to a planning 
meeting and follow the same old planning process, how 
can we reasonably expect a better result? 


Part I: The Personal Profile
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Conversations with the person and/or with those who love 
and care for the person throughout the year can lead to 
the discovery of the life the person wants prior to the 
meeting. 


Personal Profile


Part I: The Personal Profile
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Personal Profile


Admittedly, it can be more difficult discovering this 
with a person who doesn’t speak with words, but 
keep in mind that even though a person doesn’t speak 
with words, it doesn’t mean he/she doesn’t have 
anything to say. 


Part I: The Personal Profile
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https://media.licdn.com/mpr/mpr/p/6/005/0b3/120/235de1c.jpg


You can make numerous discoveries if you 
ask the right questions. 


Part I: The Personal Profile
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Part I: The Personal Profile


Do you find yourself asking the same questions which 
yield the same answers…


• Are you happy living at XYZ group home?


• What are Mary’s needs and issues?


• You still like attending ABC day support, right?


• Anything changed since last year?


• Do you want to try some new activities this year?
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Part I: The Personal Profile


If you always ask the same questions and get the 
same answers then maybe it is time to start asking 
the question differently.  
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Part I: The Personal Profile


Try asking different questions that cannot be 
answered with a yes or a no:


• What does everyone like and admire about Mary?  
Mary, what do you like and admire about yourself?


• What’s the best part about living at XYZ group home? 
What’s not so good?


• If you could live anywhere different, where would that 
be? 


• Tell me your favorite parts about attending ABC day 
support?  Not so good parts?  
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Part I: The Personal Profile


Who helps me with my plan?


A friend…
family member…


support provider…
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Part I: The Personal Profile


• This ISP Belongs To {PreferredName}


• {PreferredName}’s Meeting
• {PreferredName}’s Talents and Contributions 
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Part I: The Personal Profile


• How I am best supported to direct my planning process:
o In this section consider including –


 communication needs (expressive and receptive) 
 substitute decision maker (if applicable)
 necessary information and support to ensure that the individual directs the 


process to the maximum extent possible and is enabled to make informed 
choices and decisions 


 reflects cultural considerations of the individual 
 is conducted by providing information in plain language and in a manner that 


is accessible to individuals with disabilities and persons who are limited 
English proficient


 etc.


{PreferredName}’s Meeting
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Part I: The Personal Profile


• My preferences for annual planning:
o In this section consider including -


 comfort items 
 refreshments 
 people chosen by the individual
 etc.


{PreferredName}’s Meeting
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Part I: The Personal Profile


• My preferred date, time and location for my meeting:
o In this section consider including -


 preferred time of day
 preferred location (Location where the individual is most 


comfortable. Could include location in the community.) 
 preferred day of the week


{PreferredName}’s Meeting
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Part I: The Personal Profile


• Talents and Contributions:
o In this section consider including -


 what others like and admire about the 
person


 their skills
 positive personality characteristics
 areas where they take pride in themselves.


Avoid "disability praise," such as "has good hygiene”, etc.


{PreferredName}’s Talents & Contributions
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What is important to a person includes those things in life which help us to be 
satisfied, content, comforted, fulfilled, and happy. It includes:


• People to be with /relationships
• Status and control
• Things to do and Places to go
• Rituals or routines
• Rhythm or pace of life
• Things to have


Part I: The Personal Profile


Includes what matters the most to the person – their own definition of quality 
of life.
What is important to a person includes what people “say”:


with their words
with their behavior


Important TO/FOR


PCP-TLC®
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Issues of health: 
Prevention of illness
Treatment of illness / medical conditions
Promotion of wellness (e.g.: diet, exercise)


Issues of safety:
Environment
Well being ---- physical and emotional
Free from Fear


What others see as necessary to help the person:
Be valued
Be a contributing member of their community


Part I: The Personal Profile


Important TO/FOR


PCP-TLC®
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Part I: The Personal Profile


Important TO/FOR


For more information on Charting the 
LifeCourse please visit 
http://supportstofamilies.org/ and 
https://www.lifecoursetools.com/



http://supportstofamilies.org/

https://www.lifecoursetools.com/
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Questions to consider asking to help complete the Important To/ Important For sections


Prenatal & Infancy Early Childhood


Education • Do you recognize and respond to my signs, 
signals, babbling, gestures, and words? • Are you playing with 
me and helping me to find ways to learn about and explore 
my environment? • Are there adaptive devices like switch toys 
and other assistive technology that can help me explore my 
environment? 
Employment • Will you need to quit your job to stay home 
and take care of me? How will we deal with the loss of 
income? • Are you worried about how a diagnosis might 
affect my future? • Do you have a vision or plan in mind for 
me when I get older that will support my growth and 
development now? 
Individual and Family Life • Have you established a daily 
routine for me? • How can technology assist you with helping 
me with daily activities? • Are you sharing information with 
extended family members so they feel comfortable spending 
time with me?


Education • Are you sending me to preschool or daycare?  • 
Who will provide any extra help I might need to attend 
preschool? • Do you know where/how to find a childcare 
provider who can accommodate my needs? • Are you giving 
me opportunities to make choices (between two or three 
options)?  • Do I have the opportunity to make mistakes and 
are you helping me learn from my mistakes?  • If verbal 
communication is difficult for me, do I have other ways to 
make my wants, needs, ideas and thoughts known? 
Employment • Are you keeping a vision in mind for my future 
as I learn and grow?  • Do you view me as being able to do 
what other children do, even if I need extra help to do so?  • 
Do I have chores or responsibilities at home like cleaning my 
room or picking up my toys? 
Individual and Family Life • What are the routines/strategies 
that will help you and me throughout the day? • Are there 
ways you can organize things differently to better 
accommodate me? • Are you exploring how technology can 
assist me with daily activities? • Do you parent me the same 
way as my siblings/other children?  • Do you know where to 
find tips and advice on parenting? • Are you helping me start 
to see myself as separate from you? 


Part I: The Personal Profile
Meaningful Day/ Employment


UMKC IHD, UCEDD | lifecoursetools.com


Important TO/FOR
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Questions to consider asking to help complete the Important To/ Important For sections


School Age Transition


Education • What does my school day look like? • Am I in the least 
restrictive environment or neighborhood school? • With whom do I 
spend the majority of the school day? • How am I included at school with 
typical peers? • Am I learning social skills as well as daily living and 
academic skills in my school experience? • Is there technology to assist 
me with school activities? • Are you sending me to the school’s “after 
school” program and what supports do I need to fully participate? • 
What supports and services does my school provide or pay for? • Do you 
know what to do if my school district refuses a request or service? • Will 
my school district pay for an independent evaluation? • Does my school 
provide assistive technology to assist/support me? • What if I want to go 
to a private school– does my home district pay for anything? 
Employment • Do you ask me what I want to be when I grow up? • Am I 
learning about lots of different jobs from my family, teachers and 
others? • Do I have responsibilities at home such as daily chores? 
Individual and Family Life • Do I have an after-school or evening 
routine? • Am I expected to follow rules like any other child with 
consequences when I don’t? • Are you giving me chances to make 
choices and decisions about everyday things (like what I wear, what I eat 
for a snack)? • Are you helping me learn ways to communicate my 
thoughts, ideas, and needs to others? • Do I know when it’s okay or 
appropriate to talk, who it’s okay to talk to, or what to say?


Education • Have you helped me create a transition plan that is truly 
individualized and prepares me for adult life after school ends? • Have 
you talked to me about postsecondary education? Taken me for college 
visits? • If I want to go to college, are you helping me find scholarships or 
other funding sources? 
Employment • Does my transition plan include work or volunteer 
experience, and practicing how to look for, get, and keep a job? • Does 
my transition plan balance work experience, social skills and academics 
according to my needs, desires, and abilities? • Are you helping me 
understand that doing my best at school and being responsible will help 
me get a job I like someday? • Am I learning about the different roles 
people have in life and how they are interrelated? • Are you helping me 
learn how to apply for a job and gain experience in jobs that interest 
me? • Are you helping me explore assistive technology that would help 
with learning employment and adult living skills? • Can Vocational 
Rehabilitation help me prepare for college or a career? 
Individual and Family Life • What daily/independent living skills am I 
working on as part of my transition plan? • What are we doing at home 
to prepare for adult life? Are you teaching me everyday living skills such 
as preparing meals, doing laundry, or house keeping? • Do I have 
responsibilities at home, school, or in the community? • What does my 
ideal day look like? What about my week? • What makes a bad day for 
me (things I want to avoid)? • Have you talked to me about how I 
envision my life as an adult and what I need to reach that vision? 


Part I: The Personal Profile


UMKC IHD, UCEDD | lifecoursetools.com


Important TO/FOR


Meaningful Day/ Employment
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Questions to consider asking to help complete the Important To/ Important For sections


Adulthood Aging


Education • Do I find ways to continue learning at my job, through 
volunteering, in the community, or with friends? • Is there something 
I’ve always wanted to learn more about? • Are there skills or interests I 
would like to explore or develop? 
Employment • What will I do during the day now that I am an adult? • 
What are the things I really like or want to do? • Can I find a job or 
volunteer opportunity that matches my passion or interests? • Would I 
prefer to have a full time job, part time job, volunteer? • Where can I 
learn or improve my employment skills? • Can I turn an interest of mine 
into a way to earn income/start my own business? • Who can help me to 
get a job or start my own business? • Do I know how to get a job, keep a 
job or change jobs and build a long-term career? • How might my life 
change if I had more money to do things I like? • Does my income from 
my employment or other sources exceed benefit limits? • Has anyone 
helped me think about what has or hasn’t worked well for me in 
previous jobs and do I have a plan to address those things? • Have I 
thought about how to address barriers to getting the job I want? • 
Would assistive technology help me with college or a career? 
Individual and Family Life • What adaptations and supports are available 
to help me with my daily activities or routine? • Do I know how, or is 
there someone to assist me with tasks such as meal planning, cooking, or 
grocery shopping? • Is there assistive technology that can help me with 
daily activities?


Education • Do I want to learn a new skill to keep me busy or earn 
money in retirement? • Are there senior classes nearby that I am 
interested in attending? • Is there a hobby or new interest I would like 
to learn more about? • Do I need information or education about a 
diagnosis or medications I have received due to my aging? • Am I 
learning about changes in my body as I age? • Do I need support to 
learn about end of life planning, benefits, or health care? 
Employment • Can I afford to retire? • What will I do to keep busy if I 
retire? • Do I have funds or support to replace my income when I 
retire? 
Individual and Family Life • What supports do I need to continue 
living as independently as possible in my own home and community 
as I age? • Are there community resources for seniors I can utilize, 
such as Meals on Wheels or housekeeping assistance? • If I’m still 
living at home with my parents, what will happen when my parents 
die – where will I live, and with whom? • How can technology like 
magnification, assistive listening or other technology assist me to live 
as independently as possible? • Do I need help with budgeting or 
paying bills? • Is there anything important to me about my routine 
that has to be present or absent? • What does my perfect day or 
week look like? • What contributes to a bad day for me (what needs 
to be absent)? 


Part I: The Personal Profile
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Meaningful Day/ Employment


Important TO/FOR
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Questions to consider asking to help complete the Important To/ Important For sections


Prenatal & Infancy Early Childhood


Living Options • If things change regarding our family 
income or your ability to work, how will that impact our 
ability to continue to live in our current home? 


Accommodations and Access • Are there accessibility 
issues in our home that need to be addressed? • Are there 
ways you can structure where I live and other surroundings 
to give me opportunities to do typical activities that young 
children do? 


Transportation • Do you have access to reliable 
transportation that accommodates my needs? • Do I need 
assistive technology for myself or our vehicle so I am able to 
get out in the community and places I need to go?


Living Options • Is our home in a good school district that 
promotes inclusive education, so I can learn and grow with 
my siblings and other neighborhood children?  


Accommodations and Access • Have you explored 
adaptations to our home that will better accommodate my 
needs? • Do you take me to community places and events 
like others my age (museums, seasonal outings, learning 
opportunities)? 


Transportation • Am I able to get out and about to explore 
and learn about my community? • Do I need assistive 
technology for myself or our vehicle to be able to get 
around?


Part I: The Personal Profile


UMKC IHD, UCEDD | lifecoursetools.com


Important TO/FOR


Community Living
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Questions to consider asking to help complete the Important To/ Important For sections


School Age Transition


Living Options • Have you provided a place in our home 
that takes into account my sensory or other needs, where I 
can do homework and other learning activities or go to be 
more calm and relaxed? • Are you helping me make my 
room age appropriate? • Am I starting to learn to do things 
to maintain and upkeep a household?  


Accommodations and Access • Are there accessibility 
issues you need to address in our home so I can begin to do 
things for myself and be as independent as possible? 


Transportation • Do I ride the regular school bus or use 
special transportation? • Is there a neighborhood carpool 
we could join to take me places and help me with making 
new connections?


Living Options • Have you talked with me about where I 
might want to live in the future (after school ends/when I 
am an adult)? • Will I continue to live in our family home 
after graduation? • Have you helped me begin to explore 
different living options? • If I go to college after high school, 
will I live in the dorms, at home, or someplace else? • Am I 
getting the opportunity to learn and practice skills I will 
need to live in other settings? • Am I learning about new 
people and places to widen my world and expectations for 
my life? 


Accommodations and Access • Have you helped me figure 
out what kind of supports I will need to either continue 
living at home or move into my own place after graduation?  
• What supports might I need to live away from home while 
attending college? 


Transportation • Am I learning how to get around in my 
community (learning to drive, ride the bus, take a cab, etc.)?


Part I: The Personal Profile


UMKC IHD, UCEDD | lifecoursetools.com


Community Living


Important TO/FOR
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Questions to consider asking to help complete the Important To/ Important For sections


Adulthood Aging


Living Options • Am I still going to live in my parents’ home or 
move out? • What kind of supports do I need to live outside the 
family home? • What skills do I need to live as independently as 
I like, and how do I find help when I need it? • What kind of 
setting will I live in? • Who will help me figure out how to own 
or rent an apartment/ house or if I need something provided by 
the service system? • What kind of living options are possible? 
• What are the pros and cons of each option? • Do I want to live 
with a roommate or alone? Do I know I can choose my own 
roommate? • Do I need staff, or could a roommate be 
compensated to provide some of my supports? • Do I want to 
be in control of choosing/hiring/firing my support staff? • Can I 
afford to pay for my own living expenses? 
Accommodations and Access • What kind of accessibility issues 
should I consider when choosing my home or apartment? • 
How am I being supported to have valued roles in my 
community? 
Transportation • How do I get around to places I need or want 
to go?


Living Options • How can I be supported to age in place 
(stay in my own home)? 


Accommodations and Access • What home adaptations 
or other living options are available to help me stay in my 
home and community as I age? • What modifications 
need to be made to my home to accommodate barriers of 
aging? 


Transportation • Are there “senior citizen” resources in 
my community (senior center, transportation, Meals on 
Wheels, etc.)?


Part I: The Personal Profile
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Community Living


Important TO/FOR
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Questions to consider asking to help complete the Important To/ Important For sections


Prenatal & Infancy Early Childhood


Personal Safety • Are you childproofing and otherwise making 
sure that our home is safe for me? • Are there things in our 
home that could harm me (for instance lead paint, or sharp 
edges)? • If you go to work or other places I can’t go, are you 
leaving me with someone reliable who will keep me safe? • 
Are you aware of how to spot abuse or neglect by other 
caregivers and how to report it? 
Public Safety (disaster, fire, police) • Do you have local 
emergency numbers and poison control information easily 
accessible in case something happens to me? • Do you help 
me to know what to do in an emergency by practicing safety 
drills, and do we have a disaster plan that takes my needs into 
account? 
Legal and Financial (rights, advocacy, planning) • Have you 
arranged for someone to care for me (and my siblings) if 
something happens to you? • Am I eligible for life insurance? 
• Do I need a Special Needs Trust? • What is the plan to pay 
for therapies or services above what my health insurance 
covers? 


Personal Safety • Have you made our home childproof or adapted 
where we live for my safety? • Are you considering assistive 
technology that can help keep track of me if I am prone to wandering? 
• Are you leaving me with safe, reliable childcare when you need to 
go out? • Are you helping me learn how to say no or tell someone if I 
feel uncomfortable or am being abused? • Are you helping me learn 
who to trust and how to be safe? 
Public Safety (disaster, fire, police) • Have you talked to police, 
Emergency Medical Services, or fire department about emergency 
response for me? • Are local emergency numbers and poison control 
information easily accessible in case something happens to me? • Do 
you help me to know what to do in an emergency by practicing safety 
drills, and do we have a disaster plan that takes my needs into 
account? 
Legal and Financial (rights, advocacy, planning) • Are you engaging in 
financial planning for our family’s and my future? • Have you 
established legal means for someone to care for me in your absence 
or if you can no longer care for me? • How will my caregiver pay for 
things if you are no longer here to provide my direct support? • Do 
you have a basic understanding of public benefits I might qualify for, 
such as Supplemental Security Income (SSI), Social Security Disability 
Income (SSDI), Medicaid, Food Stamps, or other state and local 
eligibility-based sources? • Do you know how to find and have the 
means to hire an attorney qualified to create my special needs trust? 


Part I: The Personal Profile
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Questions to consider asking to help complete the Important To/ Important For sections


School Age Transition


Personal Safety • Do I feel safe and know who to tell if I am being bullied 
or victimized? • Do you know what to do or who to contact if you are 
concerned about my safety at school? • If I am prone to wandering, have 
you educated others on how to keep me safe or what to do? • Have you 
considered technology that can help find me if I am prone to wandering? 
• Are you helping me learn about stranger danger, and who I can trust? • 
Are you helping me learn when and how to call for help? • Are you 
helping me learn not to hurt myself or others? • Do I receive an 
“allowance” or have access to money? • Are you giving me chances to 
decide how to spend money? • Do we have a “password” to protect 
against stranger danger? 
Public Safety (disaster, fire, police) • Are you keeping local emergency 
responders up-to-date as my needs change? • Do you help me to know 
what to do in an emergency by practicing safety drills, and do we have a 
disaster plan that takes my needs into account? 
Legal and Financial (rights, advocacy, planning) • What are my and my 
family’s rights regarding education? • Do you know about procedural 
safeguards and what it means for me and for you as my advocate? • Do 
we have a funding plan in place for my special needs trust? • Do you 
know you do not have to put money into the trust right away? • Do you 
also need a living trust or will for yourself? • Have you communicated 
the importance of not putting my name on any beneficiary designations 
to extended family members? 


Personal Safety • Are you helping me get training and knowledge on 
safety and security issues? • Do I know how to stay safe when I am 
out with friends or in new places? • Do I know who to call or tell if I 
am being bullied or victimized? • Would a limited or joint bank 
account, automatic bill pay, or debit card help me learn money 
management skills? 
Public Safety (disaster, fire, police) • Do I know when and how to call 
for help at home or in the community? • Am I learning what to do in 
an emergency by practicing safety drills, and do we have a disaster 
plan that takes my needs into account? • Are you helping me learn 
how to appropriately interact with law enforcement, and are you 
helping public safety entities learn how to best interact with me? 
Legal and Financial (rights, advocacy, planning) • How you will know if 
I need a guardian when I turn 18 or if there are other ways to help me 
stay safe? • Are you exploring alternatives to guardianship (i.e.: power 
of attorney or supported decision making), so I can keep my right to 
make my own choices and decisions? • Does my transition plan 
include learning skills to “be my own person” and not need a guardian 
for decision making support or protection? • Are you considering my 
safety and protection without making me overly dependent or taking 
away my right to be self-determined? • Do I understand how my 
special needs trust can supplement my quality of life in the future? • 
Do I understand the concepts of money management, and how can 
you help me learn to manage my finances? • Are we considering 
options if public benefits were no longer available to help provide my 
support? 


Part I: The Personal Profile


UMKC IHD, UCEDD | lifecoursetools.com


Safety & Security


Important TO/FOR
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Questions to consider asking to help complete the Important To/ Important For sections


Adulthood Aging


Personal Safety • If I live in my own home or apartment, are there 
supports in place to help keep me safe? • Do I understand who I 
should and should not let into my home (i.e.: strangers, 
repair/utility workers)? • Is there assistive technology that can help 
keep me safe in my home and in the community? • What should I 
do if I am being abused or victimized by a significant other, support 
staff, a housemate, or anyone else? • Can I be at home alone or 
access the community without help? If not, what kind of supports 
do I need? Public Safety (disaster, fire, police) • Do I know who to 
call if I don’t feel safe or need assistance? • Do I know what to do 
in case of an emergency by practicing safety drills, and is there a 
disaster plan in place that takes my needs into account? 
Legal and Financial (rights, advocacy, planning) • Who is 
partnering with me with in supported decision making? • Do I have 
a special needs trust in place for “extras” that benefits don’t cover? 
• What is the distribution plan for my special needs trust to 
supplement my quality of life? • What other income sources do I 
have to cover my monthly costs? • Do I need help with filing my 
taxes, and who can assist me? • If other family members are 
financially responsible for my wellbeing, do they have the long 
term means and ability to do so? 


Personal Safety • Are there things happening to me, such as 
dementia, adding to concerns for my safety? • Who can I go 
to if I feel I am being abused or victimized by anyone? • Am 
I at risk of falling or other hazards? • Are there home 
modifications that will help me stay safe? • Is there assistive 
technology that will help me stay safe as I age? • What 
supports need to be in place for me to continue living in my 
own home/community setting? 
Public Safety (disaster, fire, police) • Are emergency 
responders aware of my end of life wishes? • Do I know 
what to do in case of an emergency by practicing safety 
drills, and is there a disaster plan in place that takes my 
needs into account? 
Legal and Financial (rights, advocacy, planning) • What are 
my legal rights and protections as I age? • Is supported 
decision making or other alternatives to guardianship in 
place to protect my rights as I age? • Do I have legal 
documentation of my end of life wishes? • Where and to 
whom will my remaining assets go when I pass away? • Are 
my final expenses covered? • Have I updated my LifeCourse
materials for future caregivers to easily follow?


Part I: The Personal Profile
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Questions to consider asking to help complete the Important To/ Important For sections


Prenatal & Infancy Early Childhood


Healthcare • Are you keeping me healthy with well-baby visits 
and taking me to the doctor when I am sick? • Do your parental 
instincts tell you something isn’t going quite right with my 
health, growth or development? • Do you know if I am hitting 
my developmental milestones on time? • Do you know what red 
flags to watch for? • If I need testing or assessment, will 
insurance pay for it, or are there other funding sources? 
Disability/Diagnosis Specific • Are you expressing your concerns 
about my health or development to my pediatrician? • Where 
are you taking me to find out about my health or development; 
what kind of testing do I need? • Has anyone else mentioned 
concerns about my health or development to you? • What are 
you doing to get the help I need while waiting for a diagnosis 
and/or services? 
Fitness and Nutrition • Are you taking me to activities such as 
baby yoga, Mommy and Me classes, etc? • Do I have 
opportunities at home to get stronger, such as tummy time or a 
playmat? • Are you introducing a variety of healthy foods in my 
diet? 


Healthcare • Are you finding or accessing medical and health 
personnel experienced in caring for children with my diagnosis? 
• Are you taking me to a pediatrician who understands and 
meets my needs? • Does our pediatrician refer me to specialists 
when needed? • Do you feel like you have to go along with 
everything professionals tell you about me, even if your gut tells 
you otherwise? • Do you know what to do if we don’t like or if 
you disagree with my medical professionals? • Do you have 
resources to help pay for my medical or other special care? • 
Will your health insurance cover my needs? Disability/Diagnosis 
Specific • Will therapies help me to grow and develop? • Am I 
part of a “medical home?” • Have you invited local emergency 
personnel to our home to meet me and learn about my needs in 
case of an emergency? • Do you know if I qualify for special 
healthcare or disability services? • Have you considered 
applying for services, such as Supplemental Security Income 
(SSI), Medicaid, Special Healthcare Needs, or Division of 
Developmental Disabilities? • Do you know the qualifications 
and income guidelines for the various programs? • Are you 
looking for community supports and resources? Fitness and 
Nutrition • Are you teaching me about healthy, nutritious food 
and how my body works? • Are you helping me get plenty of 
physical activity?
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Questions to consider asking to help complete the Important To/ Important For sections


School Age Transition


Healthcare • Are you keeping me up to date with regular 
childhood checkups and immunizations? • Are you taking me to 
see specialists for specific issues? • Are you teaching me to 
greet and interact with doctors and other medical professionals? 
• Do local emergency providers know our wishes if something 
happens to me at school? • Do I know how to ask for help or tell 
when I am sick or just don’t feel well? • How are you helping me 
prepare for and understand puberty? 
Disability/Diagnosis Specific • Are you helping me understand 
my disability or healthcare needs and how it affects me as I 
grow and change? • What do you need to tell the school nurse 
about my needs? • What if I need to take medications or 
treatments at school? 
Fitness and Nutrition • Do I know what is good (food, sleep, 
exercise) and bad (drugs, smoking) for my body? • Am I learning 
about healthy foods and nutrition, and how to make healthy 
snacks? • Am I getting plenty of exercise and/or physical 
activity? • Are you considering technology that can monitor my 
sleep patterns, exercise or activity and other health related 
things (Fitbit, Dropcam, Fuel Band, etc.)?


Healthcare • Are you helping me to start looking for practitioners who 
focus on adults? • What do I need to know about the process of 
transitioning to adult healthcare? • What health related tasks can I 
start to help with or do for myself? • Will your health insurance cover 
me into adulthood? If not, how will I get insurance coverage? • Will I 
qualify for Medicaid or Medicare to help with medical costs? • Are 
you helping me prepare for and understand puberty? • Do I feel 
comfortable asking you or trusted adults about the changes in my 
body as I become an adult? • Have you talked to me about birth 
control and reproductive health? 
Disability/Diagnosis Specific • Are you helping me know the 
symptoms, triggers, and side effects of my disability or healthcare 
need and how to get help or interventions? • Are you helping me 
learn how to communicate about my disability or healthcare needs 
with others? • What support or financial assistance is available for me 
as I become an adult? • Who will pay for the services and supports I 
need when I am no longer in school? 
Fitness and Nutrition • Can some of my therapies be replaced with 
regular physical activities such as working out in a gym, using a 
treadmill or elliptical, or doing aerobics? • Do I make good, healthy 
food choices for my meals and snacks? • Are you helping me learn 
how to use technology that can monitor my sleep patterns, exercise 
or activity and other health related things (Fitbit, Dropcam, Fuel Band, 
etc.)?
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Questions to consider asking to help complete the Important To/ Important For sections


Adulthood Aging


Healthcare • Do I qualify for Medicaid or Medicare coverage? • 
Can I get my own health insurance coverage? • Am I being 
supported to help with managing my own medications, talking 
to my doctors and other medical professionals, and participating 
in making medical and health decisions? • Do I get regular 
physicals and routine exams, such as mammograms, prostate 
checks, and blood pressure monitoring? • Is my reproductive 
health being looked after? • Do I practice safe sex and/or should 
I use birth control? 
Disability/Diagnosis Specific • Who else understands my 
medical needs and information? • Do I communicate with 
others about my disability or special healthcare needs? • Do I 
understand my disability or special healthcare needs and how it 
affects me? 
Fitness and Nutrition • Am I eating healthy meals and snacks 
and staying physically active? • Do I understand the health risks 
of behaviors such as smoking, excessive alcohol use, or illegal 
drug use? • Am I using technology that can monitor my sleep 
patterns, exercise or activity and other health related things 
(Fitbit, Dropcam, Fuel Band, etc.)?


Healthcare • Who else understands my medical needs and 
is available if I need help communicating my needs to 
others? • Are my supporters aware of how some 
medications can affect an older person differently? • Who 
will help me create a will and make my wishes known for 
medical directives?  


Disability/Diagnosis Specific • Are there disability-related 
aging and health issues I should be aware of? 


Fitness and Nutrition • Am I preparing and eating healthy 
meals and snacks? • Am I staying as physically active as 
possible? • Am I using technology that can monitor my 
sleep patterns, exercise or activity and other health related 
things (Fitbit, Dropcam, Fuel Band, etc.)?
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Questions to consider asking to help complete the Important To/ Important For sections


Prenatal & Infancy Early Childhood


Personal Relationships • Are you helping me learn to play 
by spending time playing with me? • Are you finding ways 
to bond with me, even though you may be feeling stressed? 
• Do you know I am happier and more relaxed when you 
take time for relaxation and renewal for yourself? 
Leisure & Recreation • Are you taking me out to do typical 
social things as a family? • Is there a playgroup that I can 
join? 
Spiritual Enrichment • If you enjoy church/worship, are you 
taking me along so I can become familiar with people and 
activities there? • Are you having me participate in the rites 
of passage and rituals of my faith?


Personal Relationships • Are you helping me to learn and 
practice social skills? • Are you helping me be included with 
other children in social activities, play dates, and parties? • 
Are you helping me learn and practice how to take turns 
and play with other children? • Are you setting limits on my 
behavior so I can learn to selfregulate and learn to get along 
with others? 
Leisure & Recreation • Are you helping me find ways to do 
what other children in the community are doing for fun and 
recreation? • Are you getting me involved in play groups, 
Mom’s day out, parks and recreation or other community 
activities? • Are you taking me to new places and helping 
me try new things so I can figure out what I like to do? • Are 
there adaptive recreational devices, toys, or other assistive 
technology that could help me do what other children do 
for fun and recreation? 
Spiritual Enrichment • Are you giving me the chance to be a 
part of children’s groups or activities in our faith 
community? • Are you teaching me about our family’s faith 
and spirituality practices and traditions such as prayer and 
belief?
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Questions to consider asking to help complete the Important To/ Important For sections


School Age Transition


Personal Relationships • Do I have opportunities to connect with 
friends after school hours and on weekends? • Am I learning how 
to make friends and maintain relationships? ê • Are there 
opportunities or strategies at my school to help me make friends? 
• Are you teaching me about sex, healthy relationships, and 
boundaries? • If I have trouble communicating, are you helping me 
explore speech generating devices or other assistive technology? 
Leisure & Recreation • Are you helping me get involved and be 
included in extracurricular activities at school and in the 
community? • Have you helped me explore clubs or other school 
activities in which I might be interested? • Are there parks and 
recreation programs where I can meet and make new friends? • 
Are you encouraging me to explore organized activities such as 
scouts or 4H? • Are you encouraging me to try different activities 
so I can figure out what I like to do in my free time? 
Spiritual Enrichment • Are you helping me explore spirituality and 
find a welcoming faith community? • Am I learning the spiritual 
values and cultures of our family and participating in the rites and 
rituals of our faith?


Personal Relationships • What opportunities do I have for 
making new friends at school and in the community? • How 
are you helping me build relationships? • How will I maintain 
and make new friendships outside of school (especially if most 
of my friends have gone off to college and I have not)? • Are 
you helping me use social media to be included and make or 
keep in touch with friends? • Am I dating or starting to think 
about dating? • Are you teaching me about sex and intimacy? 
• Have you talked to me about safe sex/sexual boundaries? • 
Am I supported to express my own sexuality and choices? 
Leisure & Recreation • Do I have opportunities to do what 
other young people do for fun? • What kind of extracurricular 
activities might I participate in or try (clubs, sports, etc.)? • Do 
I have the chance to take risks or make mistakes I can learn 
from? • Do I have opportunities to make my own choices even 
if those choices could be risky or I could make a mistake? • 
Have you asked me if I want to be involved in other activities 
that are less inclusive, such as Special Olympics? 
Spiritual Enrichment • Am I involved with a youth or young 
adult group in my faith community? • Am I supported to 
express my spirituality in age appropriate rituals and rites of 
passage of my faith?
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Questions to consider asking to help complete the Important To/ Important For sections


Adulthood Aging


Personal Relationships • How am I maintaining old friendships and 
making new ones? • How can I use social media to make and maintain 
friendships and relationships? • Do I have friends with and without 
disabilities? • Do I interact well with others by being a good listener 
and expressing myself? • Do I have friends who will share decision-
making about what we talk about and do together? • What kinds of 
relationships do I have/want in my life? • Where/how can I find 
someone to date? • Do I want to get married or have children? • Do I 
have ways to express my sexuality and choices regarding love and 
intimacy? 
Leisure & Recreation • What kinds of things can I do in the 
community for fun and friendship? • How am I exploring or 
developing my interests or finding new ones? • Do I want to get 
involved in civic engagement or leadership? • Am I doing the same 
things as other same-age peers? • Do I prefer to go on vacation alone 
or with family or friends? • How much money can I afford to spend on 
social and recreational activities? 
Spiritual Enrichment • Am I able to participate in faithbased and 
spiritual practices of my choosing? • Do I have a supportive faith 
community, and what extra supports do I need to fully participate? • 
Do I have, or want to have, valued roles in my faith community?


Personal Relationships • What opportunities do I have to 
make/maintain friendships? • Do I have age appropriate 
friends (same age peers) that share similar interests? • Is 
there assistive technology to help me keep in touch with 
friends and family over the phone or internet? 


Leisure & Recreation • What hobbies or interests am I 
pursuing in my spare time? • Is there a senior center nearby 
where I can go for social activities? 


Spiritual Enrichment • Do I need extra support to fully 
participate in my faith community as I am aging? • Are my 
beliefs and spiritual wishes being considered and respected? • 
Have I made my end of life wishes pertaining to my faith 
known to others?
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Questions to consider asking to help complete the Important To/ Important For sections


Prenatal & Infancy Early Childhood


Leadership • Are you trying to find a balance between your 
needs, the family’s needs and mine? 
Self/Parent Advocacy • How do you respond to others’ 
concerns about me? • How do you make sure your concerns 
about me are being acknowledged? • Are you telling loved 
ones or friends about your concerns for me and my 
health/development? 
Supporting Families • Is there someone you can talk to that 
will understand your concerns and feelings? • Do you know 
other parents who have been in a similar situation or had 
similar concerns? • Do you know how to connect with other 
parents? • Are you taking time to enjoy being my parent? • 
Do you present yourself as an expert regarding me, and are 
you helping me to learn to be the expert on myself and my 
needs? 
Civic Engagement • Are you showing me by example how to 
be a good neighbor and good citizen of my community?


Leadership • Are you interested in learning about helping 
other parents or policy/systems change? 
Self/Parent Advocacy • Do you make sure you are 
recognized by others as the expert on me and my needs? • 
What do you tell family and friends about my 
diagnosis/special needs? • What do you tell my siblings 
about my diagnosis/special needs? • Do you accept me as a 
child first, not just a child with a disability? 
Supporting Families • What supports are available to help 
our family? • Do you know if there are resources devoted to 
my specific disability? • Have you found places where you 
can connect with other families one-on-one or in groups? • 
Who can you talk to when our family and friends don’t 
understand what you are experiencing or do not 
understand things about me? • What do you do for yourself 
and my siblings to help balance my needs? • Do you present 
yourself as an expert regarding me, and are you helping me 
to learn to be the expert on myself and my needs? 
Civic Engagement • Am I learning to follow rules at home 
and in other settings?
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Questions to consider asking to help complete the Important To/ Important For sections


School Age Transition


Leadership • Have you considered joining the PTA at my school? • 
Are you interested in learning about helping other parents or 
policy/systems change? 
Self/Parent Advocacy • Are you taking a supporting friend or 
another parent with you to my IEP meetings? • Are you helping me 
learn to be part of school or person-centered planning meetings? • 
Are you making sure I am getting the extra support I need at school 
(ie. an aide or personal assistant)? • Are you helping me learn how 
to talk about my disability or healthcare needs with others? • Are 
you encouraging and helping me learn how to ask for 
accommodations for my learning and physical needs? Supporting 
Families • Have you thought about connecting with other families 
that have children my age? • Do you present yourself as an expert 
regarding me, and are you helping me to learn to be the expert on 
myself and my needs? • What supports do my siblings need? • Do 
my siblings or other family members understand my disability or 
special needs? 
Civic Engagement • Are you helping me find valued roles and 
chances to help others or give back to the community? • Am I 
learning the importance of following the rules at home, school and 
in other settings?


Leadership • Are you helping me learn how to share my goals, 
hopes and dreams at educational and other support meetings? 
• What steps are you taking to start shifting control of my life to 
me? • What skills/information do I need to help me learn to 
make decisions and take control of my own life? • What 
increasing levels of involvement can I assume (ie: IEP meetings) 
and what skills do I need? 
Self/Parent Advocacy • Are you helping me explore if I want to 
join a self-advocacy group? • Am I learning self-advocacy skills at 
home and school? • Have you talked to me about my vision of 
life as an adult and what resources I will need to make it 
happen? • Am I making choices and decisions for myself with 
support from family, teachers and others in my life? • Are we 
finding a balance between things that are important TO me and 
important FOR me? • Are you helping me learn to take control 
of my money and manage my services and supports? • Am I 
learning to present myself as the expert on myself and my 
needs? 
Supporting Families • Are you beginning to view me as an 
adult? • Are you connected to other families that have 
experienced or are experiencing transition? 
Civic Engagement • When I turn 18, will I register to vote and 
learn more about the political process? • Am I volunteering or 
giving back to my community in other ways?
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Questions to consider asking to help complete the Important To/ Important For sections


Adulthood Aging


Leadership • Do I know how to lead a support team, share my vision, 
life plan and goals and help identify objectives? • Am I making most of 
my own life decisions and taking responsibility for the outcomes? • 
Am I able to be assertive without being aggressive? 
Self/Parent Advocacy • How do I find a self-advocacy group to join? • 
Are my parents and others stepping back and enabling me to make my 
own choices and decisions about my life (with support as needed)? • 
Does my family and others understand what I want and what is 
important to me? • Do I understand my choices, like moving out of 
the family home and other options? • Do I understand my rights and 
responsibilities when it comes to dealing with providers, agencies, 
and other sources of support? • Do I present myself as the expert on 
myself and my needs? • Do I know how to find or ask for help when I 
need it? 
Supporting Families • How do we understand and mesh supports 
available to me and to our family? • Are other family members getting 
older and in need of supports? • Who in my life knows me well and 
promotes my success? 
Civic Engagement • Am I registered to vote and do I understand the 
political process? • Have I explored an accessible voting machine?


Leadership • Am I leading my planning and support 
meetings? • Am I involved in policy/systems change 
activities? 
Self/Parent Advocacy • Have you left a “road map” on how 
to best support me when you are no longer able? • Have I 
made my wishes for my senior years and end of life known? 
Supporting Families • Who will “be there” for me when 
both of my parents have died? • Are my extended family 
members and other supporters knowledgeable about the 
things that are important to me? • Who will emotionally 
support me when a close family member or friend passes 
away? • Do I have a burial plan or prepaid arrangements in 
place? • Who will make my final arrangements (especially if 
my parents or immediate family are already deceased)? • 
Who will handle my final expenses and settle my estate? 
Civic Engagement • Am I interested in volunteering? • Do I 
still exercise my right to vote? • Do I need extra assistance 
to vote at the polls, or do I want to vote with an absentee 
ballot?
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Important TO/FOR


Part I: The Personal Profile


Use the questions 
above the help guide 
the conversation 
when completing 
this section. 
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The Life {PreferredName} Wants


Part I: The Personal Profile


In this section, consider including:
• Future aspirations
• Hopes and dreams
• Person’s picture of a good life
• The person’s own definition of quality 


of life
• What matters most to the person
• Where they want to live
• Who they want to live with
• How they want to spend their day
• Etc. 
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What {PreferredName} Doesn’t Want


Part I: The Personal Profile


In this section consider including:
• Places to avoid 
• Aversions this person has
• Dislikes
• What causes this person stress
• Changes this person wants in their life
• What they want to stay away from
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PC 


Practices


Part II: The Essential Information


Part II: Essential Information


Person


Before the meeting


Essential 


Information
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Essential Information 


Part II: The Essential Information


PART II: The Essential 
Information


Drafted by Support Coordinator before the meeting; 
finalized with input from the team at the meeting.
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PC 


Practices


Part II: The Essential Information


Supports 
Intensity Scale


Other relevant 
evaluations/ 


assessments*


Person


*Including the Health 
Risk Assessment


Before the meeting


Essential 


Information
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Part II: The Essential Information


Support Intensity Scale (SIS)
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Part II: The Essential Information


The SIS includes a Risk Assessment that the 
support coordinator (SC) will complete annually. 


SIS Section 4: Annual Risk Assessment
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Part II: The Essential Information


Representation


If yes, be sure to 
respond


objectively.  


Specify “other” decisions 
substitute decision maker is 


authorizes to make
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Disability Determination


Part II: The Essential Information


Mark yes if completed 
after the person turns 18. 
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Part II: The Essential Information


Information entered next to 
sections with this symbol 


may contain Risk Factors and/or 
Identified Support Needs.   
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Part II: The Essential Information


List all identified needs here


Health Information
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Part II: The Essential Information


List all identified needs here


“Identified” means that the need requires 
specific protocols, instructions, and 


reporting related to the increased need.


Health Information
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Part II: The Essential Information


Health Information


If yes, complete referral(s) and 
add the chosen provider to the 
ISP section in WaMS within 30 


calendar days.
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Behavior and Crisis Supports


Part II: The Essential Information


If yes, describe the steps that will 
be taken to obtain behavioral 


services.
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Behavior and Crisis Supports


Part II: The Essential Information


“Unidentified risks”, which can also be 
thought of as potential risks, are those 
things that have not been an issue for 
the person but there may be a potential 
need due to an individual's  
circumstances. These circumstances can 
be due to medical, emotional, or 
physical conditions
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Part II: The Essential Information


Checking N/A means no 
psychotropic medications are 


prescribed at this time.  


In this sample, there are two examples of 
where the side effect information may be 


found. The second example shows the 
location of the side effect information is in 


WaMS. Follow your agency’s policies 
regarding the location and document 


accordingly.  


Medications
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Part II: The Essential Information


Physical and Health Conditions


This is intended to be a comprehensive 
evaluation of health complications 


(medical or mental health), injuries and 
past hospitalizations over a lifetime. 
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Physical and Health Conditions


Part II: The Essential Information


If yes, describe


Is a safety restrictions form 
required?
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Physical and Health Conditions


Part II: The Essential Information


Is a safety restrictions form 
required?
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Last Exam Dates


Part II: The Essential Information
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Allergies


Part II: The Essential Information


Severe/ life 
threatening allergies 
would be found in the 
identified risk section.    







Slide 63


Social, Developmental, Behavioral and Family History


Part II: The Essential Information


If yes, 
describe







Communication, Assistive Technology, and Modifications


Part II: The Essential Information







Communication, Assistive Technology, and Modifications


Part II: The Essential Information







Education


Part II: The Essential Information
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Part II: The Essential Information







Try asking: 


If you could do anything different during the day, what would 
that be?
If you had all the money in the world, what would you want in 
your life?


What kind of job would you like?


Conversation about employment does not mean asking:


You want to keep doing what you are currently doing don’t you?


Do you want to work?


You don’t want a job do you?


Part II: The Essential Information







Employment


Part II: The Essential Information


If other, 
please specify







Employment


Part II: The Essential Information







Part II: The Essential Information


Employment







Part II: The Essential Information


Employment


If other, 
please specify







Part II: The Essential Information


Future Plans







Part II: The Essential Information


Review of most integrated settings


If other, 
please specify







Part II: The Essential Information


Review of most integrated settings







Part II: The Essential Information


Review of most integrated settings
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Continue to Module 3


You have completed Module 2


PC ISP Module 2








DBHDS Vision: A life of possibilities for all Virginians


Identifying 
Risk


Personal


Profile


PC ISP Module 3
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The majority of the content in this 
presentation is found in the notes 
section. To view this PowerPoint in 
its entirety, please download the 
presentation and open the file. 
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ISP


SIS®, Annual Risk 
Assessment, and Risk 


Awareness Tool 


Care 
Coordinator


Other 
Assessments


Identifying Risk 
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Identifying Risk 


Identified behavioral health and 
medical support needs


• Condition with an associated plan or protocol typically 
prepared by a licensed professional


• Always list in the Essential Information (Part II of the PC 
ISP)


• Always ensure the identified need is addressed under an 
outcome in the Part III (related needs can be addressed by 
a single outcome).


• Always include in the Part V
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• Always discuss potential risks with the planning team 
and healthcare providers.


• Always question if an identified behavioral or health 
need has associated risks. 


• Always review all parts of the ISP to ensure that actions 
are taken to reduce risk as much as possible or if 
possible mitigate the risk. 


Potential associated risks 
(Unidentified risk)


Identifying Risk 







Slide 6


Indicators of Adult Abuse, Neglect or Exploitation
Abuse
Neglect
Financial Exploitation
Sexual Abuse


Indicators of Child Abuse and Neglect
Abuse
Neglect
Sexual Abuse


IMPORTANT Looking beyond Health and Behavioral Risks


Identifying Risk 
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Indicators of Adult Abuse


Identifying Risk 


■ Multiple/severe bruises, welts
■ Bilateral bruises on upper arms
■ Clustered bruises on trunk
■ Bruises which resemble an object
■ Old and new bruises
■ Signs of bone fractures
■ Broken bones, open wounds, skull 
fracture
■ Striking, shoving, beating, kicking, 
scratching
■ Internal injuries
■ Sprains, dislocation, lacerations, cuts, 
punctures
■ Black eyes
■ Unwarranted suspicion 
■ Bed sores
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Indicators of Adult Abuse (continued)


Identifying Risk 


■ Untreated injuries
■ Broken glasses/frames
■ Untreated medical condition
■ Burns, scalding
■ Restrained, tied to bed, tied to chair, 
locked in, isolated
■ Overmedicated
■ Verbal assaults, threats, intimidation
■ Prolonged interval between injury and 
treatment
■ Fear of caregiver
■ Individual is prohibited from being alone 
with visitors
■ Individual has recent or sudden changes 
in behavior
■ Unexplained fear
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Indicators of Adult Neglect or Self-Neglect 


Identifying Risk 


■ Untreated medical condition ■ Accumulated newspaper/debris
■ Untreated mental health problem(s) ■ Bedsores
■ Medication not taken as prescribed ■ Malnourished
■ Dehydrated ■ Dirt, fleas, lice on person
■ Fecal/urine smell ■ Animal infested living quarters
■ Non-functioning toilet ■ Insect infested living quarters
■ No heat, running water, electricity ■ Homelessness
■ Lacks needed supervision ■ Unpaid bills
■ Lack of food or inadequate food
■ Uneaten food over period of time
■ Inappropriate or inadequate clothing
■ Needs but does not have glasses,
hearing aid, dentures, prosthetic device
■ Soiled bedding/furniture
■ Hazardous living conditions
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Indicators of Adult Financial Exploitation


Identifying Risk 


■ Unexplained disappearance of funds, 
valuables, or personal belongings
■ Misuse of money or property by another 
person
■ Excessive payment for care and/or 
services
■ Individual unaware of the amount of his 
or her income
■ Transfer of property or savings
■ Depleted bank account
■ Sudden appearance of previously 
uninvolved relatives/friends
■ Adult child is financially dependent upon 
the older person or the older person is 
dependent on caregiver
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Indicators of Adult Financial Exploitation (continued)


Identifying Risk 


■ Change in payee, power of attorney or 
will
■ Signatures on check that do not 
resemble the individual’s signature
■ Individual doesn’t know what happened 
to money
■ Individual reports signing papers and 
doesn’t know what was signed
■ Caregiver is overly frugal
■ Unexplained cash flow
■ Unusual household composition
■ Chronic failure to pay bills
■ Individual is kept isolated
■ Checks no longer come to house
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Indicators of Adult Sexual Abuse


Identifying Risk 


■ Genital or urinary irritation, injury, infection or scarring
■ Untreated medical condition
■ Self-destructive activity or suicidal ideation
■ Presence of a sexually transmitted disease
■ Frequent, unexplained physical illness
■ Intense fear reaction to an individual or to people in general
■ Mistrust of others
■ Nightmares, night terrors, sleep disturbance
■ Direct or coded disclosure of sexual abuse
■ Disturbed peer interactions
■ Depression or blunted affect
■ Poor self-esteem
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Indicators of Child Abuse


Identifying Risk 


• Sudden change in or unusual behavior
• Unusually uncomfortable with physical contact 
• Injuries regularly appearing after absence, weekend, etc.
• Complains of soreness or moves uncomfortably
• Unexplained bruises or burns on face, torso, back, buttocks, thighs
• Wears clothing inappropriate to weather (to cover body)
• Bruises/welts resembling instrument used e.g belt, cord
• Multiple injuries in various stages of healing
• Human bite marks
• Unexplained fractures, lacerations, abrasions
• Reports injury by caretaker
• Afraid to go home
• May be a chronic runaway (adolescents)
• Behavior extremes (withdrawn, aggressive)
• Apprehensive when other children cry
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Indicators of Child Neglect


Identifying Risk 


• Consistent hunger or thirst
• Dirty hair or skin, poor hygiene
• Unattended physical problems or medical needs
• Consistent lack of supervision
• Shunned by peers
• Abandonment
• Reports no caretaker at home
• Begs, steals food
• Frequently absent or tardy
• Chronic diaper rash (not due to a medical condition)
• Constant fatigue, listlessness, or falling asleep in class
• Extended stays at school (early arrival and late departure)
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Indicators of Child Sexual Abuse


Identifying Risk 


• Sexually transmitted disease (pre-teens)
• Pregnancy
• Difficulty walking or sitting
• Pain or itching in genital area
• Torn, stained, or bloody underclothing
• Bruises/bleeding in external genitalia
• Reports sexual abuse
• Highly sexualized play
• Detailed, age inappropriate understanding of sexual behavior
• Role reversal, overly concerned for siblings
• Exhibits delinquent behavior
• May attempt suicide or other self-injury behavior
• May have eating disorders
• Deterioration in academic performance
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1. Skin Care (pressure sores; skin breakdown) 
2. Aspiration Pneumonia 
3. Falls 
4. Urinary Tract Infections 
5. Dehydration 
6. Constipation and Bowel Obstruction 
7. Sepsis 
8. Seizures 


IMPORTANT Health Conditions for People with DD


Identifying Risk 
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Skin Care (pressure sores; skin breakdown) 


People at risk for skin breakdown include, but are not limited to, 
those who: 
• Use a wheelchair or who are in bed a lot of the time; 
• Require assistance when moving; 
• Have loss of bowel or bladder control;
• Have poor nutrition and hydration; 
• Have problem sensing pain or pressure; 
• Have limited ability to communicate; 
• Have circulatory problems; 
• And/or are older adults, or are obese 


or very thin.


Identifying Risk 
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Aspiration Pneumonia 


People at risk for aspiration pneumonia include, but are not limited 
to, those who: 
• Are less alert due to medicines or illnesses; 
• Have a disorder of the esophagus (the tube that moves food from 


the mouth to the stomach); Have problems with swallowing; 
• Have poor gag reflex; 
• Have a Gastrostomy Tube (G-Tube); 
• Vomit frequently; 
• Are older.


Identifying Risk 
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Falls


People at risk for falls include, but are not limited to those who: 
• Are older and have loss of muscle; 
• Have arthritis, diabetes, and skeletal problems; 
• Have visual and/or hearing loss; 
• Take medications that cause gait concerns; or 
• Do not have appropriate adaptive equipment.


Identifying Risk 
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Urinary Tract Infections 


People at risk for UTIs include, but are not limited to, those who 
have: 
• Incontinence of bowel or bladder, 
• Limited mobility, 
• Extended periods of catheterization (a tube inserted into a 


person’s bladder for urine drainage), 
• A suppressed immune system, or 
• A spinal cord injury or other nerve damage 


around the bladder that causes the bladder 
not to completely empty (which allows 
bacteria to grow).


Identifying Risk 







Slide 21


Dehydration


People at risk for dehydration include, but are not limited to, 
those who have:
• Diarrhea, 
• Vomiting,
• Excess sweating, 
• Increased urination, and/or
• Take medications. 


Identifying Risk 
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Constipation and Bowel Obstruction 


People at risk for constipation include, but are not limited to, those who: 
• Have diet changes, low fiber, high fat, high refined sugar, excessive 


caffeine; 
• Lack regular exercise and are inactive or immobile; 
• Do not have adequate fluid intake and hydration; 
• Are stressed; 
• Have a disruption of regular routine (travel, change in daily schedule); 
• Have medical and psychological conditions; 
• Take medications (e.g., pain meds, anxiety/depression meds, diuretics, 


vitamins, sleep meds); 
• Have poor bowel habits (holding back bowel movements); 
• Use laxatives and/or enemas excessively;
• History of obstruction and/or 
• Are older.


Identifying Risk 
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Sepsis


People at risk for sepsis include, but are not limited to, those who 
have: 
• Weakened immune systems (children, infants, elderly); 
• Chronic illnesses (diabetes, AIDS, cancer, kidney/liver disease); 
• Severe burn or physical trauma resulting in damage to internal 


tissues; and 
• An infection due to damage to internal tissues – invasive medical 


procedures – kidney infection – UTI and pneumonia


Identifying Risk 
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Seizures


People at risk for seizures include, but are not limited to, those 
who have: 
• A history of seizures, 
• Had a head injury, 
• Had brain infections, 
• Had a stroke, 
• Had a brain tumor, 
• Alzheimer’s disease, and 
• Genetic factors.


Identifying Risk 
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Identifying Risk 


Pay attention to what is not typical for the person


Tired,
Sad,
Dizzy,
Agitated,
etc.


Typical Typical


Report what you see 
according to your policies
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Online tools and education available to help identify and mitigate risk


http://www.dbhds.virginia.gov/office-of-integrated-health#Individuals and Families


Identifying Risk 
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Continue to Module 4


You have completed Module 3


PC ISP Module 3
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The majority of the content in this 
presentation is found in the notes 
section. To view this PowerPoint in 
its entirety, please download the 
presentation and open the file. 
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For guidance on 
utilizing WaMS, 
please see the 


WaMS User Guides 
found on the WaMS
splash page/ home 


page. 
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Shared 


Planning


The Planning Meeting


http://townhall.virginia.gov/L/ViewGDoc.cfm?gdid=6379


http://townhall.virginia.gov/L/ViewGDoc.cfm?gdid=6379



http://www.google.com/url?q=http://townhall.virginia.gov/L/ViewGDoc.cfm?gdid%3D6379&sa=D&sntz=1&usg=AFQjCNGA4YU4cyvwdUg4gvTdeLwm8kA6Iw

http://townhall.virginia.gov/L/ViewGDoc.cfm?gdid=6379
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PC 


Practices


Shared 


Planning


The Planning Meeting


Part 3: Shared Planning


The Planning 


Meeting


Person
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Shared Planning is done with all 
members of the team present.


The Planning Meeting
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PC ISP Planning Team Roles and Responsibilities


Team roles: 


Self-Advocate Facilitator
(Individual)


Facilitator


Recorder 


Planning Partner


Time Keeper


Hospitality 


The Planning Meeting
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PC ISP Planning Team Roles and Responsibilities


Role: Self-Advocate Facilitator (Individual)


The Planning Meeting


• Directs/Co-leads meeting
• Sets expectations and ground rules
• Remains actively engaged
• Shares information
• Verifies and confirms information
• Calls for breaks
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PC ISP Planning Team Roles and Responsibilities


Role: Facilitator


The Planning Meeting


• Co-leads/directs meeting
• Leads conversation
• Assigns duties/roles
• Ensures SAF is comfortable and chooses where to sit
• Ensures SAF has opportunity to contribute
• Ensures SAF is respected and heard
• Works with SAF and planning partner to address 


private topics
• Finalizes agenda
• Schedules follow-up as needed


SAF – Self-Advocate Facilitator 
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PC ISP Planning Team Roles and Responsibilities


Role: Recorder


The Planning Meeting


• Keeps notes
• Clarifies with team
• Shares notes
• Listens closely 
• Keeps up with discussions
• Ensures SAF is respected and heard
• Paraphrases for team
• Records different perspectives
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PC ISP Planning Team Roles and Responsibilities


Role: Planning Partner 


The Planning Meeting


• Helps person prepare
• Creates or updates communication chart
• Identifies person’s planning preferences
• Drafts personal profile with person
• Keeps focus on person and private topics private
• Ensures SAF is respected and heard
• Shares information with SC and Facilitator if person agrees
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PC ISP Planning Team Roles and Responsibilities


Role: Time Keeper


The Planning Meeting


• Keeps meeting within timeframe
• Uses the “5 minute rule” to keep 


conversation moving
• Uses the “parking lot” to table issues
• Reviews parking lot at end of meeting, so 


facilitator can address
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PC ISP Planning Team Roles and Responsibilities


Role: Hospitality


The Planning Meeting


• Plans refreshments and décor with SAF
• Brings refreshments and specifically offers 


to SAF and others
• Brings décor and decorates
• Checks in on comfort of team
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Facilitation and Planning Meeting Guidance


The Planning Meeting


If we invite the usual people to a 
planning meeting, and follow the same 


old planning process, how can we 
reasonably expect better results?
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Suggested Agenda


• The meeting begins by sharing the good things that have 
happened in the person’s life and sharing roles for the 
meeting.


• The individual shares his or her Profile with support as 
needed or desired.


• Partners offer ideas and suggestions for the Profile and 
the recorder types or writes the additions based on 
individual and team agreement.


The Planning Meeting
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Suggested Agenda Continued


• The recorder lists what’s important TO and what’s 
important FOR/ identified risks to be reviewed when 
discussing Shared Planning.


• The team develops desired outcomes that are specific 
and measurable adding the frequency and who will 
support the individual in each instance.


• All team members answer the Agreement Questions 
and any unresolved issues are listed.


• All Partners sign in agreement.


The Planning Meeting
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It’s important to ask…


What needs to change?


and


Are we finding a balance 


between what’s important TO


and what’s important FOR?


What needs to stay the same?


The Planning Meeting
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The parts of the Shared Plan


Part III: Shared Planning
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Part III: Shared Planning


• There are 7 Life Areas.  
• Every outcome must have 


a corresponding life area. 
• Not all life areas must be 


addressed. 
• See Module 2 for more 


information about the Life 
Areas. 
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Part III: Shared Planning


For more information on Charting the LifeCourse
please visit http://supportstofamilies.org/ and 
https://www.lifecoursetools.com/


UMKC IHD, UCEDD | lifecoursetools.com



http://supportstofamilies.org/

https://www.lifecoursetools.com/
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Part III: Shared Planning


Always Important To 
the person







Slide 22


Part III: Shared Planning


Serves as the measure by providing a clearly stated
key steps needed to get there and which service(s) are
supporting the key steps.
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Part III: Shared Planning
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Part III: Shared Planning
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Part III: Shared Planning


When “Eligibility-based” is selected, a dropdown box
will appear of all of the providers listed under the
“Provider” section of the ISP.


RESIDENTIAL SERVICES OF AVALON


NURSES WITH SKILL


ENGAGING AVALON
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Part III: Shared Planning
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The Profile and the 


Essential Information 


(including the SIS Report, 


Risk Assessment & any 


other relevant 


assessments) are 


reviewed to identify what’s 


IMPORTANT TO and 


what’s IMPORTANT FOR 


(identified and unidentified 


risk) for each individual to 


assure these elements are 


not missed when planning. 


Part III: Shared Planning
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How do you know where to look for 
information that should be included in 
the Part III Shared Plan? 


The next few slides will give you some 
hints.


Part III: Shared Planning


As you evaluate a Parts I and II, 
consider writing down a list of 


what needs to be captured in the 
Part III so that nothing is missed 


when this section is developed by 
the team. 
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Part III: Shared Planning
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Part III: Shared Planning


Is there anything in here that 
needs to be added to the shared 
plan so that it can be achieved?


Is there anything in here that 
needs to be added to the shared 
plan so that we can move away 


from these things?
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Part III: Shared Planning


If yes, does this require 
coordination or linking by the 


support coordinator?  Should it 
be addressed in the shared 


plan?
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Part III: Shared Planning


Information entered next to 
sections with this symbol 


may contain Risk Factors and/or 
Identified Support Needs.   


Review Module 2. 


Information entered next to 
these sections might 
identify a support need that 
may need be addressed in 
the Part III. 
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Part III: Shared Planning
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Part III: Shared Planning
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Part III: Shared Planning
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Part III: Shared Planning
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Part III: Shared Planning
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Part III: Shared Planning


If yes, to either question, does this 
require coordination or linking by the 


support coordinator?  Should it be 
addressed in the shared plan? 
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Achieving a desired outcome -


When we define the end result that we 


want to achieve, live with intention, and 


work toward our                                      


goals, we truly can                                       


achieve everything                             


we want in life and 


more. – Ken Lauher


Part III: Shared Planning
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• Desired Outcomes shall always be written with what is 
Important To the individual included  


• Desired Outcomes may be written in many different formats


• Desired Outcomes may include statements that are 
Important To as well as Important For the individual


• Desired Outcomes shall be written in an achievable manner


• Desired Outcomes support a person with achieving 
independence, integration, or an increased quality of life. 


Part III: Shared Planning
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Person-Centered Planning


Part III: Shared Planning
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• During planning meeting make a list of everything that 
needs to be addressed in the shared plan (Important To, 
identified risk, barriers to overcome, linking, and any other 
important items that should be included.


• Using the important TO, develop an outcome statement.


• Identify key steps that must occur so that the outcome can 
become an achievement (try asking, “How can we support 
him/her/you to achieve this outcome?”).


• Determine whether there are risk factors that need to be 
addressed to reach the achievement. 


• Identify which services will support the key steps


Part III: Shared Planning


How do develop an outcome as a team?
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November 18, 
2020.


End Date
(date of the 


achievement)


Key steps and services to get there
(logical steps, services and 


identified need)


Marshall goes 
to local events 
weekly to meet 
new people 
(achievement/ 
Important To).


By finding and attending local 
events (Supp. Living, Comm. 
Engagement), meeting people 
with shared interests (Comm. 
Engagement), and introducing 
himself to others with shared 
interests (Comm. Engagement)
(key steps, services, identified 
needs).


Desired Outcome
(what I want to 


achieve)


Part III: Shared Planning
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Tom participates 
in a bodybuilding 
competition
(achievement/ 
Important To) 


By joining a gym (CE), using the 
weights(CE), working with a 
personal trainer (CE), redirecting 
his anger so that he keeps 
himself and others safe (GH & 
CE) and managing his high 
blood pressure (GH & CE) 
(key steps, service, identified 
needs).


June 30, 2021.


Part III: Shared Planning


Desired Outcome
(what I want to 


achieve)


Key steps and services to get there
(logical steps, services and 


identified need)


End Date
(date of the 


achievement)
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Joy moves into 
an apartment 
(achievement/ 
Important To) 


by applying for rental assistance 
(Comm. Guide, SC), finding a 
roommate (Comm. Guide), 
finding an apartment (Comm. 
Guide, SC), link to supports for 
insulin administration (SC), link 
to diabetes care training (SC),  
buys needed items (In Home, 
family), and moving in (In Home, 
SC, Comm. Guide, family) 
(key steps, service, identified 
needs).


April 15, 2020.


Part III: Shared Planning


Desired Outcome
(what I want to 


achieve)


Key steps and services to get there
(logical steps, services and 


identified need)


End Date
(date of the 


achievement)







Slide 46


Jarod is free 
from choking/ 
aspiration in 
order to eat 
the food he 
enjoys 
(achievement/ 
Important To). 


by choosing preferred meals (GH) 
and follows his mealtime 
protocol (GH, GD, SN) 
(key steps, service, identified 
needs).


October 31, 
2020.


Part III: Shared Planning


Desired Outcome
(what I want to 


achieve)


Key steps and services to get there
(logical steps, services and 


identified need)


End Date
(date of the 


achievement)
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Max is 
employed at 
or above 
minimum 
wage for six 
months
(achievement/ 
Important To).


by locating, applying for, 
securing, and learning a job 
(all-SE) 
(key steps, service, identified 
needs).


August 31,  
2020.


Part III: Shared Planning


Desired Outcome
(what I want to 


achieve)


Key steps and services to get there
(logical steps, services and 


identified need)


End Date
(date of the 


achievement)
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Outcome Formula Option


[Person’s name] [activity/event/important FOR] so that/in order to [important TO achievement]


Tom lifts weights in order to be in a body building competition. 


Mary goes to the salon in order to get her hair and nails done. 


Marshall goes to local events so that he meets new people. 


Jarod is free from choking /aspiration in order to eat the foods he enjoys.


Part III: Shared Planning
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• Are chosen by the person 


• Are specific to the person 


• Are measureable


• Serve as the basis for supports


ISP Outcomes


Part III: Shared Planning
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During Shared Planning all the following areas are 
addressed by formulating measurable outcomes:


Important To


Health Safety


Risk Mitigation


Shared Planning relies on information from Parts I 
and II of the PC ISP 


Shared Planning is done with all members of the 
team present.


Part III: Shared Planning
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The Planning 


Meeting


PC 


Practices


Agreements


Part IV: Agreements


Part 4: Agreements


Person
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Part IV: Agreements
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Part IV: Agreements
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Part IV: Agreements
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Part IV: Agreements
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Part IV: Agreements
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Part IV: Agreements


Completed as part of the 
Part V Plan for Supports
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Part IV: Agreements
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Part IV: Agreements
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Continue to Module 5


You have completed Module 4


PC ISP Module 4








Effective 1.1.22 


 


 CRC Contacts by Capacity-Building Focus Area 


Individual Team Provider Team System Team 
  


If you are a PERSON 
WHO RECEIVES 


SERVICES or a FAMILY 
MEMBER 


-or- 


A SUPPORT 
COORDINATOR who 


needs assistance with 
RST or crisis situations 


-or- 


A PROVIDER or 
PROSPECTIVE 


PROVIDER who needs 
assistance with HCBS: 


 
If you are a 


PROVIDER or 
PROSPECTIVE PROVIDER 


who needs assistance with 
something other than 


HCBS: 


 
If you are a 
SUPPORT 


COORDINATOR 
who needs 


assistance with 
something 


other than RST 
or crisis 


situations: 


Contacts listed 


per region by 


focus area ↓ 


 


CONTACT 


 


CONTACT 


 


CONTACT 


Region 1 Todd Cramer 
Todd.Cramer@dbhds.virginia.gov 
804-229-2164 


Dorcas Fenyi Batton 
Dorcas.fenyibatton@dbhds.virginia.gov 
804-305-0955 


Kathy Witt 
Kathy.Witt@dbhds.virginia.gov 
276-223-3723 


Region 2 Nedria Ames 
Nedria.ames@dbhds.virginia.gov 
804-773-9354 


Amy Braswell (Team Lead) 
Amy.Braswell@dbhds.virginia.gov 
804- 972-2961 


Jennifer Kurtz 
Jennifer.Kurtz@dbhds.virginia.gov 
804-461-0256 


Region 3 Todd Cramer 
Todd.Cramer@dbhds.virginia.gov 
804-229-2164 


Dorcas Fenyi Batton 
Dorcas.fenyibatton@dbhds.virginia.gov 
804-305-0955 


Kathy Witt 
Kathy.Witt@dbhds.virginia.gov 
276-223-3723 


Region 4 Ronnitta Clements (Team Lead) 
Ronnitta.Clements@dbhds.virginia.gov 
804-382-2490 


Sophia Maye-Smith 


Sophia.Maye-Smith@dbhds.virginia.gov 
804-944-7089 


LaDonna Walters 


Ladonna.walters@dbhds.virginia.gov 
804-385-7984 


Region 5 Michelle Guziewicz 


Michelle.Guziewicz@dbhds.virginia. 
gov 804-461-0254 


Barry Seaver 


Barry.Seaver@dbhds.virginia.gov 
804-839-0332 


Julie Palmer (Team Lead) 
julie.palmer@dbhds.virginia.gov 
804-584-0751 


Statewide RST 
Coordination 


Ashley Painter 
a.painter@dbhds.virginia.gov 
804-928-9532 


Statewide 
Supported 
Decision 
Making Lead  


Sara Thompson 
sara.thompson@dbhds.virginia.gov  
804-869-0591 


Director Eric J. Williams 
eric.williams@dbhds.virginia.gov 
804-371-7428 (office) 434-907-0072 (cell) 


 


DD Service Areas by CSB 
Region 1 Region 2 Region 3 Region 4 Region 5 


Alleghany Highlands 
Harrisonburg Rockingham 
Horizon 
Northwestern 
Rappahannock Area 
Rappahannock Rapidan 
Region Ten 
Rockbridge 
Valley 


Alexandria 
Arlington 
Fairfax-Falls Church 
Loudoun 
Prince William 


Blue Ridge 
Cumberland 
Danville-Pittsylvania 
Dickenson 
Highlands 
Mt. Rogers 
New River Valley 
Planning District One 
Piedmont 
Southside 


Chesterfield 
Crossroads 
District 19 
Goochland-Powhatan 
Hanover 
Henrico 
Richmond 


Chesapeake 
Colonial 
Eastern Shore 
Hampton-Newport News 
Middle Peninsula-NN 
Norfolk 
Portsmouth 
Virginia Beach 
Western Tidewater 
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The majority of the content in this 
presentation is found in the notes 
section. To view this PowerPoint in 
its entirety, please download the 
presentation and open the file. 
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After the Meeting
PC 


Practices


Part V: Plan for Supports


Plan for 


SupportsPart V: Plan for Supports


Person
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Part V: Plan for Supports


Residential Services of Avalon


Nurses with Skill


Engaging Avalon


The Part V will be 
entered into WaMS.  
Even if the provider is 
choosing to upload 
their Part V, there are 
still data elements that 
must be completed in 
WaMS.
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Part V: Plan for Supports


Provider 
Name will 


Auto-Populate
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Part V: Plan for Supports


Provider 
Name will 


Auto-Populate


Choose the start 
date
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Part V: Plan for Supports


Select Service
One Part V for each service 


provided


Add 
Outcome
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The PFS includes:


• Supports Across All Services – Supports that are constant in a person’s life 
regardless of the service they are receiving 


• Desired Outcomes – from the individual and their Shared Plan (or a later PFS 
revision)


• Support Activities - the provider develops these with the individual that will 
lead to the achievement of the outcome


• What will be seen or obtained to resolve the support activity - each activity 
has guidelines for when we will know that that support activity has been 
achieved


• Support Instructions - detailed steps, specific to the individual, that will be 
followed to support the individual in completing the activity


• General schedule of supports – a daily schedule of when each of the support 
activities will be provided to the individual during their day and week


• Safety restrictions – when applicable documentation of consent for any safety 
restriction that a provider has put into place.  


Part V: Plan for Supports
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• Using verbs describes what, when, where or how the person is 
supported.


Activity Statement


• Serves as the measure by providing a clearly stated 
achievement.


I no longer want or needs supports when


• Brief description of what will be documented to establish 
success.


What to record


Part V: Plan for Supports
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• Schedule, Safety restrictions


• Support Instructions (not typed into WaMS) 


• Choose “yes” or “no.”


Skill-building


• Enter the minimum expected frequency. 


How often


• Enter target date or reevaluation date when expected to 
continue. 


By when


Part V: Plan for Supports
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Every outcome assigned to the provider will appear. 
When writing the Part V Plan for Supports, only include 


the outcomes intended for that service. 


Part V: Plan for Supports
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Part V: Plan for Supports


Once a desired 
outcome is 


selected, the rest 
of the outcome 


will auto populate.
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Support Activity


Support activities should be identified in the 
planning process as the basic steps in supporting 
the achievement of the outcomes


Support activities are developed with individuals 
by providers, and include action verbs that 
indicate what specific activities will be supported. 


Activity 
Statement 


Using verbs 
describes 


what, when, 
where or how 
the person is 


supported


Part V: Plan for Supports
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Part V: Plan for Supports


Optional Activity Formula


Writing an activity is 
based on what can be 
seen when supporting 
a person to learn or 
have what he or she 
wants. 







Slide 15


From Part III:


Outcome: Tom participates in a bodybuilding competition. 


Part V: Plan for Supports


Tom uses weights at the YMCA.


Tom identifies a preferred gym.


Tom checks his blood pressure before and after 
each workout


Tom follows his behavior support plan


Who?


Community Engagement


Community Engagement


Residential 
Community Engagement


Residential 
Community Engagement
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Part V: Plan for Supports


If using “modified 
use,” enter a 


summary of the 
support activities 
found under each 


outcome
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Part V: Plan for Supports


If using “complete  
use,” each support 


activity will be 
entered separately 


under the 
corresponding 


outcome 
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I no longer want/need supports when…


The “I no longer want/need supports when…” 
section services as the measure and describes 
what will be observed to show the achievement 
of skills or the criteria for the removal of supports 
based on the healthcare guidelines, medical 
orders, or documented plans for removal.  


Part V: Plan for Supports


I no longer 
want or 


need 
supports 
when…


Serves as the 
measure by 
providing a 


clearly stated 
achievement.


Part V: Plan for Supports
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Exploration OptionSkill-building Routine Health/Safety/Risk


Tom uses weights 
at the YMCA.


When he can do 
seven types of weight 
exercises consistently 
for 1 month.


Tom identifies a 
preferred gym.


Tom showers after 
his workouts.


Tom checks his blood pressure 
before and after each workout.


Following every 
workout for the 
next year.


When his physician removes 
the need for high blood 
pressure support.


He has signed a 
gym membership.


Activity


No longer 
want/need…


Activity Activity Activity


No longer 
want/need…


No longer 
want/need…


No longer 
want/need…


Part V: Plan for Supports
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Part V: Plan for Supports
Optional Activity Formula
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Part V: Plan for Supports
Optional Activity Formula
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Part V: Plan for Supports
Optional Activity Formula
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Part V: Plan for Supports


Not required for 
“modified use.”


This section 
will be 


completed 
when using 
“Complete 


Use”
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Skill-building is unique…


by looking at something the 
person can do one or more 
times within a given 
timeframe.


Part V: Plan for Supports


When the measure is met, a new 
learning activity should be 


considered, explored, and attempted. Required element for 
“modified use” and 


“complete use”
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Skill building is not only something the person can do but is 
should be something the person wants to learn/ master. 


No one should have skill building they have no interest in and 
if they are making no progress, that may be one of the 
reasons. 


This is not about “fixing” the person, but about                      
supporting them to grow in ways that make                             
sense for them. 


Part V: Plan for Supports
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Skill-building is included based on what the person wants to 
learn and on how they can develop their talents and 
interests. 


When a skill/measure is met, a new learning activity should 
be considered, explored, and attempted either by changing 
the skill or changing the measure.  


If the measure is not attainable, change the skill                                    
or the measure. 


Part V: Plan for Supports
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Type of Support 


Activity


When to Change or End What to record


Skill-Building Changes based on the development of 


specific skills and abilities


Skill-development is 


documented


Routine May continue over the lifespan with 


paid or natural supports


Occurrences are 


documented


Health/Safety/ 


Risk


Continues until mitigated, resolved, 


and/or removed by a qualified 


professional


Documented per 


episode/ occurrence 


and/or per clinical 


requirements


Part V: Plan for Supports
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A “measurable activity” can come from routine
and healthy/safety activities in addition to  


skill building.


Part V: Plan for Supports
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Skill-
building


Activity Statement I no longer want or need 
supports when…


What to record


Yes Mary uses her comm. 
device to make a 
request or respond to a 
question 5 times within 
a day. 


Mary makes a request or 
a responds to a question 
using her device 5 times 
in a day for two 
consecutive weeks. 


When Mary uses her 
device, number of 
occurrences


No Mary’s skin is clean and 
dry throughout the day. 


Personal care supports 
offered at least every two 
hours, showers daily and 
other ADLs throughout 
the day. 


Complete ADL 
checklist.  Document 
change in status or 
new learning. 


No Mary has lotion applied 
during her Range of 
Motion (ROM) exercise. 


When her physician 
removes the need daily 
range of motion exercise. 


Document each 
occurrence ROM was 
completed. Document 
Mary’s response. 


Part V: Plan for Supports
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Part V: Plan for Supports


The frequency 
the activity is 
going to occur


When is the activity 
expected to end –


required element for 
“modified use”


The next several slides offer examples 
of activities with all of the WaMS


elements completed. 
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From Part III


Activity 
Statement


I no longer want or 
need supports when… What to record Skill-building How often By when


Tom uses 
weights at 
the YMCA.


When he can do 
seven  types of 
weight exercises 
consistently for 
one month.


Number of 
exercises 
demonstrated 
from start to finish.


Yes Weekly by April 30, 
2021


Part V: Plan for Supports


Skill-building
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From Part III


Activity 
Statement


I no longer want or 
need supports when… What to record Skill-building How often By when


Max 
collects 
tickets. 


Max goes two 
weeks without 
reminders to 
remain at the 
ticket counter.


How often Max 
needs to be 
reminded to 
remain at the 
ticket counter.


Yes Three days a 
week by


June 30, 
2020


Skill-building


Part V: Plan for Supports
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From Part III


Activity 
Statement


I no longer want or 
need supports when… What to record Skill-building How often By when


Marshall 
goes out to 
local 
events.


Marshall 
attends local 
events at least 
weekly for the 
next year. 


If he attended 
a local event 
weekly.


No Weekly 
through


November 
18, 2020


Routine


Part V: Plan for Supports
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From Part III


Activity 
Statement


I no longer want or 
need supports when… What to record Skill-building How often By when


Jarod eats 
a pureed 
diet.


Jarod’s physician 
removes the 
order for a 
pureed diet.


Pureed 
meals 
provided.


No Daily 
through


October 
31, 2020


Health/Safety/Risk


Part V: Plan for Supports
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From Part III


Activity 
Statement


I no longer want or 
need supports when… What to record Skill-building How often By when


Joy hangs 
flyers at the 
local college 
looking for a 
roommate. 


Joy has found 
a roommate.


When an 
interview 
occurs 
and the 
outcome.


No Weekly by By January 
30, 2020


Exploration


Part V: Plan for Supports
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Wake Mary up.
Staff helps Mary get clean and brush her teeth.
Staff helps Mary get dressed.
Staff supports Mary to have breakfast.


Outcome:


Mary is healthy and safe and a valued member of her community. :


Support Activity:


Support Instructions: 


Mary participates in her morning routine.


How would you do it?


Part V: Plan for Supports
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The real question is –


How would SHE want you to do it?
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What support instructions include…


• How DSPs will support this person.


• What the individual can or likes to do.


• The type of support needed  - detailed.


• What is needed for success.


• Where and what learning is recorded.


Part V: Plan for Supports
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• Mary is not a morning person!  To wake Mary up on the morning, knock on her door first, open 
it slightly, and whisper “Good morning.”  She responds by turning her head away or putting her 
hand in her mouth when people walk into her room or talk loudly first thing in the morning.
• When Mary is ready to sit up, assist her with her morning meds and nutritional supplements 
via g-tube.  Mary has shown a preference for saying in bed vs waking up to eat breakfast. 
•Mary relies on those supporting her for full assistance to shower, dry off, brush her teeth and 
hair and get dressed. Mary utilizes a lift and shower chair when she bathes. She does not like 
water in her face. Take extra care not to splash her. 
•Mary’s skin is very susceptible to skin breakdown and must be thoroughly dried prior having 
undergarments or clothing applied. Once undergarments are applied Mary enjoys having lotion 
applied to her arms and legs.  This is the ideal time to complete Mary’s ROM exercise as her 
body is relaxed. 
• It is important to Mary to dress in matching stylish clothing which includes having her 
scruntchie match her outfit. 
•All supports completed should be documented on the ADL checklist. Any observations of 


change in status or new learning that was observed should be documented in the notes. 


Mary participates in her morning routine.
Support Instructions:


Part V: Plan for Supports
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Part V: Plan for Supports


Complete Use vs. 
Modified Use
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Part V: Plan for Supports


Complete Use
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Part V: Plan for Supports


For Providers 


using “complete 


use” to enter the 


Part V into 


WaMS, Support 


Instructions 


must be 


uploaded.
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Part V: Plan for Supports


Complete Use
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Modified Use


Part V: Plan for Supports


Required 
Fields
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Modified Use


Part V: Plan for Supports
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Part V: Plan for Supports
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Part V: Plan for Supports


The schedule can be 
completed in WaMS


OR uploaded. You 
do not have to do 


both. 


The safety 
restrictions should 


be completed in 
WaMS


Part V: Plan for Supports
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Multiple Outcomes can be selected 
for any selected timeslot


Part V: Plan for Supports
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Part V: Plan for Supports
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Once the plan is finished, click the 
“Complete” button


Part V: Plan for Supports
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Part V: Plan for Supports


Simply put, the outcome is “WHERE” we want to be, the 


support activities are “WHAT” we are doing to get 


there, and the support instructions are the “HOW” we 


are doing it.  In a person centered planning process, the 


person is at the center of planning. They let us know 


about the things they want in their lives; it is our role to 


support them in achieving what they want.  
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Part V: Plan for Supports


How an Outcome is Revised in WaMS


With the Part V: Plan for Supports in 
“Completed” status, click the “Revise” button.
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Part V: Plan for Supports


How an Outcome is Revised in WaMS
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Part V: Plan for Supports


To end an outcome, change 
the end date


How an Outcome is Revised in WaMS
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Part V: Plan for Supports


To add an new 
outcome, click 


“Add Outcome.”


Enter each element 
of the outcome and 
the corresponding 
support activities


How an Outcome is Revised in WaMS
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Part V: Plan for Supports


When an outcome is 
ended or added, this 
message will appear.


How an Outcome is Revised in WaMS
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Part V: Plan for Supports


Sunny Day is removed from 
Outcome 1.


The Sunny Day outcome (previously Outcome 
1) is moved to the bottom of the list with a new 


end date.


The new outcome is added to the 
bottom of the list. 


How an Outcome is Revised in WaMS







DBHDS Vision: A life of possibilities for all Virginians


Ongoing 
Learning and 


Documentation


PC 


Practices


Person


Documentation


Data collection, Notes, 
Quarterly Reviews
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Ongoing Learning & Documentation


Checklist Options


Note Options


Person-Centered Review
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Ongoing Learning & Documentation


“Morning Routine” on the PFS
= 


“Morning Routine” on the schedule


Checklist Options
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Ongoing Learning & Documentation


Example of a checklist 
based on a daily 


schedule


Initials, codes and ongoing notes 
support billing and confirm the 
supports that are provided.


Checklist Options
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When the measure is met, a new 
learning activity should be 
considered, explored, and 


attempted.


Ongoing Learning & Documentation


Checklist Options
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Ongoing Learning & Documentation


Checklist Options
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Ongoing Learning & Documentation


Note Options
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Support Notes should include:


•Full date of activity or contact


•Names and titles of person contacted or people who were 
part of the activity


•Where did you go or place of contact


•What did you do or type of contact


•Summary of activity or contact                              


(including person’s response)


•Follow-up


•Signature/electronic signature                                  


and date


Ongoing Learning & Documentation
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Ongoing Learning & Documentation


Note Options
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Person-Centered Review


Ongoing Learning & Documentation
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Progress is measured by evidence that the 
desired outcome is occurring or that movement 
toward the outcome is being made. 


Ongoing Learning & Documentation


What can we see that demonstrates progress?  


What was a barrier to progress?  


Is the individual satisfied with the outcome?


Is the support enhancing the person’s quality of life. 
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Ongoing Learning & Documentation


• Did Tom join a gym?
• Have there been any 


concerns with his 
behavioral or physical 
health? 


• What events has 
Marshall attended?  


• Has he made any 
connections?  


• Is he satisfied with            
his supports?


• Has Max located any jobs?


Person-Centered Review
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Ongoing Learning & Documentation


• Has Joy moved into an 
apartment? 


• What progress has she made? 
• What barriers has she 


encountered? 


• Has Jarod had any 
occurrences of choking or 
aspiration?   


• Has Jarod communicated his 
preferences at meals? 


Person-Centered Review
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Ongoing Learning & Documentation


Person-Centered Review
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Ongoing Learning & Documentation
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Ongoing Learning & Documentation
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Ongoing Learning & Documentation
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Contacts and resources:
Community Resource Consultants:
http://dbhds.virginia.gov/developmental-services/provider-development


Person-Centered Thinking Training: 
http://www.personcenteredpractices.org/


Settlement Agreement information at DBHDS:
http://www.dbhds.virginia.gov/doj-settlement-agreement


CMS Final Rule information at DMAS: 
http://www.dmas.virginia.gov/Content_pgs/HCBS.aspx



http://dbhds.virginia.gov/developmental-services/provider-development

http://www.personcenteredpractices.org/

http://www.dbhds.virginia.gov/doj-settlement-agreement

http://www.dmas.virginia.gov/Content_pgs/HCBS.aspx
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You have completed Module 5


PC ISP Module 5








Page 1 of 6                                                                                                   Post Move Monitoring Report rev 6.1.2020 
 


Follow Training Center Protocol for reporting emergencies and health and safety concerns to ensure compliance with 


mandated reporting.               Individual:   


 


            
SOUTHEASTERN VIRGINIA TRAINING CENTER 


POST MOVE MONITORING REPORT 
 
SECTION A: 
 
Individual: Enter name  Monitoring Staff: Enter name Monitor Date: Select date 
   
Discharge Date: Select date  Time Frame:  1-3days     4-10days     11–17days   Post 30 
   
CIM: Enter name Social Worker: Enter name Residential Type: Enter type 
   


 
Residential Support: Vocational/Day Program: 
            
  
Authorized Representative:  CSB Support Coordinator: 
            


 
   
SECTION B:   
 


Source of Information and Name of 
Contact:   


Contact 
Date 


Method of 
Contact 


Person 
Responsible 


Others 
Involved 


Individual   
        


       Face-to-Face             


CSB Support Coordinator 
      


       Phone/Email 
 Face-to-Face 


            


Residential Provider/staff  
      


       Phone/Email 
 Face-to-Face 


            


Supported Employment/Day Provider 
      


       Phone/Email 
 Face-to-Face 


            


AR or Guardian   
                   


       Phone/Email 
 Face-to-Face 


            


 
   Contact Notes: 
 
SECTION C: 
 


1. Is the individual participating in a licensed employment/day program? Select one 
 


2. If yes, what type of employment/day service is the individual receiving? (Check all that apply) 
 


Individual Supported Employment Enter date  


Group Supported Employment Enter date 


Workplace Assistance Services Enter date    


Community Engagement Enter date 


Community Coaching Enter date    


Group Day Services Enter date 


Receives day support services in an ICF Enter date 


 
3. If no, why isn’t the individual receiving employment/day services? Select one 
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Follow Training Center Protocol for reporting emergencies and health and safety concerns to ensure compliance with 


mandated reporting.               Individual:   


 


4. If employment/day services will begin in the future, please provide the anticipated start date. Enter date 


 
5. If “other” is selected in question #3 above, or if there is additional information to report regarding the reason the 


individual is not receiving day services, please provide details below. 
 


 Enter reason/details 
 


6. If the individual is participating in meaningful day or other non-licensed activity, please describe.  
 


Enter reason/details 
 


SECTION D: 
 
1. Are all of the Essential Supports identified in the Discharge Plan being provided?  


 


Essential Supports 


 


 


 


 


Document Observation and/or 


Evidence 


 


 


 


 


 
Observed 


Additional Training 


 


YES 


 
NO 


 
Needed 


 


Date 


Completed 


 


Person 


Responsible 


 


Staffing Supports 


              Yes  
 


No 


            


              Yes  
 


No 


            


Employment/Day Options 


              Yes  
 


No 


            


              Yes  
 


No 


            


Environment 


              Yes  
 


No 


            


              Yes  
 


No 


            


Medical/Nursing 


              Yes  
 


No 


            


              Yes  
 


No 


            


              Yes  
 


No 


            


              Yes  
 


No 


            


Mental Health (Psychological/psychiatric/substance abuse) 


              Yes  
 


No 


            


              Yes  
 


No 


            


              Yes  
 


No 


            


              Yes  
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Follow Training Center Protocol for reporting emergencies and health and safety concerns to ensure compliance with 


mandated reporting.               Individual:   


 


 


Essential Supports 


 


 


 


 


Document Observation and/or 


Evidence 


 


 


 


 


 
Observed 


Additional Training 


 


YES 


 
NO 


 
Needed 


 


Date 


Completed 


 


Person 


Responsible 


 


No 


Behavioral 


              Yes  
 


No 


            


              Yes  
 


No 


            


              Yes  
 


No 


            


              Yes  
 


No 


            


Nutritional 


              Yes  
 


No 


            


              Yes  
 


No 


            


              Yes  
 


No 


            


              Yes  
 


No 


            


Physical Therapy 


              Yes  
 


No 


            


              Yes  
 


No 


            


Occupational Therapy 


              Yes  
 


No 


            


              Yes  
 


No 


            


Speech Language Therapy 


              Yes  
 


No 


            


              Yes  
 


No 


            


Communication (Communication Dictionary and outcomes developed by others who are not SLT.) 


              Yes  
 


No 


            


              Yes  
 


No 


            


Equipment 


              Yes  
 


No 


            


              Yes  
 


No 


            


Transportation 
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Follow Training Center Protocol for reporting emergencies and health and safety concerns to ensure compliance with 


mandated reporting.               Individual:   


 


 


Essential Supports 


 


 


 


 


Document Observation and/or 


Evidence 


 


 


 


 


 
Observed 


Additional Training 


 


YES 


 
NO 


 
Needed 


 


Date 


Completed 


 


Person 


Responsible 


 


              Yes  
 


No 


            


              Yes  
 


No 


            


Social (family, friends, volunteers, church) 


              Yes  
 


No 


            


              Yes  
 


No 


            


Recreational       


              Yes  
 


No 


            


              Yes  
 


No 


            


Financial (management of funds) 


              Yes  
 


No 


            


              Yes  
 


No 


            


Legal       


              Yes  
 


No 


            


              Yes  
 


No 


            


Advocacy/AR Appointment 


              Yes  
 


No 


            


              Yes  
 


No 


            


 


Please describe any 1) outstanding issues or concerns under each question, 2) list evidence reviewed to verify   
information 3) request related documentation and attach:  


 
2. Does the Individual and/or AR express satisfaction with his/her new life?        Yes     No 


              


3. Are there any relationship or family concerns?         Yes     No 


          


4. Has the individual remained free of injury/illness?        Yes     No 


(If no, request incident reports and/or ID Notes) 


      


5. Were the medical and other provider appointments kept as stated in the discharge plan?    Yes     No 
Please provide written documentation verifying the appointment. 


Medical Appointment Date of Appointment Medical Provider 
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Follow Training Center Protocol for reporting emergencies and health and safety concerns to ensure compliance with 


mandated reporting.               Individual:   


 


                  


                  


                  
 


6. Have there been any medication changes?           Yes    No 
(If response is yes, list the medications changed, date of change and reason for changes; request copy of 
Physicians Orders, regardless review individual’s MAR) 


Medications Changed Date of change Reason for Change 


   


   


   


 


7. Are there any medical needs that require further support?         Yes     No 


(If yes, list in #18 chart below) 


8. Were there any behavioral incidents?           Yes     No 


(If yes, request incident reports and/or ID Notes) 


 


9. If so, did staff feel equipped to manage them?            N/A    Yes    No         


10. Are there any behavioral needs that require further support?        Yes    No 


(If yes, list in #18 chart below) 


11. Are there any concerns with communication between direct support partners and the individual?   Yes     No  


a. Did the PMM observe the communication plan in place?        Yes     No 


b. Was the individual responsive to direct support partners?       Yes     No 
   


12. Additional Areas of concern:           Yes     No 


               


13. Is the individual’s community support plan:  
a. Current            Yes     No 
b. Have AR/LG signature          Yes     No 


   
14. Has the individual been offered the opportunity to meet their neighbor?     Yes     No 


 
15. Provider was reminded of their mandated responsibility to follow reporting guidelines regarding notification of serious 


incidents or other health concerns through CHRIS, Community Services Board, AR/LG, and Training Center PMM? 
              Yes     No  


16. Were the current DBHDS Safety and Quality Alerts shared with the provider and what steps will the provider be 
taking to educate their staff?          Yes     No 
      


17. Does the provider require a Community Resource Consultant Referral?           Yes     No 
 


18. Are there additional supports that can be provided for the individual or provider?      Yes     No 


 
Support 
requested/needed 


Date requested Target Date Date 
completed 


Person/s 
Responsible 


Additional 
information 


                                    


                                    


                                    


 
 


SECTION E: 
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Follow Training Center Protocol for reporting emergencies and health and safety concerns to ensure compliance with 


mandated reporting.               Individual:   


 


 
ACTION PLAN FOR AREAS OF CONTINUED MONITORING OR FOLLOW-UP 


 


Action Item 
*Note:  If this is an action item from 
previous monitoring report 


Target Date Date 
Completed 


Person 
Responsible 


Others 
Involved 


                              


                              


                              


                              


                              


                              


                              


 
Additional Comments:  
                  


 
 
 
                                                           


                  


Signature of Person Completing Monitor  Date 


 


 


 


 


                  


Signature of Reviewer  Date 
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VIRGINIA DEPARTMENT OF EDUCATION 


TECHNICAL ASSISTANCE RESOURCE DOCUMENT  


 


 
Indicator 12: Part C to Part B Transition  


 
Technical Assistance to provide a smooth and timely transition from Part C to Part B of the 


Individuals with Disabilities Education Act and report on Indicator 12.   
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The Virginia Department of Education does not discriminate on the basis of race, sex, color, 
national origin, religion, sexual orientation, gender identity, age, political affiliation, or against 


otherwise qualified persons with disabilities.  The policy permits appropriate employment 
preferences for veterans and specifically prohibits discrimination against veterans. 
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COMMONWEALTH OF VIRGINIA  


Department of Education 
Division of Special Education and Student Services  
Office of Special Education Instructional Services  


 


The Individuals with Disabilities Education Act (2004) and the Regulations Governing Special 
Education Programs for Children with Disabilities in Virginia (2010) require that children who 
participate in early intervention services under Part C of the Act and who will participate in 
preschool programs under Part B of the Act experience a smooth and timely transition to early 
childhood special education programs. The U.S. Office of Special Education Programs (OSEP) 
requires states to include in their State Performance Plan (SPP) data regarding the percentage of 
children referred by Part C and found eligible for Part B who have an Individualized Education 
Program (IEP) implemented within the designated timeline. This is documented in Indicator 12.  
This document was developed for the purpose of providing technical assistance to support the 
effective transition from Part C to Part B and to provide information for reporting on Indicator 
12.   


 
 
Contact Information  
Dawn Hendricks, Ph.D.,  
Early Childhood Special Education Specialist  
Office of Special Education Instructional Services  
804-225-2675 
Dawn.hendricks@doe.virginia.gov 
 


Web Site Information 
http://doe.virginia.gov/special_ed/early_childhood/data/index.shtml 
http://doe.virginia.gov/info_management/data_collection/special_education/index.shtml 
http://va-leads-ecse.org/indicator-12 
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Indicator 12: Part C to Part B Transition Technical Assistance Document 


 


Introduction to Indicator 12 


The Individuals with Disabilities Education Act (IDEA; 2004) governs how states and public 
agencies provide early intervention, special education and related services to children.  Part C of 
IDEA provides the regulations for early intervention to infants and toddlers from birth through 
age three.  Part B of IDEA provides the regulations for special education and related services for 
school-aged children with disabilities (ages three-22 years).  
 
The Individuals with Disabilities Education Act requires that children who participate in early 
intervention services under Part C of the Act and who will participate in preschool programs 
under Part B of the Act experience a smooth and timely transition to early childhood special 
education programs. The transition from Part C to Part B services necessitates data collection 
because the U.S. Office of Special Education Programs (OSEP) requires states to report the 
percentage of children referred by Part C prior to age three, who are found eligible for Part B, 
and who have an Individualized Education Program (IEP) developed and implemented by the 
beginning of the school year if they turn age two by September 30 of that school year or by their 
third birthday.  This data provides the necessary information for Indicator 12.   
 
States are required to submit a performance plan which includes baseline data, targets, and 
improvement activities for all data indicators, including Indicator 12.  State data is reported in 
the State Performance Plan (SPP).  Reports on the state-level data and progress toward meeting 
the state targets are described in the Annual Performance Report (APR).  Indicator 12 is a 
compliance indicator, and therefore has a 100 percent compliance target.  The OSEP’s 
expectation is that states will meet the transition timeline with 100 percent of all children 
transitioning from Part C to Part B.   
 
 
 
Key Components of the Transition from Part C to Part B 


Agencies  


The Infant and Toddler Connection of Virginia (Part C of IDEA)1 is managed by the Virginia 
Department of Behavioral Health and Developmental Services (DBHDS).  Early Childhood 
Special Education (Part B of IDEA) is managed by the Virginia Department of Education 


                                                             
1 The Infant and Toddler Connection of Virginia (ITC) provides early intervention supports and services to infants 
and toddlers from birth up to age three who have certain levels of developmental delay, differences in development 
and/or a diagnosed condition.  Referrals to the ITC of Virginia are made by contacting the early intervention “central 
point of entry” for the child’s and family’s locality. There are 40 points of entry throughout the state. 	
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(VDOE).  Both agencies have responsibilities for ensuring the smooth and timely transition of 
children.  There are regulations governing both Part C and Part B of IDEA.2   
 
The Virginia Interagency Memorandum of Agreement among the Agencies Involved in 
Implementation of Part C of IDEA documents the understandings and commitments of 
participating agencies in the Virginia statutory requirements related to Part C.  The Virginia 
Interagency Memorandum of Agreement outlines the transition agreement between the DBHDS 
and VDOE.  The Transition Agreement section of this document can be found on the DOE 
website at http://www.doe.virginia.gov/special_ed/early_childhood/transition/index.shtml. 
  
The Memorandum of Agreement must be upheld by the local Infant and Toddler Connection 
(ITC) and Local Education Agencies (LEA)3 as they work to transition children from Part C to 
Part B.  Since local ITCs and LEAs must work together to develop understandings and 
procedures to ensure smooth and timely transitions, local interagency agreements that specify 
roles and responsibilities for accomplishing the transition planning and activities required under 
Part C and Part B of IDEA are required.  It is critical for ITCs and LEAs to be aware of these 
local interagency agreements and to consider the effectiveness of such agreements and modify as 
needed. 
 
Child’s Age 


In Virginia, children who reach the age of two on or before September 30 of any given year and 
who meet Part B eligibility requirements as defined in the Code of Virginia and in accordance 
with the Regulations Governing Special Education Programs for Children with Disabilities in 
Virginia are eligible to receive special education and related services through their local school 
divisions.   Notwithstanding the availability of a free appropriate public education (FAPE) at age 
two, a child remains eligible to receive Part C services until his/her third birthday.  Therefore, if 
a child turns two on or before September 30, parents may choose to have their child remain in 
Part C or transition to Part B.  The LEA can determine whether to serve children who turn two 
after September 30 for that school year.  The terminology “rolling enrollment” pertains to those 
children turning two after September 30.   
 
Children eligible for Part B preschool services are to transition from Part C to B by their third 
birthday.  Admission is to take place throughout the school year for these children.   
 
Children who are two on or before September 30 and who meet eligibility requirements are 
expected to have the eligibility and IEP process completed for the child to start the first day of 
the school year.  Children in Part C who are eligible for Part B and whose parents elect for them 
to continue in Part C until they are three are expected to have an IEP in place so the child can 
start Part B by their third birthday.  In both situations, the referral from Part C to Part B is to be 
completed not fewer than 90 calendar days before that child reaches the age of eligibility. (See 


                                                             
2 (Regulations for Part C can be found on the Infant and Toddler Connection of Virginia website at 
http://infantva.org/.) Regulations for Part B can be found on the Virginia Department of Education website at 
http://www.doe.virginia.gov/special_ed/regulations/state/index.shtml. 
3 Local Education Agency means a local school division governed by a local school board or a state-operated 
program that is funded and administered by the Commonwealth of Virginia. 
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the section titled, Steps of a Smooth and Timely Transition below for more information regarding 
referrals.)   
 
According to the Virginia Interagency Memorandum of Agreement Among the Agencies Involved 
in Implementation of Part C of IDEA, DBHDS is to maintain financial responsibility and pay for 
supports and services listed on the Individualized Family Service Plan (IFSP) until the child’s 
third birthday or the earlier date on which the child begins Part B services (e.g., the beginning of 
the school year in which the child is two years old by September 30), to the extent those services 
are not otherwise paid for by public or private insurance, family fees or other third party payor 
sources.  Additionally, DBHDS remains financially responsible for two year olds who choose 
not to transition to Part B until their third birthday or who initially transition to Part B but choose 
to return to Part C prior to their third birthday.  The VDOE is to accept financial responsibility 
and pay for all special education and related services, as listed on an IEP, to a Part B eligible 
child beginning on the child’s third birthday or the earlier date on which the child is eligible for 
and the parent chooses to begin Part B services (e.g., the beginning of the school year in which 
the child is two years old by September 30 or some other point between the beginning of the 
school year and the child’s third birthday if the local school division offers rolling admission).  
 
Part B Eligibility 


Any child receiving Part C services and suspected of having a disability may be referred to Part 
B.  This is done by making a referral to the school division where the child resides.  The 
eligibility requirements for Part C and Part B are different and can be found in the respective 
regulations.  For a child to be eligible for Part B services, he or she is to be evaluated in 
accordance with the provisions of the Regulations Governing Special Education Programs for 
Children with Disabilities in Virginia and determined to have  an intellectual disability, a hearing 
impairment (including deafness), a speech or language impairment, a visual impairment 
(including blindness), a serious emotional disability (referred to in this part as “emotional 
disability”), an orthopedic impairment, autism, traumatic brain injury, any other health 
impairment, a specific learning disability, deaf-blindness, or multiple disabilities who, by reason 
thereof, needs special education and related services.  This also includes developmental delay if 
the local educational agency recognizes this category as a disability. 
 
 
 
Steps of a Smooth and Timely Transition  


Transition Conference  


A Transition Conference is required, with parent consent, if the child is potentially eligible for 
Part B preschool services.  The Transition Conference is coordinated by the local ITC and: 
 
• Must be at least 90 days and can be up to nine months before the child’s anticipated date of 


transition; 
• Must meet the requirements of an Individualized Family Service Plan (IFSP) meeting; 
• Must include the family; 
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• Must include a Part C representative; 
• Must include an LEA representative who is knowledgeable about services available in Early 


Childhood Special Education (ECSE) programs (any staff familiar with the ECSE program 
that can explain the program to the family); and 


• May be combined with a meeting to develop the transition plan. 
 
Initial Referrals  


In the case of a child who is suspected of having a disability and will soon reach the age of 
eligibility for preschool services under Part B, with parent consent, Part C is to provide 
notification to the LEA for the area in which a child resides.  This is known as a referral and is 
done by transmitting each child’s name, parent’s name(s), address, phone number and birth date 
to the child’s LEA of residence.  The referral is to be completed not fewer than 90 calendar days 
before that child reaches the age of eligibility for Part B.  Notification of children who will be 
age eligible for the coming school year is to be provided by April 1 to the LEA of the child’s 
residence unless there is a local interagency agreement specifying otherwise.  A notification will 
not be completed if a parent disagrees in accordance with the opt-out procedures specified in the 
Infant & Toddler Connection of Virginia Practice Manual.  
 
The ITC and LEA must work together to ensure a smooth and timely transition.  Therefore, the 
following must be determined at the local level: 
 
• The person who sends the notification/referral from Part C; 
• The person who receives the notification/referral at the LEA; 
• How the information will be sent to the LEA; 
• Whether the referral information will be sent individually or in batches; and 
• The date by which referral information will be sent if earlier from those outlined in the 


Virginia Interagency Memorandum of Agreement. 
 
By mutual agreement between the ITC and the LEA, notification of children who will be age 
eligible for the coming school year can occur at once or be spread out over time provided 
regulatory requirements are met.  Local Education Agencies are to accept referrals any time of 
the year.  Summer months and breaks are considered the same as other months of the school 
year.   
 
The referral requires only the child’s name, birthdate, parent(s) name and contact information. 
When the LEA special education designee receives the child’s name and information, it is 
considered a referral and the regulatory timeline begins.  The referral may also include the 
service coordinator’s name and contact information and the language(s) spoken by the child and 
family.  Assessment information and the IFSP are not required for it to be a referral.   
 
Notification of the Referral to the Virginia Department of Education 


Part C is to also notify VDOE of referrals made to LEAs.  Notification to the VDOE will occur 
by entry or transfer of the notification information into a secure single sign-on web server hosted 
by VDOE. 
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Late Referral to Part C 


If a child is referred to Part C between 45 and 90 days prior to the child being eligible to receive 
services from Part B, with parental permission, the LEA and Part C may conduct the eligibility 
evaluations together.  For children determined eligible for Part C (and the child is potentially 
eligible for Part B) notification to the LEA and VDOE must occur as soon as possible after the 
determination of eligibility. 
 
For a child referred to Part C fewer than 45 days prior to the child’s third birthday, with parental 
consent, the local early intervention system refers the child to the LEA and VDOE.  This is not 
considered notification from Part C.  Part C is not required to conduct an evaluation, assessment 
or develop an initial IFSP or transition plan for such children.  Part C may directly refer or have 
the parents refer the child to the LEA. 
 
For children referred to Part C fewer than 45 days prior to the child’s being age eligible at age 
two, to receive services from Part B, the local early intervention system is to directly refer or 
have the parent refer the child to the LEA.  This may occur instead of or in addition to 
proceeding with the referral to Part C.  If the referral to Part B is made by the parent or is made 
prior to determining eligibility under Part C, then this is not considered a notification from Part 
C.   
 
 
Part B Eligibility 


For all children suspected of having a disability, LEAs are to follow the regulations outlined in 
the Regulations Governing Special Education Programs for Children with Disabilities in 
Virginia (found at http://www.doe.virginia.gov/special_ed/regulations/state/index.shtml) for 
determining whether a child has a disability and is eligible for special education and related 
services.  
 
A variety of assessment tools and strategies are used to gather relevant functional, 
developmental, and academic information about the child.  No single measure is to be used as the 
sole criterion.  Tools and strategies that provide information regarding the child’s involvement 
and progress in appropriate activities: 
 
• Must provide information about the child’s physical condition, social or cultural background, 


and adaptive behavior; 
• Must include information provided by the parent(s); 
• Must include an observation in the child’s learning environment (for the child less than 


school age, this is to be an environment appropriate for a child of that age that will provide 
authentic information regarding the child’s development); and 


• May include evaluation information from the Part C program as well as information from the 
IFSP.  


 
Prior written notice of the eligibility decision is provided to the parents.  This notice is required 
when a child is eligible, and when a child is not eligible for Part B services.  The notice must 
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contain the required elements outlined in the Regulations Governing Special Education 
Programs for Children with Disabilities in Virginia including the parent(s) right to appeal the 
decision through the due process hearing procedures.  
 
Timelines 


Upon receipt of the referral from Part C, the LEA Special Education Administrator or designee is 
to begin the evaluation process.  Part B eligibility must be determined within 65 business days of 
receipt of the referral.  When the referral is received, the administrator shall within three business 
days: 
 
• Initiate the evaluation process; 
• Require that the school-based team review and respond to the request (the team is to meet 


within 10 business days following receipt of referral); or 
• Deny the request and provide prior written notice and procedural safeguards to the parent(s), 


including the parent’s right to appeal the decision through the due process hearing 
procedures.4 


 
The 65 day timeline is the same during the entire year including the summer.  Business days are 
Monday to Friday, except for state and federal holidays.   
 
Team Membership  


Membership at eligibility/IEP meetings includes parent(s), a regular education teacher, a special 
education teacher, an individual who can interpret the instructional implications of evaluations, 
and a representative of the LEA.  Parents are to be informed that the Part C Service Coordinator 
or other representative may be invited to the Part B Eligibility and IEP meetings.  Part C 
personnel are to be invited to the meeting(s) if the parent requests.  The regulations do not 
address whether written notice to Part C is required.  However, because States and LEAs are 
required to maintain records to show compliance with IDEA, it is good practice for the LEA to 
keep a record of the Part C person, or persons receiving the invitation, the date the invitation was 
sent, and a copy of the invitation or notes from a phone call extending the invitation. 
 
The LEA is to take steps to ensure that one or both of the parents of the child with a disability are 
present at each IEP meeting or are afforded the opportunity to participate.  If after multiple 
attempts, neither parent can attend, the LEA is to use other methods to ensure parent 
participation, including individual or conference telephone calls and audio conferences.  Every 
effort is to be taken to ensure that the parent(s) understand the purpose and the proceedings of 
the IEP meeting.  
 


                                                             
4 A child who is referred from Part C to Part B of IDEA and does not meet Part B eligibility criteria should be 
considered for eligibility under Section 504 of the Rehabilitation Act of 1973.  A child, who previously qualified 
under Part C of IDEA, but does not meet eligibility criteria under Part B, may meet eligibility criteria under Section 
504 and should be referred for a 504 evaluation. 
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Individualized Education Program (IEP) 


If the child is found eligible for special education and related services an IEP is to be developed 
within 30 calendar days from the eligibility date. The IEP team is to determine if the child 
qualifies for Extended School Year services (ESY) and when services will begin.   
 
The nature and amount of special education and related services is determined by the child’s IEP 
team.  The IEP team is to consider the child’s IFSP and whether there are components to be 
incorporated into the child’s IEP.  A schedule comparable in length to school age students is to 
be made available if determined appropriate by the IEP team.  Further, as stipulated in IDEA, to 
the maximum extent appropriate, children with disabilities must be educated with children who 
are not disabled.  The LRE requirements of the IDEA apply to all children with disabilities who 
are served under Part B of the IDEA, including preschool children with disabilities.  
 
IEP Implementation  


Once an IEP is developed, it is implemented as soon as possible.  The start date can be flexible 
but must be within a reasonable amount of time.  If a child turns three during the summer months 
and is found eligible to receive services, the IEP team must determine when services begin. If the 
child turns three during the summer, special education and related services may begin in the new 
school year.  For example, the IEP may be written in June to start in September (first day of 
school).  
 
Once the IEP is implemented, Part C services are to be terminated.  The child can continue 
receiving Part C services during the period of time when eligibility is being determined and the 
IEP being developed.  Part C services are to be discontinued once Part B services begin.  For 
some children who begin services and have an IEP implemented at the start of a new school year, 
it is possible for the child to continue receiving Part C services until the IEP is implemented.  
 
 
 
Reporting Indicator 12 


Indicator 12 data is to be entered through the VDOE Single Sign-on for Web System (SSWS) 
application “Special Education Indicators.”  The Instructions for Reporting Indicator 12 can be 
found in Appendix A.  
 
The Reporting period for Indicator 12 is July 1 through June 30.  An LEA must report on all 
children served and referred by Part C to Part B for eligibility determination.  If a child has not 
been served by Part C and is referred for special education services for the first time, he or she 
will not be included in the Indicator 12 count.  The child will be included in the Indicator 11 
Child Find “timeline” indicator.  This includes children referred by Part C but never evaluated or 
had an IFSP developed.  For the reporting period, LEAs are to report on those children who were 
referred, found eligible, and had an IEP developed.  If the child’s third birthday occurs during the 
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summer, the IEP team must consider the date when services under the IEP will begin.  If the 
child does not need ESY services, the date of initiation of services may be the beginning of the 
school year and the IEP is considered “implemented” by the child’s third birthday for the 
purpose of Indicator 12. 
 


Instructions 


The LEAs are to report the children served and referred from Part C to Part B for eligibility 
determination.  Based on this number, the percentage of children who have an IEP developed by 
their third birthday is calculated.  The OSEP recognizes that not all children referred will be 
found eligible, thus not have an IEP developed.  Further, OSEP recognizes that there are reasons 
that an IEP may not be developed by the child’s third birthday that are beyond the control of the 
ITC and/or LEA.  Therefore, there are a number of exceptions that result in the exclusion in the 
final calculation.  These include:  
 
• Children not determined eligible due to withdrawal of parental consent, the child moved, or 


any extenuating circumstance; 
• Children that did not meet the time line because the parent repeatedly failed or refused to 


make the child available;  
• Children for whom parent refusal to provide consent caused delays in evaluation or initial 


services (e.g., referred less than 65 business days prior to age of eligibility); 
• Children who were referred to Part C less than 90 days before their third birthdays; or 
• Children determined to be NOT eligible and whose eligibility was determined prior to their 


third birthdays. 
 
All other reasons for a late IEP result in a finding of noncompliance.  This includes children 
referred to Part C more than 90 days before the child’s third birthday, served in Part C, but 
referred to Part B less than 90 days before the child’s third birthday.  In this case, the LEA is still 
responsible for ensuring that an initial evaluation under Part B is completed and, if the child is 
determined eligible, an IEP is developed and implemented by the child’s third birthday.  It is the 
responsibility of both programs to work together to make sure that the LEA notification and 
transition conference for children referred for Part B occur in a timely manner that enables the 
LEA to meet its responsibility to conduct an evaluation and, if the child is determined eligible 
under Part B, to develop and implement an IEP.  Local Education Agencies are required to 
provide further documentation for those children that did not have an IEP implemented by the 
beginning of the school year if they turn age two by September 30 of that school year or by their 
third birthday.  The actual number of days the IEP was late as well as the reason(s) are to be 
documented and reported.    
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Appendix A 


Part B Special Education State Performance Plan (SPP) and Annual Performance Report 
(APR): Instructions for Reporting on Indicator 12 


Percent of children referred by Part C prior to age 3, who are found eligible for Part B, and who 
have an IEP developed and implemented by the beginning of the school year if they turn age two 
by September 30 of that school year or by their third birthday.    


  


• All data must be entered through the SSWS application “Special Education Indicators.”  
Request access to the application from your local SSWS administrator. 


• Reporting period is July 1, ____ through June 30, ____. 
• Report only on children served and referred by Part C to Part B for eligibility determination.  
• Data must be submitted on or before _______. 
 


Data Entry 
Section 1.   Report on children served and referred from Part C to Part B  


• A. Enter the number of children who have been served in Part C and referred to Part B 
for   eligibility determination. 


• B. Enter the number of children not determined eligible due to withdrawal of consent, 
the child moved, or any extenuating circumstance. This number is not included in 
the calculation. 


• C. Enter the number of children that did not meet time line because parent repeatedly 
failed or refused to make the child available. This number is not included in the 
calculation. 


• D. Enter the number of children for whom parent refusal to provide consent caused 
delays in evaluation or initial services (referred less than 65 business days prior to 
age of eligibility). This number is not included in the calculation. 


• E.  Enter the number of children who were referred to Part C less than 90 days before 
their third birthdays. This number is not included in the calculation. 


• F.  Enter the number of children determined to be NOT eligible and whose eligibility 
was determined prior to their third birthdays. This number is not included in the 
calculation. 


• G. The cell automatically adds B, C, D, E, and F indicating the total number of 
exceptions. 


• H. The cell automatically calculates A minus G. This number is the denominator. 
•  I.  Enter the number of children found eligible and who have an IEP implemented by 


beginning of school year if two by September 30 or by 3rd birthday. This number is 
the numerator. 


•  J.  Automatically calculated reflecting the number that did not meet timeline. 
• K. Automatically calculated. K is the percent that will be reported to the public. 
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 Section 2.  Account for children in J. from Section 1. 
• L. Enter the number of children who missed Indicator 12 timeline for each range of 


days. Use   the exact number of business days, not an average, in determining the 
range. 


• M. Enter the actual number of delays in Indicator 12 timeline for each listed 
applicable reason. Specify other reason not listed and the number of 
determinations beyond the timeframe. 


• J, L, M must be the same or the application will not let you save the data. An error 
message in red will appear at the top of the page after hitting the save button. 


   
 








Participation in 


Decision-


making and 


Consent 
Karen A. Taylor, 


Office of the Attorney General 


 


March 2017 







How Consent Obtained 


 Human Rights Regulations (12 VAC 35-115) 


 Health Care Decisions Act (§ 54.1-2981 et 


seq.) 


 Judicial Authorization  (§§ 37.2-1100 


through -1109) 


 Guardianship  (§§ 64.2-2000 through -2029) 


 Two Physician/Dentist Rule (§ 54.1-2970) 







Participation in Decision-


Making  12 VAC 35-115-70 


 Rights & Duties 


 Consent 


 Informed Consent 


Capacity 


 Surrogate Decision-Making 


 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
 


 Each individual has a right to participate 


meaningfully in decisions regarding all 


aspects of services affecting him. This 


includes the right to: 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
 Consent or not consent to receive or 


participate in services. 
 ISP and discharge plan shall incorporate the 


individual’s preferences consistent with his 
condition and need for service and the provider’s 
ability to address them; 


 Services record shall include evidence that the 
individual has participated in the development of 
his ISP and discharge plan, in changes to these 
plans, and in all other significant aspects of his 
treatment and services; and  


 Services record shall include the signature or other 
indication of the individual’s or his authorized 
representative’s consent. 


 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
 Give or not give informed consent to receive 


or participate in treatment or services that 
pose a risk of harm greater than ordinarily 
encountered in daily life and to participate in 
human research except research that is 
exempt under § 37.2-162.17 of the Code of 
Virginia.  


 Informed consent is always required for 
surgical procedures, electroconvulsive 
treatment, or use of psychotropic 
medications. 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
 To be informed, consent for any treatment or 


service must be based on disclosure of and 
understanding by the individual or his authorized 
representative of the following information: 


1. An explanation of the treatment, service, or 
research and its purpose; 


2. When proposing human research, the provider 
shall describe the research and its purpose, 
explain how the results of the research will be 
disseminated and how the identity of the 
individual will be protected, and explain any 
compensation or medical care that is available if 
an injury occurs; 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
3. Description of adverse consequences and risks 


associated with the research, treatment, or 
service; 


4. Description of benefits that may be expected 
from the research, treatment, or service; 


5. Description of alternative procedures that might 
be considered, along with their side effects, risks, 
and benefits; 


6. Notification that the individual is free to refuse or 
withdraw his consent and to discontinue 
participation in any treatment, service, or 
research requiring his consent at any time without 
fear or reprisal against or prejudice to him; and 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
7. Description of the ways in which the 


individual or his authorized representative 
can raise concerns and ask questions about 
the research, treatment, or service to which 
consent is given. 


 


 Evidence of informed consent shall be 
documented in an individual’s services 
record and indicated by the signature of the 
individual or his authorized representative on 
a form or the ISP. 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
 Informed consent for electroconvulsive treatment 


requires the following additional components: 
 (1) Informed consent shall be in writing, 


documented on a form that shall become part of 
the individual’s services record. This form shall: 
(a) Specify the maximum number of treatments to be 


administered during the series; 
(b) Indicate that the individual has been given the 


opportunity to view an instructional video presentation 
about the treatment procedures and their potential side 
effects; and 


(c) Be witnessed in writing by a person not involved in the 
individual’s treatment who attests that the individual has 
been counseled and informed about the treatment 
procedures and potential side effects of the procedures. 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
 (2) Separate consent, documented on a new 


consent form, shall be obtained for any treatments 
exceeding the maximum number of treatments 
indicated on the initial consent form. 


 (3) Providers shall inform the individual or his 
authorized representative that the individual may 
obtain a second opinion before receiving ECT and 
the individual is free to refuse or withdraw his consent 
and to discontinue participation at any time without 
fear of reprisal against or prejudice to him. The 
provider shall document such notification in the 
individual’s services record. 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
 (4) Before initiating ECT for any individual under age 18 


years, two qualified child psychiatrists must concur 
with the treatment. The psychiatrists must be trained or 
experienced in treating children or adolescents and 
not directly involved in treating the individual. Both 
must examine the individual, consult with the 
prescribing psychiatrist, and document their 
concurrence with the treatment in the individual’s 
services record. 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
 


 Have an authorized representative make 


decisions for him in cases where the 


individual has been determined to lack 


capacity to consent or authorize the 


disclosure of information. 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
 If an individual who has an authorized representative 


who is not his legal guardian objects to the disclosure 
of specific information or a specific proposed 
treatment or service, the director or his designee shall 
immediately notify the human rights advocate and 
authorized representative. A petition for LHRC review 
of the objection may be filed under 12 VAC 35-115-
200. 


 If the authorized representative objects or refuses to 
consent to a specific proposed treatment or service for 
which consent is necessary, the provider shall not 
institute the proposed treatment, except in an 
emergency in accordance with this section or as 
otherwise permitted by law. 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
 Be accompanied, except during forensic 


evaluations, by a person or persons whom 
the individual trusts to support and 
represent him when he participates in 
services planning, assessments, 
evaluations, including discussions and 
evaluations of the individual’s capacity to 
consent, and discharge planning.  


 Request admission to or discharge from 
any service at any time. 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
The provider's duties: 


 Providers shall respect, protect, and help develop 
each individual's ability to participate 
meaningfully in decisions regarding all aspects of 
services affecting him. This shall be done by 
involving the individual, to the extent permitted by 
his capacity, in decision making regarding all 
aspects of services. 


 Providers shall ask the individual to express his 
preferences about decisions regarding all aspects 
of services that affect him and shall honor these 
preferences to the extent possible. 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
 Providers shall give each individual the 


opportunity, and any help he needs, to 


participate meaningfully in the 


preparation of his services plan, discharge 


plan, and changes to these plans, and all 


other aspects of services he receives. 


Providers shall document these 


opportunities in the individual's services 


record. 


 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
 


 Providers shall obtain and document in 


the individual's services record the 


individual's or his authorized 


representative's consent for any 


treatment before it begins.  







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
 For minors in the legal custody of a natural or 


adoptive parent: 
 Provider shall obtain this consent from at least one 


parent.  


 Consent of a parent not needed if a court has ordered 
or consented to treatment or services pursuant to 
§ 16.1-241 D, 16.1-275, or 54.1-2969 B of the Code of 
Virginia, or a local department of social services with 
custody of the minor has provided consent.  


 Reasonable efforts must be made, however, to notify 
the parent or legal custodian promptly following the 
treatment or services.  







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
Additionally, a competent minor may 


independently consent to treatment for 


sexually transmitted or contagious 


diseases, family planning or pregnancy, or 


outpatient services or treatment for 


mental illness, emotional disturbance, or 


substance use disorders pursuant to 


§ 54.1-2969 E of the Code of Virginia. 


 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
Emergencies: 


 Providers may initiate, administer, or undertake a 
proposed treatment without the consent of the 
individual or the individual’s authorized 
representative in an emergency. All emergency 
treatment or services and the facts and 
circumstances justifying the emergency shall be 
documented in the individual’s services record within 
24 hours of the treatment or services. 


 a. Providers shall immediately notify the authorized 
representative of the provision of treatment without 
consent during an emergency. 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
 b. Providers shall continue emergency treatment 


without consent beyond 24 hours only following a 
review of the individual’s condition and if a new 
order is issued by a professional who is authorized by 
law and the provider to order treatment. 


 c. Providers shall notify the human rights advocate if 
emergency treatment without consent continues 
beyond 24 hours. 


 d. Providers shall develop and integrate treatment 
strategies into the ISP to address and prevent future 
emergencies to the extent possible following 
provision of emergency treatment without consent. 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
 


 Providers shall obtain and document in 


the individual's services record the 


consent of the individual or his authorized 


representative to continue any treatment 


initiated in an emergency that lasts longer 


than 24 hours after the emergency 


began. 


 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 


 Providers may provide treatment in accordance with 


a court order or in accordance with other provisions 


of law that authorize such treatment or services 


including the Health Care Decisions Act (§ 54.1-2981 


et seq. of the Code of Virginia).  


 Provisions of these regulations are not intended to be 


exclusive of other provisions of law but are 


cumulative. 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 


 Providers shall respond to an individual's request for 
discharge and shall make sure that the individual is 
not subject to punishment, reprisal, or reduction in 
services because he makes a request.  


 However, if an individual leaves a service against 
medical advice, any subsequent billing of the individual 
by his private third party payer shall not constitute 
punishment or reprisal on the part of the provider. 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 


Discharge of Voluntary admissions: 


 Individuals admitted under § 37.2-805 of 
the Code of Virginia to state hospitals 
operated by the department who notify 
the director of their intent to leave shall 
be discharged when appropriate, but no 
later than eight hours after notification, 
unless another provision of law authorizes 
the director to retain the individual for a 
longer period. 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
 Minors admitted under § 16.1-338 or 


16.1-339 of the Code of Virginia shall be 


released to the parent's or legal 


guardian's custody within 48 hours of the 


consenting parent's or legal guardian's 


notification of withdrawal of consent, 


unless a petition for continued 


hospitalization pursuant to § 16.1-340 or 


16.1-345 of the Code of Virginia is filed. 


 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
Discharge of Involuntary admissions: 


 


 When a minor involuntarily admitted under § 16.1-345 


of the Code of Virginia no longer meets the 


commitment criteria, the director shall take 


appropriate steps to arrange the minor's discharge. 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
 When an individual involuntarily admitted under § 


37.2-817 has been receiving services for more than 
30 days and makes a written request for discharge, 
director shall determine whether the individual 
continues to meet the criteria for involuntary 
admission.  


 If the director denies the request for discharge, he 
shall notify the individual in writing of the reasons for 
denial and of the individual's right to seek relief in the 
courts. The request and reasons for denial shall be 
included in the individual's services record.  


 Anytime the individual meets any of the criteria for 
discharge set out in § 37.2-837 or 37.2-838 of the 
Code of Virginia, the director shall take all necessary 
steps to arrange the individual's discharge. 
 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 
 If at any time it is determined that an 


individual involuntarily admitted under 
Chapter 11 (§ 19.2-167 et seq.) or Chapter 
11.1 (§ 19.2-182.2 et seq.) of Title 19.2 of the 
Code of Virginia no longer meets the criteria 
under which the individual was admitted and 
retained, the director or commissioner, as 
appropriate, shall seek judicial authorization 
to discharge or transfer the individual. Further, 
pursuant to § 19.2-182.6 of the Code of 
Virginia, the commissioner shall petition the 
committing court for conditional or 
unconditional release at any time he believes 
the acquittee no longer needs hospitalization. 


 







Participation in Decision-


making and Consent. 12 VAC 


35-115-70 


Discharge of Certified admissions: 


 If an individual certified for admission to a 


state training center or his authorized 


representative requests discharge, the 


director or his designee shall contact the 


individual’s community services board to 


finalize and implement the discharge 


plan.    







Substitute Decision Making 







Determination of capacity to give 


consent or authorization. 12 VAC 35-


115-145 


 If the capacity of an individual to consent to 
treatment, services, or research or authorize 
the disclosure of information is in doubt, the 
provider shall obtain an evaluation from a 
professional who is qualified by expertise, 
training, education, or credentials and 
conducted by or under the supervision of a 
licensed professional not directly involved 
with the individual to determine whether the 
individual has capacity to consent or to 
authorize the disclosure of information. 







Determination of capacity to give 


consent or authorization. 12 VAC 35-


115-145 


1. Capacity evaluations shall be obtained 
for all individuals who may lack capacity, 
even if they request that an authorized 
representative be designated or agree to 
submit to a recommended course of 
treatment. 


2. In conducting this evaluation, the 
professional may seek comments from 
representatives accompanying  the 
individual pursuant to 12 VAC-35-115-70 A 
4 about the individual’s capacity to 
consent or to authorize disclosure. 







Determination of capacity to give 


consent or authorization. 12 VAC 35-


115-145 


3. Providers shall determine the need for an 
evaluation of an individual’s capacity to 
consent or authorize disclosure of 
information and the need for a substitute 
decision maker whenever the individual’s 
condition warrants, the individual requests 
such a review, at least every six months, 
and at discharge, except for individuals 
receiving acute inpatient services. 
 







Determination of capacity to give 


consent or authorization. 12 VAC 35-


115-145 


a. If the individual’s record indicates that the 
individual is not expected to obtain or regain 
capacity, the provider shall document annually 
that it has reviewed the individual’s capacity to 
make decisions and whether there has been any 
change in that capacity. 


b. Providers of acute inpatient services shall 
determine the need for an evaluation of an 
individual’s capacity to consent or authorize 
disclosure of information whenever the individual’s 
condition warrants or at least at every treatment 
team meeting. Results of such reviews shall be 
documented in the treatment team notes and 
communicated to the individual and his 
authorized representative. 







Determination of capacity to give 


consent or authorization. 12 VAC 35-


115-145 


Capacity evaluations shall be conducted in 


accordance with accepted standards of professional 


practice and shall indicate the specific type of 


decision for which the individual’s capacity is being 


evaluated (e.g., medical) and shall indicate what 


specific type of decision the individual has or does not 


have the capacity to make. Capacity evaluations 


shall address the type of supports that might be used 


to increase the individual’s decision-making 


capabilities. 







Determination of capacity to give 


consent or authorization. 12 VAC 35-


115-145 


 If the individual or his family objects to the results of the 
licensed professional’s determination, the provider shall 
immediately inform the human rights advocate. 


a. If the individual or family member wishes to obtain an 
independent evaluation of the individual’s capacity, he 
may do so at his own expense and within reasonable 
timeframes consistent with his circumstances. If the 
individual or family member cannot pay for an 
independent evaluation, the individual may request that 
the LHRC consider the need for an independent 
evaluation pursuant to 12 VAC 35-115-200 B.  







Determination of capacity to give 


consent or authorization. 12 VAC 35-


115-145 


 The provider shall take no action for which 


consent or authorization is required, 


except in an emergency, pending the 


results of the independent evaluation. The 


provider shall take no steps to designate 


an authorized representative until the 


independent evaluation is complete. 







Determination of capacity to give 


consent or authorization. 12 VAC 35-


115-145 


b. If the independent evaluation is 
consistent with the provider’s evaluation, 
the provider’s evaluation is binding, and 
the provider shall implement it 
accordingly. 


c. If the independent evaluation is not 
consistent with the provider’s evaluation, 
the matter shall be referred to the LHRC 
for review and decision under 12 VAC 35-
115-200. 







Authorized Representatives 







Authorized Representatives.  


12 VAC 35-115-146 
 When it is determined in accordance with 12 VAC-35-


115-145 that an individual lacks the capacity to 
consent or authorize the disclosure of information, the 
provider shall recognize and obtain consent or 
authorization for those decisions for which the 
individual lacks capacity from the following if 
available:  
1. An attorney-in-fact who is currently empowered to 


consent or authorize the disclosure under the terms of a 
durable power of attorney; 


2. A health care agent appointed by the individual under 
an advance directive or power of attorney in 
accordance with the laws of Virginia; or 







Authorized Representatives.  


12 VAC 35-115-146 


3. A legal guardian of the individual, or if the 
individual is a minor, a parent with legal custody 
of the minor or other person authorized to 
consent to treatment pursuant to § 54.1-2969 A 
of the Code of Virginia. 


 If an attorney-in-fact, health care agent or 
legal guardian is not available, the director 
shall designate a substitute decision maker as 
authorized representative in the following 
order of priority: 


 







Authorized Representatives.  


12 VAC 35-115-146 


 The individual’s family member. In designating a 


family member, the director shall honor the 


individual’s preference unless doing so is clinically 


contraindicated.   


a. If the director does not appoint the family member 


chosen by the individual, the individual shall be told of 


the reasons for the decision and information about how 


to request LHRC review according to 12 VAC 35-115-200.  







Authorized Representatives.  


12 VAC 35-115-146 


b. If the individual does not have a preference or if the 
director does not honor the individual’s preference in 
accordance with these regulations, the director shall 
select the best qualified person, if available, 
according to the following order of priority unless, 
from all information available to the director, another 
person in  a lower priority is clearly better qualified.  


(1) A spouse; 


(2) An adult child; 


(3) A parent; 


(4) An adult brother or sister; or 


(5) Any other relative of the individual.  







Authorized Representatives.  


12 VAC 35-115-146 
 Next friend of the individual. If no other person 


specified above is available and willing to serve as 
authorized representative, a provider may designate 
a next friend of the individual, after a review and 
finding by the LHRC that the proposed next friend has, 
for a period of six months within two years prior to the 
designation either: 


a. Shared a residence with the individual; or 


b. Had regular contact or communication with the 
individual and provided significant emotional, personal, 
financial, spiritual, psychological, or other support and 
assistance to the individual.  







Authorized Representatives.  


12 VAC 35-115-146 


 In addition to the conditions set forth above, the 


individual must have no objection to the proposed 


next friend being designated as the authorized 


representative. 


 The person designated as next friend also shall: 


a. Personally appear before the LHRC, unless the LHRC has 


waived the personal appearance; and 


b. Agree to accept these responsibilities and act in the 


individual’s best interest and in accordance with the 


individual’s preferences, if known.  







Authorized Representatives.  


12 VAC 35-115-146 
 The LHRC shall have the discretion to waive a 


personal appearance by the proposed next friend 
and to allow that person to appear before it by 
telephone, video, or other electronic means of 
communication as the LHRC may deem appropriate 
under the circumstances. Waiving the personal 
appearance of the proposed next friend should be 
done in very limited circumstances. 


 If, after designation of a next friend, an appropriate 
family member becomes available to serve as 
authorized representative, the director shall replace 
the next friend with the family member. 







Authorized Representatives.  


12 VAC 35-115-146 


 No director, employee, or agent of a provider may 
serve as an authorized representative for any 
individual receiving services delivered by that 
provider unless the authorized representative is a 
relative or the legal guardian  


 When a provider, or the director, an employee, or 
agent of the provider is also the individual’s 
guardian, the provider shall assure that the 
individual’s preferences are included in the services 
plan and that the individual can make complaints 
about any aspect of the services he receives. 







Authorized Representatives.  


12 VAC 35-115-146 


 The provider shall document the recognition or 
designation of an authorized representative in the 
individual’s services record, including evidence of 
consultation with the individual about his preference, 
copies of applicable legal documents such as the 
durable power of attorney, advance directive, or 
guardianship order, names and contact information 
for family members, and, when there is more than 
one potential family member available for 
designation as authorized representative, the 
rationale for the designation of the particular family 
member as the authorized representative. 







Authorized Representatives.  


12 VAC 35-115-146 
 If a provider documents that the individual lacks 


capacity to consent and no person is available or 
willing to act as an authorized representative, the 
provider shall: 
1. Attempt to identify a suitable person who would be 


willing to serve as guardian and ask the court to appoint 
that person to provide consent or authorization; or 


2. Ask a court to authorize treatment (See § 37.2-1101 of 
the Code of Virginia). 


 Court orders authorizing treatment shall not be 
viewed as substituting or eliminating the need for an 
authorized representative. 







Authorized Representatives.  


12 VAC 35-115-146 


 Providers shall review the need for court-ordered 
treatment and determine the availability of and seek 
an authorized representative whenever the 
individual’s condition warrants, the individual requests 
such a review, or at least every six months except for 
individuals receiving acute inpatient treatment.  


 Providers of acute inpatient services shall review the 
need for court-ordered treatment and determine the 
availability of and seek an authorized representative 
whenever the individual’s condition warrants or at 
least at every treatment team meeting. All such 
reviews shall be documented in the individual’s 
services record and communicated to the individual. 







Authorized Representatives.  


12 VAC 35-115-146 


 


 When the provider recognizes or 


designates an authorized representative, 


the provider shall notify the court that its 


order is no longer needed and shall 


immediately suspend its use of the court 


order. 







Authorized Representatives.  


12 VAC 35-115-146 


 Conditions for removal of an authorized 
representative. Whenever an individual has regained 
capacity to consent as indicated by a capacity 
evaluation or clinical determination, the director shall 
immediately remove any authorized representative  
designated pursuant to the above, notify the 
individual and the authorized representative, and 
ensure that the services record reflects that the 
individual is capable of making his own decisions.  







Authorized Representatives.  


12 VAC 35-115-146 
 Whenever an individual with an authorized 


representative who is his legal guardian has 
regained his capacity to give informed 
consent, the director may use the applicable 
statutory provisions to remove the authorized 
representative. (See § 37.2-1012 of the Code 
of Virginia.) If powers of attorney and health 
care agents’ powers do not cease of their 
own accord when a clinician has determined 
that the individual is no longer incapacitated, 
the director shall seek the consent of the 
individual and remove the person as 
authorized representative. 







Authorized Representatives.  


12 VAC 35-115-146 
 The director shall remove the family or next friend 


authorized representative if the authorized 


representative becomes unavailable, unwilling, or 


unqualified to serve.  


 The individual or the advocate may request the 


LHRC to review the director’s decision to remove an 


authorized representative under the procedures set 


out at 12 VAC-35-115-180, and the LHRC may 


reinstate the authorized representative if it 


determines that the director’s action was unjustified. 







Authorized Representatives.  


12 VAC 35-115-146 


 Prior to any removal under this authority, the director 


shall notify the individual of the decision to remove 


the authorized representative, of his right to request 


that the LHRC review the decision, and of the reasons 


for the removal decision. This information shall be 


placed in the individual’s services record.  


 If the individual requests, the director shall provide 


him with a written statement of the facts and 


circumstances upon which the director relied in 


deciding to remove the authorized representative.  







Authorized Representatives.  


12 VAC 35-115-146 


 The director may otherwise seek to replace an 
authorized representative who is an attorney-in-fact 
currently authorized to consent under the terms of a 
durable power of attorney, a health care agent 
appointed by an individual under an advance 
directive, a legal guardian of the individual, or, if 
the individual is a minor, a parent with legal custody 
of the individual, only by a court order under 
applicable statutory authority. 







Special procedures for LHRC 


reviews involving consent and 


authorization 







Special procedures for LHRC reviews involving 


consent and authorization 


12 VAC 35-115-200 


 


 The individual, his authorized representative, or 


anyone acting on the individual’s behalf may 


request in writing that the LHRC review the 


following situations and issue a decision: 







Special procedures for LHRC reviews involving 


consent and authorization 


12 VAC 35-115-200 


1. If an individual objects at any time to the 
appointment of a specific person as authorized 
representative or any decision for which consent or 
authorization is required and has been given by his 
authorized representative, other than a legal 
guardian, he may ask the LHRC to decide whether his 
capacity was properly evaluated, the authorized 
representative was properly appointed, or his 
authorized representative’s decision was made 
based on the individual’s basic values and any 
preferences previously expressed by the individual to 
the extent that they are known, and if unknown or 
unclear in the individual’s best interests. 


 







Special procedures for LHRC reviews involving 


consent and authorization 


12 VAC 35-115-200 


 


 The provider shall take no action for which 


consent or authorization is required if the 


individual objects, except in an 


emergency or as otherwise permitted by 


law, pending the LHRC review. 







Special procedures for LHRC reviews involving 


consent and authorization 


12 VAC 35-115-200 


 If the LHRC determines that the individual’s capacity 


was properly evaluated, the authorized 


representative is properly designated, or the 


authorized representative’s decision was made 


based on the individual’s basic values and any 


preferences previously expressed by the individual to 


the extent that they are known, or if unknown or 


unclear in the individual’s best interests, then the 


provider may proceed according to the decision of 


the authorized representative. 







Special procedures for LHRC reviews involving 


consent and authorization 


12 VAC 35-115-200 


 If the LHRC determines that the 
individual’s capacity was not properly 
evaluated or the authorized 
representative was not properly 
designated, then the provider shall take 
no action for which consent is required 
except in an emergency or as otherwise 
required or permitted by law, until the 
capacity review and authorized 
representative designation is properly 
done. 







Special procedures for LHRC reviews involving 


consent and authorization 


12 VAC 35-115-200 


 If the LHRC determines that the authorized 
representative’s decision was not made 
based on the individual’s basic values 
and any preference previously expressed 
by the individual to the extent known, and 
if unknown or unclear, in the individual’s 
best interests, then the provider shall take 
steps to remove the authorized 
representative pursuant to 12 VAC 35-115-
146. 







Special procedures for LHRC reviews involving 


consent and authorization 


12 VAC 35-115-200 


 If an individual or his family member has obtained 
an independent evaluation of the individual's 
capacity to consent to treatment or services or to 
participate in human research or authorize the 
disclosure of information under 12 VAC 35-115-80, 
and the opinion of that evaluator conflicts with the 
opinion of the provider's evaluator, the LHRC may 
be requested to decide which evaluation will 
control. 







Special procedures for LHRC reviews involving 


consent and authorization 


12 VAC 35-115-200 


 If the LHRC agrees that the individual lacks the 


capacity to consent to treatment or services or 


authorize disclosure of information, the director may 


begin or continue treatment or research or disclose 


information, but only with the appropriate consent 


or authorization of the authorized representative. 


The LHRC shall advise the individual of his right to 


appeal this determination to the SHRC under 


12 VAC 35-115-210. 







Special procedures for LHRC reviews involving 


consent and authorization 


12 VAC 35-115-200 


 If the LHRC does not agree that the individual 
lacks the capacity to consent to treatment or 
services or authorize disclosure of information, 
the director shall not begin any treatment or 
research, or disclose information without the 
individual’s consent or authorization, or shall 
take immediate steps to discontinue any 
actions begun without the consent or 
authorization of the individual. The director 
may appeal to the SHRC under 12 VAC 35-
115-210 but may not take any further action 
until the SHRC issues its opinion. 







Special procedures for LHRC reviews involving 


consent and authorization 


12 VAC 35-115-200 


 If a director makes a decision that affects 


an individual and the individual believes 


that the decision requires his personal 


consent or authorization or that of his 


authorized representative, he may object 


and ask the LHRC to decide whether 


consent or authorization is required. 







Special procedures for LHRC reviews involving 


consent and authorization 


12 VAC 35-115-200 


 Regardless of the individual’s capacity to consent to 


treatment or services or authorize disclosure of 


information, if the LHRC determines that a decision 


made by a director requires consent or authorization 


that was not obtained, the director shall immediately 


stop such action unless and until such consent or 


authorization is obtained. The director may appeal to 


the SHRC under 12 VAC 35-115-210 but may not take 


any further action until the SHRC issues its opinion. 







Special procedures for LHRC reviews involving 


consent and authorization 


12 VAC 35-115-200 


 Before making such a decision, the LHRC shall review 
the action proposed by the director, any 
determination of lack of capacity, the opinion of the 
independent evaluator if applicable, and the 
individual’s or his authorized representative’s reasons 
for objecting to that determination.  


 To facilitate its review, the LHRC may ask that a 
physician or licensed clinical psychologist not 
employed by the provider evaluate the individual at 
the provider’s expense and give an opinion about his 
capacity to consent to treatment or authorize 
disclosure of information. 







Special procedures for LHRC reviews involving 


consent and authorization 


12 VAC 35-115-200 


 


 The LHRC shall notify all parties and the 


human rights advocate of the decision 


within 10 working days of the initial 


request. 







For Further Information 


Check the Department web site 


 http://www.dbhds.virginia.gov/profession


als-and-service-providers/human-rights-


for-service-providers 


 Frequently Asked Questions (FAQ) 
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Individuals with intellectual and/or developmental disabilities shall be supported with services that allow the 
individual to live the most inclusive life possible in his/her community which includes access to appropriate 
and effective crisis stabilization, intervention, and prevention services including mental health treatment 


services when indicated. 


 


REACH Hotlines and Areas Served by Region: 


Region I (Western): 


Adult REACH Hotline:  (855) 917-8278  
Adult REACH Director: James Vann 
 
Children's REACH Hotline: (888) 908-0486  
Children's REACH Director: Amanda Cunningham 


Areas Served Allegheny Highlands CSB: Alleghany, Covington, Clifton Forge City Harrisonburg-Rockingham 
CSB: Harrisonburg, Bergton, Bridgewater, Broadway, Dayton, Elkton, Grottoes, Keezletown, Massanutten, 
McGaheysville, Mt. Crawford, Mt. Solon, Penn Laird, Port Republic, Rockingham, Timberville Region 10 CSB: 
Crozet, Earlysville, Esmont, Greenwood, Keswick, North Garden, Scottsville, White Hall, Charlottesville, 
Fluvanna, Kents Store, Palmyra, Dyke, Graves Mill, Greene, Ruckersville, Arrington, Stanardsville, Bumpass, 
Louisa, Mineral, Trevilians, Afton, Colleen, Faber, Gladstone, Love, Lovingston, Massies Mill, Montebello, 
Nellsyvord, Nelson, Piney River, Roseland, Schuyler, Shipman, Tyro, Wingina, Wintergreen Valley CSB: 
Augusta , Augusta Springs, Fishersville, Ft. Defiance, Lyndhurst, Middlebrook, Mount Solon, Staunton, Stuarts 
Draft, Swoope, Verona, Weyer's Cave, Blue Grass, McDowell, Monterey, Waynesboro, Highland, Hightown 
Horizon BH: Clifford, Elon, Lowesville, Madison Heights, Monroe, Sweet Briar, Amherst , Pamplin, Spout 
Spring, Appomattox , Bedford City, Bedford , Big Island, Forest, Goode, Goodview, Hardy, Huddleston, 
Moneta, Montvale, Thaxton, Alta Vista, Brookneal, Campbell, Concord, Lynch Station, Rustburg, Lynchburg 
Rockbridge Area CS: Bath, Hot Springs, Millboro, Virginia , Warm Springs, Buena Vista, Lexington, 
Brownsburg, Fairfield, Glasgow, Goshen, Natural Bridge, Raphine, Rockbridge Baths, Rockbridge , Steeles 
Tavern, Vesuvius 


Region II (Northern): 


REACH Hotline: (855) 897-8278  
Adult & Child REACH Director: Liv Salvador  


Areas Served Alexandria CSB: City of Alexandria Fairfax Falls Church CSB: Annandale, Burke, Centreville, 
Clifton, Fairfax City, Fairfax , Fairfax Station, Falls Church, Great Falls, Herndon, Springfield, Vienna Loudon 
CSB: Aldie, Ashburn, Bluemont, Chantilly, Dulles, Hamilton, Hillsboro, Lansdowne, Leesburg, Lincoln, 
Loudoun, Lovettsville, Middleburg, Neersville, Paeonian Springs, Philimott, Purcellville, Round Hill, South 







Riding, Sterling, Waterford, The Plains Arlington County CSB: Arlington Prince William County CSB: Manassas, 
Manassas Park, Bristow, Dale City, Dumfries, Gainesville, Haymarket, Montclair, Nokesville, Occoquan, Prince 
William, Quantico, Triangle, Woodbridge Northwestern CSB: Winchester, Clarke, Berryville, Boyce, Millwood, 
White Post, Clearbrook, Cross Junction, Frederick, Gainesboro, Gore, Stephens City, Luray, Page, Rileyville, 
Stanley, Basye, Edinburg, Fishers Hill, Fort Valley, Maurertown, Mt. Jackson, New Market, Orkney Springs, 
Quicksburg, Shenandoah, Strasburg, Toms Brook, Woodstock, Middletown, Bentonville, Front Royal, Linden, 
Warren Rappahannock Area CSB: Bowling Green, Carmel Church, Caroline , Ladysmith, Milford, Port Royal, 
Rappahannock Academy, Ruther Glen, Woodford, Fredericksburg, Dahlgren, King George, Lake Anna, 
Spotsylvania, Thornburg, Falmouth, Stafford Rappahannock-Rapidan CSB: Amissvile, Brandy Station, 
Culpeper, Elkwood, Fauquier, Griffinsburg, Jeffersonton, Reva, Richardsville, Stevensburg, Broad Run, 
Casanova, Catlett, Delaplane, Goldvein, Hume, Madison, Markham, Marshall, Midland, New Baltimore, Paris, 
Remington, Sumerduck, The Plains, Upperville, Warrenton, Brightwood, Crigslerville, Hood, Leon, Locust 
Dale, Madison, Pratts, Rochelle, Syria, Wolftown, Barboursville, Gordonsville, Locust Grove, Montpelier 
Station, Orange, Somerset, Bealton, Boston, Castleton, Flint Hill, Huntly, Rappahannock, Scrabble, Sperryville, 
Viewtown, Washington, Viewtown 


Region III (Southwest): 


REACH Hotline: (855) 887-8278  
Adult and Children's REACH Director: Denise Hall 


Areas Served: Blue Ridge BH: Botetourt, Buchanan Town, Daleville, Eagle Rock, Fincastle, Oriskany, Roanoke 
City, Troutville, Arcadia, Catawba, Craig, New Castle, Newport, Paint Bank, Bent Mountain, Roanoke , Vinton, 
Salem, Vinton Cumberland Mt CSB: Big Rock, Buchanan, Grundy, Pilgrims Knot, Vansant, Castlewood, 
Cleveland, Dante, Honaker, Lebanon, Rosedale, Russell, Tazewell Highland CS: Washington County, Abingdon, 
Clarksville, Damascus, Emory, Glade Spring, Meadowview and City of Bristol, Virginia New River Valley CS: 
Radford, Willis, Copper Hill, Floyd, Giles, Narrows, Pearisburg, Rich Creek, Staffordsville, Blacksburg, 
Christiansburg, Claudville, Montgomery, Riner, Shawsville, Pilot, Allisonia, Draper, Dublin, Hiwassee, New 
Bern, Pulaski , Pembroke, Meadows of Dan Danville-Pittsylvania CSB: Danville, Blairs, Callands, Chatham, 
Gretna, Pittsylvania, Ringgold, Sandy Level Dickenson County BHS: Birchleaf, Breaks, Clinchco, Clintwood, 
Dickenson , Haysi Mt. Rogers CSB: Bastian, Bland , Rocky Gap, Carroll , Atkins, Ceres, Chilhowie, Elk Creek, 
Fires, Galax, Grayson, Groseclose, Hillsville, Independence, Mouth of Wilson, Smyth, Sugar Grove, Troutdale, 
Whitetop, Saltville, Marion, Barren Springs, Crockett, Fort Chiswell, Foster Falls, Ivanhoe, Max Meadows, 
Wythe, Wytheville, Rural Retreat Piedmont CS: Martinsville, Boones Mill, Burnt Chimney, Callaway, Ferrum, 
Franklin , Glade Hill, Penhook, Rocky Mount, Smith Mountain Lake, Union Hall, Wirtz, Axton, Bassett, 
Collinsville, Fieldale, Henry, Ridgeway, Spencer, Stanleytown, Patrick Planning District One BHS: Dryden, 
Ewing, Jonesville, Lee, Middlesboro, Pennington Gap, Rose Hill, Stickleysville, Norton, Clinchport, Duffield, 
Dungannon, Gate City, Hiltons, Nickelsville, Scott, Weber City, Appalachia, Big Stone Gap, Coeburn, Pound, St. 
Paul, Wise 


 


Region IV (Central): 


REACH Hotline: (855) 282-1006  
Adult and Children's REACH Director: Autumn Richardson 


Areas Served: Richmond BHA: Richmond City Chesterfield CSB: Chester, Chesterfield , Ettrick, Matoaca, 
Midlothian, Mosely District 19 CSB: Hopewell, Dinwiddie, McKenney, Emporia, Greensville, Skippers, 
Disputanta, Fort Lee, Prince George, Claremont, Spring Grove, Surry, Wakefield, Jarrat, Stony Creek, Sussex, 







Wakefield, Waverly, Colonial Heights, Petersburg Goochland/Powhatan CS: Crozier, Goochland, Gum Spring, 
Hadensville, Maidens, Manakin-Sabot, Oilville, Powhatan Hanover County CSB: Ashland, Beaverdam, Doswell, 
Hanover, Mechanicsville, Montpelier, Rockville Henrico Area MHDS: Charles City, Red House, Glen Allen, 
Henrico, Highland Springs, Sandston, Lanexa, New Kent , Providence Forge, Quinton Crossroads CSB: Amelia, 
Jetersville, Buckingham, Charlotte, Charlotte Court House, Drakes Branch, Keysville, Randolph , Red Oak, 
Cartersville, Cumberland , Dundas, Kenbridge, Lunenburg, Meherrin, Prince Edward, Victoria, Blackstone, 
Crewe, Nottoway, Farmville, Green Bay, Rice Southside CSB: Warfield, Alberta, Brunswick , Gasburg, 
Lawrenceville, Rawlings, Alaton, Boydton, Buffalo Junction, Chase City, Clarksville, Clover, Halifax, 
Mecklenburg, Nathalie, Scottsburg, Skipwith, South Boston, South Hill, Sutherlin, Virgilina, Bracey 


Region V (Eastern): 


REACH Hotline: (888)255-2989  
Adult and Children's REACH Director: Brandon Rodgers 


Areas Served: Middle Peninsula Northern Neck CSB: Wake, Saluda, Essex , Tappahannock, Dutton, 
Gloucester, Gloucester Point, Hayes, King and Queen, Aylett, King William, West Point, Irvington, Weems, 
White Stone, Burkeville, Church View, Cobbs Creek, Deltaville, Grimstead, Gwynn's Island, Hallieford, 
Hardyville, Hartfield, Locust Hill, Mathews, Middlesex, Port Haywood, Topping, Urbanna, Wake, Burgess, 
Callao, Heathsville, Kilmarnock, Lottsburg, Northumberland, Ophelia, Reedville, Wicomico Church, Farnham, 
Naylor's Beach, Richmond , Warsaw, Coles Point, Colonial Beach, Kinsale, Montross, Oak Grove, Stratford, 
Westmoreland, Achilles, Lancaster, Morattico Colonial BH: James City, Jamestown, Toano, Poquoson, 
Williamsburg, Grafton, York, Yorktown Eastern Shore CSB: Wachapreague, Accomac City, Accomack , Belle 
Haven, Bloxom, Chincoteaque, Grasonville, Hallwood, Harborton, Keller, Melfa, New Church, Onancock, 
Onley, Painter, Parksley, Pungoteague, Quinby, Sanford, Tangier, Tasley, Wachapreague, Wallops Island, Cape 
Charles, Capeville, Cheriton, Eastville, Exmore, Hacks Neck, Jamesville, Machipongo, Nassawadox, 
Northampton, Oyster, Townsend, Willis Wharf Western Tidewater CSB: Suffolk, Isle of Wight, Boykins, 
Capron, Courtland, Drewryville, Franklin City, Ivor, Sedley, Southampton, Smithfield, Windsor Hampton 
Newport News CSB: Newport News, Hampton Virginia Beach: City of Virginia Beach Portsmouth BHS: City of 
Portsmouth Chesapeake CSB: City of Chesapeake Norfolk CSB: City of Norfolk  


 


Where can I learn more about crisis and behavioral services through DBHDS? 


Heather Norton, Acting Commissioner, Division of Developmental Services, 804-786-5850 (office), 804-239-
5155 (cell)  heather.norton@dbhds.virginia.gov 


Sharon Bonaventura, Regional Crisis Manager (Regions I and II), 434-947-2324 (office), 434-960-0427 (cell)  
Sharon.bonaventura@dbhds.virginia.gov 


Nathan Habel, Regional Crisis Manager (Regions III, IV, and V), 804-495-5273 (cell)  
nathan.habel@dbhds.virginia.gov 


 












     Regional Support Team Referral 


Final RST Referral received: Enter date RST Referral-DMAS 459A rev. 6/5/19 


Regional Support Team (RST) Referral Instructions 


- For individuals enrolled or awarded a waiver slot, review and completion of the Virginia Informed Choice (VIC) is required prior to submission of 


an RST referral. The Support Coordinator/Case Manager/Training Center Designee completes the VIC and retains a signed copy of the 


document in the individual’s file.  ☐ Virginia Informed Choice completed and submitting with RST Referral  


- The Support Coordinator/Case Manager/Training Center Designee completes the Regional Support Team Referral.  


- Community Resource Consultant (CRC)/Community Integration Manager (CIM) consultation is required prior to an RST Referral submission.  


- Submit VIC (if required) and RST Referral to the secure RST mailbox:  RST.Referrals@DBHDS.virginia.gov. 
 


Date completed: Select date Agency: Enter CSB/BHA/TC Region of Agency: Select region   
First name: Enter name        Last name: Enter name Suffix: Select one  
Unique ID: Enter number Date of Birth: Enter DOB # Of Referrals to RST: Select one 
Referring party: Enter referring party name Phone number: Enter phone number                    Contact email Enter email address 
Supervisor: Enter Supervisor Phone number: Enter phone number                    Supervisor’s email Enter email address 
Current Living Situation: Type of home     
Other-please describe 


City/County (of current residence): 
Enter city/county 


Provider name: Enter provider name 


RST review requested in desired region: Select region City/County (of desired service location): Enter city/county 


If services are unavailable in desired region, services are considered in following regions: Select region   Select region 
 


Referral Criteria 


Request for an Emergency Meeting: Select one  
Reason for Late Referral: Select one 


Community Required: Select one           Training Center Required: Select one 


Move in date: Enter date  
Anticipated move in date: Enter date 


Other: Select one If Other is selected, please describe: 
Description 


  
Unavailable financial support limiting access to resource/s (Check all that apply) 


☐Medicaid: Select one ☐DD Waiver slot: Select one ☐Customized rate: Select one 


☐Crisis funds: Select one  ☐Housing Assistance: Select one ☐ Other-please describe 
 


Barriers related to Waiver Service Options or Other in desired location (Please use key below to identify barriers) 
1. Employment and Day Options  Select unavailable service List multiple services and barrier #(s) 
2. Self-Directed Options (may be Agency Directed)  Select unavailable service List multiple services and barrier #(s) 
3. Residential Options Select unavailable service List multiple services and barrier #(s) 
4. Crisis Support Options Select unavailable service List multiple services and barrier #(s) 
5. Medical and Behavioral Support Options Select unavailable service List multiple services and barrier #(s) 
6. Additional Options Select unavailable service List multiple services and barrier #(s) 
7. Other Description List corresponding barrier number(s) 


Barrier Key (Choose all barrier numbers that apply and place in the applicable list above) 


1 Services not available under currently enrolled waiver 


2 Services and activities unavailable in desired location 


3 Community location is not adapted for physical access (not wheelchair accessible or ADA compliant) 


4 Direct Support Staff- may not have experience or demonstrate competency to provide support with behavioral expertise 


5 Direct Support Staff- may not have experience or demonstrate competency to provide support with mental health expertise 


6 Direct Support Staff- may not have experience or demonstrate competency to provide support with medical expertise 


7 Professional Behavioral staff- Psychiatric, PBS facilitator, Applied Behavioral Analyst, or other specialist unavailable 


8 Professional Medical staff- Dental, nursing or any medical specialist unavailable 


9 Accessible transportation unavailable 


10 Individual/SDM/LG chooses less integrated option 


11 Individual/Substitute Decision Maker (SDM)/Legal Guardian (LG) not interested in discussing/exploring options/refuses supports 


12 Individual/SDM/LG does not choose provider after visit/still exploring community options 


13 Frequent hospitalizations- medical and/or mental health hospitalizations 


14 Delay in move and/or acceptance to a more integrated setting- due to unexpected or late medical interventions 


15 Provider has determined placement is not a good match- provider is not willing/able to support individual 


16 Service/Provider Development or Loss- Construction/Renovations/Environmental Modifications/Staffing/On-boarding/Licensing 


17 Other (please list all other barriers below) 
 


Provide any information you think may be helpful in the RST review process and/or other barriers not identified above.  


Enter case summary including diagnoses, medical/behavioral information, funding sources, legal status/history, etc. 


CIM/CRC Consultation Recommendations 


CIM/CRC Consultation Recommendations 



mailto:RST.Referrals@DBHDS.virginia.gov






A BRIEF OVERVIEW OF PSYCHOTROPIC MEDICATION USE 
FOR PERSONS WITH INTELLECTUAL DISABILITIES 


 
INTRODUCTION 


Individuals with intellectual disabilities are not uncommonly prescribed psychotropic 
medications.  Too often, historically, such agents have been used to try to improve behavioral 
control without adequate understanding of the antecedents, purpose, and reinforcement of the 
problematic behavior.  While an individual with an intellectual disability may experience a 
depressive, anxiety, or psychotic disorder in the more typical sense some individuals experience 
a pattern of anxiety/alarm/arousal leading to affective dysregulation and impulsive behavior.  
The anxiety can be stimulated by environmental change, physical discomfort, cues related to 
past trauma, overstimulation, boredom, confusion, or other unpleasant states.  Addressing what 
is causing the distress or reinforcing the behavioral response is the most important thing 
(though not always easy). 


Psychotropic medications may be useful for treating more typically presenting psychiatric 
illnesses as well as being part of more comprehensive plans to attenuate risk behaviors.  An 
individual with intellectual disabilities who seems sad, is withdrawn, shows low energy and lack 
of interest, is eating or sleeping more or less, or may be more irritable could be suffering from a 
depression that needs medication treatment. On the other hand an individual with intellectual 
disabilities who demonstrates aggression, property destruction, self-injury, or other forms of 
“dyscontrol” may be helped by medication aimed at blunting the anxiety/alarm and/or blocking 
its escalation into aggression or other dangerous behaviors.  In such instances the medications 
are just part of an overall strategy or plan to help the individual avoid the “need” to engage in 
such behavior.   


However, some of the psychotropic medications we use have more risk for individuals with 
cognitive dysfunction and intellectual disabilities than for others.  Some medications do not pose 
risks, but managing them for an individual with an intellectual disability may be more 
complicated due to limits related to education, cooperation with labs and other tests, dietary 
restrictions, and so forth.  Below is a brief summary of more commonly prescribed agents and 
the risks they may pose for individuals with intellectual disabilities. 
 
COMMONLY USED PSYCHOTROPIC MEDICATIONS 


Below is information regarding psychotropic medications commonly used for individuals with an 
intellectual disability.  It does not cover all of the potential side effects, but is focused on those of 
particular attention with this group of individuals. 
 
ANTICHOLINERGIC/ANTIHISTAMINIC AGENTS:  benztropine (Cogentin), trihexyphenidyl 
(Artane), diphenhydramine (Benadryl) and hydroxyzine (Vistaril) are the agents used most 
often. Diphenhydramine and hydroxyzine, primarily antihistaminic agents, are used to treat 
extrapyramidal side effects from antipsychotics. They are also used to treat agitation, anxiety, 
and aggression. Benztropine and trihexyphenidyl are used to treat 
extrapyramidal/parkinsonian side effects from antipsychotic medications.  The problem with all 
of these agents is that they can impede cognitive function and the anticholinergic agents can 
cause constipation.  Decreasing the ability of an individual with an intellectual disability to 
attend, learn, and remember potentially adds to an already compromised cognitive functioning.  
The risk of bowel obstruction is more serious for individuals with an intellectual disability and 
adding an agent with constipating effects adds to this risk. 
 
 
 







Anticholinergics Indication Possible Side Effects 


benztropine (Cogentin) anxiety sedation, decreased cognition, constipation 


trihexyphenidyl (Artane) EPS stiffness, 
tremors 


sedation, decreased cognition, constipation 


diphenhydramine (Benadryl) anxiety  sedation, decreased cognition 


hydroxyzine (Vistaril) insomnia sedation, decreased cognition 


Note:  All antipsychotics and antidepressants have anticholinergic properties too. 
However older tricyclic antidepressant medications such as amitriptyline, doxepin, 
imipramine, and nortriptyline and lower potency typical antipsychotics 
(chlorpromazine, thioridazine, mesoridazine, loxapine) and some atypical 
antipsychotics (clozapine, quetiapine) have more anticholinergic effects compared 
to other agents in their categories. 


 
BENZODIAZEPINES:  Lorazepam (Ativan), clonazepam (Klonopin), diazepam (Valium), 
alprazelam (Xanax), and others.  These agents may compromise cognition either directly or by 
their sedating effects.  In individuals who already have cognitive limits this can render them 
more limited, decreasing their ability to learn or remember.  In addition, such agents can be 
disinhibiting, more so in individuals with cognitive dysfunction.  While often used to try to control 
behavior, the combination of further cognitive impediment and/or disinhibition can make things 
worse.  Further, they can create an addiction and the added risks related to both habituation 
and acute withdrawal if the medication is stopped suddenly. 


Benzodiazepines Indication Possible Side Effects 


lorazepam (Ativan) anxiety  sedation, decreased cognition, disinhibition, addiction, 
risk with sudden withdrawal 


clonazepam 
(Klonopin)  


insomnia sedation, decreased cognition, disinhibition, addiction, 
risk with sudden withdrawal  


diazepam (Valium) seizures sedation, decreased cognition, disinhibition, addiction, 
risk with sudden withdrawal addiction,  


alprazelam (Xanax)  sedation, decreased cognition, disinhibition, addiction, 
risk with sudden withdrawal, shorter acting (so blood 
levels more rapidly increase then decrease) 


 
LITHIUM:  Lithium can produce cognitive disturbances, carries the risk of being nephrotoxic, 
can produce hypothyroidism, and must be regularly monitored for drug levels, thyroid function, 
and renal function.  While it can be effective for affective instability and bipolar disorder, 
experience has shown that it can be difficult to manage in individuals with an intellectual 
disability. 


Lithium Indication Possible Side Effects 


Lithium bipolar disorder 
recurring 
depression 
emotional 
instability 


confusion, decreased cognition  
kidney damage 
thyroid dysfunction 
regular lab work required; levels can increase with 
dehydration 
slow heart rate (bradycardia) 
nausea, vomiting 
excessive thirst 
weight gain  
dry skin, rash and inflammation of hair follicles 
(folliculitis), common 


 







TRADITIONAL ANTIPSYCHOTIC AGENTS:  Haloperidol, fluphenazine, thioridazine, 
perphenazine, trifuoperazine, chlorpromazine, etc.  The high-potency neuroleptics 
(haloperidol, fluphenazine, trifluoperazine) have the benefits of causing less weight 
gain/metabolic syndrome or anticholinergic risks.  However, they can produce movement 
disorders, which often lead to the use of an anticholinergic agent which can compromise already 
limited cognitive function.  The low-potency agents such as chlorpromazine and thioridazine 
have significant anticholinergic effects and a higher risk of sedation, both of which compromise 
cognitive functioning.  The anticholinergic effects also decrease bowel motility which is a risk for 
individuals with intellectual disabilities.  All of these drugs can be sedating and therefore 
suppress cognition.  Chlorpromazine appears to have more risk of lowering the seizure 
threshold whereas haloperidol and fluphenazine are less likely to do so. 


Traditional Antipsychotic Agents: 
High Potency 


Indication Possible Side Effects 


haloperidol (Haldol)  psychosis sedation 
constipation 
stiffness, tremors 
tardive dyskinesia  


fluphenazine (Prolixin) pervasive dev. d/o sedation 
constipation 
stiffness, tremors 
tardive dyskinesia  


trifuoperazine (Stelazine)  sedation 
constipation 
stiffness, tremors 
tardive dyskinesia  


thiothixene (Navane)  sedation 
constipation 
stiffness, tremors 
tardive dyskinesia  
 


 


Traditional Antipsychotic Agents: 
Mid-Potency 


Indication Possible Side Effects 


perphenazine (Trilafon)  psychosis sedation 
constipation 
stiffness, tremors 
tardive dyskinesia 


  


Traditional Antipsychotic Agents: 
Low Potency 


Indication Possible Side Effects 


thioridazine (Mellaril) psychosis More sedating, cognitive 
decrease, constipation 
dysphasia 
confusion 
tremors 
tardive dyskinesia 


chlorpromazine (Thorazine)  More sedating, cognitive 
decrease, constipation 
dysphasia 
confusion 
tremors 
tardive dyskinesia  







 
“ATYPICAL” ANTIPSYCHOTIC AGENTS:  olanzapine, risperidone, clozapine, 
aripiprazole,quetiapine, etc.   These agents are more gentle with regard to extrapyramidal 
side effects, but may also decrease cognition in individuals with intellectual disabilities as well 
as carry risks associated with metabolic syndrome, some more than others.  These risks require 
the regular monitoring of weight, lipids, and glucose as well as HgA1C in some cases.  
Clozapine has more risk of lowering the seizure threshold whereas risperidone has less. 


Atypical Antipsychotic 
Agents 


Indication Possible Side Effects 


olanzapine (Zyprexa) psychosis Sedation, weight gain, increased 
cholesterol, increased blood 
sugar/diabetes 


risperidone (Risperidol) bipolar disorder Sedation, weight gain, increased 
cholesterol, increased blood 
sugar/diabetes 


clozapine (Clozapine)  Sedation, weight gain, increased 
cholesterol, increased blood 
sugar/diabetes.  May decrease white 
blood cells/weekly labs needed. 


quetiapine (Seraquel)  Sedation, weight gain, increased 
cholesterol, increased blood 
sugar/diabetes 


                   
SSRIs: Fluoxetine (Prozac), sertraline (Zoloft), paroxetine (Paxil), fluvoxamine (Luvox), 
etc., and SNRIs venlafaxine (Effexor), and duloxetine (Cymbalta): These agents can be 
useful in helping individuals with an intellectual disability who have symptoms of depression or 
anxiety, both of which may present in atypical fashion especially in individuals lacking effective 
verbal capacities.  Generally, they can be used without suppressing cognition, although there is 
a low risk of lowering the seizure threshold.  All have risk of precipitating mania or lesser 
variations.  The SSRIs may cause a kind of “wooziness” when going up or down on the doses 
that settles with time.  All may result in some gastrointestinal symptoms for some people. 


SSRIs Indication Possible Side Effects 


fluoxetine (Prozac) depression Activating for some. May increase 
anxiety, restlessness, irritability. 


sertraline (Zoloft) anxiety irritability 


paroxetine (Paxil) panic disorder May be more calming/sedating 


fluvoxamine (Luvox) OCD  


SNRIs PTSD nausea, diarrhea, weight gain 


venlafaxine (Effexor)    


duloxetine (Cymbalta)   


 
ANTICONVULSANTS:  A number of individuals with intellectual disabilities have seizure 
disorders and I will not address all of the anticonvulsants that may be used for his purpose.  
Carbamazepine (Tegretol), oxcarbazepine (Trileptal) and divalproex (Depakote, Depakote 
ER) are more commonly used for mood instability and affective dysregulation than the others.  
The risks related to these agents are not distinct for individuals with intellectual disabilities.  The 
risks associated with hyponatremia, decreased WBC counts, and liver function with 
carbamazepine and oxcarbazepine are the same though their management can be more 
complicated.  Divalproex can affect platelets, liver function, and, occasionally the pancreas as 
well as cause weight gain.  All can cause sedation that impedes cognitive functioning. Valproic 







acid (except for the oral liquid preparation) should not be used for persons with intellectual 
disabilities due to the 33% risk in GI bleeding and other GI related complications. 


Anticonvulsants Indication Possible Side Effects 


carbamazepine 
(Tegretol) 


bipolar disorder Sedation, decreased sodium 
(delirium/seizures) 
decrease liver function 
decreased white blood cells 
regular lab work   


oxcarbazepine 
(Trileptal) 


emotional instability Sedation, decreased sodium 
(delirium/seizures) 
decrease liver function 
decreased white blood cells 
regular lab work 


divalproex (Depakote, 
Depakote ER) 


bipolar disorder sedation  
emotional instability 
weight gain  
decreased platelets 
pancreatitis 


            
DOSAGES:  As with all patients dosages have to be individualized to get the best balance of 
clinical benefit versus unwanted side effects.  As with geriatric individuals, individuals with 
intellectual disabilities may require lower doses to achieve the needed clinical benefit and avoid 
cognitive or gastrointestinal side effects.  It is also important to discontinue medications that 
have not produced the anticipated benefit.  Too often, more medications are added while 
behaviors continue and side effects increase. 
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A Note


This manual may only be reproduced by those who are


working on the development of a plan for a family


member.  Those who wish to reproduce it for other


purposes should seek permission from the ELP Learning


Community.


The ELP Learning Community
c/o Michael Smull
Support Development Associates
3245 Harness Creek Road
Annapolis, Maryland 21403
(410) 626-2707
FAX 626-2708
e-mail <mwsmull@cs.com>
www.elpnet.net


Developed by Michael Smull, Mary Lou Bourne, and Bill Allen


Adapted from
Your Personal Passport
by Allen, Shea & Associates


Listen to Me!
by USARC/PACE and Allen, Shea & Associates in collaboration with


Michael Smull, Steve Sweet, Claudia Bolton and Pam Lopez Greene


Reviewing Essential Lifestyle plans: Criteria for Best Plans
by Michael W. Smull, Helen Sanderson, & Susan Burke Harrison


Planning for Yourself
by Michael Smull and Bill Allen


with support from Michigan Department of Community Health


© ELP Learning Community, 2004
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Appendix 1 - Families Planning Together: Sample Plans


Using Paul's Plan to Show How Information You Have
Gathered is Organized into a Plan


Other Sample Plans


Note:  This manual should be used while looking at sample


plans.   You can find some sample plans at <www.elpnet.net>.


When you get to that website, click on Plans.  Or, you can


click on Families Planning Together to find a downloadable


version of this manual.


Appendix 2 - A Checklist for Developing a Plan
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A Message to Families


This workbook has been created to help you develop an essential


lifestyle plan with your family member.  You should have a copy of one


or more example plans with the manual and you should have someone


trained in developing Essential Lifestyle Plans working with you.


Example plans can be found on the web at www.elpnet.net.  If you need help in


developing your plan, try subscribing to the ELP Families list serve (see instructions


below).  If you need additional help, such as downloading a sample plan or you need


someone to work with, contact us (call, fax, drop a note, or send an e-mail). We will


send you a plan or try to connect you with someone who can help.


If you are using this workbook to help you design services for your family member, it


may be helpful to think about this as an ongoing process.  It has four basic parts that


change as you learn more about how to successfully support your family member:


1. Discovering and describing what is important to your family member in


everyday life and what other people need to know or do so that they get what


is important to them while staying healthy and safe (developing a plan).


2. Using what is learned to explore how the plan could be implemented – to


explore the world of possibilities and to decide what are the best options.


(Making sure you get to look beyond what is available locally.)


3. To be able to make the options you select happen where you live.


4. Learning what works and what doesn't work from the things that you try.


This manual will help you with part 1.  It is not designed to help with the next 3 parts.


However, thinking about the other 3 parts of the process while you develop a plan is a


good idea.  We have found that it's important to finish the plan (part 1) before you


start figuring out what the supports and/or services should look like (parts 2-4).


If you need more help than is locally available, or if you just want a chance to learn


about other families’ experiences, sign up for the ELP families list serve by:


1. Using your e-mail application program, create a new message;


2. In the send to space, type - listproc@lists.cc.utexas.edu


3. In the body of the message, type -


subscribe elpfamilies Yourfirstname Yourlastname
(example: subscribe elpfamilies Bill Allen)
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4. You will receive an e-mail with instructions about how to use the listserv (e.g.,


receive digests, unsubscribe) and at the very end of the message, you will find


a welcome note from Shelley Dumas (our fearless listserv leader) and Michael.


You will find that message on the following page.


If you need help at any point in the process, feel free to ask. There are some


exercises that we have developed that may help with figuring out what is possible


(that we can send you) and there are other people who can help. You can use the list


serve to ask for help as well.  Keep in mind that many of the service systems out


there are not very responsive to families or individuals.  Your efforts to describe the


services and supports that make sense for your family member will create some of the


pressure needed to change the system.


Tips on using the manual
The manual is long because we want people to be able to use it with a minimum of


help.  One way to manage it is to:


• Put the entire workbook in a 3-ring binder and add a sample plan or two at the


end.


• Pull out the checklist - Appendix 2.


• Read the introductions to each section all at once and before writing down any


of your answers.  This will give you an idea of how the whole process works.


• Don’t feel like you have to do any part of the manual perfectly or completely.


Do just enough to get a decent start (a “first” plan) and then add to it as you


have time.


• Read through the example plans.  Look for parts of plans that will help you with


issues that you are facing and help you understand how the plan you're working


on might look.


• Some parts of developing a plan may be hard or confusing, if you are not sure


what to do, ask for help.


• Put a large envelope or folder in the front pocket of the binder.  As you


complete the individual pages in the Information Gathering section, check


them off on the checklist and place the completed page in the envelope or


folder.


This is the fourth edition of this manual.  We will revise it again and would appreciate


your help.  Please send us feedback.  Use the list serve, send us e-mails, fax, or phone


us.  Don’t forget to tell us how it helped as well as how we can improve it.


Michael Smull, Mary Lou Bourne, and Bill Allen
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Welcome to the ELP
(Essential Lifestyle Planning)


Families List Serve


The purpose of this list serve is to support you in


developing and implementing essential lifestyle plans with


(or for) your family member.  If you have a question, a


concern, or a comment you can post it here by sending a


message to the list serve.  Those on the list serve are free


to give answers, suggestions, or advice. This is a place for you to get support, but it is


also a place where you are welcome to give support.


Please keep in mind that this is an "unmoderated" list serve which means that anyone


who is a member of the list serve can say anything they want.  We do reserve the


right to remove anyone from the list serve who is using it for another purpose but we


do not expect that to happen.  Some people who are trainers in essential lifestyle


planning are also on the list serve and may be able to help with some of your


questions.


As you use the list serve there are a few things to remember -


•  When you press "reply" to a message you are sending that message to everyone.


(If you want your reply to only go to one person you need to enter the e-mail


address of that person on a "new" message.)


• The advice, answers, and support are coming from people who are not being


paid to help and what they are able to offer depends on the time that they


have.


• This is a place for you to get support but please do not hesitate to offer


support.  Sometimes the best answers, advice, or support come from people


who have had similar experiences.


We hope that this list serve gives you a place to get some of your questions answered


and to have a dialogue with others who have similar issues.  We also hope to be able


to do more to support people over time.  We will keep you informed of our progress.


Shelley Dumas and Michael Smull


P.S.  If you haven't been there already, check out the material at the website


<www.elpnet.net> - some of your questions may be answered by what has been


posted there.
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Introduction


Why use this workbook?  Why write a plan with your family member?  Some of the


reasons why families have developed plans include:


• To help with the development of IEPs;


• To help with transition from school to work;


• To describe what parents have learned about how to help their son or


daughter get what is important to them, while staying healthy and safe, as a


safeguard, in case something were to happen to them;


• To help with determining what services and supports make sense and then to


use the plan to ask service providers how they would deliver those services;


and


• To assist in teaching others what it takes to successfully support their family


member.


Think about this as a process that has 4 simple stages:


1. Think about what you want to learn


2. Gather the information


3. Develop a first plan


4. Recording on-going learning and using what has been learned


Keep in mind that you do not have to develop a  “perfect” plan.  You are just


developing a first plan. The first plan that you develop with your family member


should describe:


• What you have learned about -


• What is important to the person, and


• What others need to know or do to support the person
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• It should be better than what you had before


• It should do no harm, in the sense of –


• It will help to maintain and enhance existing relationships,


• It respectfully addresses all important issues of health or safety; and


• It reflects a commitment  -


• To act on what has been learned and


• To continue to learn.


The purpose of a written plan is to record what we have learned and describe what


we are going to do with that learning. A first plan should be seen as a framework for


on-going learning –


• Encouragement to write on the plan should be provided


• The plan should have built in space where the learning will be recorded


• What is written on the plan is incorporated into the plan often enough for those


writing on the plan to feel that their learning is recognized and valued.


• Planning for action is based on what has been learned or needs to be learned


If you want other people to write on the plan then you need to make it  “easy” to do.


You not only need to make it “easy” by building in space for writing but by also


leaving some “easy” learning for others to do.  If you collect everything every body


knows and put it in your first plan there will be nothing left to write until the person


tries something new or changes their preferences. Don’t try to learn everything


everybody else knows.  Learn enough to create a framework in which other people


can write what they know.


An exception to this “rule” occurs when you (and perhaps 1 or 2 others) are the only


people who know how to support your son or daughter.  Then you are going to try to


write down everything important that you have learned as a safeguard.  But even here


you do not have to write it all down at once.  Write down enough to give you a good


start and create your own frame for learning and add as you remember and notice


things about what is important to the person and what others need to know or do.
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Stage 1


Think About
What You Want


to Learn
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Think about what you want to learn


In developing essential lifestyle plans you are striving to answer 2 questions:


1. What is required for my son or daughter to be happy? and


2. Within the context of being happy, how can he or she stay healthy and safe?


These are simple  questions but they have complex answers. Some of what makes us


happy is  dangerous or unhealthy.  However, if we do not have much of what is


important to us in everyday life (one definition of happiness) then we are more likely


to do things that are not safe or are unhealthy.  What you are trying to discover and


write down is the balance needed between being happy and being safe. The balance


is different for each of us, including your family member.  It's important to remember


that these things change over time.


Please spend a few minutes answering the questions on the following page before


you start working on a plan.
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What do you want the plan to accomplish?


How can the person with whom you are planning- best participate
in the development of the plan?


How to make sure that the process feels respectful to the person
with whom you are planning?


Who else needs to participate/agree for the plan to be
implemented?


Who knows what it takes for your family member to be happy?


Who understands the issues of health or safety (if any) that your
family member has?
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Learning who to talk to


The easiest way to learn who to talk to is to do a simple relationship map4 with the


person. On the following page, you will find one (developed by Louisa Hext and Leah


Holden5). to complete with your family member.


You will notice that the circle is divided into four parts:


• Family - people who are related to the person


• Home and supports - paid or unpaid people, who are not family, who provide


support at home or in the community


• Friends - people that the person sees as friends (who are not listed under


home or in the community)


• Work/School - paid or unpaid people who provide support wherever the person


spends his or her days


At the center of the circle, write the person’s name. In the next circle write the


names of those people closest to the person.  Remember that these may or may not


include those who spend the most time with the person, they are the people that the


person feels closest to (those whom the person loves; good friends). Put those people


who the person feels somewhat less close to in the next circle (friends, people the


person cares about). On the outside put those people who are acquaintances, or


relatives that the person does not feel close to. Paid staff may be in any of these


circles. Ask how the person feels about them.


Please note that although some people have multiple roles (e.g. they are friends and


are paid to provide support) they should only be listed once. The purpose of the map


is to have a quick way of looking at relationships and to help you with who you should


talk to (who should contribute to the plan).


4 For information about a more complete relationship map and other maps see All my life is a circle


by Falvey, Forest, Pearpoint, and Rosenberg, published by Inclusion Press. They have a web site


where information about their publications can be obtained (wwwinclusion.com). Also look for


publications by John O’Brien, Connie Lyle O’Brien, and Beth Mount.
5 From It’s My Life facilitator’s guide (1996).
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Stage 2
Part One


Gathering
Information:


Learning From
Your Family Member
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Learning from Your Family Member


The person that you're planning is the most important person to listen to.  Most


professional plans have been done "for" the person.  You are striving to plan "with" the


person.  The following material (from Listen to Me) will help you have a conversation


that will begin to tell you what is important to the person without asking questions


with built-in answers or questions which lead the person.  If the person does not use


words to talk, you still need to spend time with them so that you have some ideas


about how they would answer these questions.  After you have given each section


some thought, go to the communication chart.  Then continue your information


gathering with "learning from those who know the person."
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Great Things About You


What are some great things about you?  What do you like


about who you are?  What are some things you're good at? Proud


of?  What are things that people say when they compliment you?


What do people thank you for?  This is sometimes hard for people to answer, so you


might want to start by asking a friend or relative.  If these questions are hard to


answer, it's okay to skip them and go to the next page


What are some great
things about you?


Look at what is written above.  Consider what should be written in the plan under


Introduction: Great things about this person on page 81.  If you aren't sure, look at


a sample plan for the kind of things that other people have listed.







24


Families Planning Together:  Starting Work on an Essential Lifestyle Plan


To help you get started on your lists, ask yourself and people who know


you:  What things do you like to do? Where you live? Where you spend time


during the day?  For fun? Around town? On vacation? At home? At school?  At


work?  At day program?


What things do you
like to do?


Your List ofYour List ofYour List ofYour List ofYour List of
Favorite ThingsFavorite ThingsFavorite ThingsFavorite ThingsFavorite Things


Look at what is written here.  Things that are important to the person go on their plan


under – What is important to . . .  on page 83.
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Your List of ThingsYour List of ThingsYour List of ThingsYour List of ThingsYour List of Things
You Don't LikeYou Don't LikeYou Don't LikeYou Don't LikeYou Don't Like


What are things that bug you? Where you live? Where


you spend time during the day?  For fun? Around town? On


vacation? At home? At school? At work?  At day program?


What things do you
dislike?


Look at what is written here and think about how important it is to have these things


absent from the person's life.  If it is important that something listed be absent, put it


under What is important to . . .  on page 83.
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To do this, first take a look at your


People Map on page 16.


• Who is closest to you in your


“people map”?


• Who helps you have good days?


• Who do you enjoy spending time


with?


Take a look at who these people


are and write the “personality”


characteristics that they have in


common. The list of characteristics


goes in your plan under the heading


Characteristics of people who support
you best.


Look at the map again.


• Is there anyone that you dislike,


that you try to avoid?


• Is there anyone who can make


you have a bad day just by being


around you?


Take a look at who these people


are. Are there “personality”


characteristics that these people have


in common?  These are the


characteristics that need to be absent


when you are looking at who should


help you.  Write what you learned


under the heading in your plan called


Characteristics of people who support
you best (page 85 of Your First Plan).


Are there people who have


different jobs/roles (for example,


teachers, support coordinators) who


help you have fun?


What Kinds of People Support
You Best?
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Stage 2
Part Two


Gathering
Information:


Learning From
Those Who


Know the Person
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Stage 2
Part Two


Gathering
Information:


Learning From
Those Who


Know the Person
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Some Thoughts About Talking to
People Who Know and Care


Introduction
Before you begin to have conversations with people who know and care about your


son or daughter, you should have some ideas about what you need to learn.  For


example, you want to learn:


Who and what is important to your son or daughter -


in relationships with others and their interactions;


in things to do, things to have;


in rhythm or pace of life;


in positive rituals or routines.


Who to talk to first
Many of you do not have time to talk to everyone and no one talk to everyone at


once.  Look at your “people” or relationship map” and ask yourself -


“Who knows what is important to my family member?”


“Who else knows what is important for my family member?”


Among those people, who should you ask for information to get a good first plan?


A first plan just needs to have enough information to tell people the basics about


what they need to know and creates a framework for more learning.   Make a list of


those people in the 'map' on page 16 and then answer each of the following questions


for each person.


For each person:


• What are they likely to know? Do they spend enough time with the person to


know what a good day or a bad day is like?  Do they know about the entire day


or just part of the day?  Do they know about what holidays or birthdays are


like?  Are they people who have known him or her for a while but he or she


really don’t spend a lot of time with them?
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• What information gathering pages should you use with them?  Read through


all of the information pages before you decide which ones to use.  Ask


everyone to fill out the first 2, “individual interview form” and “unlimited


power questions” and then look at which ones would make the most sense to


get from which people:


• Individual interview form


• Unlimited power questions


• Some great things?


• What things do you know that I like?


• What things do you know that I dislike?


• A week day


• A week end


• Positive rituals?


• How I communicate?


• Think about how to get the information from the person.  What way would
be the most effective and time efficient?  Should you:


• Give the person blank sheets and ask the person to write down their


answers to the questions?


• Interview the person?


• If an interview –


• One at a time?


• Small group?


• On the phone?


• Information gathering party (where people would write answers on flip


chart paper on the wall, with conversation)?
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Listening to others
Each person you talk to will have important contributions to make and most will


become important participants in your son or daughter's plan, if you remember to:


Listen with respect to what each person has to say, and the concerns that they


have about your son or daughter’s future;


Keep them informed and solicit their participation throughout the planning


process; and,


Where there are disagreements or challenges, enlist their participation in


problem solving.


As you talk with people you need to help them articulate their concerns as specifically


as possible.  The more general the concern the more difficult it is to address.  For


example, if someone tells you that they think that your son or daughter is vulnerable


and they are worried about safety, try to find out as much as you can about what this


means.


Remember, this is a conversation and not an interview
While you should think about what you want to learn you must be prepared to learn


things that you did not anticipate.  If you just have an interview (by asking a set of


prepared questions) you will learn only what you expected to learn.  If you have a


conversation (and listen carefully) you will learn things that are important and that


no-one suggested in advance.  In each conversation you want to avoid:


Questions that are close ended.  Questions whose answer is yes or no (e.g. Does


my daughter seem easy to get along with?) and questions whose answer is one or


the other (e.g., Do you see my son living in a house or an apartment?).


Questions that have a built in answer (e.g. Would my son benefit from having


more opportunities to make friends?).  Keep in mind that some of the built in


answers are a bit more subtle, they come with a head nod, a change of inflection,


etc.


Questions where people who are eager to please simply look to you for the


answer.


A few questions like these are nearly unavoidable in the course of a conversation but


there are at least three ways to avoid having the whole conversation revolve around


these kinds of questions. These 3 ways of having conversations are: linear, branching,


and meandering.


Linear
A linear approach is the easiest way to have a conversation without asking
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leading questions.  For example, When my son is at school, what does


he like to do first?  And, next, what does he like to do?  Try to get the


person you are talking with to tell you stories that illustrate what


they mean about your son or daughter.


Branching
A branching approach starts in the same way, walking through time and


encouraging stories that illustrate the good day and the bad day.  However, in a


branching approach you look for opportunities for the person to tell related


stories about other parts of your son or daughter's life.  The result is a


conversation that branches from one point in time and then meanders a bit


until that line of conversation end.  At that point you go back to where you


were in time when the branch started. For example, if the branch started with


break time on the job and wandered off from there, at the end of that branch


you would ask “and what happens after break time?”


Meandering
A meandering conversation is the most natural and also the most difficult.  In a


meandering conversation, instead of walking through time with someone, you


start wherever your initial questions lead you and then shape the conversation


so that you hear stories about what is important to your son or daughter's life.


Having a meandering conversation requires that you keep the conversation


moving and cover all the areas in the time that you have.  You must have a


mental map of what you want to learn, while always listening for the


unexpected.


Who to listen to versus who to talk to
Take a look at the questions on the next pages7 .  They will give you an idea of who to


listen to (“talking to people who know and care an individual interview”) and what to


ask (unlimited power, best/worst days and positive rituals). The questions about how


long you have known the person and how much time is spent with the person tells you


if  the individual you are interviewing  has spent enough time to know the person.


The questions about “like, admire” and “fun” tell you if the individual you are


interviewing has a personal connection with the person.  If the individual you are


interviewing does not have a personal connection with the person then they do not


have the kind of information that you are looking for about what is important to the


person.  Those individuals who spend no real time with the person do not have the


kind of information that you are looking for.  However those who spent significant


time with the person in the past and had a person connection may have important


information to add.


7 Use common sense as you ask the questions.  Don’t ask questions when you already know


the answers.  Where people can’t “walk” through time, think of other ways to get the same


information.
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As you decide which individuals to, listen to you need to decide what to ask them.


• Those who spend some time with the person but not enough to be able to tell


you about best days or worst days (or at least parts of them) should be asked


the “unlimited power” questions.  Check to see if they know the answers to


one or more of the positive rituals questions.


• Those who spend consistent time with the person should be asked the


unlimited power questions and then “walk” through the time that they spend


with him or her using the best/worst day format. Check to see if they know the


answers to one or more of the positive rituals questions.


We have provided three copies of the conversation guides for you.  Please don't be


limited by these copies, feel free to make extra copies, use e-mail, or handwrite your


own if you need them.
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Talking to People Who Know and Care:
An Individual Interview


Name of the Person Interviewed:


What is the relationship to my son or daughter?


How long have you known my son or daughter?


How much time do you typically spend with my son or daughter?


What do you like the most about my son or daughter?


What do you admire the most about my son or daughter?


When was the last time you had fun together, what did you do?


Other Notes:


Look at what is written here.  Should some of this information be included under the


section called Introduction: Great things about this person? on page 81.  Does the


information give you ideas about what to include under What is Important to . . .? for


page 83.
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Unlimited Power Questions


If you were given unlimited power, authority and money and you were asked to


help my family member have a great day and/or a great week-


What would you do?


What would the day/week be like?


To help us learn what people shouldn't do and what should be absent from the


person's life, what would make my family member have a really awful day/


week?  What would happen?


What would the day /week be like?


Look at what is written here.  Is there information that should be included under the


section called Important to . . .?  or What Others Need to Know and Do to Support . . .?
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Two Minute Drill


Imagine that you are supporting my family member and you have an emergency


that means you suddenly have to leave.  The person who will “fill in” has


arrived and you have two minutes to give advice, suggestions, or tips about


supporting my family member.  What would you say?


Look at what is written here.  Is there information that should be included under the


section called Important to . . .?  or What Others Need to Know and Do to Support . . .?
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Talking to People Who Know and Care:
An Individual Interview


Name of the Person Interviewed:


What is the relationship to my son or daughter?


How long have you known my son or daughter?


How much time do you typically spend with my son or daughter?


What do you like the most about my son or daughter?


What do you admire the most about my son or daughter?


When was the last time you had fun together, what did you do?


Other Notes:


Look at what is written here.  Should some of this information be included under the


section called Introduction: Great things about this person? on page 83.  Does the


information give you ideas about what to include under What is Important to . . .? for


page 87.
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Unlimited Power Questions


If you were given unlimited power, authority and money and you were asked to


help my family member have a great day and/or a great week-


What would you do?


What would the day/week be like?


To help us learn what people shouldn't do and what should be absent from the


person's life, what would make my family member have a really awful day/


week?  What would happen?


What would the day /week be like?


Look at what is written here.  Is there information that should be included under the


section called Important to . . .?  or What Others Need to Know and Do to Support . . .?
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Two Minute Drill


Imagine that you are supporting my family member and you have an emergency


that means you suddenly have to leave.  The person who will “fill in” has


arrived and you have two minutes to give advice, suggestions, or tips about


supporting my family member.  What would you say?


Look at what is written here.  Is there information that should be included under the


section called Important to . . .?  or What Others Need to Know and Do to Support . . .?
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Talking to People Who Know and Care:
An Individual Interview


Name of the Person Interviewed:


What is the relationship to my son or daughter?


How long have you known my son or daughter?


How much time do you typically spend with my son or daughter?


What do you like the most about my son or daughter?


What do you admire the most about my son or daughter?


When was the last time you had fun together, what did you do?


Other Notes:


Look at what is written here.  Should some of this information be included under the


section called Introduction: Great things about this person? on page 83.  Does the


information give you ideas about what to include under What is Important to . . .? for


page 87.
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Unlimited Power Questions


If you were given unlimited power, authority and money and you were asked to


help my family member have a great day and/or a great week-


What would you do?


What would the day/week be like?


To help us learn what people shouldn't do and what should be absent from the


person's life, what would make my family member have a really awful day/


week?  What would happen?


What would the day /week be like?


Look at what is written here.  Is there information that should be included under the


section called Important to . . .?  or What Others Need to Know and Do to Support . . .?
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Two Minute Drill


Imagine that you are supporting my family member and you have an emergency


that means you suddenly have to leave.  The person who will “fill in” has


arrived and you have two minutes to give advice, suggestions, or tips about


supporting my family member.  What would you say?


Look at what is written here.  Is there information that should be included under the


section called Important to . . .?  or What Others Need to Know and Do to Support . . .?
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Gathering More Information
About Your


Son's or Daughter's Lifestyle
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Great Things About This Person


What are some great things about your son or daughter?  What do


people like about him or her?  What do other people like or


admire about your son or daughter?  What are some things he or


she is good at? proud of?  What are some nice things that people


say about this individual?  These are important things to think


about when you are figuring out the kinds of supports and services your son or


daughter might need.  Ask these questions of people that have demonstrated they


really care about your family member.


What are some great
things about this person?


Look at what is written above.  Consider what should be written in the plan under


Great Things About This Person on page 81.  If you aren't sure, look at a sample plan


for the kind of things that other people have listed.







Families Planning Together:  Starting Work on an Essential Lifestyle Plan


49


To help you get started, you might ask your son or daughter and the


people who know him or her best:


What things does he or she like to do? at home? at work? at program? at


college? for fun? around town? on vacation? What kind of music does he or


she like? What kind of movies?  What kind of food? How about hobbies?


What things do you know
that he or she likes to do?


Things You KnowThings You KnowThings You KnowThings You KnowThings You Know
That He or She Likes to DoThat He or She Likes to DoThat He or She Likes to DoThat He or She Likes to DoThat He or She Likes to Do


Look at what was written here.  Things that are important to the person go on


the plan under – What is important to  . . . (page 83).
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What are things that you know bug this


person? Where he or she lives? Where he or she


spends time during the day?  For fun? Around


town? On vacation? At home? At school?


What things do you know
that he or she dislikes?


Things You KnowThings You KnowThings You KnowThings You KnowThings You Know
That He or She Doesn't LikeThat He or She Doesn't LikeThat He or She Doesn't LikeThat He or She Doesn't LikeThat He or She Doesn't Like


Look at what was written here and think about how important it is to have these


things absent from this person's life.  If it is important that something you have listed


be absent, put that under What is important to . . .  (page 83).
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What does your son or daughter's Monday through Friday morning look like right now?


What does he or she do when first getting up? Eat for breakfast? Leave for work? Next,


what would be his or her best Monday through Friday morning? If it could be anything,


what would it be? Finally, what would be the worst Monday through Friday morning?


What kinds of things make him or her mad, sad, frustrated in the morning?  What


kinds of things bug him or her when first getting up?


What does the day look like, Monday through Friday, right now?  What happens when


first getting to work or program? What kinds of work or activities occur now? Next,


what would be the best Monday through Friday day? If anything, what would it be?


What kinds of activities make him or her happy?  With whom would he or she do these


things? Finally, what would be the worst Monday through Friday day? What kinds of


things make this individual mad, sad, or frustrated during the day?  What places (or


people) would he or she like to stay away from?


What does night time, Monday through Friday, look like right now?  What happens


when first getting home? What's for dinner?  What kinds of activities? Next, what


would be a best Monday through Friday night? If anything, what would it be? What


kinds of activities make this person happy? With whom would he or she do these


things? Finally, what would be the worst Monday through Friday night? What kinds of


things make him or her mad, sad, or frustrated during the evening?


Do not do all of a typical day, then a good day, then a bad day.  Take 'horizontal" slices


of time -  what is a typical, good, bad, morning like.


Your Notes:


The week day


What did you find out?
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What does Saturday and Sunday morning look like right now?  What


happens when he or she first gets up? What time is it? What does he or


she eat for breakfast? Next, what would be the best Saturday and


Sunday morning? If anything, what would it be? Finally, what would be the worst


Saturday and Sunday morning? What kinds of things make him or her mad, sad, or


frustrated in the morning?


What does Saturday and Sunday look like right now?  What kinds of activities occur


now? Next, what would be the best Saturday and Sunday? If anything, what would it


be? What kinds of activities make this individual happy?  With whom would he or she


do these things? Finally, what would be the worst Saturday and Sunday? What kinds of


things make this person mad, sad, or frustrated during the day?  What places (or


people) would he or she like to stay away from?


What does Saturday and Sunday night look like for him or her right now?  What's for


dinner?  What kinds of activities? Next, what would be the best Saturday and Sunday


night? If anything, what would it be? What kinds of activities make him or her happy?


With whom would he or she do these things? Finally, what would be the worst


Saturday and Sunday night? What kinds of things make this person mad, sad, or


frustrated during the evening?


Again, remember not to take a whole, typical Saturday or Sunday.  Take pieces of


time and ask for the typical, best and worst version of it.


Your Notes:


What did you find out?


The weekend
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Additional information (if needed):
positive rituals survey


Positive rituals ease us through our days and help us mark special occasions. For each


of the following questions, include as much detail as you can. Do not be trapped by


the space provided, use extra sheets of paper. Remember that the more physical


assistance someone needs and the less they are able to talk about their support


needs, the more detail is needed for the positive rituals and routines.  Positive rituals


that detail intimate personal care can be part of someone's "private" plan that you


only show certain people.


1. List some of your son and daughter's daily rituals.  Pay particular attention to the


beginning of the day and the end of the day rituals.  Each of us have specific


activities that we do every morning including whether we brush our teeth before


bathing, during our shower, before we leave the bathroom, or after breakfast,


that comprise our morning rituals.


List morning (getting up) rituals -


List nighttime (going to bed) rituals -
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2. List some of your son or daughter's rituals of transition -  What does he or she do


everyday when arriving at work, school or training? When arriving home from


work, school or training?  What helps him or her ease into the next activity?


List arriving at work, school or training rituals -


List arriving at home rituals -
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3.   List some of your son or daughter's  weekly rituals -


List Sunday rituals (if there are a couple of different ways, list them all)-


List any regular weekly rituals (friends that are always visited, TV shows always
watched) -
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4.  List some of your son or daughter's  rituals of celebration and comfort -


Indicate how he/she likes to celebrate when something good happens.-


Indicate how he/she comforts him or herself when something unpleasant happens.
How does he/she make him or herself feel better?
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5. List some holiday rituals -


What has to happen for the person to feel like his or her birthday is being
celebrated?


What foods have to be on the table at which holidays?
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What does he or she have to do during some holidays (e.g., go look at the


Christmas lights, lighting the menorah for Chanukah)?
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Listen to Me Communicate


This part of the manual is designed to support people who do not use words to talk, or


who have difficulty in communicating with words. This section is also useful for


people who do use words to talk but are difficult to understand and as a way of


recording how we communicate with people who have difficulty in understanding


what we say.


The heading what is happening describes the circumstances that seem to affect what


the person does. For example, it could be the place, the people around, or the


activity that affect someone’s behavior. The heading (person’s name) does describes


what the person does in terms that are clear to a reader who has not seen it and


would still recognize it. For people where it is something hard to describe (e.g., a


facial expression), a picture or even a video recording may be preferred. The heading


We think it means describes the meaning that people think is present. It is not


uncommon for there to be more than one meaning for a single behavior. Where this is


the case, all of the meanings should be listed. The heading And we should describes


what those who provide support are to do in response to what the person is saying


with their behavior. The responses under this heading give a careful reviewer a great


deal of insight into how the person is perceived and supported.


The following pages have some examples to help you get started.
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Stage 3


Developing a


First Plan
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Stage 3


Developing a


First Plan
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Using what you have learned to write a first draft


Keep in mind that you do not have to develop a  “perfect” plan.  You are just


developing a first plan. The first plan that you develop with your family member


should describe:


• What you have learned about -


• What is important to the person, and


• What others need to know or do to support the person


• It should be better than what you had before


• It should do no harm, in the sense of –


• It will help to maintain and enhance existing relationships,


• It respectfully addresses all important issues of health or safety; and


• It reflects a commitment  -


• To act on what has been learned and


• To continue to learn.


The purpose of a written plan is to record what we have learned and describe what


we are going to do with that learning. A first plan should be seen as a framework for


on-going learning.


Look at everything that you have learned as the source material you need to write up


the plan.  Pull out the folder with all of your gathered information.  Use the checklist


found in Appendix 2.  Begin with the questions about Stage 1 and Stage 2.  If you have


at least 4-6 boxes checked, you are ready to write you first draft.  Go through


everything that has been written.  Use a highlighter (or whatever works for you) and


highlight those things that will go in the various sections of the plan.
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Decide whether you are going to use the computer template for writing essential


lifestyle plans or the paper version in this workbook.  If you use the template you can


ignore the paper version.


Whether or not you are using the template or the paper version, work on one section


at a time.  Using the checklist found in Appendix 2 (Developing A First Plan), work


your way through all of the information gathered.


The sequence that we suggest for completing the information follows.  However, if


you think of something that goes in a section different from the one you are writing,


go ahead and write that down in the section where it goes in before you forget.  Also,


as you are writing you will think of other things you need to learn, people you need to


talk with, and things you want to figure out.  Use your "things to figure out" list as a


running list.  Finally remember that this is a first draft.  Don’t worry too much about


whether or not you have it in the correct section or if you have said it the right way.


Just get it written and then worry about how it looks in the next draft.
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Building the Introduction -
Great things about this person.


Look at the answers to the questions regarding:


• What do you Like the most and Admire the most (pages 37, 40 and 43) and


• Great things about the person (pages 23 and 48.)


Keep in mind, this section introduces your family member to new people in his or her


life.  It should list things we might like or admire about anyone of roughly the same


age.  It should not include words that we only say about people with disabilities.   It


should not include faint praise.  To test if information belongs here, ask yourself


“would I use these words to introduce a friend or a neighbor?”


Looking at the information you’ve gathered, record the answers here, using one or


two word phrases, or descriptive language.   If you have a lot of information, group it


into similar thoughts, separated by several spaces.


As you write other sections of the plan, keep looking for things to add here.
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Building the “What is Important to ...” Section


This section should include what your family member considers important in


• Relationships • Things to do


• Places to spend time • Rhythm or pace of life • Rituals or routines


When developing this section, keep in mind it is your family member's perspectives on


what is important TO him or her, not what others think SHOULD be important to him or


her.   There is a place for that information later in the plan.   Here, you want others


who provide support to gain an understanding of what really matters to your family


member.


Look at the person’s relationship map.   Ask yourself who is important to the person.


Where there are natural groups of people, list them.  (For example, Family, then list


their names, or Friends at School, then name them.)  You do not have to list everyone,


just those that you would want other people to know about.


Look at the answers to:


• Favorite things – pages 24 and 49
• What you don’t like – pages 25 and 50
• Good and bad Days – pages 26-27, 51-58


• Positive rituals – pages 59-64


Ask yourself, what do these sections tell you about what is important to your family


member.  Record it here.  Don’t forget to put what needs to be absent from the


person’s life (what they dislike) as well as recording what they like.  If there is a


natural group of information, such as “things to do with friends”  record it that way,


and separate the information from other information with a space or blank line.


Look at the answers to the Unlimited power questions on pages 38, 41 and 44.  Ask


what the answers tell you about what or who should be present or absent from the


person’s life.  What does this tell you about what is important to him or her?   Look for


agreement among the people that you interviewed.  Where there is agreement, you


can feel comfortable that the information is probably an accurate reflection of the


person’s life.


Finally, ask yourself if there are other people you need to talk with in order to


complete this.  What is the easiest and best way to get the information?   Write


yourself a note or record it on page 33.
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Building the "Characteristics of People who Support this
Person Best" Section


Look at the characteristics you recorded on page 28.  If the list is general characteris-


tics, record them here.


Consider if different roles in your family member's life require different characteris-


tics.  If so, be sure this is clear.  For example, someone may have these distinctions


Personal Care Assistant
• Gentle


• Kind


• Respects my privacy


Tutor
• Firm


• Sets clear limits with kindness


• Focused


• Consistent
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Building the “What Other People Need to Know or Do to
Support . . ." Section


Go back through what you have noted about what is important to the person, and ask


yourself “What does my family member need other people to know about this?  AND,


What does my family member need other people to DO to make sure this is present in


his or her life?”


Look again at the rituals and routines information on pages 24-26, 49-50 and 51-58


and the Positive Rituals – pages 59-64.  If the person requires a lot of assistance to


get things done and can’t tell people how they prefer it to happen, record those


details here.    If things like the order, or a particular brand really matter, record it


here.  This is also where you can record what the person dislikes, and how others can


help him or her to cope with situations where the least favorite thing must occur


anyway.  (For Katherine, she doesn’t like brushing her hair, but there are ways to help


her cope while it happens.)


This is where what is important FOR the person can be recorded.  As parents or family


members, this is where you get to  record the things you feel are important for your


son or daughter.


Sometimes what others need to KNOW is not enough.  Make sure you also ask, “What


do others need to DO” to make sure this happens?    For example, it is not enough to


know that Karrie gets upset if small children are running near her.  People must know


what they should DO to make sure she isn’t in this situation, or what to do if she


suddenly is near small running children.


While none of us live in an ideal world, most of us can successfully stay away from


things we greatly dislike.  People with disabilities often lack the control over their day


to day life to assure this for themselves.  Therefore, be sure to include what others


need to do to prevent unpleasant things from happening, or what they should to do to


make sure that those things your family member becomes greatly distressed over


happen as few times as possible (or not at all if possible).
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Building the “What Others Need to Know or Do to Help
this Person Stay Healthy and Safe" Section


Ask yourself if there are health and/or safety issues that you want to make sure other


people pay attention to.  If so, list them, being careful to respectfully describe what


people need to KNOW, and then specifically what they need to DO to keep your family


member healthy and safe.


Go back and look at the answers to the last question on pages 38, 42 and 45. (The


two minute question).  See if there are any issues of health or safety that someone


else has pointed out that you may have forgotten.


This section should include things that should not be overlooked such as:


o Allergies


o Conditions or illness for which your family member takes medications


regularly


o Concerns related to what or how the person eats or drinks


o Where, when or under what circumstances it is okay for the person to be


on his or her own (if at all)


o If there are specific directions to follow in an emergency, or someone to


contact in a crisis, list them


Any other issues of safety or health that you feel are important should be listed here.


Finally, ask yourself if there are other people you need to talk with in order to


complete this.  What is the easiest and best way to get the information?   Write


yourself a note or record it on page 33.
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Stage 4


Ongoing Learning
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Stage 4


Ongoing Learning
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On-going learning and using what has been learned


Continuing the learning and recording what you learn -


Who else needs to contribute? What is the best and easiest way to get their
contribution?


Some of the ways listed below may work.  Remember that you can use just one


of them or combine them  –


• Continue to interview people


• Send some of the information gathering pages from the manual


• Send parts of the draft plan for them to write on


• Have an information gathering party
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How are you going to record the on-going learning?


People change and our understanding of them deepens over time.  You need to


have easy ways to record this learning or it will be lost.  Think about who will be


doing the learning and what way(s) of recording it will be easiest for them.  To


figure out the best way to sustain the learning, ask the people who helped you


learn how to do this, one of the authors of this guide, or post it on the families list


serv.
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Using the plan (acting on what was learned)


The purpose of developing a plan is to help the person move toward the life that they


want while addressing any issues of health or safety.  For people who are not getting


paid services this process can be very informal.  For people who receive paid services


the process of planning and review often have federal and state requirements.  While


essential lifestyle plans can and are being written to meet these requirements, some


changes and additions are usually required.  Every agency also has its own planning


format and develops and updates the plans through a formal meeting process.


However, regardless of the process, any gathering of people who are looking at the


future should seek to answer the following questions.  Since the last time we got


together -


What have we learned?


What have we tried?


What else might we try?


What else do we need to learn?


What do we need to do next?


This is another area where you may need help - please ask us and we will do our best


to connect you with someone who can assist you.
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Listen, Learn, Plan


A Note


This guide was developed for use by facilitators for their work in
developing preliminary plans.  Those who wish to reproduce it for
other purposes should seek permission from Michael Smull or
Allen, Shea & Associates.


Michael Smull Allen, Shea & Associates
Support Development Associates 1780 Third Street
3245 Harness Creek Road Napa, CA 94559
Annapolis, Maryland 21403 (707) 258-1326
(410) 626-2707 FAX 258-8354
FAX 626-2708 e-mail <asa@napanet.net>
e-mail <mwsmull@compuserve.com>


M. Smull and Friends website <www.allenshea.com/friends.html>


Originally developed by Michael Smull and Bill Allen


References:


Developing First Plans
by Michael Smull and Bill Allen


Families Planning Together
by Michael Smull and Bill Allen


Listen to Me!
by USARC/PACE and Allen, Shea & Associates in collaboration with
Michael Smull, Steve Sweet, Claudia Bolton and Pam Lopez Greene


Your Personal Passport
by Allen, Shea & Associates


Getting to Know You
by Claudia Bolton and Bill Allen


Reviewing Essential Lifestyle plans: Criteria for Best Plans
by Michael W. Smull, Helen Sanderson, & Susan Burke Harrison
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Learning from the individual


The most important person to 'listen to' is the person with whom you are planning.
The following material (from Listen to Me which is available on the website) will help
you have a conversation that will begin to tell you what is important to someone.  If
the person does not use words to talk, you still need to spend time with him or her so
that you have some ideas about how they would answer these questions.  Some
people will want to fill this out on their own.  Others might need the help of family
and friends to complete it.


Name of the person with
whom you are planning: __________________________
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Learning who to talk to


The easiest way to learn who to talk to is to do a simple relationship map (this one was
developed by Louisa Hext and Leah Holden) with the person.


At the center write the person’s name. In the next circle write the names of those
people closest to the person. Remember that these may or may not include those who
spend the most time with the person, they are the people that the person feels closest
to (those whom the person loves, good friends). Put those people who the person
feels somewhat less close to in the next circle (friends, people the person cares about).
On the outside put those people who are acquaintances, or relatives that the person
does not feel close to.  Paid staff may be in any of these circles.  Ask how the person
feels about them.  Divide the names into 4 groups:


• Family - people who are related to the person


• Home and supports - paid or unpaid people, who are not family, who provide
support at home or in the community


• Friends - people that the person sees as friends (who are not listed under home
or in the community)


• Work/School - paid or unpaid people who provide support wherever the person
spends their days


Please note that although some people have more than one role (for example, they
are friends and are paid to provide support), but they should only be listed once. The
idea of the map is to have a quick way of looking at relationships and to help you with
who you should talk to (who should contribute to the plan).
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Home and Supports


Work


FriendsFamily
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What are some great things about you?  What do you like about you?  What are some
things you're good at? proud of?  What are some nice things that people say about
you?  What do people thank you for?


Note: This is sometimes hard for people to answer, so you might want to start by
asking a friend or relative. These are important things to think about when you are
figuring out the kinds of services and supports that someone needs and want.


What are some great
things about you?


Great Things About You
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Your List of Favorite Things . . . Things You Don't Like or


Don't Like to Do . . .


To help get started, ask:


What things do you like to do? at home? at work? at program? at college?
for fun? around town? on vacation? What kind of music do you like?
What kind of movies do you like?  What kind of food do you like? Do
you have any hobbies?  Do you collect things? What are the things you
don't like or don't like to do?  Did you do something before that you
liked to do (like a class or a job)?


What things do you
like to do?
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First, what does your Monday through Friday morning look like
right now?  What do you do when you first get up? What do you
eat for breakfast? When do you leave for work? Next, what
would be your best Monday through Friday morning? If you
could be doing anything, what would it be? Finally, what would be your worst
Monday through Friday morning? What kinds of things make you mad, sad, frustrated
in the morning? What kinds of things bug when you first get up?


What does your Monday through Friday day look like right now?  What do you do
when you first get to work or program? What kinds of work or activities do you do
now? Next, what would be your best Monday through Friday day? If you could be
doing anything, what would it be? What kinds of activities make you happy?  Who
would you do it with? Finally, what would be your worst Monday through Friday day?
What kinds of things make you mad, sad, frustrated during the day?  What places (or
people) would you like to stay away from?


Finally, what does your Monday through Friday night look like right now?  What do
you do when you first get home? What do you have for dinner?  What kinds of
activities do you do now? Next, what would be your best Monday through Friday
night? If you could be doing anything, what would it be? What kinds of activities make
you happy?  Who would you do it with? Finally, what would be your worst Monday
through Friday night? What kinds of things make you mad, sad, frustrated during the
evening?


The week day
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Listen, Learn, Plan


First, what does your Saturday and Sunday morning look like right now?  Is there
anything different about the weekend during the morning, in the afternoon, evening?


Next, what would be your best Saturday and Sunday? If you could be doing anything,
what would it be?


Finally, what would be your worst Saturday and Sunday?


What is different about the
weekend?
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Listen, Learn, Plan


Additional Information (if needed):


Positive Rituals Survey


Positive rituals ease us through our days and help us mark special occasions. For
each of the following questions, include as much detail as you can. Do not be
trapped by the space provided, use extra sheets of paper. Remember that the
more physical assistance someone needs and the less they are able to talk about
their support needs, the more detail is needed for the positive rituals and
routines.  Positive rituals that detail intimate personal care can be part of
someone's "private" plan that you only show certain people.


1. List some of the individual's daily rituals.  Pay particular attention to the
beginning of the day and the end of the day rituals.  Each of us have specific
activities that we do every morning including whether we brush our teeth
before bathing, during our shower, before we leave the bathroom, or after
breakfast, that comprise our morning rituals.


List morning (getting up) rituals -


List nighttime (going to bed) rituals -
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2. List some of your the individual's rituals of transition -  What does he or she
do everyday when arriving at work, school or training? When arriving home
from work, school or training?


List arriving at work, school or training rituals -


List arriving at home rituals -


3.   List some of the individual's weekly rituals -


List Sunday rituals (if there are a couple of different ways, list them all)-


List any regular weekly rituals (friends that always visited, TV shows
always watched) -
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4.  List some of the individual's rituals of celebration and comfort -


Indicate how he/she likes to celebrate when something good happens.-


Indicate how he/she comforts him or herself when something
unpleasant happens, how does he/she make him or herself feel better?


5. List some holiday rituals -


What has to happen in order for it to be his or her birthday?


What foods have to be on the table at which holidays?


What does he or she have to do during some holidays (e.g., go look at
the Christmas lights)?
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Listen to Me Communicate


This part of the workbook is to help people understand how you communicate with
and without words. Are there special words or ways you act to let others know
something.  For example, if you laugh when you meet someone new, it may mean
you are nervous or are just happy to meet the person.


The space titled what is happening tells people about the place, the people around,
or the activity.. The space titled  I do this describes what you do. The space titled It
means tells people what you mean by the words or actions.  The space titled You
should what to do to support you.


The following page has a sample to help you get started.
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Hopes and Dreams for the Future


What are your hopes and dreams?  What would be your best future? For example:


Where would you live? with whom?


What do you do during the day?


What would you do for fun?


Remember, there are no right or wrong answers!  Just take a few minutes and think
about what could be and don't worry about things that might get in the way.
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Hopes and Dreams for the Future are . . .
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Listen, Learn, Plan
A Guide for


Developing Preliminary


Essential Lifestyle Plans


Conversation with the Person


with Whom You are Planning


© Smull & ASA, 2001








 
Indicators of Adult Abuse, Neglect or Exploitation  


At a Glance 
ABUSE  


• Multiple/severe bruises, welts  
• Bilateral bruises on upper  
  arms  
• Clustered bruises on trunk  
• Bruises which resemble an 
  object  
• Old and new bruises  
• Signs of bone fractures  
• Broken bones, open wounds,  
  skull fracture  
• Striking, shoving, beating,  
  kicking, scratching  


• Internal injuries  
• Sprains, dislocation, lacerations,  
  cuts, punctures  
• Black eyes  
• Bed sores  
• Untreated injuries  
• Broken glasses/frames  
• Untreated medical condition  
• Burns, scalding  
• Restrained, tied to bed, tied to  
  chair, locked in, isolated  
• Overmedicated  


• Verbal assaults, threats,  
  intimidation  
• Prolonged interval between  
  injury and treatment  
• Fear of caregiver  
• Individual is prohibited from  
  being alone with visitors  
• Individual has recent or sudden  
  changes in behavior  
• Unexplained fear  
• Unwarranted suspicion  


SEXUAL ABUSE  
• Genital or urinary irritation, 
  injury, infection or scarring  
• Presence of a sexually  
  transmitted disease  
• Frequent, unexplained  
  physical illness  


• Intense fear reaction to an  
  individual or to people in general  
• Mistrust of others  
• Nightmares, night terrors, sleep  
  disturbance  
• Direct or coded disclosure of  
  sexual abuse  


• Disturbed peer interactions  
• Depression or blunted affect  
• Poor self-esteem  
• Self-destructive activity or  
  suicidal ideation  


NEGLECT  
• Untreated medical condition  
• Untreated mental health  
  problem(s)  
• Bedsores  
• Medication not taken as  
  prescribed  
• Malnourished  
• Dehydrated  
• Dirt, fleas, lice on person  


• Fecal/urine smell  
• Animal infested living quarters  
• Insect infested living quarters  
• Non-functioning toilet  
• No heat, running water, electricity  
• Homelessness  
• Lacks needed supervision  
• Lack of food or inadequate food  
• Uneaten food over period of time  


• Accumulated newspaper/debris  
• Unpaid bills  
• Inappropriate or inadequate  
  clothing  
• Needs but does not have  
  glasses, hearing aid, dentures,  
  prosthetic device  
• Hazardous living conditions  
• Soiled bedding/furniture  
• House too hot or cold  


FINANCIAL EXPLOITATION  
• Unexplained disappearance of 
  funds, valuables, or personal  
  belongings  
• Adult child is financially  
  dependent upon the older  
  person or the older person is  
  dependent on caregiver  
• Misuse of money or property  
  by another person  
• Transfer of property or  
  savings  


• Excessive payment for care  
  and/or services  
• Individual unaware of the amount  
  of his or her income  
• Depleted bank account  
• Sudden appearance of previously  
  uninvolved relatives/friends  
• Change in payee, power of  
  attorney or will  
• Caregiver is overly frugal  
• Unexplained cash flow  


• Unusual household composition  
• Chronic failure to pay bills  
• Individual is kept isolated  
• Signatures on check that do not  
  resemble the individual’s  
  signature  
• Individual doesn’t know what  
  happened to money  
• Checks no longer come to house  
• Individual reports signing papers  
  and doesn’t know what was  
  signed  


 


 








ADL Activities of daily living


APS Adult Protective Services


AAIDD American Association of Intellectual and Developmental Disabilties


ADA Americans with Disabilities Act


ARA Annual Risk Assessment


APSE Association of People Supporting Employment First


ARA Authorized Representative


ASD Autism spectrum disorder


BHA Behavioral Health Authority


CM Case Manager/Case Management


CDC Centers for Disease Control


CMS Centers for Medicare and Medicaid


CVTC Central Virginia Training Center


CP Cerebral palsy


CPS Child Protective Services


CRIPA Civil Rights of Institutionalized Persons Act


CCC+ Commonwealth Coordinated Care Plus


COVLC Commonwealth of Virginia Learning Center


CCS Community Consumer Submission


CIM Community Integration Manager


CRC Community Resource Consultants


CSB Community Service Board


CD services Consumer directed services


CAP Corrective Action Plan


CNS Critical Needs Summary


DARS Department of Aging and Rehabilitative Services


DOH Department of Health


DOJ Department of Justice


DMAS Department of Medical Assistance Services


DD Developmental Disability


DSM-5 Diagnostic and Statistical Manual


DSP Direct Support Professional


EI Early Intervention


ECM Enhanced Case Management


FFS Fee for service


FASD Fetal alcohol spectrum disorder


HCSB Home and Community Based Servies


IS Intellectual Disability


ICF-ID/DD Intermediate Care Facility for people with an intellectual/developmental disability


LG Legal Guardian


LHRC Local Human Rights Committee


LTC Long Term Care


LIHTC Low Income Housing Tax Credit


MCO Managed Care Organization


Glossary of Acronyms - At a Glance







MH Mental health


NCI National Core Indicators


NIH National Institutes of Health


OHR Office of Human Rights


OIH Office of Integrated Health


OL Office of Licensing


OBRA Omnibus Budget Reconciliation Act


OSVT On-site Visit Tool


PC ISP Person Centered Individual Support Plan


PCP Person Centered Practices


PCR Person Centered Review


PERS Personal emergency response system


PFS Plan for support


PMM Post Move Monitoring 


POW Power of Attorney


QMR Quality Management Review


REACH Regional Education Assessment Crisis Services Habilitation


RSS Regional Support Specialists


RST Regional Support Team


RAT Risk Awareness Tool


SAC Service Authorization Consultant


SCD Social communication disorder


SSA Social Security Administration


SSDI Social Security Disability Insurance


SUD Substance use disorder


SSI Supplemental Security Income


SCD Support Coordinator/Support Coordiantion


SIS Supports Intensity Scale


TEDS Treatment Episode Data Set


UTI Urinary Tract Infections


VIDES Virginia Individual Developmental Disability Eligibility Survey


VIC Virginia Informed Choice


WaMS Waiver Management System


WSAC Waiver Slot Assignment Committee


WIPA Work Incentive Planning and Assistance








Diagnostic Eligibility Review 
 
Name: Click here to enter text.     DOB: Click here to enter a date.                                        
 
Date of Review: Click here to enter a date.  
 
Documentation     HAS     HAS NOT been provided for each required item in criteria below.   
 
 
“Developmental disability” means a severe, chronic disability of an individual that: 


 
a)   Is attributable to a mental or physical impairment, or a combination of  


mental and physical impairments, other than a sole diagnosis of mental illness; 
List diagnosis(es), date of diagnosis(es) and credentialed professional (including, but not 
limited to a medical doctor, OT/PT, psychologist) 
Click here to enter text. 
AND 


 
b)   Is manifested before the individual reaches 22 years of age;   


Evidenced by: Click here to enter text. 
AND 
 


c)   Is likely to continue indefinitely; 
AND 
  


d)   Results in substantial functional limitations in three or more of the following areas of major 
life activity (These could be substantiated by school testing, Part C assessments, psychological, 
OT/PT/SLP assessments, Vineland or other adaptive assessment , SSA determination, as well as 
others and should include the credentialed professional’s name and date. This is not an inclusive 
list.) 
 


  Self-care, substantiated by: Click here to enter text.     
  Receptive and expressive language, substantiated by: Click here to enter text. 
  Learning, substantiated by: Click here to enter text. 
  Mobility, substantiated by: Click here to enter text. 
  Self-direction, substantiated by: Click here to enter text. 
  Capacity for independent living, substantiated by: Click here to enter text. 
  Economic self-sufficiency, substantiated by: Click here to enter text. 


AND 
 


e)   reflects the individual’s need for a combination and sequence of special interdisciplinary or 
generic services, individualized supports, or other forms of assistance that are of lifelong or 
extended duration and are individually planned and coordinated; 
Substantiated by: Click here to enter text.  
 
  


If appropriate: 







Diagnostic Eligibility Review 


4/19/16  2 
 


 
 An individual from birth to age 9, inclusive, who has a substantial developmental delay or a 


specific or congenital acquired condition may be considered to have a developmental disability 
without meeting three or more of the criteria described in numbers 1 through 5 if the individual 
without services and supports, has a high probability of meeting those criteria later in life. (See 
examples for documentation to substantiate this diagnosis above.) 
Substantiated by: Click here to enter text. 


 


 
Print QDDP Name: Click here to enter text.  Date of Review: Click here to enter a date.  


 
QDDP Signature ______________________________    


 








 


										Building	Independence	Waiver	Services	
	


	
	
	
	
	
	
	
	


Employment	&	Day	
Services	


Individual	Supported	Employment	
Group	Supported	Employment	
Community	Engagement	
Community	Coaching	
Group	Day	Services	


Crisis	&	Medical	Support	Options	
Community-Based	Crisis	Supports	
Center-based	Crisis	Supports	
Crisis	Support	Services	
Personal	Emergency	Response	System	(PERS)	


	
Residential	Options	
Independent	Living	
Supports	
Shared	Living	


	
	
	


Additional	Options	
Assistive	Technology	Benefits	
Planning	Services	Community	
Guide	
Electronic	Home-Based	Services	 	
Environmental	Modifications	 	
Community	and	Employment	Transportation	
	Transition	Services	
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Purpose and Scope of CCS 3 


Purpose 


The Department of Behavioral Health and Developmental Services (Department) developed these CCS 
3 Extract Specifications in collaboration with the Data Management Committee (DMC) of the Virginia 
Association of Community Services Boards (VACSB).  The Department, in partnership with community 
services boards and the behavioral health authority (CSBs), uses the Community Consumer Submission 
(CCS) to comply with federal and state reporting requirements, including those in the federal substance 
abuse Treatment Episode Data Set (TEDS) and federal mental health (MH) and substance abuse block 
grants (MHBG/SABG); to submit data to state funding sources, including the General Assembly and 
Department of Planning and Budget; and to produce data about the performance of the public mental 
health, developmental, and substance use disorder (SUD) services system. State and federal 
policymakers and decision-makers and many others use this CCS data. The CCS provides data for 
comparisons of and trends in the numbers and characteristics of individuals receiving direct and 
contracted mental health, developmental, and substance use disorder services from CSBs. Version 7.6.2 
incorporates all revisions made to the Specifications since Version 7, issued in 2009. 


This document provides CCS 3 extract specifications to CSB information technology (IT) staff and 
vendors for reporting data about individuals and services through the Department’s CCS process. The 
principal audiences for this document are Department and CSB staff and CSB IT vendors involved with 
collecting, reporting, and using data about individuals receiving services and the direct or contracted 
services they receive from CSBs.  CSB staff and IT vendors responsible for implementing CCS 3 
should review and must adhere to these Extract Specifications and the current CCS 3 Business Rules, 
incorporated by reference into these Specifications and distributed with the current CCS 3 application 
release. These rules establish acceptable parameters and validation criteria for CCS 3 data elements and 
describe error-checking routines and operations. CSB IT staff and vendors also should review and must 
adhere to applicable parts of the current core services taxonomy, such as service and service unit 
definitions. The extract specifications are incorporated into and made a part of the current community 
services performance contract by reference. 


Core Services Taxonomy 7.2 and the FY 2010 Community Services Performance Contract eliminated 
requirements for reporting data in Community Automated Reporting System (CARS) reports about the 
numbers of individuals who received services and units of service they received because this data is 
now reported through the CCS. Eliminating redundant reporting requirements reduced data errors and 
improved the completeness and accuracy of CCS data. 


 
Scope 


Through CCS 3 Version 7.6.2, the Department collects 87 required data elements from CSBs about 
services and individuals in a secure single submission to the Department. CCS software does not 
require any additional data entry. Instead, CSBs extract data from their local information systems or 
electronic health records (EHRs) by exporting the data into the CCS application for the creation and 
transmission of required files. 
The CCS is a compilation of demographic, clinical, and descriptive data about individuals with mental 
illnesses, substance use disorders, developmental disabilities, or co-occurring disorders and data about 
the mental health, developmental, substance use disorder, emergency, and ancillary services they 







 Community Consumer Submission 3 Extract Specifications: Version 7.6.3 
 


               Version 7.6 – DMC Accepted 12/20/2019                  5 Effective 10/1/2020  
 


receive. In this document, mental illnesses, substance use disorders, and developmental disabilities 
refer to conditions that individuals experience, while mental health, substance use disorder, and 
developmental refer respectively to the services that address those conditions. For the CCS to produce 
valid data, all CSBs must submit complete and accurate data using the same formats and definitions. 
This document provides definitions of the information needed to produce the standard data files and the 
extract specifications that are required for CSBs to report individual level data through the CCS. This 
document also describes the process of submitting CCS files to the Department. 


 


Definitions and Guidance for CCS Reporting 


 
The core services taxonomy is used, per State Board Policy 1021 (SYS) 87-9, to classify, describe, and 
measure services delivered by all CSBs directly or through contracts with other providers. The 
taxonomy defines many of the terms used in these Specifications, definitions in the current taxonomy, 
available at http://www.dbhds.virginia.gov under Office of Management Services 


 


Individual Receiving Services 


Section 37.2-100 of the Code of Virginia defines an individual receiving service(s) or individual as a 
current direct recipient of public or private mental health, developmental, or substance use disorder 
treatment, rehabilitation, or habilitation services. This definition includes the terms “consumer,” 
“patient,” “resident,” “recipient,” or “client” used in previous statutes, regulations, policies, and other 
documents. This version of the CCS 3 Extract Specifications uses individual or individual receiving 
services, unless the context requires the use of consumer (e.g., the Community Consumer Submission). 
CCS 3 does not collect or report information about individuals receiving substance use disorder 
prevention or Part C infant and toddler early intervention services; other reporting mechanisms collect 
this information. 


Information about all individuals receiving any direct or contracted CSB services defined in the core 
services taxonomy, except for substance use disorder prevention services, Mental Health First Aid and 
suicide prevention services, or infant and toddler early intervention (Part C) services, must be reported 
in the CCS. Since the CARS no longer reports data about individuals receiving services, there will be 
no other source for this data except the CCS. CSB information system or EHR extracts that generate 
data for the Department’s CCS 3 extract must include information in Consumer.txt files only about 
individuals who have an open record or have been admitted to a program area and have received a valid 
service or have been discharged from a program area with or without receiving a service during the 
fiscal year (active individuals). CSBs must not include other individuals in Consumer.txt files. 


 
Z-Consumer: 


 
An individual receiving service(s) is identified in the CCS by a hashed social security number (SSN) 
and a consumer identification number (ConsumerId). However, when a specific individual is not 
identified as receiving a service, a z-consumer code is used in the Service.txt file. The letter z (lower or 
upper case) in the first position of the ConsumerId field (data element 7) identifies this z-consumer 
code. Any value in that field that begins with the letter Z will be considered an unidentified individual, 
regardless of the characters that follow it. CSBs must not use a z-consumer code to report services 
received by groups of individuals; a separate Service.txt record must be submitted for each individual 
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receiving the service. The core services taxonomy contains more detailed information about service 
hours reported for z-consumers. 


 


Program Area 


The core services taxonomy defines program area as the general classification of service activities for 
one of the following defined conditions: mental illnesses, developmental disabilities, or substance use 
disorders. The three program areas in the public services system are mental health, developmental, and 
substance use disorder services, ProgramAreaId codes 100, 200, and 300.  CCS 3 also includes the 400 
code as a pseudo ProgramAreaId to identify emergency or ancillary services (services outside of a 
program area).  CSBs must use code 400 only in the Service.txt file, not in the TypeOfCare.txt file.  
CSBs must not admit or discharge individuals to or from the 400 code. 


 


Service Codes and Units 


The core services taxonomy defines services. CCS 3 identifies a service by a program area or pseudo 
program area code and a core services category or subcategory code (service code) with a corresponding 
unit of measure. This includes all services received by individuals from the CSB directly and from CSB 
contractors. All contracted services included in performance contracts and CARS reports must be 
included in CCS 3 service files. CCS 3 reports actual service delivery; it does not collect, or report 
estimated units of services.  The taxonomy identifies these service codes and defines their 
corresponding units; refer to it for complete definitions of service units. The units (data element 10) 
field captures and reports the number of units of services received by individuals. CCS 3 reports the 
following types of service units in this field: service hours, bed days, day support service hours, and 
days of service. Appendix F lists valid program area and service codes. 


 
Consumer-Run Services 


Consumer-Run Services (730) are not traditional clinical or treatment services, and the nature and 
context of these programs emphasize individual empowerment and provide support in an informal 
setting. See the definition for these services in the current taxonomy. No Service.txt records are 
submitted for this service, and no Consumer.txt records are submitted for individuals who receive only 
consumer-run services. CSBs providing this service gather and report information about it and the 
individuals receiving it separately in the CARS management report, rather than in CCS. 


 
Service Hours 


A service hour is a continuous period measured in fractions or multiples of an hour during which an 
individual or a family member, authorized representative, care giver, health care provider, or significant 
other through in-person or electronic (audio and video or telephonic) contact on behalf of the individual 
receiving services or a group of individuals participates in or benefits from the receipt of services. This 
also includes significant electronic contact with individuals receiving services and activities that are 
reimbursable by third party payers. Service hours measure the amounts of services received by or on 
behalf of individuals or groups of individuals. Service hours are reported in the CCS Service file only 
for the following core services: 


● Emergency services, ● Medication assisted treatment, 
● Motivational treatment services, ● Assertive community treatment, 
● Consumer monitoring services, ● Case management services, 
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● Assessment and evaluation services, ● Individual supported employment, 
● Early intervention services, ● Supportive residential services, and 
● Outpatient services, ● Mental health or developmental prevention 
● Medical services, services. 
● Peer Support Services 
● Family Support Services 
● Crisis Intervention Services 
●  Crisis Stabilization Services  
● Intensive outpatient services 


 
CSBs must not report service hours in the CCS for any other services. CSBs report substance use 
disorder prevention services and Mental Health First Aid and suicide prevention service hours through 
the Department’s contracted prevention services data system and must not include them in the CCS. 
CSBs collect service hours for services listed above that are not received by or associated directly with 
individuals or groups of individuals using the z-consumer ConsumerId code and report them as NC 
services. For NC services, if the ConsumerId in the Service file does not start with a z or the service is 
not listed above, an error will occur. Refer to Appendix F for more information. 
 
Service Dates 


CCS 3 requires that specific dates be identified for a time period during which services are received by 
an individual. Because CCS 3 reports services with specific dates, they are not aggregated. Two date 
fields are available. The first date is the date that the service started (service from date); the second is 
the date that the service ended (service through date). If a service starts and ends on the same date, then 
the values of both fields would be the same. Allowing for a separate through date enables reporting 
services that might be reported more efficiently over a longer period than a single day. The through 
date is not used to calculate units of service; units of service should be those that are actually received, 
or those service hours provided for z-consumers, during the time period. CCS 3 does not do any 
calculations involving from and through dates to calculate the units of service. Tables 1 and 2 show the 
use of the two fields varies by service code. 


 
Date Provided 
The service codes in this reporting category in Tables 1 and 2 are reported for the specific date using the 
ServiceFromDate field. The value of the ServiceFromDate must also be copied into the 
ServiceThroughDate field in the extract so that the two fields show that the service starts and ends on 
the same date. For example, if an individual received three hours of outpatient services on March 1, 
2019, the CSB would report a single service record for three hours of outpatient services with a 
ServiceFromDate of 03012019 and a ServiceThroughDate of 03012019. 


Data element 106 (eff. 7/1/18), Service Modality, requires each service hour unit of service (core 
service codes 100, 310, 312, 313, 318, 320, 335, 350, 390, 460, 581, 610, 620, and 720) be identified as 
face-to-face or non-face-to-face. Thus, for services in Tables 1 and 2 where service units are reported 
“On that date,” CSBs can aggregate multiple service units of the same type of face-to-face service 
provided on the same day into a single face-to-face service record, but they must send a separate face- 
to-face service record for each day on which these services are provided. Similarly, CSBs can 
aggregate multiple service units of the same type of non-face-to-face service provided on the same day 
into a single non-face-to-face service record, but they must send a separate non-face-to-face service 
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record for each day on which these services are provided. Alternatively, CSBs can send a separate 
service record for each face-to-face or non-face-to-face service unit provided on the same day. CSBs 
cannot submit service hour service records that aggregate service units for multiple days in a 
month. 


 
With the addition of this new Service Modality data element, (Version 7.4) eliminates all of the face-to- 
face and non-face-to-face codes in data element 64, Service Subtype, for developmental case 
management services. Now, data element 64 includes only quarterly case management ISP reviews and 
annual case management ISP meetings as service subtypes for developmental case management services. 
CSBs must use Not Applicable (code 96) for any developmental case management services that do not 
involve quarterly case management ISP reviews or annual case management ISP meetings. Refer to data 
element 64 for additional information. 


 
From/Through Date 
 


The service records in this reporting category in Tables 1 and 2 will have separate values in each date 
field. The ServiceFromDate field identifies the day the provision or receipt of service begins, and the 
ServiceThroughDate field identifies the day the provision or receipt of service ends. These fields are 
inclusive; they include services provided on those days. A day represents a normal 24-hour time period 
from 12:00 a.m. to 12:00 a.m. (midnight to midnight). CCS 3 Business Rules about service dates 
include the following requirements. 


● For services provided during an admission to a program area, the ServiceFromDate must be a date 
equal to or greater than the TypeOfCareFromDate, and the ServiceThroughDate must be a date equal 
to or less than the TypeOfCareThroughDate. If the TypeOfCareThroughDate is blank, the 
ServiceThroughDate must be a date less than or equal to the end of the current reporting month. In 
other words, the dates of the service must fall within the dates of the corresponding type of care for 
the program area. 


● The ServiceThroughDate must be a date greater than or equal to the ServiceFromDate, unless it is 
blank. The ServiceThroughDate can be blank only if the CSB is technically unable to provide the 
ServiceThroughDate. 


● Service records cannot span multiple months. If a service extends over multiple months, then a CSB 
must create a separate service record at the start of each month that the service is provided. The 
ServiceThroughDate cannot be greater than the last day of the reporting month. 


 
For example, if a CSB began serving an individual in a group home on December 15, 2018, and the 
individual was still receiving services at the end of the month, the extract for December would have a 
service record that showed 17 bed days of intensive residential services (service code 521) for the 15 th 


through 31st. The ServiceFromDate would be 12152018; the ServiceThroughDate would be 12312018. 
If the individual was still receiving services in January, but left the group home on January 14, 2019, 
there would be a service record in January with a ServiceFromDate of 01012019, a ServiceThroughDate 
of 01142019, and service units of 14 bed days (the 1st through14th). If this same individual ended his or 
her intensive residential services on December 22, 2018, then there would be one service record 
extracted for December showing a ServiceFromDate of 12152018, a ServiceThroughDate of 12222018, 
and service units of eight bed days (the 15th through 22nd). 
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Service Date Reporting Categories 


The service codes and their corresponding reporting categories are broken out in the following tables in 
the order in which they are listed in the current core services taxonomy. 


 


Service 
Code 


Table 1: Emergency and Ancillary Services Reporting 
Core Service Name Reported Units Provided Category 


100 Emergency Services On that date Date provided 


    
Ancillary Services 


318 Motivational Treatment Services On that date Date provided 
390 Consumer Monitoring Services On that date Date provided 
620 Early Intervention Services On that date Date provided 
720 Assessment and Evaluation Services On that date Date provided 
730 Consumer Run services On that date Date provided 


Service 
Code 


Table 2: Services Available at Admission to a Program Area Reporting 
Category Core Service Name Reported Units Provided 


250 
Acute Psychiatric or Substance Use 
Disorder (SUD) Inpatient Services 


Over that period of time From/through date 


260 
Community-Based SUD Medical 
Detoxification Inpatient Services 


Over that period of time From/through date 


310 Outpatient Services On that date Date provided 
312 Medical Services On that date Date provided 
313 Intensive Outpatient Services On that date Date provided 
320 Case Management Services On that date Date provided 
335 Medication Assisted Treatment On that date Date provided 
350 Assertive Community Treatment On that date Date provided 
410 Day Treatment or Partial Hospitalization Over that period of time From/through date 
420 Ambulatory Crisis Stabilization Services 


(retired FY 2021) 
Over that period of time From/through date 


425 Rehabilitation or Habilitation Over that period of time From/through date 
430 Sheltered Employment Over that period of time From/through date 
460 Individual Supported Employment On that date Date provided 
465 Group supported employment Over that period of time From/through date 


    
501 Highly Intensive Residential Services Over that period of time From/through date 
510 Residential Crisis Stabilization Services Over that period of time From/through date 
521 Intensive Residential Services Over that period of time From/through date 
551 Supervised Residential Services Over that period of time From/through date 
581 Supportive Residential Services On that date Date provided 
610 MH or Developmental Prevention Services On that date Date provided 
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Type of Care and Episode of Care 


Episode of Care Description 


The core services taxonomy defines an episode of care as all of the services provided to an individual to 
address an identified condition or support need over a continuous period of time between an admission 
and a discharge. An episode of care begins with an admission to a program area, and it ends with the 
discharge from that program area. An episode of care may consist of a single face-to-face encounter or 
multiple services provided through one or more programs. CSBs must not admit an individual to 
emergency or ancillary services; those services are outside of an episode of care. If an individual has 
received his or her last service but has not yet been discharged from a program area, and he or she 
returns for services in that program area within 90 days, the individual is not readmitted, since he or she 
has not been discharged; the individual is merely accepted into that program area for the needed 
services. 


Type of Care Description 


In CCS 3, type of care is used to represent a time period between a beginning and an ending point in 
time or a from date and a through date. A type of care in CCS 3 includes an episode of care, which is 
just one example of a type of care. A type of care is any time period with the following characteristics. 


● It is bounded by a starting point and an ending point, both of which are specific dates. 


● It represents a point in time at which to view the status of the individual receiving services. 


● It is a marker after which the data input requirements in the CCS change. These markers determine 
what specific pieces of data are to be reported, as documented in Appendix D, to identify “When is 
Data Collected”? 


The TypeOfCare file in CCS 3 represents a type of care. The TypeOfCare file includes records that 
represent: 


● an episode of care (i.e., an admission to and discharge from a program area), 


● a consumer designation code indicating that an individual is participating in a special project, 
program, or initiative indicated by a 900 code, or 


● any other type of care that meets any of the three characteristics above. 


 
Episode of Care and Program Area 
 


In CCS 3, an episode of care in any of the three program areas represents an admission to and discharge 
from that program area. In CCS 3, there are no admissions to or discharges from a CSB or a particular 
service, only to or from a program area. Individuals can have an unlimited number of episodes of care, 
although at any given point in time they must be in only one episode of care for any one program area at 
any given CSB. A current episode of care is one in which the through date is null. A previous episode 
of care is one in which the through date is less than or equal to the current date or last day of the extract 
month. For example, if an individual is receiving treatment for co-occurring mental illnesses and 
substance use disorders, he or she will have one mental health episode of care and one substance use 
disorder episode of care and may have any number of previous episodes of care. 


 
Episodes of care in different program areas can overlap; there is no requirement that an episode of care 
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end in one program area before another episode of care begins in a different program area. However, 
episodes of care cannot overlap in the same program area; CSBs must not submit TypeOfCare records 
for more than one episode of care in the same program area at the same time. Admission to a program 
area admits an individual to any of the services in that program area; there is no separate admission to a 
service or individual program within that program area. 


 
Type of Care and Consumer Designation Codes (CDCs) 
 


The core services taxonomy establishes consumer designation codes to identify individuals who receive 
services in specific initiatives or projects. These codes are not service codes per se, like 310 is the core 
services code for outpatient services; instead, they reflect a particular status of those individuals. The 
core services taxonomy includes the following consumer designation codes: 


905 - Mental Health Mandatory Outpatient Treatment (MOT) Orders, 
910 - Discharge Assistance Program (DAP), 
915 - Mental Health Child and Adolescent Services Initiative, 
916 - Mental Health Services for Children and Adolescents in Juvenile Detention Centers, 
918 - Program of Assertive Community Treatment (PACT), 
919 - Projects for Assistance in Transition from Homelessness (PATH), 
920 - Developmental Disability (DD) Home and Community-Based Waiver Services (HCBS) – 
Medicaid funded 
923 – Developmental Disability Enhanced Case Management Services (DD-ECM) 
933 - Substance Use Disorder Medication Assisted Treatment, and 
935 - Substance Use Disorder Recovery Support Services. 
936 – Project LINK (if applicable to the specific CSB) 
937 – Permanent Supportive Housing (refer to Appendix N for specifics) 


 


CSBs must use consumer designation code (CDC) 920 only for individuals who have been admitted to 
the developmental services program area (200) and are receiving services under any of the three 
Medicaid developmental disability (DD) waivers (Building Independence, Family and Individual 
Supports, or Community Living) directly from a CSB, from other agencies or individuals contracted by 
the CSB where the CSB remains the provider for DMAS payment purposes, or from any other provider 
of Medicaid DD waiver services that is reimbursed directly by DMAS. If it provides DD waiver 
services to an individual, the CSB must admit the individual to the developmental services program area 
(200), assign a 920 CDC, and report any DD waiver services it provides to the individual directly or 
through contracts with other providers of DD waiver services. The CSB reports the DD waiver services 
in CCS 3 using the core services taxonomy crosswalk at http://www.dbhds.virginia. gov, under the 
Offices tab, under Office of Management Services. 


These requirements apply to the CSB even if the individual is in a waiver slot assigned to a different 
CSB. The CSB to which a waiver slot has been assigned and filled must admit the individual in the slot 
to the developmental services program area (200), assign a 920 CDC, and provide developmental case 
management services (320) to the individual directly or through a contract with another developmental 
case management services provider. The CSB must do this whether or not it provides any DD waiver 
services to the individual directly or through other agencies or individuals contracted by the CSB where 
the CSB remains the provider for DMAS payment purposes. 
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The 923 CDC captures data about developmental enhanced case management (ECM) services previously 
collected using data element 90 in the consumer.txt file. It indicates if an individual who is receiving 
Medicaid DD Waiver services meets the criteria for receiving ECM services. ECM means the individual 
receives at least one face-to-face visit monthly with no more than 40 days between visits and 
at least one such visit every other month is in the individual’s place of residence. An individual who 
meets any of the following criteria must receive ECM services: 


● receives services from providers that have conditional or provisional licenses from the Department, 


● has more intensive behavioral or medical needs as defined by the Supports Intensity Scale category 
representing the highest level of risk,* 


● has an interruption of services longer than 30 days, 


● encounters the crisis system for a serious crisis or for multiple less serious crises within a three- 
month period, 


● has transitioned from a state training center within the previous 12 months, or 


● resides in a congregate setting of five or more beds.* 


* as identified in Case Management Operational Guidelines and updates issued by the Department. 
 


As of July 1, 2018, rather than using data element 90, CSBs were to use the 923 CDC to report when an 
individual meets the criteria for ECM or no longer meets those criteria. Whenever an individual meets 
the ECM criteria, a CSB shall report this in a TypeOfCare record with a 923 CDC and a 
TypeOfCareFromDate for the start of meeting the criteria. Whenever an individual no longer meets the 
criteria, a CSB shall report this using a new TypeOfCare record with a 923 CDC and a 
TypeOfCareThroughDate for the end of meeting the criteria. If a CSB is providing Medicaid DD 
Waiver services to an individual but not developmental case management services to that individual, the 
CSB must not submit a TypeOfCare record for ECM since it is not providing case management services 
to that individual. The CSB that is providing developmental case management services to that 
individual must submit a TypeOfCare record for ECM if that individual meets the criteria for ECM. 


The component services of these projects or initiatives are included in the appropriate core services and 
numbers of individuals in those initiatives are counted in the CCS in the following manner. When an 
individual receives services in any of the initiatives listed above, the CSB must enter the consumer 
designation code for the initiative in a type of care record for the individual. CSBs will accumulate and 
record units of service for these initiatives in the applicable core services associated with the initiative, 
such as outpatient, case management, day treatment or partial hospitalization, rehabilitation or 
habilitation, or various residential services. 


A CSB must create a type of care record in the TypeOfCare file for each individual receiving a service 
in one of these initiatives or projects. The CSB must enter the consumer designation code in the 
TypeOfCare field. This record must be created when an individual first receives a service in one of 
these initiatives or projects with a TypeOfCareFromDate when an individual enters into or participates 
in one of those initiatives or projects, thus starting his or her type of care, and when the individual 
leaves or stops participating in the initiative or project with a TypeOfCareThroughDate. 


Normally the CSB must create a type of care record for a program area episode of care before creating a 
type of care record for a consumer designation code. In other words, A CSB must admit an individual 
to a program area before assigning a consumer designation code to the individual. However, this rule 
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does not apply to the following codes and situations: 


● Mental Health Mandatory Outpatient Treatment (MOT) Orders (905) when the CSB only monitors 
the individual’s compliance with the MOT order, 


● Discharge Assistance Program (DAP) (910) because the hospital discharge date and related DAP 
TypeOfCareFromDate may precede the TypeOfCareFromDate for admission to the mental health 
services program area, 


● Mental Health Services for Children and Adolescents in Juvenile Detention Centers (916) when the 
CSB only provides emergency or ancillary services, 


● Projects for Assistance in Transition from Homelessness (PATH) (919) because PATH is included in 
consumer monitoring services, an ancillary service, and 


● Substance Use Disorder Recovery Support Services (935) if the individual only receives emergency 
or ancillary services. 


● Permanent Supportive Housing Services (937) regardless of whether funding for housing comes 
from DBHDS, or another agency.  See Appendix N for additional specifics. 


 


Extract Files 


 
Each CSB extracts data from its information system or EHR into five separate ASCII comma delimited 
extract files: Consumer, TypeOfCare, Service, Diagnosis, and Outcomes. Each record in a file must 
have an Agency Code that will identify the record as belonging to the particular CSB. Appendix C 
describes the data elements in those files in more detail and with acceptable values. 
 


Consumer File (Consumer.txt) 


The Consumer extract file contains a record for each individual that represents a snapshot of the 
individual receiving services at a point in time. It contains identifying, demographic, and status or 
descriptive information about the individual. 


Extract Schedule and Individual Status Changes 


The CCS is a batch system, and CSBs produce and transmit extracts to the Department each month. 
Because consumer records are extracted monthly, they will contain information about individuals at the 
time the extract is run.  It is possible that an individual’s status may have changed more than once 
during the month, but those changes will not be captured in the extract; only the status that is current 
when the extract is run will be submitted to the Department. If an individual’s status for any Consumer 
file data element changes during a month, the change must be recorded in the CSB’s information system 
or EHR so it can be extracted for the Consumer file in the monthly CCS extract. 


At the Department, the Central Office CCS database will use monthly extract submissions to record 
changes in an individual’s status over time and will maintain a separate record for each individual’s 
change in status, with a different artificial key identifying each consumer record. This will allow the 
Department to track the history of changes in an individual’s status and relate them to specific service 
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dates. However, this happens in the Department’s CCS database and does not affect the local CSB 
extract process. 


Extract Criteria 


CSBs must send consumer records to the Department each month for any individuals who within the 
current fiscal year: 


● received an emergency or ancillary service (services available outside of a program area), OR 


● were admitted to a program area and received a service, OR 


● were discharged from a program area with or without receiving a service. 
 


A Consumer.txt file extract record for an individual must contain all the current values in all of the 
applicable data elements for that individual at the time of extract. 


Type of Care File (TypeOfCare.txt) 


Extract Criteria 


CSBs must send all type of care records to the Department each month for all individuals who within 
the current fiscal year or across fiscal years (see the note at the top of the next page): 


● were admitted to a program area and were not discharged, OR 


● were discharged with or without receiving a service, OR 


● received or lost a consumer designation code; for example, began or stopped participating in a PACT 
(918) or started or ended meeting the criteria for ECM. 


CSBs must send TypeOfCare records only for these three circumstances. 


The FromDate in a TypeOfCare record containing a consumer designation code must be the date on 
which an individual first began participating in the specialized initiative or project, and the ThroughDate 
must be the date on which the individual stopped participating in the specialized initiative or project. If 
an individual receives a consumer designation code in one fiscal year and continues participating in that 
specialized project or initiative in the following fiscal year, all of the TypeOfCare records related to that 
consumer designation code would contain a FromDate but no ThroughDate, until the individual’s 
participation ended.  This enables the correct calculation of the days that an individual participated in 
the specialized project or initiative, and it supports accurate reporting of when the individual began and 
ended his or her participation in the initiative or project. 


 
Note: If an individual admitted to a program area has not received any service within 100 days since the 
last service he or she received and has not been discharged, the CSB shall attempt to contact and re- 
engage him or her. If it cannot contact or re-engage the individual within 30 days from the end of the 
100-day period, the CSB shall discharge him or her and report the discharge using a TypeOfCare record 
with a through date of the date of the last service he or she received. 


CSBs must not submit TypeOfCare records containing consumer designation codes with Through Dates 
for all of the individuals currently participating in specialized projects or initiatives at the end of the 
current fiscal year and new TypeOfCare records with FromDates on the first day of the next fiscal year 
for all of the same individuals. This would create erroneous TypeOfCare records. 
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Service File (Service.txt) 


The current core services taxonomy defines all services and service units that are included in CCS 3 
extracts, and the Core Services Taxonomy Category and Subcategory Matrix and Appendix F list the 
unit of service for each service. 


 


Extract Criteria 


 
CSBs must send service records to the Department each month for all services they provided directly or 
contractually during the current fiscal year. Each service extract must contain records for all services 
delivered during the fiscal year. For example, the service file for July would include the service records 
for July; the service file for August would include the service records for July and for August; the 
service file for September would include the service records for July, for August, and for September; 
and so on. The service file grows during the year until at the end of the fiscal year it includes all the 
records for that fiscal year. 


The Service Units field reports the services received on the service date or dates; it must not accumulate 
or total service units at a higher amount than on that date or those dates. For example, it must not 
represent the total service units for more than one month. In situations where the same service is 
provided to an individual at multiple times during the same day, CSBs may opt to report these records 
individually, or CSBs may summarize the units for the day in a single record except for developmental 
case management services. See the Date provided section on page 5 for more details. 


Diagnosis File (Diagnosis.txt) 


The Diagnosis extract file contains one or more records for each individual that represent a snapshot of 
his or her diagnoses. It contains identifying and diagnostic information about the individual. There 
may be multiple diagnosis records for an individual, but there must be at least one record. The 
Diagnosis file will accept DSM-5 mental illness, developmental disability, or substance use disorder 
codes for historical purposes and ICD-10 mental illness, developmental disability, substance use 
disorder, and medical codes. 


 


Extract Criteria  


CSBs must send diagnosis records to the Department each month for any individuals who within the 
current fiscal year: 


● received an emergency or ancillary service (services available outside of a program area), OR 


● were admitted to a program area and received a service, OR 


● were discharged from a program area with or without receiving a service. 


A Diagnosis.txt file extract record for an individual must contain all the current values in all of the 
applicable data elements for that individual at the time of extract. Each diagnosis record in the 
Diagnosis extract file must contain a DiagnosisStartDate (data element 94). 
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Outcomes File (Outcomes.txt) 


The Outcomes extract file contains a record for each outcome measure reported for individuals 
receiving services. It contains the ConsumerId to link this record to other files such as records in 
Consumer and Service files for an individual. It also reports data about the date and type of assessment 
used for the measure and the numeric value of the assessment. 


 


Extract Criteria 


CSBs must send Outcomes records to the Department each month for any individuals who received 
services from them within the current fiscal year whenever CSBs perform assessments on them to 
gather data for an outcome measure. An Outcomes.txt file extract record for an individual must contain 
all the current values in all of the applicable data elements for that individual at the time of extract. 


 


Staff Classification (StaffClassification.txt) 


The Staff Classification table contains the list of staff classifications for the Peer and Family Support 
Services; Crisis Intervention and Crisis Stabilization Services (including Emergency Services staff).  
The Staff Classification is to be linked to the StaffId to identify the current applicable classifications for 
the person providing Peer or Family Support Services, Crisis Intervention or Crisis Stabilization 
Services and Emergency Services. This category is for classification, which is different from 
credentialing or licensing for professional staff.   


 


Extract Criteria 


CSBs must send the staff classification to the Department each month for any persons who provided 
the Peer or Family Support Services; Crisis Intervention or stabilization services (including Emergency 
Services), for persons who received services from them within the current fiscal year whenever CSBs 
provide any of these services. A staffclassification.txt table must contain all the applicable labels or 
data elements for each person providing services.  


 


Submission Procedures and Processes 


Timeliness 


CSBs must submit all CCS data on a monthly basis. Unless otherwise directed, extract data must be 
received at the Department no later than the end of the month following the month of the extract. For 
example, November data is due in the Department no later than December 31. When it will not make a 
scheduled submission on time, the CSB must notify Chandelle Pullen, Office of Management Services, 
at Chandelle.Pullen@DBHDS.Virginia.gov, 804-298-3197 (desk) 804.385-3491 (cell), preferably by 
email, alternate by phone, and provide a revised delivery date. The Department will monitor and report 
on compliance with the monthly reporting requirements. Semi-monthly disbursements of state and 
federal funds by the Department to CSBs are contingent on the Department’s receipt of monthly CCS 
submissions. 
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Protocol for Resubmitting a CCS 3 Extract 


The community services performance contract requires each CSB to submit monthly CCS 3 extracts 
containing consumer, type of care, service, diagnosis, and outcome files that contain records reporting 
individual consumer characteristic, service, and other data to the Department. Each CSB must submit 
these extracts to the Department by the end of the month following the month for which the data is 
being submitted, except for the complete CSB fiscal year extract. Refer to Exhibit E of the performance 
contract for additional information. If the Department identifies a problem with a monthly CSB extract 
submission and the Department’s Office of Management Services, Chandelle Pullen determines that a 
resubmission is necessary, the subsequent CSB resubmission is exempt from this protocol. Although 
CSBs must provide complete and accurate information in their monthly extract submissions, 
occasionally, it may be necessary for a CSB to resubmit a monthly CCS extract submission in order to 
correct inaccurate or incomplete service, consumer, type of care, diagnosis, or outcomes records 
submitted during the month or to replace an incorrectly named or corrupted file. 


CSBs cannot resubmit an extract for any month that precedes its most recent submission. If a CSB 
determines that it needs to resubmit its CCS 3 extract for the current month, it shall follow the steps 
below to request a resubmission. 


1. The designated CCS 3 contact person at the CSB e-mails Chandelle Pullen, Office of 
Management Services, at Chandelle.Pullen@dbhds.virginia.gov, who is the designated CCS 3 
business owner or designee, describing and justifying its request for a resubmission. 


2. The CCS 3 business owner, Chandelle Pullen or designee may seek additional information from 
the CSB to understand the request and its potential impact if the CSB did not make the 
resubmission. 


3.  The CCS 3 business owner, Chandelle Pullen or designee will review each request on a case-by-
case basis with the Department’s I &T staff as soon as possible. 


4. The CCS 3 business owner, Chandelle Pullen or designee will communicate its decision and 
any instructions related to the resubmission, if necessary, to the requesting CSB. 


5. If the Department approves the request, the CSB will resubmit its extract for that month to the 
Department via the sFTP secure server. 


 
Security 


Security of the data during transmission from the CSB to the Department is the responsibility of the 
Department. Authorized CSB users will transmit data to the Department’s secure FTP site, which will 
ensure compliance with Health Insurance Portability and Accountability Act of 1996 (HIPAA) and 
community services performance contract requirements. 


Quality Control Responsibilities 


Each CSB is responsible for: 
 


● ensuring that each record in the data submission contains the required key fields, all fields in the 
record contain valid codes, and no duplicate records are submitted; 
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● cross-checking data items for consistency across data fields; 


 cross-checking data prior to monthly submissions, including improving and reducing warnings to 
improve data quality; and reduce fatal errors 


● responding promptly to CCS error reports by correcting data locally so that the next extract will 
contain correct, accurate, and complete data or by resubmitting data where appropriate. 


The Department is responsible for: 


● processing CSB data submissions promptly into the CCS data base; 


● checking each record submitted to verify that all CCS key fields are valid; 


● creating quality improvement reports that CSBs can run locally on the extract files before they have 
been submitted and processed and providing monthly data quality reports on data after it has been 
received and processed by the Department. 


 
CCS Extracts Submitted for a New Fiscal Year 


When beginning the cycle of extract submissions for a new fiscal year, a CSB shall drop the following 
records from its extracts: 


● service records prior to July 1 of the new fiscal year, 


● type of care records with discharge dates prior to July 1 of the new fiscal year, 


● consumer records for individuals discharged from all program areas (mental health, developmental, 
and substance use disorder) prior to July 1 of the new fiscal year, 


● consumer records for individuals with open cases but not admitted to a program area who have not 
received a service on or after July 1 of the new fiscal year, and 


● diagnosis records for individuals whose consumer records have been dropped (preceding two 
criteria). 
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Appendix A: Extract Lookup Tables 


CCS extract lookup tables used by CSBs and validated by the CCS 3 extract software are listed below. 
Each begins with a three-character prefix, lkp. The enumeration of each value in each lookup table is not 
included here for brevity. However, the values in most lookup tables are shown under the data elements 
that rely on them in Appendix C. If there is any conflict between those values and the values in the lookup 
tables, the value in the lookup table will take precedence. 


 


CCS 3 Extract Lookup Tables 
Lkp Table Name Lookup Table Description 


lkpAgency Three-character code identifying a CSB 
lkpCognitive Code indicating whether the individual has a cognitive delay 
lkpDisStatus Code indicating the status of the individual at the end of a type of care 


lkpDrug Code indicating type of drug used by an individual with a substance use 
lkpDrugMethod Code indicating the method of drug use or usual route of administration 


lkpEducation Code indicating the highest-grade level completed by the individual 
lkpEmployment Code indicating the involvement of the individual in the labor force 


lkpEmployDiscuss Code indicating whether an employment discussion occurred during annual case 
management ISP meeting or update 


lkpEpisodes Code indicating the number of previous episodes of care in any drug or alcohol 
program for the individual 


lkpFIPS Federal code indicating the city or county in which the individual lives. NOTE: code 
homeless as 998 in lkpFIPS (i.e., truly homeless population) beginning FY 2020 


lkpFrequency Code indicating the frequency of use for a substance use disorder 
lkpGender Code indicating the gender of the individual receiving services 


lkpGoalMeasure Code indicating extent to which a goal measure is achieved or implemented. 
lkpHispanic Code indicating the individual’s Hispanic origin 


lkpHousingMoves Code indicating the number of times an individual has moved 
lkpInsuranceType Code indicating the individual’s current type of insurance coverage 


lkpLanguage Code indicating preferred language used by the individual receiving services 
lkpLegal The individual’s legal status in relation to the receipt of services 


lkpMaritalStatus Code indicating the current marital status of the individual. 
lkpMilitaryStatus Code indicating the current status of an individual who is serving or has served 


in a U.S. military branch or who is a dependent family member 
lkpOutcomeAction Code indicating the type of assessment for an outcome measure 
lkpOutcomeFreq Code indicating the frequency of the outcome assessment or action 


lkpProgram Identifier for a program area or pseudo program area 
lkpRace Code indicating the self-identified race of the individual receiving services 


lkpReferral Code indicating person, agency, or organization that referred individual to a 
lkpResidence Code indicating where the individual receiving services lives 


lkpService The three-character core services taxonomy code for a service 
lkpServiceLocation Code indicating location at which a service was received by the individual 


lkpServiceMod Code indicating face-to-face or non-face-to-face service hour unit of service. 
lkpServiceSubtype Code indicating a specific activity associated with a particular core service 


lkpSMISED Code indicating if the individual has a SMI, SED, or is at-risk of SED 
lkpSocial Code indicating the frequency of the individual’s participation in social contacts 


lkpStabilityMeasure Code indicating extent to which a stability measure is maintained. 
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lkpTypeOfCare Code indicating the type of care program area or consumer designation 
lkpYesNo Code indicating yes, no, not applicable, unknown, or not collected 


 


lkpYesNoECM 
 
 
lkpReferralDestination 
lkpStaffClassification 


Code indicating yes, no, not applicable, or not collected for data elements 92, 96, 
and 98 


 
Code indicating referral of the individual from the CSB (Appendix J) 
Classifications for staff for Peer Support Services, Family Support  Services and 
Crisis Intervention and Crisis Stabilization Services 
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Appendix B: CCS 3 Extract File Layouts 


Listed below are the file layouts for the five files each CSB produces as part of the initial extract process 
from the CSB’s information system or EHR. As the first or original set of extract files, they are 
identified as Data Set 1 (DS1). These files are then used as input to subsequent processing, including 
hashing or transforming sensitive identifying information about individuals receiving services, before 
transmission of the extracted data to the Department. Full definitions, descriptions, and validations of 
each of these data elements are contained in Appendix C: CCS 3 Extract Data Element Definitions. 


 
The No. column refers to the data element number. CCS 3 carries the numbers forward from CCS 2 
as much as possible. The order of the fields follows the order of CCS 2 as much as possible, with 
new fields in CCS 3 generally added to the end of the file layout. 


 
Consumer File (Consumer.txt) 


 
No. 


 
Field Name 


 
Type 


Length  
Description 


2 AgencyCode Text 3 Code identifying a CSB (e.g., 049, 031) 
7 ConsumerId Text 10 Identifier assigned by the CSB to an individual who is or 


will be receiving services 
8 SSN Text 9 Social security number of the individual; this raw value 


will be hashed before transmission 
16 DateOfBirth Text 8 MMDDYYYY of the individual’s birth date 
17 Gender Text 2 Code indicating the gender of the individual 
18 Race Text 2 Code indicating the race of the individual 
19 HispanicOrigin  Text 2 Code indicating Hispanic origin  of the individual 
13a SMISEDAtRisk Text 2 Code indicating if the individual has serious mental illness 


(SMI), serious emotional disturbance (SED), or is at-risk 
of SED 


13b CognitiveDelay Text 2 Code indicating whether the individual is a child who is at 
least three but less than six years old and has a confirmed 
cognitive delay within one year of assessment, but does not 
have an intellectual disability diagnosis 


26 AxisICode1 Text 5 DSM Axis I diagnosis, code 1 
27 AxisICode2 Text 5 DSM Axis I diagnosis, code 2 
52 AxisICode3 Text 5 DSM Axis I diagnosis, code 3 
53 AxisICode4 Text 5 DSM Axis I diagnosis, code 4 
54 AxisICode5 Text 5 DSM Axis I diagnosis, code 5 
55 AxisICode6 Text 5 DSM Axis I diagnosis, code 6 
28 AxisIIPrimary Text 5 DSM Axis II primary diagnosis code 
29 AxisIISecondary Text 5 DSM Axis II secondary diagnosis code 
30 AxisIII Text 1 DSM Axis III diagnosis (Y/N) 
31 AxisV Text 3 DSM Axis V diagnosis code 
14 CityCounty 


ResidenceCode 
Text 3 Federal (FIPS) code indicating the city or county in which 


the individual lives 
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Consumer File (Consumer.txt) - continued 
No. Field Name Type Length Description 
15 


 
23 


ReferralSource 
 
Type of Residence 


Text 
 


Text 


2 
 


2 


Code indicating person, agency, or organization that 
referred individual to the CSB for evaluation or treatment 
Code indicating where the individual lives (accidentally 
omitted for most recent extract) – no changes 


22 EmploymentStatus Text 2 Code indicating the individual’s employment status 
21 EducationLevel Text 2 Code indicating the individual’s education level 
24 LegalStatus Text 2 Code indicating the individual’s legal status 
25 NbrPriorEpisodes 


AnyDrug 
Text 2 Code indicating the number of previous episodes in any 


drug or alcohol program for the individual 
44 PregnantStatus Text 1 Code indicating if the individual is a female with a 


substance use disorder who is pregnant. 
45 FemaleWith 


Dependent 
ChildrenStatus 


Text 1 Code indicating if the individual is a female with a 
substance use disorder who is living with dependent 
children 


46 DaysWaitingTo 
EnterTreatment 


Text 3 Code indicating the number of calendar days from the first 
contact or request for service until the first scheduled 
appointment in a substance abuse service accepted 


47 NbrOfArrests Text 2 Number of arrests in the past 30 days 
32 SAPDType Text 2 SA primary drug: type of drug code 
34 SAPDMethUse Text 2 SA primary drug: method of use code 
33 SAPDFreqUse Text 2 SA primary drug: frequency of use code 
35 SAPDAgeUse Text 2 SA primary drug: age of first use code 
36 SASDType Text 2 SA secondary drug: type of drug code 
38 SASDMethUse Text 2 SA secondary drug: method of use code 
37 SASDFreqUse Text 2 SA secondary drug: frequency of use code 
39 SASDAgeUse Text 2 SA secondary drug: age of first use 
40 SATDType Text 2 SA tertiary drug: type of drug code 
42 SATDMethUse Text 2 SA tertiary drug: method of use code 
41 SATDFreqUse Text 2 SA tertiary drug: frequency of use code 
43 SATDAgeUse Text 2 SA tertiary drug: age of first use 
49 AuthRep Text 1 Code indicating presence of an authorized representative 
57 MedicaidNbr Text 12 The individual’s Medicaid number in the format prescribed 


by the DMAS 
58 Consumer 


FirstName 
Text 30 The first name of the individual, used to generate a unique 


consumer ID; the full name is not transmitted to the 
Department 


59 ConsumerLastName Text 
 
 


30 
 


 


The last name of the individual, used to generate a unique 
consumer ID; same as No. 58 


66 MilitaryStatus Text 2 Current status of an individual serving in or who has served 
in the military or who is a dependent family member of the 
individual 


67 MilitaryService 
StartDate 


Text 4 The year in which the individual’s most recent active or 
reserve duty began 
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Consumer File (Consumer.txt) - continued 
No. Field Name Type Length Description 


 
68 


 
MilitaryService 
EndDate 


 
Text 


 
4 


 
The year in which the individual’s most recent active or 
reserve duty ended 


69 MaritalStatus Text 2 The individual’s current marital status 
70 Social 


Connectedness 
Text 2 Measure of frequency of participation in social contacts 


that support recovery 
71 InsuranceType1 Text 2 The type of the individual’s current insurance coverage 
72 InsuranceType2 Text 2 The type of the individual’s current insurance coverage 
73 InsuranceType3 Text 2 The type of the individual’s current insurance coverage 
74 InsuranceType4 Text 2 The type of the individual’s current insurance coverage 
75 InsuranceType5 Text 2 The type of the individual’s current insurance coverage 
76 InsuranceType6 Text 2 The type of the individual’s current insurance coverage 
77 InsuranceType7 Text 2 The type of the individual’s current insurance coverage 
78 InsuranceType8 Text 2 The type of the individual’s current insurance coverage 
79 DateNeedforMH 


ServicesFirstDeter 
Text 8 Date on which CSB staff first determined the individual 


needs MH services 
80 DateNeedforSUD 


ServicesFirstDeter 
Text 8 Date on which CSB staff first determined the individual 


needs substance use disorder services 
81 HealthWellBeing Text 2 Extent to which the individual remains healthy 
82 CommunityInclusion Text 2 Extent to which outcomes in the individual’s ISP are met 
83 ChoiceandSelf 


Determination 
Text 2 Extent to which life choices in the individual’s ISP have 


been implemented 
84 LivingArrangement Text 2 Degree to which individual has maintained arrangement 
85 DayActivity Text 2 Degree to which individual has maintained activities 
86 SchoolAttendance Text 2 School attendance during past three months 
87 IndependentLiving Text 1 Living independently or dependently in private residence 
88 HousingStability Text 2 Number of changes in residence during a quarter 
89 PreferredLanguage Text 2 Preferred language used by individual receiving services 
90 EnhancedCaseMgmt Text 1 Identifies individuals who meet ECM criteria 
91 Employment 


Discussion 
Text 2 Employment discussed at annual case management (CM) 


ISP meeting 
92 EmplymntOutcomes Text 1 Employment outcomes included in case management ISP 
93 Reported Diagnosis Text 7 ICD-10 diagnosis codes for individuals 
94 DiagnosticStartDate Text 8 The date the diagnosis started 
95 DiagnosticEndDate Text 8 The date the diagnosis ended 
96 DiscussionofLast 


CompletePhysical 
Text 1 Case manager asked about the last complete physical 


examination during annual CM ISP meeting 
97 DateofLastComplete 


PhysicalExamination 
Text 8 Date on which the individual received his or her last 


regularly scheduled complete physical examination 
98 DiscussionofLast 


SchduledDental 
Text 1 Case manager asked about the last regularly scheduled 


dental examination during annual CM ISP meeting 
99 DateofLastScheduled 


DentalExamination 
Text 8 Date on which the individual received his or her last 


regularly scheduled routine preventative dental exam 
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100 
 


101 
 
 


Community 
Engagement 
Discussion 
Community 
Engagement Goals 


Text 
 
Text 


     1 
 


1 


Case manager discussed community engagement 
or community coaching opportunities during ISP 
meeting 
ISP contains community engagement or 
community coaching goals 


109 
 
 
111 


MedicareBI 
 
 
Gender Identity 


Text 
 
 
Text 


11 
 
 


2 


The Individual’s Medicare Beneficiary Identifier 
(MBI), if the person has Medicare (not the SSN – 
use new Medicare number distributed in 2018)  
Identification of consumer gender identity 


Data elements 26-31, 52-55, 79, 80, 90, and 93-95 are no longer required in the Consumer.txt file, and 
CSBs must report them as NULL values. CSBs now report diagnoses in the Diagnosis file using data 
elements 93-95. Data elements 102-104 and 107 (SDA) in the Outcomes.txt file replace data elements 


46, 79, and 80. Data elements 13.b, 49, and 69 are no longer required; CSBs must report them as NULL 
values. Please see instructions in Appendix E for formatting NULL values. 


Type of Care File (TypeOfCare.txt) 
No. Field Name  Type Length Description 


2 AgencyCode   Text 3 Code identifying a CSB (e.g., 049, 031) 
7 ConsumerId   Text 10 Identifier assigned by the CSB to an individual 


who is or will be receiving services; the local 
consumer Id, not the statewide Id (hashed SSN) 


3 TypeOfCare   Text 3 Code indicating the program area (100, 200, or 
300) or consumer designation code (e.g., 910, `, 
or 923) 


12 DischargeStatus   Text 2 Code indicating treatment status of an individual 
at the end of the type of care, that is at discharge 
from a program area. 


61 TypeOfCareFromDate Text 8 MMDDYYYY of the starting date of the type of 
care 


60 TypeOfCareThroughDate Text 8 MMDDYYYY of the ending date of the type of 
care 


108 TransactionID   Text 12 A number that uniquely identifies each type of 
care record 
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Service File (Service.txt) 
No. Field Name Type Length Descripti


on 
2 AgencyCode Text 3 Code identifying a CSB (e.g., 049, 031) 
7 ConsumerId Text 10 Identifier assigned by the CSB to an individual who is 


or will be receiving services 
3 ProgramAreaId Text 3 Code indicating if the individual received this service 


in a service area (100, 200, or 300 for MH, DV, SA) or 
as emergency or ancillary services (400) 


5 ServiceCode Text 3 Core services taxonomy service code for this service 
48 ServiceFromDate Text 8 MMDDYYYY indicating the start date of the service 
10 Units Text 8 Units of service as specified in the current core 


services taxonomy: service hours, day support hours, 
days of service, and bed days; reported with two 
decimal places.( e.g., 1.25, 1.00, etc.) 


56 ConsumerServiceHours Text 8 No longer collected; reported as a NULL value 
62 ServiceThroughDate Text 8 MMDDYYYY indicating the end date of a service If 


the 
service started and ended on the same day, this 
value must be the same as the service from date 


63 StaffId Text 10 The CSB local staff identification number (optional) 
64 ServiceSubtype Text 2 A specific activity associated with a particular core 


service category or subcategory 
65 ServiceLocation Text 2 The location at which the service was received by or 


provided to an individual 
106 Service Modality Text 2 This identifies how a service unit is delivered (i.e., 


face- to-face or non-face-to-face) 
108 TransactionID Text 12 


 
A number that uniquely identifies each service record 


Data element 56 is no longer required in CCS 3; CSBs must report it as a NULL value. Please see 
instructions in Appendix E for formatting NULL values. 
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Diagnosis File (Diagnosis.txt) 


No. Field Name Type Length Description 
2 AgencyCode Text 3 Code identifying a CSB (e.g., 049, 031) 
7 ConsumerId Text 10 Identifier assigned by the CSB to an individual who is or 


will be receiving services 
93 ReportedDiagnosisCode Text 7 Valid DSM-4 or ICD-10 diagnosis code 
94 DiagnosisStartDate Text 8 Date the diagnosis started 
95 DiagnosisEndDate Text 8 Date the diagnosis ended 


108 TransactionID Text 12 A number that uniquely identifies each diagnosis record 
 


Outcomes File (Outcomes.txt) 
No. Field Name Type Length Description 
2 AgencyCode Text 3 Code identifying a CSB (e.g., 049, 031) 
7 ConsumerId Text 10 Identifier assigned by the CSB to an individual who is 


or will be receiving services 
102 Date of Assessment Text 8 MMDDYYYY indicating the date on which the 


assessment used for an outcome measure occurred 
103 Assessment Action Text 2 Describes the type of assessment or action related to the 


assessment (e.g., follow-up) 
104 Assessment Value Text 5 Displays the numeric value of the assessment 
105 Assessment Frequency Text 2 Displays how often the assessment or action was 


performed 
107 Related Date Text 8 A date related to an outcome measure 
108 


 
 


TransactionID 
 
 


Text 
 
 


12 
 
 


A number that uniquely identifies each outcomes record 
 


 


Staff Classification File (StaffClassification.txt) 
No. Field Name Type Length Description 
2 AgencyCode Text 3 Code identifying a CSB (e.g., 049, 031) 


63 StaffId Text 10 The CSB local staff identification number 
110 StaffClassification Text 2  The DBHDS staff classification  
112 ClassificationStartDate Text 8 Date the classification started 
113 ClassificationEndDate Text 8 Date the classification ended 


108 TransactionID Text 12 
A number that uniquely identifies each Staff 
Classification record with service 
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Appendix C: CCS 3 Extract Data Element Definitions 


This appendix contains definitions and validations of current CCS 3 data elements. Definitions list 
lookup table names and valid values. Some lookup tables, like ICD10 diagnostic codes, are too big to 
reproduce here. If there is any conflict between this document and values in the lookup tables, values 
in the lookup tables take precedence. Each definition contains a line for the purpose(s) of the data 
element, e.g., meeting federal block grant (FBG), mental health block grant (MHBG), substance abuse 
block grant (SABG), treatment episode data set (TEDS), or DBHDS Annual Report requirements. 
CCS 3 Business Rules, incorporated by reference in these specifications, contain additional 
information needed to collect and report data elements accurately. Some definitions include italicized 
explanations that are not part of the definitions or code values themselves. This table lists current CCS 
3 data elements alphabetically with their data element numbers for convenient reference. 


 
Alphabetical Cross Reference of Data Elements 


No. Data Element No. Data Element No. Data Element No. Data Element 


2 Agency Code 82 Community 
Inclusion Measure 


94 Diagnosis Start Date 111 Gender Identity 


103 Assessment Action 58 Consumer First 
Name 


12 Discharge Status 81 Health Well Being 
Measure 


105 Assessment 
Frequency 


7 Consumer Id 96 Discussion of Last 
Complete Physical 
Examination  


19 Hispanic Origin 


104 Assessment Value 59 Consumer Last 
Name 


98 Discussion of Last 
Scheduled Dental 
Examination 


88 Housing Stability 


83 Choice & Self- 
Determination 


97 Date Last 
Complete Physical 
Examination 


21 Education Level 87 Independent Living 
Status 


14 City County 
Residence Code 


99 Date Last 
Scheduled Dental 
Examination 


91 Employment Discussion 71 Insurance Type 1 


113 Classification End 
Date 


102 Date of 
Assessment 


92 Employment Outcomes 72 Insurance Type 2 


112  Classification Start 
Date 


16 Date of Birth 22 Employment Status 73 Insurance Type 3 


100 Community 
Engagement or 
Coaching 
Discussion 


85 Day Activity 
Measure 


45 Female With Dependent 
Children Status 


74 Insurance Type 4 


101 Community 
Engagement or 
Coaching Goals 


95 Diagnosis End 
Date 


17 Gender 75 Insurance Type 5 
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Alphabetical Cross Reference of Data Elements 


No. Data Element No. Data Element No. Data Element No. Data Element 


76 Insurance Type 6 44 Pregnant Status 38 SASD Meth Use 62 
Service Through 
Date 


77 Insurance Type 7 3 Program Area Id 36 SASD Type 13a SMI SED At Risk 


78 Insurance Type 8 18 Race 43 SATD Age Use 70 
Social 
Connectedness 


24 Legal Status 15 Referral Source 41 SATD Freq Use 8 SSN 


84 
Living 
Arrangement 
Measure 


107 Related Date 42 SATD Meth Use 110 
Staff 
Classification 


57 Medicaid Nbr 93 
Reported Diagnosis 
Code 


40 SATD Type 63 Staff Id  


68 
Military Service 
End Date 


35 SAPD Age Use 86 
School Attendance 
Status 


108 Transaction ID 


67 
Military Service 
Start Date 


33 SAPD Freq Use 5 Service Code 61 
Type Of Care 
From Date 


66 Military Status 34 SAPD Meth Use 48 Service From Date 60 
Type Of Care 
Through 


47 Nbr Of Arrests 32 SAPD Type 65 Service Location 23 
Type Of 
Residence 


25 
Nbr Prior 
Episodes Any 
Drug 


39 SASD Age Use 106 Service Modality 10 Units 


89 
Preferred 
Language 


37 SASD Freq Use 64 Service Subtype 
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No. Data Element Name and Definition Data Type Max Length 


2 Agency Code: The number provided by the Department that identifies the CSB providing services to the individual 
and supplying individual and service data through the CCS. 


Text 3 


Must match one of the values in the lookup table, lkpAgency. The table uses leading zeros for two-digit CSB numbers to make the field length three 
characters. 


Purposes: Identify the CSB reporting CCS 3 data and meet federal block grant (FBG: MHBG and SABG) and TEDS reporting requirements. 


 
3 


Program Area Id: Indicates in the Service file the program area in which an individual is receiving 
services. The three program areas are mental health, developmental, and substance use disorder services. 
ProgramAreaId 400 is a pseudo program area for emergency or ancillary services. The Type of Care file 
uses data element 3 in the TypeOfCare field to capture program area (100, 200, or 300). 


 
Text 


 
3 


Must match one of the values in the lookup table, lkpProgram. Valid codes are: 
100 Mental Health Services Program Area 
200 Developmental Services Program Area 
300 Substance Use Disorder Services Program Area  
400 Emergency or Ancillary Services 


  


 Program Area Id also identifies consumer designation (900) codes (CDC) in the Type of Care file. Text 3 


When used in the Type of Care file for a CDC, data element 3 must match one of the values in the lookup table, lkpTypeOfCare. 
Purposes: Identify the program area in the service and type of care records and meet FBG, TEDS, and DOJ Settlement Agreement reporting 
requirements, and report outcome measures adopted by the Department and the VACSB. 


 
5 


Service Code: Identifies each core service in which the individual receives services. The current core 
services taxonomy defines core services, and the Core Services Category and Subcategory Matrix 
indicates the type of service unit collected and reported for each service and lists each service code. 


 
Text 


 
3 


Must match one of the values in the lookup table, lkpService. CSBs must not submit Service.txt records in CCS 3 for consumer-run, substance use 
disorder prevention, Mental Health First Aid or suicide prevention, or infant and toddler intervention (Part C) services. 
Purposes: Identify the program area in the service and type of care records and meet FBG and TEDS reporting requirements. 


    


No. Data Element Name and Definition Data Type Max Length 
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7 
Consumer Id: A number or a combination of numerical and alphabetical characters used to identify the 
individual receiving services uniquely within the CSB; it is the local consumer Id, rather than the 
statewide Id. 


Text 10 


Each CSB assigns and maintains these numbers, which can be up to 10 alphanumeric characters. If an individual return to the same CSB after 
discharge from a previous type of care, the CSB should use his or her same ConsumerId again. 
Purposes: Identify the unique individual whose data is being reported in the consumer, type of care, service, diagnosis, and outcomes records; link 
services to the individual receiving them; and report unduplicated individuals receiving services in the DBHDS Annual Report. 


8 
SSN: The social security number of the individual receiving services from the CSB. CCS 3 hashes the 
SSN for HIPAA privacy purposes before transmission to the Department. 


Text 9 


The SSN must contain only numbers; it must not contain any separations, dashes, or other special characters. 


Purposes: Identify unique individuals, report unduplicated individuals, and construct unique identifier algorithm for One Source. Must remain 
hashed for DBHDS compliance with SABG requirements.  


10 
Units: Amount of service received by the individual in the time period from the ServiceFromDate field 
to the ServiceThroughDate field. Reported with two decimal places (e.g., 1.25 or 1.00) 


Text (decimal) 
8 


These units are the numeric measurement of the service received by the individual. Units of measure for this field are service hours, day support 
hours, days of service, and bed days, as defined in the current core services taxonomy. Units of prevention are collected here for mental health 
and developmental prevention services using the unidentified z-consumer Id. Valid services and units in each program area and emergency and 
ancillary services are listed in the valid services table in Appendix F. 


Purposes: Report amounts of services in the Annual Report, calculate unit costs, and meet FBG and TEDS reporting requirements. 


  
 
 
 
 


  


No. Data Element Name and Definition Data Type Max Length 
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12 


Discharge Status: Status of an individual at the end of a type of care when he or she is discharged from a 
program area; this field is captured in a type of care record. The coding of this data element must reflect 
an individual’s status at the end of an episode of care when the CSB discharges the individual from a 
program area, not when the individual moves among core services within a program area. 


 


Text 


 


2 


Must match one of the values in the lookup table, lkpDisStatus. Valid codes are: 
01 Retired: Assessment and evaluation services are ancillary services; this code is not available for use by the CSB and is hiddent in the extract 
software.  Individuals for whom CSBs use this value previously should be reported at 07. 
02 Treatment Completed: Individual discharged from a program area having made significant progress toward completing current ISP goals. 
03 Treatment Incomplete at Discharge: Individual discharged from a program area without significant progress toward completing treatment 
goals at discharge or after the CSB lost contact with the individual for 90 days. In the later situation, the TypeOfCareThroughDate is the date of 
the last face-to-face service or service-related contact. 
04 Individual Died: Individual’s death is documented in his or her clinical record. 
05 Breaking Program Rules: Individual discharged from a program area for breaking program rules. 
06 Retired: This code is not available for use by CSBs and is hidden in the extract software. Archival data will be combined with 03 Treatment 
Incomplete at Discharge. 


07 Other: Includes individuals who moved or left treatment due to illness, hospitalization, transfer to a state training center or certified 
nursing facility (DD), or for any other reason not captured by a value in the lookup table. 


08 Individual Incarcerated: Individual discharged due to incarceration in a prison, local or regional jail or juvenile detention center, or 
other place of secure confinement. This does not include involuntary admission to a state or local psychiatric hospital or unit; in this 
situation, the individual should continue as an open case at the CSB. 


96    Not Applicable 
97 Unknown (Asked but not answered)  
98  Not Collected (Not asked) 


Purposes: Identify outcomes and meet FBG and TEDS reporting requirements. 


 


No. Data Element Name and Definition Data Type Max Length 


13a 
SMI SED At Risk: Code indicating if the individual has serious mental illness (SMI), serious emotional 
disturbance (SED), or is at-risk of SED, as defined in the current core services taxonomy. 


Text 2 
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Must match one of the values in the lookup table, lkpSMISED. Valid codes are: 


01 None 
11 Serious Mental Illness (SMI) – Age range of SMI: 18 years of age or older 
12 Serious Emotional Disturbance (SED) Ages- Age range of SED Birth through 17 years  
13  At-risk of SED-Age range of “At-risk” : “At-risk of SED ages Birth through 7 years 
 
96 Not Applicable 
97 Unknown (Asked but not answered) 
 98 Not Collected (Not asked) 


Purposes: Describe levels of MI disability for individuals receiving services in DBHDS Annual Report and meet MHBG reporting requirements. 


14 City County Residence Code: Federal (FIPS) code indicating the city or county in which the individual 
lives. 


Text 3 


Must match one of the values in the lookup table, lkpFIPS. 


Purpose: TEDS and  BG reporting 


 


 


 


 


 


 


 


 


No. Data Element Name and Definition 
Data 
Type 


Max 
Length 


15 
Referral Source: The person, agency, or organization that referred the individual TO the CSB for evaluation, 
treatment and/or other services Admitted or enrolled in program area, 100,200,300. 


Text 2 
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Must match one of the values in the lookup table, lkpReferral Valid codes are: 


01 Self 
02 Family or Friend 
06 Developmental Disabilities (DD) Provider (Waiver) – DBHDS 
Licensed 
07 School System or Educational Authority 
08 Employer or Employee Assistance Program (EAP) 
09 ASAP or DUI Program 
10 Police or Sheriff 
11 Local Correctional Facility 
12 State Correctional Facility 
13 Local Community Probation and Pre-Trial Services 
16 Other Community Referral  
17 Private Hospital 
21 State Hospital* 
22 State Training Center (ICF/IID certified)- SEVTC or CVTC 
 24 Court 
27 Other Virginia CSB/BHA 
30 Department of Social Services (Not TANF) 
31 Department of Juvenile Justice (DJJ) 
32 Family Assessment and Planning Team/CSA 


office  


33 Residential Substance Abuse Treatment Facility 
34 Part C Provider (NOTE: 29 are CSB operated & 11 external partner 


programs) 
35 Nursing Facility (certified) (includes Hiram Davis Medical Center 


(HDMC) 
36 other BH healthcare provider  
37 Alcohol or another SA Provider 
38 Primary Health Care Provider – All regardless of who provider or 
operator is (i.e., private and CSB). 
39 Specialty Provider/Clinician External (i.e., neurologist, neurobehavioral 
psychologist, rheumatologist, dentist, PT, OT, SLP, etc.) not associated with the CSB) 
40 Psychiatric Residential Treatment Facility (PRTF) (i.e., Alice C. Tyler Village, 


Barry Robinson Center, Bridges Treatment Center, Commonwealth Center for Children and 
Adolescents, Cumberland Hospital, FairWinds – Horseshoe, Grafton Integrated Health, Hallmark 
Youthcare- Richmond, Harbor Point Center for BH, Hughes Center, Jackson Field BH, Kempsville 
Center for BH, Liberty Point BH, North Spring BH, Newport News BH, Phoenix House 
Counseling, Phoenix House Program, Popular Springs Hospital, Riverside BH, Timber Ridge 
School, UMFS of VA-Centreville, UMFS – Richmond, Youth for Tomorrow; Southstone Behavorial 
Health) 


41 State Probation and Parole 
42 Federal Probation 
43 97 Unknown (Asked but not answered) 98 Not Collected (Not asked) 
*Code referrals from Virginia Center for Behavioral Rehabilitation as State 
Hospital (code 21). 


Note: 96 is not a valid code for this data element 


Purposes: Meet TEDS, MHBG reporting requirements and respond to inquiries about linkages with other agencies, and STEP-VA 
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No. Data Element Name and Definition 
Data Type Max 


Length 
16 Date of Birth: The date of birth of the individual receiving services. Text 8 


MMDDYYYY with no spaces, slashes, or special characters. Use two digits for month and day, e.g., February is 02; February 1 is 0201. 


Purposes: Meet FBG, TEDS and STEP – VA reporting requirements and construct unique identifier algorithm for One Source. 


17 Gender: The gender of the individual receiving services as identified by the individual.as identified on their 
birth certificate.  Staff should ask: What gender/sex were you assigned at birth on your original birth 
certificate? 


Text 2 


Must match one of the values in the lookup table, lkpGender. Valid codes are: 


01 Female 
02 Male 
97 Unknown (Asked but not answered) 
98 Not Collected (Not asked) 


 
  


Purposes: meet FBG, TEDS reporting requirements, and construct unique identifier algorithm. 


18 Race: The race of the individual receiving services as identified by the individual. Text 2 


Must match one of the values in the lookup table, lkpRace. Valid codes are: 


01 Alaska Native 
02 American Indian 
03 Asian or Pacific Islander 04 
Black or African American 05 
White 
06 Other 
13 Asian 
23 Native Hawaiian or Other Pacific Islander 


31 American Indian or Alaska Native and 
White** 32 Asian and White** 
33 Black or African American and White** 
34 American Indian or Alaska Native and Black or African 
American** 35 Other Multi-Race** 
97 Unknown (Asked but not 
answered) 98 Not Collected (Not 
asked) 
Note: 96 is not a valid code for this data element. 


Individuals can self-identify one of these races, used by the federal Office of Management and Budget in the 2000 census: American Indian (02) or 
Alaska Native (01), Asian (13), Black or African American (04), Native Hawaiian or Other Pacific Islander (23), White (05), or Other (06). 
Alternately, individuals can choose one of the new multi-race codes, designated with the ** in the table. 
CCS 2 used code 03 for historical purposes; CSBs must not use this code in CCS 3 for new individuals receiving services. 


Purposes: meet FBG, TEDS reporting requirement, and respond to other inquiries. 
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No. Data Element Name and 
Definition 


Data Type Max 
Length 


19  Hispanic Origin The Hispanic origin of the individual receiving services as identified by the individual using codes 
provided by the federal government  


Text 2 


Must match one of the values in the lookup table, lkpHispanic;   
 
01 Puerto Rican 
02 Mexican 
03 Cuban 
04 Other Hispanic  
05 Not of Hispanic Origin 
06 Hispanic – Specific origin not identified 
97 Unknown (Asked but not answered) 
98 Not Collected (not asked) 


Purposes: Meet FBG and TEDS reporting requirements and respond to other inquiries. 
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No. Data Element Name and Definition 
Data Type Max 


Length 
21 Education Level:  The level of education of the individual receiving services, specifies the highest secondary 


school, vocational school, or college year completed or attained.  There is no separate code for special 
education.  Individuals who are in special education or have graduated from special education should have the 
highest school grade completed entered. 


Text 8 


Must match one of the values in the lookup table, lkpEducation.  Italicized language below further defines the codes.   Valid codes are: 


01 No Years of Schooling (also use for a child under 3 or 3-4 years old who is not in pre-school) 
 


11 Grade 1 15 Grade 5 19 Grade 9 
12 Grade 2 16 Grade 6 20 Grade 10 
13 Grade 3 17 Grade 7 21 Grade 11 
14 Grade 4 18 Grade 8 22 Grade 12 


Code an individual who has completed a GED as Grade 12. 
23 Nursery, Pre-School, Head Start 
24 Kindergarten 
25 Special Education (see note below) 
26 Vocational Only 
27 College Undergraduate Freshman 
28 College Undergraduate Sophomore 
29 College Undergraduate Junior 
30 College Undergraduate Senior 
31 Graduate or Professional Program  
97 Unknown (Asked but not answered)  
98 Not Collected (Not asked) 


Note: 96 is not a valid code for this data element. 
 
Note: Use Code 25 only for individuals who are in a self-contained, in a special education program without an equivalent school grade level; with 
mainstreaming, this code should be used rarely 
Purposes: Meet FBG and TEDS reporting requirements and respond to other inquiries. 


 







Community Consumer Submission 3 Extract Specifications: Version 7.6.3  
 


                    
Version 7.6 – DMC Accepted 12/20/2019 37 Effective 10/1/2020  


 
 
 


No. Data Element Name and Definition Data Type Max Length


22 Employment Status: Code indicating the employment status of the individual receiving services; e.g., 
employed, unemployed, in an employment program, or not in the labor force; CSBs must collect this at 
admission to and discharge from a program area and update it annually. 


Text 2 


Must match one of the values in the lookup table, lkpEmployment. Italicized language further defines the codes. Select the one code below that 
most accurately describes the individual’s employment status when it is collected. Valid codes are: 
Must match one of the values in lkpEmployment. Italicized language further defines the codes. Valid codes are: 
01 Employed Full Time: Employed 35 hours a week or more; includes Armed Forces This does not include an individual receiving supported or 


sheltered employment; the correct code for this individual is 12 or 13. 
02 Employed Part Time: Employed less than 35 hours a week This does not include an individual receiving supported or sheltered employment; 


the correct code for this individual is 12 or 13. 
03 Unemployed but Seeking Employment 
06 Not in Labor Force: Homemaker The individual is not in the labor force only because he or she is a homemaker and has no other valid 


employment status. 
07 Not in Labor Force: Student or Job Training Program Job training program does not include supported or sheltered employment, but it does 


include prevocational or day support services. 
08 Not in Labor Force: Retired 
09 Not in Labor Force: Disabled The individual is not in the labor force only because of his or her physical disability, mental illness, 


developmental disability, or substance use disorder. 
10 Not in Labor Force: Resident or Inmate of Institution The individual is not in the labor force only because he or she lives in a state or local 


hospital, training center, nursing home, local or regional jail or state correctional facility, or other institution. 
11 Not in Labor Force-Other: Unemployed and not Seeking Employment The individual is unemployed and does not want a job or employment, 


or another value (e.g., 07 student) is not appropriate due to his or her age (e.g., four years old). 
12 Employment Program: Supported Employment The individual receives individual or group supported employment services, defined in the core 


services taxonomy or works in a supported employment setting.   
13 Not in Labor Force: Sheltered Employment The individual receives sheltered employment services, defined in the core services taxonomy, or 


works in a sheltered employment setting.   
97 Unknown (Asked but not answered) The individual or his or her authorized representative did not provide an employment status. 
98 Not Collected (Not asked) This value must not be used for individuals admitted to a program area; its use is only appropriate for individuals 


for whom a case is opened to receive Emergency or Ancillary Services. 
Note: 96 is not a valid code for this data element. 
The code selected should be the most meaningful description of the individual’s employment status when this data is collected 
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No. Data Element Name and Definition  (Element 22 Continued) 
Data 
Type 


Max Length 


 


For example, if the individual at admission is unemployed but wants a job and needs supported employment, the correct value is 03 rather than 12. 
After the individual is admitted to a program area and is receiving supported employment, the correct value at the annual update is 12. 


Purposes: meet FBG, TEDS reporting requirements, and construct unique identifier algorithm for One Source. 


    


23 Type Of Residence: Code indicating where the individual receiving services lives. Text 2 


Must match one of the values in the lookup table, lkpResidence. Valid codes are: 


01 Private   Household (BG 07)   
02 Shelter (BG 01) 
03 Boarding Home (non-licensed 3 persons of less) 
04 Foster Home or Family Sponsor Home or Foster Care 
(02-BG: individual resides in a foster home. A foster home is a home that is licensed by 
a county or state department to provide foster care to children, adolescents, and/or 
adults. This includes therapeutic foster care facilities. Therapeutic foster care is a service 
that provides treatment for troubled children within private homes of trained families. 
05 Licensed Assisted Living Facility (CSB or non-CSB operated) BG = 05) 
06 Community Residential Service = Waiver provider (BG03) 
07 Residential Treatment or Alcohol or Drug Rehabilitation (Other 


Residential Setting) 
08 Nursing Home or Physical Rehabilitation Facility (BG =05)  
09 Hospital (BG= 05)-state hospital, psychiatric hospital 
10 Local Jail or Correctional Facility (BG 06) Individual resides in a 
jail and/or correctional facility with care provided on a 24 hour, 7 
days a week basis. This includes a jail, correctional facility, 
detention centers, and prison. 


 
1
1


 11 State Correctional Facility (BG 06) 
 12 Other Institutional Setting (ICF/IID, IMD, 
 
13 Homeless or homeless shelter) 


(01 BG)– person has no fixed address; includes 
homeless, shelters – NOTE:  Shelter = 02) 


14 Juvenile Detention Center 
15 Veterans  Health Administration (VHA) 
16 Adult Transition Home 
17 other residential status (BG =08) 


 
97 Unknown (Asked but not 
answered) 98 Not Collected (Not 
asked) 
Note: 96 is not a valid code for this data element. 
 
(BG = Block Grant)  


   
 


 Purposes: Meet FBG and TEDS reporting requirements, provide DBHDS Annual Report data, and respond 
to other inquiries (e.g., VHCD). 
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No. Data Element Name and Definition Data Type Max Length 


24 
Legal Status: The legal status of the individual receiving services identifies the type of civil or forensic court 
order or criminal status related to the individual’s admission to a CSB program area or a state facility or to the 
opening of a record for emergency or ancillary services 


Text 2 


Must match one of the values in the lookup table, lkpLegal. Valid codes are: 
01 Voluntary: An individual is admitted voluntarily for community (including local inpatient) services or state facility services. 
02 Involuntary Civil: An adult is admitted involuntarily, as decided at a non-criminal hearing, for purposes of an NGRI or competency 


examination or evaluation or for treatment under a Mandatory Outpatient Treatment (MOT) order or an inpatient civil commitment order; this 
does not include court-ordered psychological evaluations or other assessments for custody cases. 


04 Involuntary Juvenile Court: A juvenile is admitted involuntarily, as decided at a non-criminal hearing, for the purposes of an NGRI or 
competency examination or evaluation or for treatment under an inpatient civil commitment order or remains in the community and is 
court- ordered to treatment in the community; custody remains with the parent or guardian. This does not include court-ordered 
psychological evaluations or other assessments for custody cases. 


06 Involuntary Criminal: An individual who is incarcerated with pending criminal charges or convictions is admitted involuntarily for evaluation 
or treatment. 


07 Involuntary Criminal Incompetent: An individual who is incarcerated with pending criminal charges is deemed incompetent to stand trial 
and is admitted involuntarily for competency restoration. 


08 Involuntary Criminal NGRI: An individual who has been adjudicated not guilty by reason of insanity (NGRI) is admitted involuntarily 
for treatment. 


09 Involuntary Criminal Sex Offender: An individual who is incarcerated under criminal sex offender charges is admitted involuntarily 
for evaluation or treatment. 


10 Involuntary Criminal Transfer: An individual who is incarcerated with pending criminal charges is transferred to a state hospital 
from a correctional facility for evaluation or treatment. 


11 Treatment Ordered Conditional Release: An individual who has been adjudicated NGRI and released conditionally under a court order. 
12 Treatment Ordered Diversion: An individual who has been court-ordered to treatment as a term or condition of diversion from the criminal 


justice system. 
13 Treatment Ordered Probation: An individual who has been court-ordered to treatment as a term or condition of probation. 
14 Treatment Ordered Parole: An individual who has been court-ordered to treatment as a term or condition of parole. 
97 Unknown (Asked but not answered) 
98 Not Collected (Not asked) 
Note: An individual who is ordered to the CSB for a psychological evaluation or other assessment in connection with a custody case would be 
recorded as 01 (Voluntary). Note: 96 is not a valid code for this data element. 


Purposes: Meet FBG and TEDS reporting requirements and respond to other inquiries. 
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No. Data Element Name and Definition Data Type Max length 


 
25 


Nbr Prior Episodes Any Drug: The number of previous episodes of care in which the individual has received 
any substance use disorder services, regardless of the setting (e.g., hospital, community, another state). This 
number reflects complete episodes of care since the individual first entered the system. 


 
Text 


 
2 


Must match one of the values in the lookup table, lkpEpisodes. Valid codes are: 
00 No prior episodes 
01 One prior episode 
02 Two prior episodes 


03 Three prior episodes 
04 Four prior episodes 
05 Five or more prior episodes 


96 Not Applicable 
97 Unknown (Asked but not answered) 98 Not 
Collected (Not asked) 


Purposes: Meet TEDS (federal SABG) reporting requirements and respond to other inquiries. 


32 SAPD Type: The primary substance use disorder problem (drug of abuse) of the individual receiving services. Text 2 
Must match one of the values in the lookup table, lkpDrug. Valid codes are: 
01 None 
02 Alcohol 
03 Cocaine or Crack 
04 Marijuana or Hashish: Including THC and other cannabis sativa 
preparations 05 Heroin 
06 Non-prescription Methadone 
07 Other Opiates/Synthetics: Including codeine, Dilaudid, morphine, Demerol, opium, and any other drug with morphine-like effects 08 PCP 
- Phencyclidine 
09 Other Hallucinogens: Including LSD, DMT, STP mescaline, psilocybin, or peyote  
10 Methamphetamines 
11 Other Amphetamines: Including Benzadrine, Dexedrine, Preludin, Ritalin, and any other "…amines" and related drugs 12 
Other Stimulants 
13 Benzodiazepine: Including Diazepam, Flurazepam, Chlordiazepoxide, Clorazepate, Lorazepam, Alprazolam, Oxazepam, Temazepam, 


Prazepam, or Triazolam, 
14 Other Tranquilizers 
15 Barbiturates: Including Phenobarbital, Seconal, or Nembutal 
16 Other Sedatives or Hypnotics: Including chloralhydrate, Placidyl, Doriden, or mempromate 17 
Inhalants: Including ether, glue, chloroform, nitrous oxide, gasoline, or paint thinner 
18 Over the Counter: e.g., aspirin, cough syrup, , over-the-counter diet aids, and any other legally obtained, non-prescription medication. 20 
Other 97 Unknown (Asked but not answered) 
96 Not Applicable 98 Not Collected (Not asked) 
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Purposes: Meet SABG and TEDS reporting requirements and respond to other inquiries. 


No. Data Element Name and Definition 
Data Type Max 


Length 


33 SAPD Freq Use: The individual’s frequency of use of the primary drug of abuse. Text 2 
Must match one of the values in the lookup table, lkpFrequency. Italicized language below further defines the codes. Valid codes are: 
01 No use in the past month - an individual has not used any 


drug in past month or an individual who is not currently a 
user is seeking service to avoid a relapse 


02 One to three times in the past month 
03 One to two times per week 


04 Three to six times per week 05 
Daily 
96 Not Applicable 
97 Unknown (Asked but not answered) 
98  Not Collected (Not asked) 


Purposes: Meet SABG and TEDS reporting requirements and respond to other inquiries. 


    


34 SAPD Meth Use: The individual’s method of use or usual route of administration for the primary drug of 
abuse. 


Text 2 


Must match one of the values in the lookup table, lkpDrugMethod. Valid codes are: 
01 Oral 
02 Smoking 
03 Inhalation 
04 Injection (IV or Intramuscular) 


05 Other 
96 Not Applicable 
97 Unknown (Asked but not answered)  
98  Not Collected (Not asked) 


Purposes: Meet FBG and TEDS reporting requirements and respond to other inquiries. 


35 
SAPD Age Use: The age at which the individual receiving services first used the primary drug of abuse or, 
for alcohol, the age of the individual’s first intoxication. 


Text 2 


There is no lookup table for this field. The age must not be older than the individual’s age. Valid codes are: 
00 Newborn 
01-95 Actual Age of First 
Use 96 Not Applicable 


97 Unknown 
98 Not Collected 


Purposes: Meet SABG and TEDS reporting requirements and respond to other inquiries. 
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No. Data Element Name and Definition 
Data Type Max 


Length 
 


36 SASD Type: The secondary substance use disorder problem (drug of abuse) of the individual receiving 
services.  


Text 2 


Valid codes are the same as the type of the individual’s primary drug of abuse. 


37 SASD Freq Use: The individual’s frequency of use of the secondary drug of abuse. Text 2 
Valid codes are the same as the frequency of use for the individual’s primary drug of abuse. 


38 SASD Meth Use: The individual’s method of use or usual route of administration for the secondary drug of 
abuse. 


Text 2 


Valid codes are the same as the method of use for the individual’s primary drug of use. 


 
 


  


39 
SASD Age Use: The age at which the individual receiving services first used the secondary drug of abuse, or 
for alcohol, the age of the individual’s first intoxication. 


Text 2 


Valid codes are the same as the age at first use for the individual’s primary drug of abuse. 


40 SATD Type: The tertiary substance use disorder problem (drug of abuse) of the individual receiving 
services. 


Text 2 


Valid codes are the same as for the type of the individual’s primary drug of abuse. 


41 SATD Freq Use: The individual’s frequency of use of the tertiary drug of abuse. Text 2 


Valid codes are the same as the frequency of use for the individual’s primary drug of abuse. 


42 SATD Meth Use: The individual’s method of use or usual route of administration for the tertiary drug of 
abuse. 


Text 2 


Valid codes are the same as the method of use for the individual’s primary drug of use. 


43 
SATD Age Use: The age at which the individual receiving services first used the tertiary drug of abuse or, 
for alcohol, the age of the individual’s first intoxication. 


Text 2 


Valid codes are the same as the age at first use for the individual’s primary drug of abuse. 
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No. Data Element Name and Definition 
Data 
Type 


Max 
Length 


44 Pregnant Status: Indicates if the individual is a female with a substance use disorder who is pregnant Text 1 


Must match one of the values in the lookup table, lkpYesNo. Gender must be 01 (Female) to enter a ‘Y’ status. Valid codes are: 


Y Yes 
 N No 
U Unknown (Asked but not answered) 
X Not Collected (Not asked) 
A Not Applicable 
Purposes: Meet FBG and Post-Partum Women (PPW) reporting requirements and respond to other inquiries. 


 


45 
Female With Dependent Children Status: Indicates if the individual identifies as is a female with a substance 
use disorder who is living with dependent children (ages birth through 17) 


Text 1 


Must match one of the values in the lookup table, lkpYesNo. Gender must be 01 (Female) to enter a ‘Y’ status. Valid codes are: 


Y Yes  
N No 
A Not Applicable 


U Unknown (Asked but not answered) 
X Not Collected (Not asked) 


  


Purposes: Meet FBG reporting requirements and respond to other inquiries. 
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No. Data Element Name and Definition 
Data 
Type 


Max 
Length 


47 
 Nbr Of Arrests: Number of arrests of the individual in the past 30 days preceding admission to the mental 


health (100) or substance use disorder services (300) with the CSB and at discharge to program area CSBs 
must collect and report this at intake admission to and at discharge from a program area (100,300) and 
annually at the individualized service plan review. 


 


Text 2 


  
Any formal arrest should be counted, regardless of whether incarceration or conviction resulted or regardless of the status of the 
arrest proceedings on the date of admission. If in treatment less than 30-days, use number of arrests during period of treatment for 
the discharge data (BG instructions V 2.7) 
 


Valid codes are: 
 If value is zero (no arrests within 30 days preceding admission), use “00” 


 
  00-31 Number of arrests  
96 Not Applicable (retire 96 as of FY 2021)   NOT A Valid Code beginning FY 2021 
97 Unknown (Asked but not answered) 
98 Not Collected (Not asked) 


  


 


 Purposes: Meet FBGs, and TEDS reporting requirements and respond to other inquiries. 
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No. Data Element Name and Definition Data Type Max. Length 


 
48 


Service From Date: MMDDYYYY indicating the date on which the service occurred or on which the service 
began within the reporting month for those services spanning more than one day. 


Text 8 


 Must be a valid date within the current fiscal year, which starts on July 1 of one year and ends on June 30 of the following 
year. 


 Purpose: Meet FBG and TEDS reporting requirements. 


  


 
57 


Medicaid Nbr: The Medicaid number of the individual receiving services in the format specified by the 
Department of Medical Assistance Services (DMAS), only 12 numeric characters. 


 
Text 


  
12 


Reported for individuals enrolled in Medicaid at their admission to a program area. If an individual is enrolled in Medicaid at one point, but then 
loses his or her Medicaid eligibility, the value in this field should continue to show the Medicaid number. If the individual’s Medicaid number 
changes, then the new number must be transmitted. If a CSB includes formatting characters (e.g., hyphens, pound signs) in its Medicaid number, 
the CSB must strip them out before exporting the number to the CCS 3 extract. Do not enter Medicaid HMO, Managed Care, Commonwealth 
Coordinated Care (Medicare Medicaid Dual Eligible) Project, or Medicaid Governor’s Access Plan (GAP) [NOTE: GAP ended 3/31/19, do not 
include GAP after 3/31/19] numbers in this field; reflect these coverages in the InsuranceType data elements (71-78). Enter only actual 
Medicaid numbers in data element 57. Enter only the Medicaid number not the billing number for any managed care Medicaid service, 
do not pull from insurance field to this element, as they may not be the same.  


Purposes: Collect data for the DBHDS Annual Report and respond to other inquiries. 


 
58 


Consumer First Name: The first name of the individual receiving services, used to extract characters for 
input to a probabilistic matching algorithm run by the Department to generate a unique consumer Id. The 
full first name is not transmitted to the Department. 


 
Text 


 
30 


Any valid alphanumeric character. 


Purpose: Construct unique identifier algorithm for OneSource. 
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No. Data Element Name and Definition Data Type Max. Length 


 
59 


Consumer Last Name: The last name of the individual receiving services, used to extract characters for 
input to a probabilistic matching algorithm run by the Department to generate a unique consumer Id. The 
full last name is not transmitted to Department. 


 
Text 


 
30 


Any valid alphanumeric character. Last names with hyphens should put the individual’s legal last name before the hyphen. 


Purpose: Construct unique identifier algorithm for One Source. 


60 Type Of Care Through Date: MMDDYYYY indicating the ending date of a type of care. Text 8 


Must be a valid date and must be the same date as the TypeOfCareFromDate or later. Must not be a date in the future (e.g., past the date of the 
extract file at the latest). 


Purpose: Meet FBG and TEDS reporting requirements. 


61 Type Of Care From Date: MMDDYYYY indicating the starting date of a type of care. Text 8 


Must be a valid date. Must not be before a previous TypeOfCareThroughDate in the same program area. 


Purpose: Meet FBG and TEDS reporting requirements. 


 
62 


Service Through Date: MMDDYYYY indicating the ending date of a service. If the service through date is 
the same as the ServiceFromDate; i.e. the service started and ended on the same day, this value should be the 
same as the service from date. 


 
Text 


 
8 


Must be a valid date and must be the same day as the ServiceFromDate or later. Must not be a date in the future (e.g., past the date of the extract 
file at the latest). 


Purpose: Meet FBG and TEDS reporting requirements. 
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No. Data Element Name and Definition Data Type Max. Length 


63 Staff Id: Indicates the local staff identification number. Text 10 


This is an optional a mandatory data element supplied by CSBs on a voluntary basis. If it omits this field, the CSB must represent it with two 
consecutive commas for formatting NULL values in the extract file (refer to Appendix E). 


Purpose: Provide information for quality improvement and management. STEP-VA; Peer and Family Support Services; Workforce 
Development, program analysis. 
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No. Data Element Name and Definition 
Data Type    Max  Length 


 


64
 


Service Subtype: A specific activity associated with a particular core service category or subcategory for 
which a Service.txt file is submitted.  
Pad (01-22) with 0 (zero)  = required = FATAL ERROR as of July 1, 2020 (i.e. 001, 002, 022) 
 
For services that do not have a valid service subtype code as 96. 


Text 3 


Must match one of the values in the lookup table, lkpServiceSubtype. Valid codes are: 


01 Crisis Intervention: Clinical intervention in response to an acute crisis episode; includes counseling, short term crisis counseling, triage, or 
disposition determination; this includes all emergency services not included in subtypes 02 through 06 below  SEE#24 below for new Crisis 
Intervention definition and code 


02 Crisis Intervention Provided Under an ECO: Clinical intervention and evaluation provided by a certified preadmission screening evaluator 
 in response to an emergency custody order (ECO) issued by a magistrate  


03 Crisis Intervention Provided Under Law Enforcement Custody (a paperless ECO): Clinical intervention and evaluation provided by a  
certified preadmission screening evaluator to an individual under custody of a law enforcement officer without a magistrate-issued ECO  


04 Independent Examination: An examination provided by a independent examiner who satisfies the requirements in and who conducts the 
examination in accordance with § 37.2-815 of the Code of Virginia in preparation for a civil commitment hearing 


05 Commitment Hearing: Attendance of a certified preadmission screening evaluator at a civil commitment or recommitment hearing 
conducted pursuant to § 37.2-817 of the Code of Virginia 


06 MOT Review Hearing: Attendance at a review hearing conducted pursuant to §§ 37.2-817.1 through 37.2-817.4 of the Code of 
Virginia for a person under a mandatory outpatient treatment (MOT) order 


13 Case Management Services for Quarterly Case Management ISP Review: Services provided by a case manager for a quarterly case 
management ISP review in a case management service licensed by the Department –required for DD services only (Service Categories: 
100/300, 200/320, 300/320) 


14 Case Management Services for Annual Case Management ISP Meeting: Services provided by a case manager for an annual case 
management ISP meeting in a case management service licensed by the Department –required for DD services only (Service 
Categories: 100/320, 200/320, 300/320) 


 
(continued next page) 
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15 Peer Support Community Based Services (See Appendix M): Peer recovery support services that are nonclinical, peer-to-peer activities that 
engage, educate, and support an individual's self-help efforts to improve recovery, resiliency, and wellness. ONLY peer-driven, peer-led 
services provided by representatives of local communities of recovery. These services are provided by peer supporters to help increase an 
individual's role and meaning in communities of their choice. Services assist in the use of positive self-management techniques, problem‐
solving skills, coping mechanisms, symptom management, and communication strategies.  Services can be delivered within varying 
community settings such as coffee shops, libraries, parks, the individual’s home, etc. 


16 Family Community Based Services ONLY family-driven, family-led services.  These services are provided by Family Support Partners to 
help increase an individual's role and meaning in communities of their choice and can be delivered within varying community settings such as 
coffee shops, libraries, parks, the individual’s home, etc. 


17 Peer Support Employment: Peer support services that are strength-based, recovery-oriented and peer-led.  Services support the individual in 
self-determining what vocational and/or educational environments they choose to pursue.  Provides peer support for the individual in 
preparing to work, finding and keeping a job, and thriving in a work environment. 


18 Family Support Employment: Strength-based, family-led services that support the individual in self-determining what vocational and/or 
educational environments they choose to pursue.  Family support services focused on assisting the individual in preparing to work, finding and 
keeping a job, and thriving in a work environment 


19 Peer Housing Support:   Strength-based, recovery-oriented peer support services focused on assisting the individual with meaningful choice 
of housing and related community-based housing support services. Services support the individual in seeking, securing, and maintaining safe 
and appropriate housing.  Services help increase an individual's role and meaning in communities of their choice. 


20 Family Housing Support:  Strength-based, family-led services that focus on assisting the individual with meaningful choice of housing and 
related community-based housing support services and provide support to engage in activities needed to maintain housing. 


 
(note to DMC partners… the original 21 has been deleted as not needed) 
21 Intensive Care Coordination/High Fidelity Wraparound High Fidelity Wraparound (HFW) is a team-based, collaborative planning 


process for developing and implementing individualized care plans for children with behavioral health challenges and their families.  HFW is 
an evidence-based process driven by 10 principles, four phases and a theory of change.  Intensive Care Coordination is the service by which 
this planning process is delivered.  When a Family/Youth Support Partner is involved in HFW they partner with the Intensive Care 
Coordinator through all phases of HFW and through their lived experience ensure that the family and youth’s voice, strengths, needs and 
culture drive the process.    ICC/HFW is ONLY for children under age 18. 


 
22 Preadmission Screening Evaluation: An evaluation provided by a certified preadmission screening clinician to determine if individual 


meets the criteria for a TDO or involuntary commitment but is not subject to an ECO. 
 


(continued next page) 
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24 Crisis Intervention Services/Mobile:   See Appendix L for additional information 
25    Crisis Intervention Services/Day Program Intermittent:  See Appendix L for additional information 


26  Crisis Stabilization Services/Mobile:   See Appendix L for additional information:  


27  Crisis Stabilization Services/ Crisis Day Program (intermittent):    See Appendix L for additional information: 


28 Crisis Stabilization Services/Crisis 23 hour: Applies to all program areas. See Appendix L for additional information: 


 


 
96 Not Applicable 


Unknown (97) and Not Collected (98) are not valid codes for this data element. 


CSBs must use codes 13 and 14 for developmental case management services that involve quarterly case management ISP reviews 
or annual case management ISP meetings, but CSBs also may use these codes for mental health or substance use disorder case 
management services that involve quarterly case management ISP reviews or annual case management ISP meetings. If they do not 
use codes 13 and 14 for mental health or substance use disorder case management services, CSBs must use Not Applicable (96). 


Subtypes 24 through 29 are to be reported in program area 400 and subcore 100; they should include a leading digit to 
indicate the primary presenting problem leading to the crisis services, acceptable labels are “1” for mental health crises, “2” 
for DD crises (including REACH services), and “3” for Substance Use Disorder Crises.  Example:  124 would represent 
mobile crisis intervention services provided for an individual experiencing a crisis related to acute symptoms of a mental 
health diagnosis. 


 


No. Data Element Name and Definition 
Data Type    Max   


   Length 
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65 


Service Location: The location in which the service for which a Service.txt file is submitted was received by or 
provided to an individual. CSBs must report service location in the Service file for every service in all program 
areas (100, 200, and 300) and for emergency services or ancillary services (400). CSBs must collect service 
location at every service encounter. 


 
Text 


 
2 


 Must match one of the values in the lookup table, lkpServiceLocation. Valid codes are: 
01 Consumer Residence: where the individual lives, his or her primary residence; however, if he or she lives in a CSB or CSB-contracted 


Residential facility, then enter 15. Include PROJECT LINK effective 7/1/2019 and forward for those CSBs providing PROJECT LINKservices. 
02  CSB Program Site: the location in which a CSB or its contractor provides services includes Day Support Program, Psychosocial Day program. 


if this is where the individual lives, enter 15 
03 Court: includes general district and juvenile and domestic relations courts, court services units and probation and parole offices 04 Local or 


Regional Jail: a facility serving adults primarily; not a Department of Corrections facility  
05 Local or Regional Juvenile Detention Center: a facility serving juveniles under the age of 18 who have been committed to the facility; not a 


Learning Center operated by the state 
06 Law Enforcement Facility: a location in the community that houses law enforcement officers; includes police stations and sheriffs’ offices  
07  Non-State Medical Hospital: a medical hospital licensed by but not operated by the state; includes hospitals and UVA and MCV hospitals 
08 Non-State Psychiatric Hospital or Psychiatric Unit in a Non-State Medical Hospital: a psychiatric hospital or unit licensed by but not operated by 


the state; includes UVA and MCV, VHA and MTF facilities (same definitions as in 15 Referral Source) 
09 State Hospital or Training Center: a facility operated by the Department of Behavioral Health and Developmental Services and defined in § 37.2-


100 of the Code of Virginia 
10 Educational Facility: includes public or private schools, community colleges, colleges, and universities(i.e., homeschooling, TTAC, ) 
11 Assisted Living Facility: a facility licensed by the Department of Social Services that provides housing and care for individuals in need of 


assistance with daily living activities 
12 Nursing Home: a facility licensed certified by the Department of Health that provides services to individuals who require continuing nursing 


assistance and assistance with activities of daily living [note: include Virginia Veterans Care Centers (i.e., Sitter Barefoot- Richmond; Salem 
VA VA NF – Salem, Va); excludes HDMC and SWMHI geriatric unit – code HDMC & SWMHI under 09] 


(continued on next page) 
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No. Data Element Name and Definition (Element #65 continued) 
Data 
Type 


Max 
Length 


13 Shelter: a community-based facility that provides temporary housing or living space for a brief period of time to individuals who 
are homeless or in need of temporary sheltering; generally, does not provide any around-the-clock behavioral health or 
medical care and may or may not provide basic living amenities, but may provide space for meals, personal hygiene, and 
overnight accommodations 


14 Other Community Setting (any location that is used for the provision of services other than those identified in preceding codes) includes Adult 
Transition homes (Crisis)  


15 CSB or CSB-Contracted Residential Facility: this does not include CSB-controlled inpatient beds 
16 Congregate Residential Facilities: Provider-controlled setting where multiple individuals live together and receive care in the 


community.  
 


17  Peer Run Centers (i.e., Peer Respite, Wellness Recovery Center): A service site in which a majority of persons who oversee the 
program’s operation and are in positions under direction that have lived experience 


 
18 Non-hospital residential treatment facility- (i.e., Children & youth Jackson Field, UMFS, Grafton) : a facility other than a hospital, that provides 


psychiatric services and is a 24 hour supervised, clinically and medically necessary out of home active treatment program designed to provide 
necessary support and address mental health, behavioral, substance abuse, cognitive, and training needs of an individual under 21 years of age in 
order to prevent or minimize the need for more intensive inpatient treatment. 


 
 Not Applicable (96), Unknown (97), and Not Collected (98) are not valid codes for this data element  


 
Purposes:   Meet DOJ Settlement Agreement and grant reporting requirements. Purposes: Track services to a high visibility population and respond 
to requests from the General Assembly, Dept. of Veteran Services and other reporting requirements. 
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No. Data Element Name and Definition  
Data 
Type 


Max 
Length 


 
 
 
 
 
 
66 


Military Status: The current status of an individual who is seeking or receiving services who is serving or 
has served in a branch of the U.S. military or who is a dependent family member of the individual. CSBs must 
collect and report military status at admission to and discharge from a program area (100,200, 300, 400), 
annually, or when it changes and report it in the Consumer file. 
Please add a flag somewhere in your process for the CM/SC to ask: 
Please inquire about military connection by asking: “Have you served in the United States military or are 
you the spouse or dependent child of an individual who served in the United States military?” (dependent 
code 06)  NOTE: reworded at suggestion of CSB for better clarity. 


 
 
 


Text 


 
 
 


2 


Must match one of the values in the lookup table, lkpMilitaryStatus. Valid codes are: 
 Armed Forces on Active Duty: An individual who is serving on active duty in the U.S. Army, Navy, Marine Corps, Air Force, or Coast 


Guard or the U.S. Public Health Service or the U.S. Merchant Marine and could include mobilized members of the Reserve or Guard 
02 Armed Forces Reserve: An individual who is serving in a duty status in a unit of the U.S. Army Reserve, Naval Reserve, 


Marine Corps Reserve, Air Force Reserve, or Coast Guard Reserve, but currently is not mobilized 
03 National Guard: An individual who is serving in a duty status in a unit of the National Guard, but currently is not mobilized 
04 Armed Forces or National Guard Retired: An individual who is retired, having served on active duty as a member of the U.S. Army, 


Army Reserve, Navy, Naval Reserve, Marine Corps, Marine Corps Reserve, Air Force, Air Force Reserve, Coast Guard, Coast Guard 
Reserve, or National Guard or the U.S. Public Health Service or Merchant Marine 


05 Armed Forces or National Guard Discharged: An individual who has been discharged (any type of discharge) from military service in the 
U.S. Army, Army Reserve, Navy, Naval Reserve, Marine Corps, Marine Corps Reserve, Air Force, Air Force Reserve, 
Coast Guard, Coast Guard Reserve, or National Guard or the U.S. Public Health Service or Merchant Marine. 


06 Armed Forces or National Guard Dependent Family Member: An individual who is the spouse or the dependent child of an individual who is 
serving on active duty in, is retired from, or has been discharged from the U.S. Army, Army Reserve, Navy, 
Naval Reserve, Marine Corps, Marine Corps Reserve, Air Force, Air Force Reserve, Coast Guard, Coast Guard Reserve, or 
National Guard or the U.S. Public Health Service or Merchant Marine 


96 Not Applicable (No military status) 
97 Unknown (Asked but not answered) 
98 Not Collected (Not asked) 


Purposes: MHBG, increase validity of numbers and accuracy in reporting Veteran and Military Service Connections.  Track services to a high 
visibility population and respond to requests from the General Assembly and Dept. of Veteran Services. 







Community Consumer Submission 3 Extract Specifications: Version 7.6.3  
 


                    
Version 7.6 – DMC Accepted 12/20/2019 54 Effective 10/1/2020  


 
 
 


No. Data Element Name and Definition  
Data 
Type 


Max 
Length 


 
 


67 


Military Service Start Date: The year in which the individual’s most recent active or reserve duty in the U.S. 
Army, Army Reserve, Navy, Naval Reserve, Marine Corps, Marine Corps Reserve, Air Force, Air Force Reserve, 
Coast Guard, Coast Guard Reserve, or National Guard or the U.S. Public Health Service or Merchant Marine 
began. CSBs must collect and report military service start date at admission to and discharge from a program area, 
annually, or when it changes and report it in the Consumer file. 


 
 


Text 


 
 


4 


Enter the year or null. The format for the year is YYYY. Enter null if code 06 is used for data element 66. 
Purposes: Track services to a high visibility population and respond to requests from the General Assembly and Dept. of Veteran Services. 


 
 


68 


Military Service End Date: If retired or discharged, the year in which the individual’s most recent active or reserve 
duty in the U.S. Army, Army Reserve, Navy, Naval Reserve, Marine Corps, Marine Corps Reserve, Air Force, Air 
Force Reserve, Coast Guard, Coast Guard Reserve, or National Guard or the U.S. Public Health Service or Merchant 
Marine ended. CSBs must collect military service end date at admission to and discharge from a program area, 
annually, or when it changes and report it in the Consumer file. 


 
 


Text 


 
 


4 


 Enter the year or null. The format for the year is YYYY. Enter null if code 06 is used for data element 66. 


Purposes: Track services to a high visibility population and respond to requests from the General Assembly and Dept. of Veteran Services. 
 


 
 
 


 
70 


Social Connectedness: The degree to which the individual receiving mental health or substance use disorder services is 
connected to his environment through types of social contacts that support recovery. This is measured by how often the 
individual has participated in any of the following activities in the past 30 days: participation in a non-professional, peer-
operated organization that is devoted to helping individuals reach or maintain recovery such as Alcoholics Anonymous, 
Narcotics Anonymous, Secular Organization for Sobriety, Double Trouble in Recovery, or Women for Sobriety; 
participation in any religious or faith-affiliated recovery self-help groups; or participation in organizations that support 
recovery other than the organizations described above, including consumer-run mental health programs and Oxford 
Houses. CSBs must collect social connectedness at admission to and discharge from a program area and update it 
annually at the annual review of the ISP for individuals who have been receiving services in the program area for one 
year from the date of admission. 


 
 
 


 
Text 


 
 
 


 
2 


(continued next page) 
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No. Data Element Name and Definition (Element # 70 Continued) 
Data 
Type 


Max 
Length 


 


Must match one of the values in the lookup table, lkpSocialConnectedness. Italicized language further defines the codes. Valid codes are: 


01 No Participation in the Past Month 
02 Participation One to Three Times in the Past Month 03 
Participation One to Two Times per Week 
04 Participation Three to Six Times per Week 05 
Participation Daily 
96 Not Applicable - For admission to or discharge from the developmental services program area or for opening a record for 


emergency or ancillary services 
97 Unknown (Asked but not answered) 
98 Not Collected (Not asked) 
Purpose: Meet federal SABG NOMS reporting requirements. Project LINK 
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No. Data Element Name and Definition Data Type Max 
Length 


 


71 


Insurance Type 1: The type of health insurance currently covering the individual receiving services. CSBs must 
collect this when a record is opened on the individual for emergency or ancillary services or an individual is 
admitted to a program area and update it whenever it changes. (04 & 06 are health care benefits, an option for 
eligible Veterans) 


 


Text 


 


2 


Must match one of the values in the lookup table, lkpInsuranceType. Italicized language below further defines the codes. Valid codes are: 
01 Private Insurance - includes Blue Cross/Blue Shield/Anthem, non-Medicaid or Medicare HMOs, self-paying employer-offered 


insurance, or other private insurance 
02 Medicare - individual is enrolled in Medicare 
03 Medicaid - individual is enrolled in Medicaid (for individuals in the three Developmental Disability (DD) Waivers, enter 03 for 


data element 71 and 10 for data element 72) 
04 Veterans Administration – Health care benefits 
05 Private Pay - any payment made directly by the individual or a responsible family member or any payment by non-insurance sources, 


e.g., courts, social services, jails, or schools 
06 Tricare (formerly known as CHAMPUS) – health care program for uniformed service members, military retirees and their families (dependents). 
07 FAMIS 
08 Uninsured - if the individual is not covered by any health insurance but private payments are received, enter 08 for data element 


71 and 05 for data element 72 
09 Other 
10 Medicaid Managed Care - includes Commonwealth Coordinated Care Plus (CCC+)* members in regular Medicaid, (enter 10 for 


data element 71 and 03 for data element 72) 
11 Medicare Medicaid Dual Eligible - includes CCC+ dual eligible members (enter 11 for data element 71, 02 for data element 72, and 


03 for data element 73 
12 GAP  Retired FY 2021 
96 Not Applicable - use this to fill in fields when the individual receiving services has no other insurance coverage after those indicated in 


previous InsuranceType data elements (e.g., 71 and 72); for example, if the individual is uninsured and 08 has been entered for data 
element 71, use 96 for data elements 72 through 78 


97 Unknown (Asked but not answered) 
98 Not Collected (Not asked) 
*CCC+ includes individuals who are: age 65 and older, in nursing facilities, in the Technology Assisted or EDCD Waivers, in the three DD Waivers but only for their acute and primary care services (actual 


DD Waiver services and case management, support coordination, and transportation services are carved out of CCC+), in Medallion 3 ABD populations, and effective 01/01/2018 receiving mental health 
rehabilitation (State Plan Option) services under a CCC+ MCO. 


Purposes: Meet federal MHBG reporting requirements and respond to data requests (e.g., for Medicaid expansion). 
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No. Data Element Name and Definition Data 
Type 


Max 
Length 


72 Insurance Type 3: See data element 71 for definition. See data element 71 for valid codes. Text 2 


73 Insurance Type 3: See data element 71 for definition. See data element 71 for valid codes. Text 2 


74 Insurance Type 4: See data element 71 for definition. See data element 71 for valid codes. Text 2 


75 Insurance Type 5: See data element 71 for definition. See data element 71 for valid codes. Text 2 


76 Insurance Type 6: See data element 71 for definition. See data element 71 for valid codes. Text 2 


77 Insurance Type 7: See data element 71 for definition. See data element 71 for valid codes. Text 2 


78 Insurance Type 8: See data element 71 for definition. See data element 71 for valid codes. Text 2 


 
81 


Health Well Being Measure: Identifies the extent to which the individual remains healthy as evidenced by the  
Text 


 
2 absence of unplanned hospital admissions; CSBs must collect and report this quarterly only for individuals  


receiving Medicaid Developmental Disability (DD) Waiver services. For other individuals, use code 96. 


Must match one of the values in the lookup table, lkpGoalMeasure. Italicized language below further defines the codes. Valid codes are: 


01 Measure Met - No unplanned hospital admissions 
occurred during the quarter. 


02 Measure Partially Met - Unplanned admission(s) occurred or 
a hospitalization continued, and the individual’s case 
management ISP was reviewed and updated as needed during the 
quarter. 


03 Measure Not Met - Unplanned admission(s) occurred and the 


case management ISP was not reviewed and updated as needed 
during the quarter. 


04 Measure Not in ISP - Do not use. 
96 Not Applicable - Use for all other individuals receiving services. 
97 Unknown (Asked but not answered) 
98 Not Collected (Not asked) 


Purpose: Meet DOJ Settlement Agreement reporting requirements for the eight domains. 
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No. Data Element Name and Definition Data Type Max Length 


82 
 Community Inclusion Measure: Identifies the extent to which desired community inclusion outcomes in the 
individual’s ISP have been achieved as determined by the individual, the authorized representative if the 
individual cannot determine this, and the case manager during the quarterly case management ISP review; 
CSBs must collect 82 and report this quarterly only for individuals receiving Medicaid DD Waiver services.
This includes opportunities as part of day support, employment, or residential services for education, 
employment, volunteer, and community inclusion or engagement activities that involve opportunities to 
develop relationships and interact with people other than paid program staff. This measure includes individuals 
who receive Medicaid DD Wavier Community Engagement/Community Coaching services, but it also 
includes individuals who participate in community inclusion activities provide by other services or non-
disability specific organizations 
 


Text 3 


Must match one of the values in the lookup table, lkpGoalMeasure. Italicized language below further defines the codes. Valid codes are: 


01      Measure Met - Community inclusion and engagement activities that involve opportunities to develop relationships and interact with 
people other than paid program staff were included in the individual’s ISP and occurred at the frequency desired by the individual. 
02     Measure Partially Met - Community inclusion and engagement activities that involve opportunities to develop relationships and interact 
with people other than paid program staff were included in the individual’s ISP but did not occur at the frequency desired by the individual. 
03     Measure Not Met - Community inclusion and engagement activities that involve opportunities to develop relationships and 
interact with people other than paid program staff were not included in the individual’s ISP. 
04      Measure Not in ISP - Do not use. 
96     Not Applicable - Use for all other individuals receiving services. 
97     Unknown (Asked but not answered) 
98     Not Collected (Not asked) 


 Purpose: Meet DOJ Settlement Agreement reporting requirements for the eight domains. 
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83 
 Choice and Self-Determination Measure: Identifies the extent to which the individual’s desired life 
choices (e.g., healthcare, home, people to live with, daily schedule, clothing to wear, living area decoration, 
church to attend, social and recreational activities to participate in) have been included in the individual’s 
ISP and have been implemented as determined by the individual, the authorized representative if the 
individual cannot determine this, and the case manager during the quarterly case management ISP review; 
CSBs must collect and report this quarterly only for individuals receiving Medicaid DD Waiver services. 
For other individuals, use code 96. 


Text 2 


Must match one of the values in the lookup table, lkpGoalMeasure. Italicized language below further defines the codes. Valid codes are: 
 (The individual) 
01 Measure Met - Played a major role in making most or all of 


the decisions that affected him or her such as choosing a 
physician, dentist, or roommate; meal menus; visitors; daily 
activities; or what to wear. 


02 Measure Partially Met - Had some input into making the 
decisions that affected her or him but did not play a major role in 
making those decisions. 


03 Measure Not Met - Rarely or never had input into making the 
decisions that affected him or her. 


04 Measure Not in ISP - Do not use. 
96 Not Applicable - Use for all other individuals receiving services. 
97 Unknown (Asked but not answered) 
98 Not Collected (Not asked) 


 


Purpose: Meet DOJ Settlement Agreement reporting requirements for the eight domains. 
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84 Living Arrangement Measure: Identifies the degree to which an individual has maintained his or her chosen 
living arrangement, including moving from one home of choice to another, as determined by the individual, 
the authorized representative if the individual cannot determine this, and the case manager during the 
quarterly case management individual support plan (ISP) review; CSBs must collect and report this quarterly 
only for individuals receiving Medicaid DD Waiver services. For other individuals, use code 96. 


Text 2 


 


Must match one of the values in the lookup table, lkpStabilityMeasure. Italicized language below further defines the codes. Valid codes are: (The 
individual) 
01 Measure Met Maintained - Maintained his or her chosen living 


arrangement. 
02 Measure Met Different - Moved to a different 


living arrangement of his or her choice. 
03 Measure Not Met Maintained - Maintained a current 


living arrangement not of his or her choice. 


04 Measure Not Met Different - Moved to a different living 
arrangement not of his or her choice. 


05 Measure Not in ISP - Do not use. 
96 Not Applicable - Use for all other individuals receiving services. 
97 Unknown (Asked but not answered) 
98 Not Collected (Not asked) 


Purpose: Meet DOJ Settlement Agreement reporting requirements for the eight domains. 


85 
Day Activity Measure: Identifies the degree to which the individual has maintained his or her chosen day activities 
(e.g., full- or part-time integrated employment, integrated supported employment, or community engagement or 
other integrated day program) as determined by the individual, the authorized representative if the individual cannot 
determine this, and the case manager during the quarterly case management ISP review; collected and reported 
quarterly only for individuals receiving Medicaid DD Waiver services. For other individuals, use code 96. 


 
Text 3 


Must match one of the values in the lookup table, lkpStabilityMeasure. Italicized language below further defines the codes. Valid codes are:  
(The individual) 


01 Measure Met Maintained - Maintained his or her chosen 
day activities. 


02 Measure Met Different - Engaged in different day activities of his 
or her choice. 


03 Measure Not Met Maintained Current - Maintained current day 
activities not of his or her choice. 


04 Measure Not Met Different - Engaged in different day activities not 
of his or her choice. 


05 Measure Not in ISP - Individual’s choice or individual is in 
school. 
96 Not Applicable - Use for all other individuals receiving services. 
97 Unknown (Asked but not answered) 
98 Not Collected (Not asked) 


 


Purpose: Meet DOJ Settlement Agreement reporting requirements for the eight domains. 
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86 
School Attendance Status: Identifies attendance (including home schooling) by all children (3-17 years old) of at 
least one day during the past three months; CSBs must collect and report this at admission to and discharge from 
the mental health services program area and quarterly. This also includes young adults (18- 21 years old) in 
special education 


Text 1 


Must match one of the values in the lookup table, lkpYesNo. Italicized language below further defines the codes. Valid codes are: 


Y Yes - In school at least one day in past three months or if 
reporting period overlaps summer months 


N No - No school in past three months excluding summer months 


A Not Applicable - Use for individuals ages 0-2 or 18 or above 
unless 18-21 in special education and receiving MH services 


U Unknown (Asked but not answered) 
X Not Collected (Not asked) 


 


Purpose: Meet federal MHBG reporting requirement. 


 
 


  


87 
Independent Living Status: Identifies an adult who lives independently in a private (01 in data element 23 
TypeOfResidence) and is capable of self-care, who lives independently with case management or housing 
supports, or who is largely independent and chooses to live with others (e.g., friends, spouse, other family 
members) for reasons such as personal choice, culture, or finances not related to mental illness. Dependent living 
status means living in a private residence while being heavily dependent on others for daily living assistance. 
CSBs must collect this at admission to and discharge from the mental health services program areas, update it 
annually, and report it in the Consumer file. 


Text 1 


Must match one of the values in the lookup table, lkpYesNo. Italicized language below further defines the codes. Valid codes are:  


Yes - Independent living status in a private residence U Unknown (Asked but not answered) - Also  
N   No - Dependent living status in a private residence when it cannot be determined if an 
A   Not Applicable - Use for all children, for all adults not living in a  adult is living independently or  
private residence (01 in data element 23), and for all individuals dependently in a private residence.   
admitted to the developmental or SUD program areas   
 X Not Collected (Not asked) 


 


Purpose: Meet FBG and TEDS reporting requirements. 
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88 


Housing Stability:  Identifies the number of changes in residence during a quarter by individuals admitted to the mental 
health or substance use disorder services program area and receiving mental health or substance use disorder case 
management services.  CSBs must collect this at admission to and discharge from the program area and at each quarterly 
case management ISP review and report it in the Consumer file. 


Text 2 


Must match one of the values in the lookup table, lkpHousingMoves.  Italicized language below further defines the codes.  Valid codes are: 


00-95 Number of moves in the last quarter 
96  Not Applicable - Use for all individuals not receiving mental  
      health or substance use disorder case management services or for 
      individuals who are homeless. 


97  Unknown (Asked but not answered) 
98  Not Collected (Not asked) 


Purpose: Meet federal MHBG reporting requirement. 


 


89 
Preferred Language: Identifies the preferred language used by the individual receiving services; CSBS must collect this at 
admission to the mental health, developmental, or substance use disorder services program area and report it in the Consumer 
file. 


Text 2 


Must match one of the values in the lookup table, lkpLanguage.  Valid codes are: 
01  English 
02  Amharic (Ethiopian) 
03  Arabic 
04  Chinese (Mandarin/Cantonese/Formosan) 
05  Farsi/Persian/Dari 
06  Hindi 


07  Japanese 
08  Korean 
09  Russian 
10  Spanish 
11  Tagalog (Filipino) 
12  Urdu 


13  Vietnamese 
14  American Sign Language 
15  Other Language 
16  Non-Verbal 
97  Unknown 
98  Not Collected 


Purposes: Meet federal standards for Culturally And Linguistically Appropriate Services and promote cultural and linguistic competency. 
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91 


Employment Discussion: Identifies an adult (age 18 or older) or transition age youth (14-17) receiving case management 
services from the CSB whose case manager discussed integrated, community-based employment with him or her during his or 
her annual case management individualized services and supports plan (ISP) meeting. Refer to State Board Policy 1044 
Employment First. Integrated, community-based employment does not include sheltered employment. 


Text 2 


Must match one of the values in the lookup table, lkpEmployDiscuss.  Italicized language below further defines the codes.  Valid codes are: 
01  Employment discussion occurred, individual is employed full or 


part-time but not in supported employment. 
02  Employment discussion occurred, individual is receiving 


supported employment services. 
03  Employment discussion occurred, individual indicated  
      he or she is not employed and wants to work. 
04  Employment discussion occurred, individual indicated 
      he or she is not employed and does not want to work. 


05  Employment discussion did not occur during annual case management ISP 
meeting.  


06  Not Applicable - Use only for any child (age 0 through 17) or for any 
      adult who is not receiving developmental case management services.* 
98  Not Collected - Use for any adult who is receiving developmental 
      case management services but whose ISP meeting did not occur during 
      this reporting period.  * Data element 91 is not required for MH or SUD 
      case management services; it can be used, but its use is optional. 


Purpose:  Meet DOJ Settlement Agreement reporting and State Board Employment First Policy 1044 (SYS) 12-1 requirements. 


92 


Employment Outcomes:  Identifies an adult (age 18 or older) receiving case management services from the CSB whose case 
management individualized services and supports plan (ISP), developed or updated at the annual ISP meeting, contains 
employment outcomes, including outcomes that address barriers to employment.  Employment outcomes do not include 
sheltered employment or prevocational services. 


Text 1 


Must match one of the values in the lookup table, lkpYesNoECM.  Italicized language below further defines the codes.  Valid codes are: 
Y   Yes - ISP contains employment outcomes. 
N   No  - ISP does not contain employment 
      outcomes. 


A   Not Applicable - Use only for any child (age 0 through 17) or for any adult who is  
      not receiving developmental case management services.* 
X   Not Collected - Use for any adult who is receiving developmental case management 
      services but whose ISP meeting did not occur during this reporting period. 


* Data element 92 is not required for MH or SUD case management services; it can be used, but its use is optional. 


Purposes:  Meet DOJ Settlement Agreement reporting and State Board Employment First Policy 1044 (SYS) 12-1 requirements. 
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93 
Reported Diagnosis Code:  The current ICD-10 diagnosis of the individual receiving services as determined by clinical staff 
qualified to make such assessments or reported to CSB staff (e.g., case managers) by other, non-CSB clinical staff qualified to 
make such assessments. 


Text 7 


Valid codes are any ICD-10 diagnosis code without the decimal point.  If an individual has no diagnosis yet, a Diagnosis record is not required.  However, 
if a CSB decides to submit a Diagnosis record when an individual has not been evaluated and the diagnosis is still undetermined, 99997 or 99998 will be 
accepted. 


Purpose: Meet federal MHBG and SABG reporting requirements and report outcome measures adopted by the Department and the VACSB. 


 


No. Data Element Name and Definition 
Data 
Type 


Max 
Length 


94 
Diagnosis Start Date:  The date the diagnosis started.  CSBs must report a diagnosis start date in the Diagnosis file for 
any diagnosis reported in data element 93. 


Text 8 


MMDDYYYY with no spaces, slashes, or special characters.  Use two digits for month and day, e.g., February is 02; February 1 is 0201.  This must be a 
valid date. 


Purpose:  Meet federal MHBG and SABG reporting requirements and report outcome measures adopted by the Department and the VACSB. 


 95 Diagnosis End Date:  The date the diagnosis ended. Text 8 


MMDDYYYY with no spaces, slashes, or special characters.  Use two digits for month and day, e.g., February is 02; February 1 is 0201.  This must be a 
valid date. 


Purpose:  Meet federal MHBG and SABG reporting requirements. 
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96 
Discussion of Last Completed Physical Examination:  The case manager asked about the last completed 
physical examination during discussion with the individual and the authorized representative, if one has been 
appointed or designated, at his or her most recent annual case management individual support plan (ISP) meeting.  
CBSs must collect and report this annually for individual receiving Medicaid DD Waiver Services.  


Text  1 


Must match on of the values in the lookup table, lkpYesNoECM.  Italicized language below further defines the codes.  Valid codes are: 
Y Yes – Asked the individual about the physical examination.  
N No – Did not ask the individual about the physical examination 
A Not Applicable – Use only for any individual who is not receiving Medicaid DD Waiver services.  
X Not Collected - Use only for any who is receiving Medicaid DD Waiver services but whose annual ISP meetingdid not 
occur during the reporting period. 
 
Purpose: Meet DOJ Settlement Agreement reporting requirements for the eight domains. 
 
 


No. 
Data Element Name and Definition 


Data 
Type 


Max 
Length 


97 Date of Last Complete Physical Examination: The date on which an individual received his or her last 
regularly scheduled complete wellness and preventative physical examination by a medical doctor, physician 
assistant, or nurse practitioner. This is not a date on which the individual was seen only in response to an illness, 


 medical condition, or injury. The case manager must collect and report this for individuals of any age 
receiving DD Waiver services and for adults with SMI receiving MH case management services whenever 
the date changes. If the exact date is not available or known, an estimated complete date (MMDDYYYY) is 
acceptable. 


 


Text 8 


MMDDYYYY with no spaces, slashes, or special characters. Use two digits for the month and day, e.g., February is 02 and February 1 is 0201. Must 
be a valid calendar date and must not be a date in the future (e.g., after the date of the extract file). For all other individuals not receiving DD 
Waiver services or with SMI receiving MH case management services, this field should be null, unless the CSB chooses to complete this 
data element for those other individuals. 


 


 


Purpose: Meet DOJ Settlement Agreement eight domains reporting requirements and report Department, VACSB outcome measures 
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98 
Discussion of Last Scheduled Dental Examination: The case manager asked about the last regularly scheduled 
routine preventative dental examination during discussion with the individual and the authorized representative, 
if one has been appointed or designated, at his or her most recent annual case management ISP meeting. CSBs 
must collect and report this annually for individuals receiving Medicaid DD Waiver 


services. 


Text 1 


Must match one of the values in the lookup table, lkpYesNoECM. Italicized language below further defines the codes. Valid codes are: 


Y Yes - Asked the individual about the dental examination. 
N No - Did not ask the individual about the dental examination. 
A Not Applicable - Use only for any individual who is not 


Receiving Medicaid DD Waiver Services. 


X Not Collected  - Use only for any individual  who is 
receiving Medicaid DD Waiver services but whose 
annual ISP meeting did not occur during the 
reporting period. 


 


Purpose: Meet DOJ Settlement Agreement eight domains reporting requirements. 


No. 
Data Element Name and Definition 


Data 
Type 


Max 
Length 


99 
Date of Last Scheduled Dental Examination: The date on which an individual received his or her last regularly 
scheduled routine preventative dental examination by a dentist. This is not a date on which the individual was seen 
only for a routine tooth cleaning without an examination by a dentist or for a dental emergency. The case manager 
must collect and report this date whenever it changes for individuals of any age receiving Medicaid DD Waiver 
services. If the exact date is not available or known, an estimated complete date (MMDDYYYY) is acceptable. 


Text  8 


MMDDYYYY with no spaces, slashes, or special characters. Use two digits for the month and day, e.g., February is 02 and February 1 is 0201. 
Must be a valid calendar date and must not be a date in the future (e.g., after the date of the extract file).  For all other individuals not receiving 
Medicaid DD Waiver services, this field should be null, unless the CSB chooses to complete this data element for those other individuals 
Purpose: Meet DOJ Settlement Agreement eight domains reporting requirements. 
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100 
Community Engagement/Community Coaching Services Discussion: Identifies an individual receiving case 
management services from the CSB whose case manager discussed Medicaid DD Waiver Community 
Engagement/Community Coaching services with him or her during his or her most recent annual case 
management individualized services and supports plan (ISP) meeting. Community engagement or community 
coaching supports and fosters the ability of an individual to acquire, retain, or improve skills necessary to build 
positive social behavior, interpersonal competence, greater independence, employability, and personal choice 
necessary to access typical activities and functions of community life such as those chosen by the general 
population; it does not include community opportunities with more than three individuals with disabilities. CSBs 
must collect and report this only for individuals receiving Medicaid DD Waiver services. For other individuals, 
use code A. 


Text 1 


Must match one of the values in the lookup table, lkpYesNo. Italicized language below further defines the codes. Valid codes are: 
Y Yes - Discussion occurred about Medicaid DD 


Waiver Community Engagement/ Community 
Coaching services 


N No - Discussion about Medicaid DD Waiver 
Community Engagement/ Community Coaching 
services 


did not occur during the annual case 
management ISP meeting. 


A Not Applicable - Use only for any individual 
who is not receiving 


Medicaid DD Waiver services. 


U Unknown (Asked but not answered) 
V Not Collected (Not asked) - Use for any individual who is 
receiving Medicaid DD Waiver services but whose annual ISP meeting did 
not occur during the reporting period. 


 


Purpose: Meet DOJ Settlement Agreement eight domains reporting requirements and report Department, VACSB outcome measures 
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101 
Community Engagement Community Coaching Services Goals: Identifies an individual receiving case 
management services from the CSB whose case management individualized services and supports plan (ISP), 
developed or updated at the annual ISP meeting, contained Medicaid DD Waiver Community Engagement/or 
Community Coaching services goals. CSBs must collect and report this only for individuals receiving Medicaid 
DD Waiver services. For others, use code A. 


Text  1 


Must match one of the values in the lookup table, lkpYesNo. Italicized language below further defines the codes. Valid codes are: 
Y  Yes - ISP contains Medicaid DD Waiver Community 


Engagement/or Community Coaching services goals. 
N No - ISP does not contain Medicaid DD Waiver Community Engagement/ 
Community Coaching services goals. 
A Not Applicable - Use only for any individual who is not receiving Medicaid DD Waiver services. 


 


Purpose: Meet DOJ Settlement Agreement reporting requirements for the eight domains. 


 


No. 
Data Element Name and Definition 


Data 
Type 


Max 
Length 


102 
Date of Assessment: MMDDYYYY indicating the date on which the assessment used for the outcome occurred. 


Text 8 


Must be a valid date within the current fiscal year, which starts on July 1 of one year and ends on June 30 of the following year. 


Purpose: Report outcome measures adopted by the Department and the VACSB, including Same Day Access (SDA), and STEP- VA 
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103 
Assessment Action: The type of assessment or action related to the assessment for the outcome measure. Applies 
to 100 and 300 program areas.  
 


Text 2 


 
Must match one of the values in the lookup table, lkpOutcomeAction. Italicized language below further defines the codes. Valid codes are: 
 
01 Columbia Suicide Severity Rating Scale, Screener Version (6 Item Initial Screener Version) see Appendix H 
02  Body Mass Index (BMI) Assessment 
03 BMI Follow Up Documented 
04 Patient Health Questionnaire – 9 (PHQ-9) - optional 
05 Same Day Access (SDA) Assessment - an individual receives a clinical behavioral health assessment, not just a screening, from a licensed or 
license-eligible clinician when he or she requests mental health or substance use disorder services. This does not include other assessments such as 
psychological or competency evaluations. When data element 103 is coded 05, code data element 104 as 01 if the assessment determined the 
individual needed services or 02 if it did not; in either case, code data  element 105 as 96 
06 First Available Appointment Offered - Based on the SDA assessment, if applicable, an individual is offered an appointment in a mental 
health or substance use disorder service offered at the CSB that best meets his or her needs. When data element 103 is coded 06, code data 
element 104 as 00 and element 105 as 96 and enter the date in data element 107 
07 Primary Care Screening a yearly primary care screening to include, at minimum, height, weight, blood pressure, and BMI. 
08 Anti-psychotic medications prescribed by CSB practitioner (for age 3 and up) 
09 Metabolic Syndrome Screening – Annual– Glucose,- hemoglobin- lipid profiles 
 
10 Referral to primary care physician (Use 01=Yes; 02 – No; 05 = individual/parent/legal guardian refused), for all other physicians other than 
primary care physicians use code 13; Referral Destinations –lkpReferralDestination use 13 
 
11 Individual Attended PCP Appointment follow referral outside normal range (05 Individual/legal guardian refused) 
12 DLA -20 enter AVERAGE composite score  
13 Referral Destination -use lkpRreferralDestination in Appendix J 
(continued on next page) 
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14. Tuberculosis at Risk Screening for any admission to 300 program area only   
 
Questions for staff to ask for TB at risk screening:  
Have you had any of the following symptoms which are unexplained: 
a) cough for more than 2-3 weeks; 
b) fevers;  
c) night sweats;  
d) weight loss; or 
e) Hemoptysis or coughing up blood?   
 
If yes, refer to Local Public Health Department for further screening (mark referral destination 13 with 22 as noted in Appendix J) 
 
There is no expectation that a nurse provides this screening.   The CSB is welcome to use the form found 
here:  http://www.vdh.virginia.gov/content/uploads/sites/112/2019/02/VA-TB-Risk-Assessment-and-User-Guide-2019-1.pdf 
 
Other codes can be added for new outcome assessments or actions. 


Not Applicable (96), Unknown (97), and Not Collected (98) are not valid codes for this data element. If there is no outcome assessment or 
action, there would be no outcome record reported 


 
Purpose: Report outcome measures adopted by the Department and the VACSB, including SDA, STEP-VA and FBG reporting requirements 
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No. 
Data Element Name and Definition 


Data Type Max Length 


104 
Assessment Value: The numeric value of the assessment. 


Text  5 


Must be consistent with a value in the applicable outcome assessment (e.g., BMI or PHQ-9); use leading zeros to complete the field. 
00 None 
01 Yes 
02 No 


00 – 27 PHQ-9 Score - the two-character numeric PHQ-9 score - optional 


000.0-999.9 – BMI Assessment Score - the three four-character numeric BMI score including the decimal point 
Not Applicable (96), 
Unknown (97), and 
Not Collected (98) are not valid codes for this data element. See data element 103. 


If field 103 is: Then field 104 must be one of the following values 
01 Columbia Suicide Severity Rating Scale, Screener Version  


(6 Item Initial Screener Version) see Appendix H 
 


00 None =completed 
01 Yes 
02 No 
 


04: Patient Health Questionnaire - 9 (PHQ-9) (optional) 
 


  00 – 27  PHQ-9 Score - the two-character numeric PHQ-9 score - 
optional 


07 Primary Care Screening Done 02 No 
03 Yes, screening values not within normal 
04 Yes, screening values within normal 
05 No, legal guardian or individual 


refused 


08 Antipsychotic Medication Use 01 Yes 
02 No 


09 Metabolic Syndrome Screening 02 No 
03 Yes, screening values not within normal ranges 
04 Yes, screening values within normal ranges; 
05 No, individual/legal guardian refused 
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11 Individual Attended PCP Appointment 01 Yes 
02 No 
05 No, individual/legal guardian refused 


12 DLA -20 Average Composite Score 
(technical note only pad with zeros) 


1.0-7.0 


13 Referral Destination Use value from Data Element 
lkpReferralDestination (see Appendix J) 


14 Tuberculosis (300 program area only) 01 Screening completed/referred to public health dept. (use 
lkpReferralDestination; Mark Referral Destination 13 with 22) 
02 Screening completed/not referred 
03   Previous positive result to TB   


 


Purpose: Report BG outcome measures adopted by the Department, the VACSB. STEP-VA. 


 


No. 
Data Element Name and Definition 


Data 
Type 


Max Length 


105 
Assessment Frequency: The frequency of the outcome assessment or action. (optional field) 


Text 2 


Must match one of the values in the lookup table, lkpOutcomeFreq. Valid codes are: 


01 Initial   
02 Monthly 
03 Quarterly 


04 Annual 
05 Discharge 
06 Other 
07  Admission to Program Area 
96 Not Applicable - Use when frequency is not applicable. 
Unknown (97), and Not Collected (98) are not valid codes for this data element. 


 


Purpose: Report outcome measures adopted by the Department and the VACSB, STEP-VA; DLA -20 
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No. 
Data Element Name and Definition 


Data 
Type 


Max Length 


106 
Service Modality: This identifies how a service with a service hour unit of service (core service codes 100, 310, 
312, 313, 318, 320, 335, 350, 360, 380, 390, 395, 460, 581, 591,610, 620, and 720) is delivered: face-to-face or 
non-face-to-face. CSBs must report service modality for all services with a service hour unit of service     


Text 2 


Must match one of the values in the lookup table lkpServiceMod. Valid codes are: 
01     Face-to-Face Service - staff deliver the service to the individual face-to-face. 


02 Non-Face-to-Face Service - staff provide the service for the individual but not face-to-face with her or him. For 610 
Prevention Services, do not report substance use disorder prevention or Mental Health First Aid or suicide prevention service hours 
in CCS 3; CSBs report these service units in the Department’s separate prevention data system. CSBs must report all mental health 
and develop mental prevention service hours as 02 since they are reported using the z-consumer function (see page 22 of Core 
Services Taxonomy 7.3). 
 
96 Not Applicable - use for any core service with a service unit of a bed day, day of service, or day support hour. 
Unknown (97) and Not Collected (98) are not valid codes for this data element. 


 


Purpose: Report outcome measures adopted by the Department and the VACSB, including SDA. 


 


107 
Related Date: only used for Same Day Assessment (SDA) A date related to an outcome measure. 
MMDDYYYY indicating the date on which an event related to an outcome occurred. Currently, CSBs should use 
this data element only when data element 103 is coded 06 for First Available Appointment Offered – this date must 
be completed even if offered and attended are the same day. Otherwise, leave this field blank (NULL). 


Text 8 


Must be a valid date. 
 


Purpose: Report outcome measures adopted by the Department and the VACSB, including SDA. 


 


108 
Transaction ID: A number that uniquely identifies each record in each service, type of care, diagnosis, or 
outcomes file in each CCS submission; this is not a data element for Consumer records Text 12 


Must be all numeric characters; use leading zeros to complete the field. 


Purpose: Used to track records from individual CSBs in the Department’s OneSource data warehouse for data quality purposes. 
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No. 
Data Element Name and Definition 


Data Type Max Length 


110 
Staff classification – The classification correlating to StaffID, and related to peer support services, family  support  
services and Crisis or STEP-VA programs for the purposes of CCS 3 Text 2 


Identify as appropriate for Type of Service, per lkpStaffClassification – related to CSB – Staff ID (63) (See Appendix  M for additional 
information related to Peer/Family Support Services and Appendix L related to Crisis services) 


01 Peer Supporter - Person with personal lived experience with mental health and/or substance use challenges. 


02 Family Supporter - Person with personal lived experience with a family member with mental health and/or substance use disorders. 


03 Peer Supporter-Trained: Person with personal lived experience. Successful completion of 72 hours (60 classroom hours) of training 
required by DBHDS. Person is NOT registered. 


04 Family Supporter-Trained: Person with personal lived experience supporting a family member with mental health and/or substance use 
challenges. Successful completion of 72 hours (60 classroom hours) of training required by DBHDS. Person is NOT registered 


05 Peer Recovery Specialist: Peer recovery specialist or “PRS” means a person who has the qualifications, education, and experience established by 
DBHDS as set forth in 12VAC35-250. Has received certification in good standing by a certifying body recognized by DBHDS as set forth in 12VAC35-250. 
 
06   Family Support Partner:  Family Support Partner means a PRS that provides support to the caregiver of a Medicaid-eligible member under age 21 with a 
mental health and/or substance use challenge. Has received certification in good standing by a certifying body recognized by DBHDS as set forth in 12VAC35-
250. 
 


07   Peer Recovery Specialist – R (Registered): Peer Recovery Specialist (as defined in 12VAC35-250) who has registered with the Virginia 
Board of Counseling. 
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 8 Family Support Specialist – R (registered):  Family Support Partner who is a PRS (as defined in 12VAC35-250) who has 
registered with the Virginia Board of Counseling. 


 96   not applicable 


 


Purpose: Report outcome measures adopted by the Department and the VACSB, including SDA. 


 


111 
 Gender Identity:  What is your gender identity? Capture utilization of services for underserved populations and 
how the person identifies their gender, lkpGenderIdentity Text 2 


 
01 Female 
02  Male 
03 Female-to-male (FTM)/Transgender Male/Trans Man 
04 Male-to-Female (MTF)/Transgender Female/Trans Woman 
05 Undefined 
06 Additional Gender Category/ Other 
07  Decline to answer 
 
(NOTE:  Federal language do not change);  
97 Unknown (Asked but not answered);  
98 Not collected (not asked) 
 
Purpose: Report BG requirements. 
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No. 
Data Element Name and Definition 


Data 
Type 


Max 
Length 


112 
 Classification Start Date -optional 


Text 8 


Intentionally left blank 


Purpose: Report outcome measures adopted by the Department and the VACSB, for Peer and Family  Support Services and Crisis 


No. 
Data Element Name and Definition 


Data 
Type 


Max 
Length 


113 
Classification End Date - optional 


Text  8 


Intentionally left blank 


Purpose: Report outcome measures adopted by the Department and the VACSB, for Peer and Family Support Services and Crisis 


Discontinued Elements Table 
The preceding table displays data elements in numerical sequence. However, some data element numbers are missing in that sequential 
listing because the associated data elements have been discontinued. The following table lists discontinued CCS 2 and CCS 3 data 
elements. 


 
No. Data Element No. Data Element No. Data Element 
1 Transaction Activity Code 29 Axis II Secondary 55 Axis I Code 6 
4 CSB Admission Date 30 Axis III 56 Consumer Service Hours 
6 Service Enrollment Date 31 Axis V 69 Marital Status 
9 Service Release Date 46 Days Waiting to Enter Treatment 79 Date Need for MH Services 


11 CSB Discharge Date 49 Authorized Representative 80 Date Need for SUD Services 
13.b Cognitive Delay 50 Medicaid Status 90 ECM Case Management 
20 Co-Dependent 51 Date of Last Direct SA Service 109 Medicare BI 
26 Axis I Code 1 52 Axis I Code 3   


27 Axis I Code 2 53 Axis I Code 4   


28 Axis II Primary 54 Axis I Code 5   
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Appendix D: Data Collection Matrix 


When is Data Collected? 


In CCS 3, data elements are collected at different steps of the individual’s involvement with the CSB. 
There are two major steps from the standpoint of data extracts: 


● Case Opening, and 


● Type of Care event, for example, at admission to or at discharge from a program area. 


Many data elements also must be updated whenever they change or at least annually. 


Case Opening 


This step occurs when a CSB determines that it can serve an individual, and it opens a case for the 
individual. This step requires submission of some of the data elements in the Consumer File table and 
all of the data elements in the Services file table (Appendix B), but it does not require submission of 
the event itself in a TypeOfCare file. CSBs must collect the data elements listed in the following table 
at case opening, although other elements may be collected. A CSB opens a case when it provides 
emergency or ancillary services (motivational treatment, consumer monitoring, assessment and 
evaluation, or early intervention services); then the CSB must collect these data elements. 


 
CCS 3 Data Elements Collected at Case Opening 


No. Data Element No. Data Element 
2 AgencyCode 62 ServiceThroughDate 


3 
ProgramAreaId, use only 400 to indicate the 
service is an emergency or ancillary service 


64 Service Subtype 
65 Service Location 


5 ServiceCode 66 Military Service 
7 ConsumerId (CSB identifier) 67 Military Start Date 
8 SSN 68 Military End Date 


10 Units 71 InsuranceType1 
14 CityCountyResidenceCode 72 InsuranceType2 
15 Referral Source 73 InsuranceType3 
16 DateOfBirth 74 InsuranceType4 
17 Gender 75 InsuranceType5 
18 Race 76 InsuranceType6 
19 HispanicOrigin 77 InsuranceType7 
24 LegalStatus 78 InsuranceType8 
44 PregnantStatus 93 ReportedDiagnosisCode 
48 ServiceFromDate 94 DiagnosisStartDate 


58 ConsumerFirstName 106 Service Modality 


59 ConsumerLastName 108 Transaction ID 
 Intentially left blank 109 Medicare Beneficiary 


Identifier Number 
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Admission to or Discharge from a Program Area (Type of Care event) 


When an individual is admitted to or discharged from a program area, a CSB must continue to report 
and update when necessary the data elements from the case opening step, and it must collect and report 
the following additional italicized data elements. 


CCS 3 Data Elements Collected at Admission To or Discharge From a Program Area 


No. Data Element No. Data Element 


2 AgencyCode 71 InsuranceType1 


3 ProgramAreaId (100, 200, or 300) 72 InsuranceType2 


5 ServiceCode 73 InsuranceType3 


7 ConsumerId (CSB identifier) 74 InsuranceType4 


8 SSN 75 InsuranceType5 


10 Units 76 InsuranceType6 


12 DischargeStatus 77 InsuranceType7 


13a SMISEDAtRisk 78 InsuranceType8 


14 CityCountyResidenceCode 81 HealthWellBeingMeasure 


15 ReferralSource 82 CommunityInclusionMeasure 


16 DateOfBirth 83 ChoiceandSelf-DeterminationMeasure 


17 Gender 84 LivingArrangementMeasure 


18 Race 85 DayActivityMeasure 


19 HispanicOrigin 86 SchoolAttendanceStatus 


21 EducationLevel 87 IndependentLivingStatus 


22 EmploymentStatus 88 HousingStability 


23 TypeOfResidence 89 PreferredLanguage 


24 LegalStatus 91 EmploymentDiscussion 


25 NbrPriorEpisodesAnyDrug 92 EmploymentOutcomes 


32-43 SA Primary, Secondary, and Tertiary Drug 93 ReportedDiagnosisCode 


44 PregnantStatus 94 DiagnosisStartDate 


45 FemaleWithDependentChildrenStatus 95 DiagnosisEndDate 


47 NbrOfArrests 96 DiscussionofLastCompletePhysical 


48 ServiceFromDate 97 DateofLastCompletePhysicalExam 


57 MedicaidNbr 98 DiscussionofLastScheduledDental 


58 ConsumerFirstName 99 DateofLastScheduledDentalExam 


59 ConsumerLastName 100 Community Engagement Discussion 


60 TypeOfCareThroughDate 101 Community Engagement Goals 


61 TypeOfCareFromDate 102 Date of Assessment 


62 ServiceThroughDate 103 Assessment Action 


63 StaffId (optional) 104 Assessment Value 


64 ServiceSubtype 105 Assessment Frequency 
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65 ServiceLocation 106 Service Modality 


66 MilitaryStatus 107 Related Date 


67 MilitaryStatusStartDate 108 Transaction ID 


68 MiltaryStatusEndDate 110 Staff Classification 


70 SocialConnectedness 111 Gender Identity 


112 Classification Start Date 113 Classification End Date 
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Data Element and Program Area Cross-Reference Table 


Different data elements apply to and are collected for different program areas, as shown in the 
following table. Data elements that are collected for emergency or ancillary services are listed in the 
CCS 3 Data Elements Collected at Case Opening table on page 62. 


Data Element and Program Area Cross-Reference Table 
Element 


No. 
Data Element 


Mental 
Health 


Substance 
Use Disorder 


Develop- 
mental 


2 AgencyCode Y Y Y 
3 ProgramAreaId Y Y Y 
5 ServiceCode Y Y Y 
7 ConsumerId (CSB identifier) Y Y Y 
8 SSN Y Y Y 


10 Units Y Y Y 
12 DischargeStatus Y Y Y 
13a SMISEDAtRisk Y Y N 
14 CityCountyResidenceCode Y Y Y 
15 ReferralSource Y Y Y 
16 DateOfBirth Y Y Y 
17 Gender Y Y Y 
18 Race Y Y Y 
19 HispanicOrigin  Y Y Y 
21 EducationLevel Y Y Y 
22 EmploymentStatus Y Y Y 
23 TypeOfResidence Y Y Y 
24 LegalStatus Y Y Y 
25 NbrPriorEpisodesAnyDrug Y Y N 


32-43 SA Primary, Secondary, and Tertiary Drug Y Y N 
44 PregnantStatus Y Y N 
45 FemaleWithDependentChildrenStatus N Y N 
47 NbrOfArrests Y Y N 
48 ServiceFromDate Y Y Y 
57 MedicaidNbr Y Y Y 
58 ConsumerFirstName Y Y Y 
59 ConsumerLastName Y Y Y 
60 TypeOfCareThroughDate Y Y Y 
61 TypeOfCareFromDate Y Y Y 
62 ServiceThroughDate Y Y Y 
63 StaffId (optional) Y Y Y 
64 ServiceSubtype Y Y Y 
65 ServiceLocation Y Y Y 
66 MilitaryStatus Y Y Y 
67 MilitaryServiceStartDate Y Y Y 
68 MilitaryServiceEndDate Y Y Y 
70 SocialConnectedness Y Y N 
71 InsuranceType1 Y Y Y 
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Data Element and Program Area Cross-Reference Table 
Element 


No. 
 


Data Element 
Mental 
Health 


Substance 
Use Disorder 


Develop- 
mental 


72 InsuranceType2 Y Y Y 
73 InsuranceType3 Y Y Y 
74 InsuranceType4 Y Y Y 
75 InsuranceType5 Y Y Y 
76 InsuranceType6 Y Y Y 
77 InsuranceType7 Y Y Y 
78 InsuranceType8 Y Y Y 
81 HealthWellBeingMeasure N N Y 
82 CommunityInclusionMeasure N N Y 
83 ChoiceandSelf-DeterminationMeasure N N Y 
84 LivingArrangementMeasure N N Y 
85 DayActivityMeasure N N Y 
86 SchoolAttendanceStatus Y N N 
87 IndependentLivingStatus Y N N 
88 HousingStability Y Y N 
89 PreferredLanguage Y Y Y 
91 EmploymentDiscussion Y* Y* Y 
92 EmploymentGoals Y* Y* Y 
93 ReportedDiagnosisCode Y Y Y 
94 DiagnosisStartDate Y Y Y 
95 DiagnosisEndDate Y Y Y 
96 DiscussionofLastCompletePhysicalExam N N Y 
97 DateofLastCompletePhysicalExamination Y N Y 
98 DiscussionofLastScheduledDentalExam N N Y 
99 DateofLastScheduledDentalExamination N N Y 


100 Community Engagement Services Discussion N N Y 
101 Community Engagement Services Goals N N Y 
102 Date of Assessment Y Y N 
103 Assessment Action Y Y N 
104 Assessment Value Y Y N 
105 Assessment Frequency Y Y N 
106 Service Modality Y Y Y 
107 Related Date Y Y N 
108 Transaction ID Y Y Y 
110 Staff Classifications (related to STEP-Va) Y Y Y 
111 Gender Identity Y Y Y 
112 Classification Start Date Y Y Y 
113 Classification End Date Y Y Y 


* Collecting these data elements is optional per the definitions of data elements 91 and 92. 
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Appendix E: Business Rules 


Business rules enforce the policies and procedures specified by an organization for its processes. The 
complete set of current CCS Business Rules is incorporated by reference into these Extract 
Specifications, and they are contained in the current release of the CCS 3 application. These rules 
establish acceptable parameters and validation criteria for CCS 3 data elements and describe error- 
checking routines and operations. CSB staff and IT vendors responsible for implementing CCS 3 
should review and must adhere to these business rules. 


 
The following are general business rules for the CCS 3 database not discussed elsewhere in this 
document. Validation checks are basic business rules, and some of the general validations of CCS 3 
data are described below. 


 
Extract Record Values 


General 


CSBs must validate all field values in CCS 3 extract files before they submit their extracts to the 
Department. Invalid data fields will produce fatal errors that will cause a record in a file to be rejected. 


 
Dates 


 
All dates must be valid and must be entered in the format MMDDYYYY with no slashes, spaces, or 
special characters. Leading zeroes must be supplied for single digit days and months, e.g., February 1 
is 0201. Century values must be greater than or equal to 1900. There must not be a month value 
greater than 12, and there must not be a day value greater than 31. 


CCS 3 Unknown Value Codes 


The CCS 3 Extract Specifications, in an attempt to improve the data quality of extracts, clarifies the 
meaning of certain field codes for situations when the value of a field is not clear. In these 
specifications, they are called unknown values. In the past, CCS used codes 96, 97, and 98 to indicate 
Not Applicable, Unknown, and Not Collected, as well as allowing blanks or missing values. These 
codes were introduced in earlier versions of the CCS, but their use is standardized in CCS 3. These 
distinctions may seem subtle, but they are important for reporting clearly and unambiguously. There 
are four categories into which unknown values can be placed: Blanks, Not Applicable, Unknown, or 
Not Collected. 


 
Blanks (NULL) 


 
There are certain fields for which there is no extract value. The value would be applicable and could 
be known if collected; however, clinical circumstances dictate that a value cannot always be supplied. 
An example is social security number (SSN); some individuals may not have an SSN. 


 
These fields can be left blank (NULL) on the initial extract; i.e., they can be left out. These fields must 
not be filled with spaces. In the extract file, they will be indicated by two consecutive commas. For 
example, if there were three fields in a row, but the value for the second field was blank (NULL), then 
the extract would look like this: value1, value3. 
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Note that if a blank value is to be used at the end of an extract file, there must be a comma representing 
that blank, shown as: ,, at the end of the file. Omitting the comma will cause the extract to ignore the 
value completely, meaning the blank will not be recorded. 


 
Not Applicable (96) 


There are certain fields where a value is nonsensical or not applicable; for example, 
FemaleWithDependentChildrenStatus does not make sense for a male. Also, a male cannot be 
pregnant. Thus, the CSB would enter a value of not applicable. The values of not applicable depend 
on the size of the field in which it is being used, as shown in the following table. 


 


Single byte field ‘A’ for not applicable Four byte field ‘9996’ 
Two byte field ‘96’ Five or more bytes ‘99996’ 
Three byte field ‘996’   


There are some fields in CCS 3 where the value is built into or provided by the known code, so that the 
96 code does not apply. For example, an individual has to have a type of residence of some sort (data 
element 23), and there are codes built into the lkpResidence table to identify the possible types. Thus, 
if the individual is homeless or lives in a homeless shelter, then code 13 indicates that. However, the 
values of 97 and 98, Unknown and Not Collected, may still apply. Another example is education level 
(data element 21); there is a code in lkpEducation to indicate that the individual never attended school 
(01), so the code for not applicable is not needed. 


 
Unknown (97: Asked but not answered) 


A value may be applicable in a certain situation, but the value may not be known. Staff attempted to 
collect the information, but it could not be obtained. In the preceding example, if the individual were 
female, then she could have a dependent child, or she could be pregnant. Thus, not applicable would 
not be appropriate for this situation. However, if staff asked for this information, but the individual did 
not provide it or it was otherwise not available, then unknown would be the appropriate value. The 
values of unknown depend on the size of the field in which it is being used, as shown in the following 
table. 


 


Single byte field ‘U’ for not applicable Four byte field ‘9997’ 
Two byte field ‘97’ Five or more bytes ‘99997’ 
Three byte field ‘997’   


 
Not Collected (98: Not asked) 


There are other situations where the most accurate description of a value indicates that it was not 
collected; i.e., there was no attempt to collect the information.  This is different from the unknown 
code.  Not collected indicates that the value would be applicable, and could be known, but its value 
was not obtained at the time of the extract. Note that this is different from a blank value, which is an 
acceptable value on some fields. However, if there is a code in the lookup table for Not Collected, then 
that value should be used instead of a blank. 


The values of not collected depend on the size of the field in which it is being used: 
 


Single byte field ‘X’ for not collected Four byte field ‘9998’ 
Two byte field ‘98’ Five or more bytes ‘99998’ 
Three byte field ‘998’   
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Appendix F: FY 2020 Valid CCS 3 Services Table for Data Element 10 


This table displays the ProgramAreaId, ServiceCode, core service name, and unit of service for 
each service that CSBs can report as a valid service in CCS 3. Services with any other combination 
of ProgramAreaId and ServiceCode must not be included in a CSB’s CCS 3 extract submission. 
CSBs report services in the Service file with units of service shown in data element 10. Service files 
must include a ConsumerId in data element 7. 


When service hours are not received by or associated directly with specific individuals or groups 
of individuals, then the ConsumerId field must contain a z-consumer (unidentified individual 
receiving services) code. A Service file with a z-consumer code is also known as an NC Service 
file, NC indicating the absence of an identified consumer. Service hours can be reported in a 
Service file with a Z-consumer code (an NC Service file) for any core service for which the unit of 
service is a service hour. Services with service units other than service hours must not be reported 
in NC Service files. 
Page 5 of these specifications and the core services taxonomy explain NC service hours in more detail. 


Substance use disorder prevention services and Mental Health First Aid, and suicide prevention 
services are not included in this table because this service data is reported separately through the 
prevention data system planned and implemented by the Department in collaboration with the 
VACSB Data Management Committee. Infant and Toddler Intervention Services are not included 
because this service data is provided separately through iTOTS or its successor data system. 


 


Program 
Area Id 


Service 
Code 


 
Core Service Name 


Unit of 
Service 


Serv 
ice 
File 


NC 
Service 


File 


Emergency and Ancillary Services (Case Opening) 


400 100 Emergency Services Service Hour ● ● 
400 318 Motivational Treatment Services Service Hour ● ● 
400 390 Consumer Monitoring Services Service Hour ● ● 
400 720 Assessment and Evaluation Services Service Hour ● ● 
400 620 Early Intervention Services Service Hour ● ● 
400 730 Consumer-Run Services NA NA NA 


      


Services Available at Admission to a Program Area 


Inpatient Services 
100 250 Acute Psychiatric Inpatient Services Bed Day ●  
300 250 Acute Substance Use Disorder Inpatient Services Bed Day ● 


300 260 Community-Based Substance Use Disorder Medical 
Detoxification Inpatient Services Bed Day ● 


      


Outpatient Services 
100 310 Outpatient Services Service Hour ● ● 
200 310 Outpatient Services Service Hour ● ● 
300 310 Outpatient Services Service Hour ● ● 
100 312 Medical Services Service Hour ● ● 
200 312 Medical Services Service Hour ● ● 
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Program 
Area Id 


Service 
Code 


 
Core Service Name 


Unit of 
Service 


Service 
File 


NC 
Service 


File 
300 312 Medical Services Service Hour ● ● 
300 313 Intensive Outpatient Services Service Hour ● ● 
300 335 Medication Assisted Treatment Services Service Hour ● ● 
100 350 Assertive Community Treatment Service Hour ● ● 


Case Management Services 
100 320 Case Management Services Service Hour ● ● 
200 320 Case Management Services Service Hour ● ● 
300 320 Case Management Services Service Hour ● ● 


Day Support (DS) Services 
100 410 Day Treatment or Partial Hospitalization DS Hours ●  
300 410 Day Treatment or Partial Hospitalization DS Hours ● 
100 420 Ambulatory Crisis Stabilization Services retired FY 


2021 
Service Hours ● 


200 420 Ambulatory Crisis Stabilization Services retured FY 
2021 


Service Hours ● 


300 420 Ambulatory Crisis Stabilization Services retired FY 
2021 


Service Hours ● 


100 425 Rehabilitation DS Hours ● 
200 425 Habilitation DS Hours ● 
300 425 Rehabilitation DS Hours ● 
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Program 
Area Id 


Service 
Code 


 
Core Service Name 


Unit of 
Service 


Service 
File 


NC 
Servic
e File 


Employment Services 
100 430 Sheltered Employment Days of Serv ●  
200 430 Sheltered Employment Days of Serv ● 
300 430 Sheltered Employment Days of Serv ● 
100 460 Individual Supported Employment Service Hour ● ● 
200 460 Individual Supported Employment Service Hour ● ● 
300 460 Individual Supported Employment Service Hour ● ● 
100 465 Group Supported Employment Days of Serv ●  
200 465 Group Supported Employment Days of Serv ● 
300 465 Group Supported Employment Days of Serv ● 


      


Residential Services 
100 501 Highly Intensive Residential Services NOTE: 


MH residential 
Bed Day ●  


200 501 Highly Intensive Residential Services NOTE: 
ICF/IID 


Bed Day ● 


300 501 Highly Intensive Residential Services note: SA 
Medical managed withdrawal services 


Bed Day ● 


100 510 Residential Crisis Stabilization Services Bed Day ● 
200 510 Residential Crisis Stabilization Services Bed Day ● 
300 510 Residential Crisis Stabilization Services Bed Day ● 
100 521 Intensive Residential Services Bed Day ● 
200 521 Intensive Residential Services Bed Day ● 
300 521 Intensive Residential Services Bed Day ● 
100 551 Supervised Residential Services Bed Day ● 
200 551 Supervised Residential Services Bed Day ● 
300 551 Supervised Residential Services Bed Day ● 
100 581 Supportive Residential Services Service Hour ● ● 
200 581 Supportive Residential Services Service Hour ● ● 
300 581 Supportive Residential Services Service Hour ● ● 


Prevention Services 
100 610 Mental Health Prevention Services Service Hour ● ● 
200 610 Developmental Prevention Services Service Hour ● ● 
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Appendix G: Taxonomy Definitions of Outpatient and Medical Services 


 
This appendix contains the revised Core Services Taxonomy 7.3 definition of the Outpatient 
Services subcategory (310), which deletes language about medical and medication services, and the 
definition for the new Outpatient Services subcategory of Medical Services (312). This change was 
implemented initially on 07-01-2017 for FY 2018. 


 
a. Outpatient Services provide clinical treatment services, generally in sessions of less than three 


consecutive hours, to individuals and groups. 


i. Outpatient Services (310) are generally provided to individuals on an hourly 
schedule, on an individual, group, or family basis, and usually in a clinic or similar 
facility or in another location, including a jail or juvenile detention center. Outpatient 
services may include diagnosis and evaluation, screening and intake, counseling, 
psychotherapy, behavior management, psychological testing and assessment, 
laboratory, and other ancillary services. 


c. Medical Services (312) include the provision of psychiatric evaluations and psychiatric, 
medical, psychiatric nursing, and medical nursing services by licensed psychiatrists, 
physicians, psychiatric nurse practitioners, other nurse practitioners, and nurses and the cost 
of medications purchased by the CSB and provided to individuals. Medication services 
include prescribing and dispensing medications, medication management, and pharmacy 
services. Medication only visits are provided to individuals who receive only medication 
monitoring on a periodic (monthly or quarterly) basis from a psychiatrist, other physician, 
psychiatric nurse, or physician’s assistant.  These visits are included in medical services. 
The Department has identified a minimum set of information for licensing purposes that 
would be needed to constitute an individualized services plan (ISP) for individuals receiving 
only medication visits. 
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Appendix H: Outcome Measure Definitions and Implementation Guidance Adult 


Suicide Risk Assessment: 


Percentage of adults who are 18 years old or older, are receiving MH or SUD outpatient or case management 
services or MH medical services and have a new or recurrent diagnosis of major depressive disorder (MDD) who 
received a suicide risk assessment, completed during the visit in which the diagnosis was identified. 
 


Implementation Guidance 


● The date on which the MDD diagnosis is identified is the date on which it is entered in the CSB’s 
electronic health record (EHR). Do not record an earlier date on which non-CSB staff may have made a 
diagnosis as the start date. The start date for the diagnosis is the date on which it was entered in the 
EHR. For an episode to be considered recurrent, there must be an interval of at least two months 
between separate episodes in which criteria are not met for a major depressive episode. 


● MDD is identified with any of the codes in F32 (single episode) or F33 (recurrent episodes) in the ICD- 
10. 


 


● The CCS 3 operational definition for this measure includes the following elements. 


○ The individual is at least 18 years of age when the MDD diagnosis is made. 


○ The adult must receive a MH (program area code 100) outpatient (core service code 310), 
medical (code 312), or case management (code 320) service; a SUD (program area code 300) 
outpatient (core service code 310), medical (code 312), intensive outpatient (code 313), or case 
management (code 320) service; or an ancillary (program area code 400) assessment and 
evaluation (core service code 720) service if the assessment is performed here rather than in 
outpatient or case management services. CSBs can aggregate multiple service units of each of 
these types of services provided on the same day, but CSBs must send a separate service record 
for each day on which each of these types of services were provided in the Service.txt file in its 
monthly CCS 3 extract. Alternatively, CSBs can send a separate service record for each service 
unit provided in a day in the Service.txt file in its monthly CCS 3 extract. See the Date Provided 
section on page 5 for additional guidance. 


○ During the service contact when the MDD diagnosis is made, the adult receives the diagnosis, it 
is recorded in the EHR, and the CSB includes the F32 or F33 diagnosis code in the diagnosis 
record with the same date as the from date in the service record. The diagnosis start date in the 
diagnosis record identifies when the diagnosis was made, and the same date is entered in the 
outcomes record included in the Outcomes.txt file submitted in the monthly CCS 3 extract. 
CSBs must include a start date for each diagnosis record reported in the Diagnosis.txt file in its 
monthly CCS 3 extract. 


● Training on the use of the Columbia Scale is available from the Columbia Lighthouse project at 
http://cssrs.columbia.edu/trainig/training-options/. 


● This outcome measure must be implemented on July 1, 2017. CSBs should implement it for all new 
adults beginning on that date and for all adults currently receiving MH or SUD outpatient or MH or 
SUD case management services, MH medical services, or assessment and evaluation services 


 The Columbia Suicide Severity Rating Scale™, Screener Version - Recent (six questions) Version  is 
used. There is no assessment score; only completion of the assessment is reported, and The CSBs 
report an assessment value of 00 means completed  Reference:  
http:///cssrs.columbia.edu/training/training-options/ 
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whenever a MDD diagnosis is made. 


[Reference: NFQ or CQM 0104; CMS ID 161; NQS Domain: Clinical Process/Effectiveness] 
 


1. Child Suicide Risk Assessment: Percentage of children who are 7 through 17 years old, are 
receiving MH or SUD outpatient or case management services or MH medical services, and have a 
new or recurrent diagnosis of major depressive disorder (MDD) who received a suicide risk assessment 
completed during the visit in which the diagnosis was identified. 


 
Implementation Guidance 


● The date on which the MDD diagnosis is identified is the date on which it is entered in the CSB’s 
electronic health record (EHR). Do not record an earlier date on which non-CSB staff may have made a 
diagnosis as the start date. The start date for the diagnosis is the date on which it was entered in the EHR. 
For an episode to be considered recurrent, there must be an interval of at least two months between 
separate episodes in which criteria are not met for a major depressive episode. 


● MDD is identified with any of the codes in F32 (single episode) or F33 (recurrent episodes) in the ICD- 
10. 


● The Columbia Suicide Severity Rating Scale ™, Screener Version - Recent (six questions) is used. 
There is no assessment score; only completion of the assessment is reported, and CSBs report an 
assessment value of 00  indicates the Columbia was completed. 


 


● The CCS 3 operational definition for this measure includes the following elements. 


○ The individual is at least seven years old and less than 18 years of age when the MDD diagnosis is made. 


○ The child must receive a MH (program area code 100) outpatient (core service code 310), medical (code 
312), or case management (code 320) service; a SUD (program area code 300) outpatient (core service 
code 310), medical (code 312), intensive outpatient (code 313), or case management (code 320) service; 
or an ancillary (program area code 400) assessment and evaluation (core service code 720) service if the 
assessment is performed here rather than in outpatient or case management services. CSBs can 
aggregate multiple service units of each of these types of services provided on the same day, but CSBs 
must send a separate service record for each day on which each of these types of services were provided 
in the Service.txt file in its monthly CCS 3 extract. Alternatively, CSBs can send a separate service 
record for each service unit provided in a day in the Service.txt file in its monthly CCS 3 extract. See the 
Date Provided section on page 5 for additional guidance. 


○ During the service contact when the MDD diagnosis is made, the child receives the diagnosis, it is 
recorded in the EHR, and the CSB includes the F32 or F33 diagnosis code in the diagnosis record with 
the same date as the from date in the service record. The diagnosis start date in the diagnosis record 
identifies when the diagnosis was made, and the same date is entered in the outcomes record included 
in the Outcomes.txt file submitted in the monthly CCS 3 extract. CSBs must include a start date for 
each diagnosis record reported in the Diagnosis.txt file in its monthly CCS 3 extract. 


● Training on the use of the Columbia Scale is available from the Columbia Lighthouse project at 
http://cssrs.columbia.edu/trainig/training-options/. 


● This outcome measure must be implemented on July 1, 2017. CSBs should ensure that it is implemented 
for all new children beginning on that date and for all children currently receiving MH or SUD outpatient 
or MH or SUD case management services, MH medical services, or assessment and evaluation services 
whenever a MDD diagnosis is made. 
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[Reference: NFQ or CQM 1365; CMS ID 177; NQS Domain: Patient Safety] 
 


2. Complete Physical Examination: Percentage of adults who are 18 years old or older, are 
identified as having a serious mental illness (SMI) and are receiving MH case management services 
who received a complete physical examination in the last 12 months. 


 
Implementation Guidance 


● The date of the complete physical examination reported in data element 97 of CCS 3 will be used for 
this measure. This measure is defined below. 


Date of Last Complete Physical Examination: The date on which an individual received his or 
her last regularly scheduled complete wellness and preventative physical examination by a 
medical doctor or nurse practitioner. This is not a date on which the individual was seen only in 
response to an illness, medical condition, or injury. This must be collected and reported by the 
case manager whenever the date changes for individuals of any age receiving Medicaid 
Developmental Disability waiver services; and for adults with serious mental illness receiving 
mental health case management services. If the exact date is not available or known, an 
estimated complete date (MM/DD/YYYY) is acceptable. 


● This measure uses existing CCS 3 data from the Consumer.txt file; therefore, it will not be reported in 
the Outcomes.txt file. 


● The CCS 3 operational definition for this measure includes the following elements. 


○ The individual is at least 18 years of age and has a SMI (CCS 3 data element 13.a). 


○ The adults must receive a MH (program area code 100) case management (core service code 320) 
service. CSBs can aggregate multiple service units of case management services provided on the 
same day, but CSBs must send a separate service record for each day on which case management 
services were provided in the Service.txt file in its monthly CCS 3 extract. Alternatively, CSBs 
can send a separate service record for each case management service unit provided in a day in the 
Service.txt file in its monthly CCS 3 extract. See the Date Provided section on page 5 for 
additional guidance. 


 
3. Body Mass Index (BMI): Percentage of adults who are 18 years old or older, are receiving CSB MH: 


medical services, had a BMI documented during the current encounter or during the previous six months, 
and had a BMI outside of normal parameters who have a follow-up plan documented during the encounter or 
during the previous six months of the current encounter. Calculate this measure for all adults receiving 
medical services over the six-month period. 


 
Implementation Guidance 


● This measure contains three rates: 


○ BMI Calculated: Percentage of adults who are 18 years old or older and received MH services who 
had their BMI calculated; 


○ BMI Outside Normal Range: Percentage of adults are 18 years old or older, received MH medical 
services, and had their BMI calculated whose BMI was outside of the normal range (this is not 
reported by CSBs; it is calculated by the Department); and 


○ BMI Follow-up Plan: Percentage of adults who are 18 years old or older, received MH medical 
services, had their BMI calculated, and whose BMI was outside of the normal range who had a 
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follow-up plan documented. 


● MH (program area code 100) medical (core service code 312) services is a core service subcategory of 
outpatient services. The definition is included in Appendix G. 


 


● The CCS 3 operational definition for this measure includes the following elements. 


○ The individual is at least 18 


○ The adult must receive a MH (program area code 100) medical (core service code 312) service. 
CSBs can aggregate multiple service units of medical services provided on the same day, but 
CSBs must send a separate service record for each day on which medical services were provided 
in the Service.txt file in its monthly CCS 3 extract. Alternatively, CSBs can send a separate 
service record for each medical service unit provided in a day in the Service.txt file in its monthly 
CCS 3 extract. See the Date Provided section on page 5 for additional guidance. 


● CSBs report the initial BMI assessment in data element 103 with a value of 02 and the BMI assessment 
score in data element 104 with the calculated three-character numeric BMI score including decimal point.  
The range of scores includes ≤ 18.5 underweight, 18.5 - 24.9 normal, 25.0-29.9 overweight, ≥ 30 obese, 
but report any score from 00.0 through 99.9. 


● CSBs report the BMI follow up plan documented in data element 103 with a value of 03 and with an 
assessment value in data element 104 of yes (01) or not eligible (02) as defined on page 46 of the 
Metrics and Quality Measures for Behavioral Health Clinics Technical Specifications and Resource 
Manual. Page 45 of the manual describes documentation of the follow-up plan. 


● A follow-up plan for a BMI out of normal parameters may include: 


○ Documentation of education; 


○ Referral, for example to a registered dietician, nutritionist, occupational therapist, physical 
therapist, primary care provider, exercise physiologist, mental health professions, or surgeon; 


○ Pharmacological interventions; 


○ Dietary supplements; 


○ Exercise counseling; or 


○ Nutrition counseling. 


● CSBs must implement this measure on July 1, 2017 for 18 years and older and begin reporting BMI 
calculations then as they are performed. However, given the six-month follow-up, the Department will 
not be able to begin analyzing the entire measure until the second half of FY 2018. 


[Reference: NFQ or CQM 0421; CMS ID 069; NQS Domain: Population/Public Health] 


5. Major Depression or Dysthymia Remission at 12 Months: Original measure 5 is deferred. 
 


6. SUD Services Initiation, Engagement, and Retention: Percentage of adults and children who are 
13 years old or older with a new episode of SUD services as a result of a new SUD diagnosis who received the 
following. This measure contains three rates: 


● Initiation of SUD Services: Percentage of these adults and children who initiated any SUD 
services within 14 days of the new SUD diagnosis; 


● Engagement in SUD Services: Percentage of these adults and children initiated any SUD services 
within 14 days of the new SUD diagnosis who received two or more additional SUD services within 
30 days of the first service; and 
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● Retention in SUD Services: Percentage of these adults and children who initiated any SUD 
services within 14 days of the new SUD diagnosis and received two or more additional SUD 
services within 30 days of the first service who received at least two SUD services every 30 days 
for 90 days following initiation of treatment with the first service. 


 
Implementation Guidance 


● The measure tracks initiation, engagement, and retention of individuals in SUD services over a 150-
day period. It identifies individuals in the month that begins 150 days before the end of the 
measurement month who have open SUD TypeOfCare (TOC) records and who received a new SUD 
diagnosis in that month.  It then tracks this cohort of individuals over the following 120 days to 
identify those individuals who initiated any SUD services, were engaged in those services, and were 
retained in them. 


● This measure uses existing CCS 3 data from the Consumer.txt, Service.txt, and Type of Care.txt 
files; therefore, it will not be reported in the Outcomes.txt file. 


● A new episode of SUD services means admission to the SUD services program area. 


● The CCS 3 operational definition for this measure includes the following elements. 


○ The individual is at least 13 years of age when the SUD diagnosis is made. 


○ The SUD diagnosis is identified within the range of F10 - F19 codes in the ICD-10. CSBs must 
include a start date for each diagnosis record in the Diagnosis.txt file in its monthly CCS 3 
extract. 


○ The individual must have an open (TOC) record for the SUD services program area (program 
area code 300) with a through date that is ≥ the start date (150 days prior to the last day of the 
measurement month) or is null and a from date that is ≤ the last day of the measurement month. 


○ The individual must receive a valid SUD service: a local inpatient (core service codes 250 or 260), 
outpatient (codes 310, 312, 313, or 335), case management (code 320), day support (codes 410, 
420, or 425), employment (codes 430, 460, or 465), or residential (codes 501, 510, 521, 551, or 
581) service 


CSBs can aggregate multiple service units of each of type of service in Table 2 on page 7 for 
which reported service units are provided “on that date” on the same day, but CSBs must send a 
separate service record for each day on which each of these types of services were provided in its 
monthly CCS 3 extract. Alternatively, CSBs can send a separate service record for each service 
unit provided in a day in the Service.txt file in its monthly CCS 3 extract.  See the Date Provided 
section on page 5 for additional guidance. 


CSBs can aggregate multiple service units of each of type of service in Table 2 on page 7 for 
which reported service units are provided “over that period of time” for the reporting month in 
its monthly CCS 3 extract. However, it would be preferable to aggregate these service units for 
no more than one week; this would enable the second and third rates above to be calculated 
more precisely. 


● To calculate the first rate, identify individuals with open SUD TOC records with a service record for 
a valid SUD service with a service record from date between the diagnosis start date and the 
diagnosis start date plus 14 days. 


● To calculate the second rate, for the individuals identified in the first rate, identify those who received 
two or more additional valid SUD services within 30 days of the service from date identified in the 
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first rate. 


● To calculate the third rate, for individuals identified in the first rate, identify those who received at 
least two SUD services every 30 days for the 90 days following the service from date identified in 
the first rate. 


[Reference: NFQ or CQM 0004; CMS ID 137; NQS Domain: Clinical Process/Effectiveness] 
 


This measure uses the following existing CCS 3 data elements: 
 


 


Element Field Name Purpose 
2 Agency Code Identifies the CSB (e.g., 049, 031) 
3 Program Area Id Identifies the SUD program area 


 
5 


Service Code Identifies SUD local inpatient, outpatient, case 
management, day support, employment, or residential core 
service categories or subcategories 


7 Consumer Id Identifies an individual receiving service(s) 
10 Units Identifies SUD service units received 
16 Date of Birth Produces the age of the individual (13 and older) 


48 Service From Date Identifies the date of service for the 14-day, 30-day, and 
90-day intervals 


61 Type of Care From Date Identifies individuals with open SUD TypeOfCare records 


60 
Type of Care Through 
Date 


Identifies individuals with open SUD TypeOfCare records 


93 Diagnosis The current ICD-10 SUD diagnosis of the individual 
94 Diagnosis Start Date The date the SUD diagnosis started 
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Appendix I: CCS 3 User Acceptance Testing (UAT) Process 


This UAT Process is contained in Appendix D of the FY 2019 and FY 2020 CSB Administrative 
Requirements, which is incorporated into the FY 2019 and FY 2020 Community Services Performance 
Contract. The Process is included in these extract specifications for ease of reference. UAT measures the 
quality and usability of an application. Several factors make UAT necessary for any software 
development or modification project, especially for complex applications like CCS 3 or the Waiver 
Management System (WaMS) that interface with many IT vendor-supplied data files and are used by 
many different end users in different ways. 


1. UAT reduces the cost of developing the application. Fixing issues before the application 
is released is always less expensive in terms of costs and time. 


2. Ensuring the application works as expected. By the time an application has reached the 
UAT process, the code should work as required. Unpredictability is one of the least 
desirable outcomes of using any application. 


In the UAT process, end users test the business functionality of the application to determine if it can 
support day-to-day business practices and user scenarios and to ensure the application is correct and 
sufficient for business usage. The CSBs and Department will use the following UAT process for major 
new releases of CCS 3, WaMS, or other applications that involve the addition of new data elements or 
reporting requirements or other functions that would require significant work by CSB IT staff and 
vendors. All days in the timeframe are calendar days. Major changes in complex systems such as CCS or 
WaMS shall occur only once per year at the start of the fiscal year and in accordance with the testing 
process below. Critical and unexpected changes in WaMS may occur outside of this annual process, but 
the Department will use the UAT process to implement them. 


 
Department and CSB User Acceptance Testing Process 


Time 
Frame 


Action 


D Day Date data must be received by the Department (e.g., 8/31 for CCS 3 monthly 
submissions and 7/1 for WaMS). 


D - 15 The Department issues the final version of the new release to CSBs for their use. 
D - 20 UAT is completed and application release is completed. 
D - 35 UAT CSBs receive the beta version of the new release and UAT begins. 
D - 50 CSBs begin collecting new data elements that will be in the new release. Not all 


releases will involve new data elements, so for some releases, this date would not 
be applicable. 


D - 140 The Department issues the final revised specifications that will apply to the new 
release. The revised specifications will be accompanied by agreed upon requirements 
specifications outlining all of the other changes in the new release. CSBs use the 
revised specifications to modify internal business practices and work 
with their IT vendors to modify their EHRs and extracts. 


Unknown The time prior to D-150 in which the Department and CSBs develop and negotiate 
the proposed application changes. The time needed for this step is unknown and will 
vary for each new release depending on the content of the release. 


Shorter processes that modify this UAT process will be used for minor releases of CCS 3 or other 
applications that involve small modifications of the application and do not involve collecting new data 
elements. For example, bug fixes or correcting vendor or CSB names or adding values in existing look 
up tables may start at D-35. 
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Appendix J: Look up table for Referral Destination 


Referral Destination - for lkpReferralDestination table: The person, agency, or organization the CSB made a referral for the individual 
for evaluation, treatment and/or other services (i.e. refers to external CSB partners) * with exception of primary care services. This is not 
a fatal error 


 
Text 


 
2 


 Children/youth: (BH, SUD, DD): 
01 School System or Educational Authority 
02 Part C Provider (NOTE: 29 are CB operated & 11 external partner 
programs) 
03 Psychiatric Residential Treatment Facility (PRTF) (i.e., Alice C. Tyler Village, 
Barry Robinson Center, Bridges Treatment Center, Commonwealth Center for 
Children and Adolescents, Cumberland Hospital, FairWinds – Horseshoe, Grafton 
Integrated Health, Hallmark Youthcare- Richmond, Harbor Point Center for BH, 
Hughes Center, Jackson Field BH, Kempsville Center for BH, Liberty Point BH, North 
Spring BH, Newport News BH, Phoenix House Counseling, Phoenix House Program, 
Popular Springs Hospital, Riverside BH, Timber Ridge School, UMFS of VA-
Centreville, UMFS – Richmond, Youth for Tomorrow) 
04 Family Assessment and Planning Team/CSA office 


 
BH: 
05 Other Behavioral Health Provider, including Health Dept. 06 
School System or Educational Authority 
07 Private MH/SUD Outpatient Practitioner  
08 State Operated Hospital* 


 


ALL: Any Ages 
09 Developmental Disabilities (DD)Services Care Provider (Waiver) 10 
Intermediate Care Facilities for Intellectual Disabilities (ICF/IID) – includes 
SEVTC, CVTC 
11 Private Hospital 
12 Other Virginia CSB/BHA 
13 Department for Aging and Rehabilitative Services(DARS) 
14 Department of Social Services – for ALF or referral for NF assessment 
15 State Probation and Parole, Court system/criminal justice system 
16 Specialty Provider/Clinician External (i.e., neurologist, neurobehavioral 
psychologist, rheumatologist, dentist, PT, OT, SLP, etc.) not associated with the CSB 
17 Residential Substance Abuse Treatment Facility 
18  Nursing Facility (Includes Hiram Davis) 
 


 


Veterans/Dependent Family as applicable: 
19 Federal Veterans Health Administration (VHA) Federal Veterans Health 
Administration (VHA) facilities including Veterans Affairs (VA) Medical Centers 
(Ex.: Community- Based Outpatient Clinics (Ex: Chesapeake Community-Based 
Outpatient Clinic),  Community Living Centers (place where nursing home level of 
care, skilled nursing, and medical care are available), and/or Domiciliary 
(homeless services) programs. 


 
20 Virginia Department of Veterans Services (DVS) Includes all DVS programs 
and services (including but not limited to Virginia Veteran and Family Support 
program, education and benefits assistance etc.) Veteran Care Centers (Ex: 
Sitter Barfoot Veterans Care Center(Richmond) or Virginia Veterans Care 
Center (Salem), 


 
21 Military Treatment Facility (MTF) Includes military health care facilities and 
programs that provide health care and/or behavioral health services to military service 
members and/or their dependents. Includes military hospitals and clinics found on 
military bases/posts or in Federal Government contract facilities (Ex: Naval Medical 
Center Portsmouth and Kenner Army Health Clinic on Fort Lee). 


 
22  Public Health Department (based on TB screening – Element # 103, action 14) 
23 Primary Care Physician 


 
 


*State Operated Hospital: includes Central, Western and Eastern State 
Hospitals; Northern, Southern, Southwestern Virginia Mental Health 
Institutes; Va. Center for Behavioral Rehabilitation, Piedmont Geriatric Center 
and Catawba Hospital 


 


Note: 96, 97, 98 are not valid codes for this data element. 
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Appendix K: Values for Elements 102, 103 and 104 


The following guidance is provided by DBHDS, at the request of the VACSB Quality and Outcomes Committee (Q & O) and the Data 
Management Committee (DMC), to give guidance and parameters for the CSBs and their E.H.R.s for the data collection extract consistency. 
The following charts are provided in addition to the information in Extract 7.6 for Elements 102, 103 and 104. 


 
Element 102: Enter Date of Assessment for Ages 3 and up for the following elements in 104: 07 Primary Care Screening Yearly; 08 Anti- 
psychotic medication prescribed by CSB Practitioner; 09 Metabolic Syndrome Screening: Annual Glucose, hemoglobin- lipid profiles; 10- 
Referral to primary care physician (Code: 01 = yes; and 02 – No, 05 = individual/parent/legal guardian refused) for all other physicians other 
than primary care physicians use code 13, Referral Destination. 


Element 103: Assessment Action: The type of assessment or action related to the assessment for the outcome measure. LkpOutcomeAction. 
 


Element 104: Assessment Value: use leading zeros to complete the field to text of 5 – precede field code with 000. The following is 
excerpted from the 7.6 CCS 3 Extract 


 


If field 103 is: Then field 104 must be one of the values before 
04: Patient Health Questionnaire - 9 (PHQ-9) 
 


00 – 27  PHQ-9 Score - the two-character numeric PHQ-9 score - 
optional 


07 Primary Care Screening Done 02 No 
03Yes, screening values not within normal ranges 04Yes, screening 
values within normal ranges; 
05 No, legal guardian or individual refused 


08 Antipsychotic Medication Use 01 Yes 
02 No 


09 Metabolic Syndrome Screening 02 No 
03 Yes, screening values not within normal ranges 04 Yes, 
screening values within normal ranges; 
05 No, individual/legal guardian refused 


10 Referred to Primary Care Physician (PCP) 01 Yes 
02 No 
05 No, individual/legal guardian refused 
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11 Individual Attended PCP 
Appointment 


01 Yes 
02 No 
05  No, individual/legal guardian refused 


 
12 DLA -20 Average Composite Score 
(technical note only pad with zeros) 


1.0-7.0 


13 Referral Destination Use value from Data Element lkpReferralDestination 
(see Appendix J) 
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CCS 3 EXTRACT 7.6: Elements # 102, 103, 104 and Parameters 


Population 102 Date of 
Assessment 


103 Assessment Action 104- Assessment Values enter Parameters 


Adults: Ages 18 & up 
(reference Appendix J) 
Child Suicide Risk 
Assessment ages 7-17 
100 & 300 services 


Enter date 01 Columbia Suicide 
Severity Rating Scale, 
Screener 
Version 


 00 None completed   
01 Yes 
02 No 
    


 


Ages 18 years of age and 
older  
and receiving MH 
medical  services (312) 
(reference Appendix H) 


Enter date 02 Body Mass Index 
(BMI) Assessment 


00.0-99.9 - BMI 
Assessment Score - the 
three-character 
numeric BMI score 
including the decimal 
point; 


  


Reference Appendices G & 
J; at least 18 years of age; 
100/312 


Enter date 03 BMI Follow Up 
Documented 


 00 None   
01 Yes 
02 No 


 Enter date 04 Patient Health 
Questionnaire - 9 


00 - 27 PHQ-9 Score - 
the two-character 
numeric PHQ-9 
score 


  


Element 103: an individual 
receives a clinical 
behavioral health 
assessment, not just a 
screening, from 
a licensed or license- 
eligible clinician when he 
or she requests 
mental health or substance 
use disorder services. 


Enter date 05 Same Day Access 
When data element 103 
is coded 05, code data 
element 104 as 01 if the 
assessment determined 
the individual needed 
services or 02 if they 
did not; in either case 
code date element 105 
as 96. 


 00 None   
01 Yes 
02 No 
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Population 
 


Element 103: Based 
on the SDA 
assessment, if 
applicable, an 
individual is offered 
an appointment in a 
mental health or 
substance use 
disorder service 
offered at the CSB 
that best meets his or 
her needs. 


 
100 services; 
SMI  (320) or 
SED  and receiving 
targeted Case 
Management 


 
NOTE: per 
Taxonomy 
At risk of SED= 
Birth through 7 
 
SED = Birth 
through 17 


 
SMI =Ages 18 
and up = SMI  


102 Date of 
Assessment 
 
 
 
 
 
 
 
 
 
 
 
 


 
Annual Date 
– enter date 


103 Assessment Action 
 
 


06 First Available 
Appointment Offered 
When data element 
103 is coded 06, code 
data element 104 as 00 
and element 105 as 96 
and enter the date 
offered in element 107. 


 
 
 
 


07 Primary Care 
Screening 


104- Assessment Values 
 
 


 


00 None 
01 Yes 
02 No 


 
 
 
 
 
 
 
 
If annual primary 
screening has been 
done 


 : 
01      No 
02 Yes, 


screening 
values not 
within a 
normal range 


03 Yes, 
screening 
values within 
normal range 


04 No Legal 
Guardian 
refused 


Parameters 
 


 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
Height: Weight – AGE: 
https://www.cdc.gov/growthcha 
rts/background.htm 
clinical growth charts and BMI 
for age – 2000 CDC 


 
Reference: Diabetes.org – ADA 
clinical practice guidelines 
book 2019; 
 
Blood Pressure: 
 Children ages 3 and up: 


 
https://www.nhlbi.nih.gov/files/ 
docs/bp_child_pocket.pdf 


  enter 


   


   


 HT Inches 


 Wt. 
= 


Pounds 


 BP 
= 


systolic/diastolic 


 BMI 
= 


Calculated by 
formula – Ht, 
Wt. age see 
col. 
To right 
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Blood Pressure: Adults: 
 


Blood Pressure Levels 


Normal 
Blood 
Pressure 


Less than 
120/80 
mmHg 


At Risk for 
High Blood 
Pressure 
(Prehype 
rtension) 


Between 
120/80 
mmHg  
and 139/89 
mmHg 


High Blood 
Pressure 
(Hypert 
ension) 


More than 
140/90 


mmHg 


Reference: CDC.gov: 
https://www.cdc.gov/bloodpress 
ure/measure.htm 


 
    BMI: 
Children: BMI calculator: 
(NOTE: HT = inches) 


 
https://www.cdc.gov/healthywe 
ight/bmi/calculator.html 
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    Adult BMI: 
If your BMI is less than 18.5, it 
falls within the underweight 
range. 


 If your BMI is 18.5 to 
<25, it falls within the 
normal. 


 If your BMI is 25.0 to 
<30, it falls within the 
overweight range. 


 If your BMI is 30.0 or 
higher, it falls within the 
obese range. 


 
Reference: Centers for Disease 
Control (CDC) 


Population 102 Date of 
Assessment 


103 Assessment 
Action 


104- Assessment 
Values 


enter Parameters 


Ages 3 & up; Enter date 08 Antipsychotic  01 Yes    
100/312 & of answer Medication prescribed 


02 No 300/312  by CSB Practitioner 
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Population 102 Date of 
Assessment 


103 Assessment 
Action 


104- Assessment 
Values 


enter Parameters 


Ages 3 & up; 
100/312& 300/312 
services and on 
antipsychotic 
medication 


Annual Date 
– enter date 


09 Metabolic 
Syndrome Screening: 
Annual fasting 
Glucose, hemoglobin 
A1c , lipid profiles 


 02 No   Fasting 
Glucose 


 FASTING GLUCOSE: >/= 100 is 
abnormal 
 pre-diabetes (fasting plasma 


glucose 100–125 mg/dl) 
 diabetes (fasting plasma glucose 


≥126 mg/dl) 
 
Reference: Consensus Development 
Conference on Antipsychotic Drugs and 
Obesity and Diabetes. Diabetes Care 
2004 Feb; 27(2): 596-601. 


03 Yes, screening 
values not 
within normal 
range 


 


04 Yes, screening 
values within 
normal range 


05 No, 
individual/legal 
guardian 
refused 


    
Hemo- 
globin 
A1C 


HEMOGLOBIN: 
A1C results 
Diagnosis* A1C Level 
Normal Below 5.7 percent 
Prediabetes 5.7 to 6.4 percent 
Diabetes 6.5 percent or 
above 


   *Any test used to diagnose diabetes 
requires confirmation with a 
second measurement, unless there 
are clear symptoms of diabetes. 
Reference: NIDDK 
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Fasting 
Lipid 
panel 


  
LIPID PANEL: 


 Desirable 
Cholesterol Levels2 


 


 HDL 
(“good” 
cholesterol) 


60 mg/dL or 
higher 


LDL (“bad” 
cholesterol) 


Less than 100 
mg/dL 


Total Cholesterol Less than 200 
mg/dL 


Triglycerides Less than 150 
mg/Dl 


Reference: CDC 
https://www.cdc.gov/d 
hdsp/data_statistics/fac 
t_sheets/fs_cholesterol. 
htm 
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Population 102 Date of 
Assessment 


103 Assessment 
Action 


104- Assessment 
Values 


enter Parameters 


   


BMI ages 3-18 
 
 
 
BMI > 18  


 
See URL 
 
 
 


See URL 


https://www.cdc.gov/healthyweight/assessing/bmi/c
hildrens_bmi/about_childrens_bmi.html#HowIsBM
ICalculated 
 
https://www.cdc.gov/healthyweight/assessing/bmi/c
hildrens_bmi/about_childrens_bmi.html#HowIsBM
ICalculated 
 
Other references: 


 American Diabetes Association, 
 American Psychiatric Association, 
 American Association of Clinical 


Endocrinologists, and 
 North American Association for the 


Study of Obesity. 
Ages 3 & up; 
100/312 & 
300/312 services 
and on 
antipsychotic 
medication; and 
values not WNL 
for 09 


Enter date 10 Referral to primary 
care physician: 


 01 Yes   
02 No 
05 Individual/ 


parent/legal 
guardian refused 


 


Ages 3 & up; 
100/312 & 
300/312 services 
and on 
antipsychotic 
medication; and 
values not within 
normal limits for 
09 


Enter date 11 Individual attended 
PCP Appointment for 
f/up after outside of 
normal range 


 01 Yes   
02 No 
05 Individual/ 


parent/legal 
guardian refused 
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Population 102 Date of 
Assessment 


103 Assessment 
Action 


104- Assessment 
Values 


enter Parameters 


Age 6 and up Enter dates 12 DLA-20 Enter 1.0-7.0   
 Annual, average composite  


 quarterly score from DLA -20  


 and at   


 discharge   


ALL ages Enter date 
referral 
given to 
individual 


13 Referral Destination 
other than PCP external 
to CSB 


See 
lkpReferralDestination 
in Appendix J 


 See LkpReferralDestination table in Appendix J 
of the CCS3 Extract 7.5 or CCS 3.5.2 


  See 
lkpReferralDestination 
in Appendix J 
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Appendix L: STEP-VA Crisis (new FY 2021) 


This refers back to service subtype… element #   64 
This section may change after the general assembly section 2020, if so, the definitions will be update in an Extract addendum 


 


 Service Descriptions 
 CRISIS INTERVENTION DEFINITION (Initial Service Response up to 72 Hours) 


Brief focused assessment that reviews precipitating events leading to the crisis, history of crisis, mental status exam and disposition. Crisis 
intervention includes the mobilization of resources to defuse the crisis, restore safety, implement interventions that minimize the potential for 
psychological trauma, prevent further deterioration of functioning, link to other supports and services and to avert hospitalization. Services are 
delivered in the community, home, school, or desired secured environment and are face-to-face with the individuals and/or family providing 
appropriate crisis intervention strategies, even if the time spent during the up to 72 hours is not continuous. The person in crisis must be present 
for all or some of the services. 
Crisis intervention services shall be available 24 hours a day, seven days a week, wherever the need presents 


 
COMMUNITY BASED MOBILE CRISIS STABILIZATION (Crisis Avoidance- post “up to” 72-hour intervention) (360) 
Crisis stabilization services are community based mobile service for the development, monitoring, coordinating and implementing of an 
individualized crisis prevention plan, to ensure the stabilization of the crisis post the initial service delivered through crisis intervention. 
Crisis stabilization services shall be available 24 hours a day, seven days a week, wherever the need presents, including, but not limited to, the 
individual's home, other living arrangement or other location in the community. Crisis stabilization services shall not be rendered in an acute 
care hospital setting or residential treatment facility, although an initial referral to a mobile response agency may be made prior to the 
individual’s discharge from the facility. Crisis stabilizations service can be provided intermittently dependent on the individual or support 
systems need up to 45 days post the initial crisis intervention. 
Crisis stabilization services include: 


 Effectively responding to or preventing identified precursors or triggers that risk a person’s ability to remain in the community and cycle 
in out of crisis; 


 Assisting a person and/or their support system with identifying signs of psychiatric and personal crises; 
 Practicing de-escalation strategies; 
 Developing a crisis prevention plan; 


o Assessing and developing a step by step plan to utilize before a crisis 
o Developing a step by step plan to stabilize future crisis situations utilizing trauma informed and least restrictive treatment 


philosophies 
 Seeking other supports to restore stability; 
 And, where appropriate developing strategies to take medication appropriately  







Community Consumer Submission 3 Extract Specifications: Version 7.6.3 
 


               Version 7.6 – TECH COM 12.5.2019 107 Effective 10/1/2020    


The individualized crisis prevention plan shall include a transition/discharge plan that links the individual to clinical and behavioral services, formal 
and informal community supports, and linkages with appropriate system partners after the crisis stabilization services are finished as appropriate. 
Crisis stabilization services function to provide a short-term linkage and referral between persons in crisis and the appropriate/additional behavioral 
health and/or IDD services and supports, while reducing the rate of hospitalization, incarceration, out of home placement and unnecessary 
emergency room visits. This service includes post crisis follow-up to ensure linkage with recommended services. 
It is expected that 90% of calls during any time frame are responded to in the community within 1 hour from the mobile team being dispatched. 
 
23-HOUR CRISIS STABILIZATION  
23- Hour Crisis Stabilization provides short-term, 24/7, facility-based, walk-in psychiatric/substance related crisis evaluation and brief intervention 
services to support an individual who is experiencing an abrupt and substantial change in behavior noted by severe impairment of functioning 
typically associated with a precipitating situation or a marked increase in personal distress. These services also include screening and referral for 
appropriate outpatient services and community resources. 
Interventions are provided by licensed and unlicensed behavioral health professionals, with supervision of the facility provided by a licensed 
professional and designed to prevent out of community treatment or hospitalization. 
Interventions used to deescalate a crisis situation may include assessment of crisis; active listening and empathic responses to help relieve 
emotional distress; effective verbal and behavioral responses to warning signs of crisis related behavior; assistance to, and involvement/ 
participation of the individual (to the extent he/she is capable) in active problem solving, planning, and interventions; referral to appropriate levels 
of care for adults experiencing crisis situations which may include a crisis stabilization unit or other services deemed necessary to effectively 
manage the crisis; to mobilize natural support systems; and to arrange transportation when needed to access appropriate levels of care. 
 
CRISIS STABILIZATION UNIT  (CSU)   
This is a residential alternative to or diversion from inpatient hospitalization, offering psychiatric stabilization and/or withdrawal management 
services, when appropriate. Crisis Stabilization can serve as a stepdown from a psychiatric admission, if the person meets admission criteria. 
Services may include: 


a. Psychiatric, diagnostic, and medical assessments; 
b. Crisis assessment, support and intervention; 
c. Medication administration, management and monitoring; 
d. Psychiatric/Behavioral Health Treatment; 
e. Nursing Assessment and Care; 
f. Psychosocial and psychoeducational individual and group support; 
g. Brief individual, group and/or family counseling; and 
h. Linkage to other services as needed. Additional language if 
DETOX CSU: 


The program provides medically monitored residential services for the purpose of providing psychiatric stabilization and substance withdrawal 
management services on a short-term basis. Additional Services may include: 
i. Medically Monitored Residential Substance Withdrawal Management (at ASAM Level 3.7-WM); 
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Provider Qualifications 
CRISIS HOTLINE 
 An LMHP, LMHP-S, LMHP-R, LMHP-RP, or a Certified Pre-Screener 
 A registered Peer Supporter or Family Support Specialist-solely for the follow up and linkage not crisis de-escalation. (non-billable) 
 
 CRISIS INTERVENTION (preference 2-person team; preference licensed responder in person or tele ) 
 An LMHP, LMHP-S, LMHP-R, LMHP-RP, or a Certified Pre-Screener shall conduct a brief focused assessment. A QMHP, QMHP-A, or 


QMHP-C may conduct assessment under the real time (in person or tele-assessment) supervision of an above-mentioned licensed practitioner. 
 Crisis intervention shall be provided only by an LMHP, LMHP-S, LMHP-R, LMHP-RP, a Certified Pre- 


Screener, QMHP, QMHP-A, or QMHP-C. 


 A registered Peer Supporter or Family Support Specialist (one member of a two-person team accompanying either a 
licensed professional or QMHP)


 QMHP/LMHP must have completed the required training identified to be a crisis intervention provider (TBD)
 


CRISIS STABILIZATION 
 Crisis stabilization shall be provided by an LMHP, LMHP-S, LMHP-R, LMHP-RP, a Certified Pre-Screener, QMHP, QMHP-A, or QMHP-C.
 The Crisis education and prevention plan will be developed by only an LMHP, LMHP-S, LMHP-R, LMHP-RP, Certified Pre-Screener, QMHP, 


QMHP-A, or QMHP-C; CEPPs developed by a QMHP level practitioner must be signed off on by a licensed practitioner as noted above within 72 
hours.


  A registered Peer Supporter or Family Support Specialist (one member of a two-person team accompanying either a licensed professional or 
QMHP) 


 QMHP/LMHP must have completed the required training identified to be a crisis stabilization provider (TBD)
 


23 HOUR CRISIS STABILIZATION    
 23 hour employs a Psychiatrist or Psychiatric Nurse Practitioner (ability to practice independently) for at least 20 hours per week; Psychiatrist or 


Psychiatric Nurse Practitioner available for consult/emergency 24/7.
 23-hour crisis stabilization shall be supervised 24/7 by an LMHP, LMHP-S, LMHP-R, LMHP-RP
 Nurse on staff 24/7
 Services can be delivered by QMHP, QMHP-A, or QMHP-C and/or A registered Peer Supporter or Family Support Specialist with in their 


scope of practice.
 Residential Aide level staff can also provide supervision and support under the supervision of an LMHP of QMHP
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CRISIS STABILIZATION UNIT   
 CSU employs a Psychiatrist or Psychiatric Nurse Practitioner (ability to practice independently) for at least 20 hours per week. ; Psychiatrist or 


Psychiatric Nurse Practitioner available for consult 24/7.
 CSU employs nursing staff 24/7
 CSU supervised by an LMHP, LMHP-S, LMHP-R, LMHP-RP
 Services can be delivered by QMHP, QMHP-A, or QMHP-C and/or A registered Peer Supporter or Family Support Specialist with in their 


scope of practice.
 Residential level staff can also provide supervision and support under the supervision of an LMHP of QMHP 
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Appendix M: Peer and Family Support Services (NEW FY 2021) 
 


Title Definition Allowable Scope Billable? Credential 
Peer Supporter Person with personal lived experience with mental health and/or substance use 


challenges. 
 No None 


Family Supporter Person with personal lived experience supporting a family member with mental 
health and/or substance use challenges. 


 No None 


Peer Supporter – 
Trained 


Person with personal lived experience of mental health and/or substance use 
challenges. Successful completion of 72 hours (60 classroom hours) of training 
required by DBHDS  


 
Person is NOT registered. 


DBHDS 
Practice 
Guidelines 


No None 


Family Supporter 
– Trained 


Person with personal lived  experience supporting a family member with 
mental health and/or substance use challenges. Successful completion of 
72 hours (60 classroom hours) of training required by DBHDS  
 
Person is NOT registered 


DBHDS 
Practice 
Guidelines 


No None 


Family Support 
Partner 


Family Support Partner means a PRS that provides support to the caregiver of 
a Medicaid-eligible member under age 21 with a mental health and/or 
substance use challenge.  
 
Has received certification in good standing by a certifying body recognized 
by DBHDS as set forth in 12VAC35-250. 
 


As defined in 
the DBHDS 
Peer Recovery 
Specialist 
Practice 
Guidelines 


No PRS 


Peer 
Recovery 
Specialist 


Peer Recovery Specialist” or “PRS” means a person who has the qualifications, 
education, and experience established by DBHDS as set forth in 12VAC35-250. 
Has received certification in good standing by a certifying body recognized 
by DBHDS as set forth in 12VAC35-250. 


 
 


As defined in the 
DBHDS Peer 
Recovery 
Specialist 
Practice 
Guidelines 


No PRS 
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Peer 
Recovery 
Specialist – 
Registered 


Peer Recovery Specialist (as defined in 12VAC35-250) who has 
registered with the Virginia Board of Counseling. 


 
 


As defined in the 
DBHDS Peer 
Recovery 
Specialist 
Practice 
Guidelines 


Yes PRS –R 


Family Support 
Specialist – 
Registered 


Family Support Partner who is a PRS (as defined in 12VAC35-250) who has 
registered with the Virginia Board of Counseling. 
 


As defined in the 
DBHDS Peer 
Recovery 
Specialist 
Practice 
Guidelines 


Yes PRS-R 


 
 


  
Peer Support- Peer Support Services are person-centered, strength-based, and recovery oriented. Services provided assist individuals in achieving 
positive coping mechanisms for the stressors and barriers encountered during their path to wellness and recovery. Peer Support services provide 
support for an individual’s self-guided recovery towards wellness, to include but are not limited to: 


 Emotional 
 Financial 
 Social 
 Spiritual 
 Occupational 
 Physical 
 Intellectual 
 Environmental  


Peer Support Services are delivered by Peer Supporters with lived experience with mental health and/or substance use challenges and recovery 
from these challenges. Additionally, Peer Supporters are trained to offer support and assistance to individuals in developing and maintaining a path 
to recovery, resiliency, and wellness. Services include targeted self-disclosure by the Peer Supporter of lived experience in a manner that promotes 
hope and teaches individuals about paths to recovery and overcoming barriers. Services seek to foster connections to natural supports, community 
resources; and assist individuals in identifying existing strengths, skills and how to apply them. Services assist the individual to develop goals and 
plans for recovery, resiliency and wellness through the maintenance of mutuality, trust building and education. Services are person-centered, 
providing the opportunity for self-reflection and the development of personalized solutions and recovery strategies.  
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Family Support Services Definition - Family Support Partner services are strength-based, individualized, person-centered, and growth oriented 
supports provided to the parent/caregiver of a youth or young adult under the age of 21, hereafter to be referred to as individual, with a behavioral 
health or developmental or substance use challenge or co-occurring mental health, substance use or developmental challenge that is the focus of the 
support. The services provided to the parent/caregiver must be directed exclusively toward the benefit of the individual in need of services. Services 
are expected to improve outcomes for the individual and increase the individual’s and family’s confidence and capacity to manage their own 
services and supports while promoting wellness and healthy relationships. Family Support Partners may provide education, modeling, active 
listening, and the disclosure of personal experiences. Through this process parents/caregivers are empowered to use their voice to express their 
needs, strengths and preferences related to care. Family Support Partner services are rendered by a parent/caregiver of a minor or adult child with a 
similar mental health or developmental or substance use challenge or co-occurring mental health, substance use or developmental challenge with 
experience navigating developmental, substance use or behavioral health care services.  
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Appendix N:  Permanent Supportive Housing (NEW FY 2021) 


Permanent supportive housing (PSH) includes any person in PSH regardless of the funding source (i.e., DBHDS, DSS). 
 


Definition 
Supported housing is defined as services to assist individuals in finding and maintaining appropriate housing arrangements. This activity is 
premised upon the idea that certain clients are able to live independently in the community only if they have support staff for monitoring 
and/or assisting with residential responsibilities. These staff assist clients in selecting, obtaining, and maintaining safe, decent, affordable 
housing while maintaining a link to other essential services provided within the community. The objective of supported housing is to help 
obtain and maintain an independent living situation.  Supported Housing is a specific program model in which a consumer lives in a house, 
apartment or similar setting, alone or with others, and has considerable responsibility for residential maintenance, but receives periodic visits 
from mental health staff or family for the purpose of monitoring and/or assisting with residential responsibilities.  Criteria identified for 
supported housing programs include  housing choice, functional separation of housing from service provision, affordability, integration (with 
persons who do not have mental illness), and right to tenure, service choice, service individualization and service availability.  (BG definition) 


  
Minimum Requirements for Reporting Supported Housing 


 Target population: Targeted to persons who would not have a viable housing arrangement without this service. 
 Staff assigned: Specific staff are assigned to provide supported housing services. 
 Housing is integrated:  That is, Supported Housing is provided for living situations in settings that are also available to persons who do 


not have mental illnesses. 
 Consumer has the right to tenure:  The ownership or lease documents are in the name of the consumer. 
 Affordability: Supported housing assures that housing is affordable (consumers pay no more than 30-40% on rent and utilities) 


through adequate rent subsidies, etc. 
 
 








Community Housing Transition Collaboration Map 02.25.21 


 
Support 


Coordinator 


Regional 
Housing 


Coordinator 
(RHC) 


Complete tenancy 
screening & 


housing roadmap 


Community 
Housing 


Guide (CHG) 


Develop Individual Support Plan 


PRP /IRP 
Providers* 


Provide all roles technical assistance with screening/assessment, interpreting results, and strategies to address housing barriers in the action plan. 


Coordinate completion and 
submission of the housing 
assessment & referral, and 


the housing action plan 


Provide information 
for housing 


assessment & 
housing action plan 


PRP: Provide input on tenancy screening 
& housing roadmap and on housing 
assessment and housing action plan 


IRP:  Complete Part 
V Plan for Supports 


& Get Service 
Authorization 


Coordinate services, 
monitor, and link to 
housing resources as 


needed 


Help apply for and use rent 
subsidy; assist with housing search 
and applications, locating funding, 
coordinating move, and education 


IRP: Provide skill-building and 
support to assist with routine 


needs, packing, and home set-up 


Stop 


Provide all roles 
technical 


assistance with 
housing search 


Provide all roles 
technical 


assistance to 
resolve barriers 


Assessment Planning Transition 


Initial Occupancy (3-6 months) Ongoing Occupancy (beyond 6 months) 


CHG IRP RHC SC IRP RHC 


Support with understanding tenant 
responsibilities, household 


management, and resolving disputes 


Remain available to assist with 
understanding responsibilities, 


requesting accommodations, and 
identifying strategies to resolve 


disputes  


Teach skills needed for increased 
independence; community 


connecting, and health & safety 


Resolve disputes 
& coordinate 
recertification 


activities 


Continue supports 
for independence 


and health & 
safety. 


Continue 
availability for 


technical 
assistance 


Pre-move → 


Post-move → 


Complete person-centered assessment. Assist individual 
with selecting CHG provider. 


Start* 


Complete Part V: 
Plan for Supports & 


Get Service 
Authorization 


CHG 


Assist with 
housing re-
certification 


upon SC request 


* A person may start with a “pre-independent housing residential provider” (PRP) such as a provider of group home, sponsored residential or supported living services and transition to an “independent housing residential provider” (IRP) such as a provider of in-
home, independent living or personal assistance services provider.  These may be the same provider agency delivering different services or they could be different provider agencies. 
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Community	Living	Waiver	
Services	
At	a	Glance	


	
	
Employment	&	Day	Services	
Individual	Supported	Employment	 	
Group	Supported	Employment	 	
Community	Engagement	
Workplace	Assistance	Services	
Community	Coaching	
Group	Day	Services	


	
	
	
	
	


	
	
	
Medical	&	Behavioral	Options	


Skilled	Nursing	Private	


Duty	Nursing	


Therapeutic	Consultation	


Personal	Emergency	Response	
System	(PERS)	


 


Residential	Options		


Shared	Living		


Supported	Living	


In-home	Supports	


Sponsored	Residential	


Group	Home	Residential	


	
	
	


	


Additional	Options	
Environmental	Modifications	
Assistive	Technology	
Benefits	Planning	Services	
Electronic	Home-Based	Services	 	
Community	and	Employment		Transportation	 	
Transition	Services	
Community	Guide	


	
	


	
	
	
	
	


Crisis	&	Medical	Support	Options	
Community-Based	Crisis	Supports	
Center-based	Crisis	Supports	
Crisis	Support	Services	


Self-Directed	and	Agency-Directed	Options	
Consumer-Directed	Services	Facilitation*	
Personal	Assistance	Services	
Respite	


Companion	


*For	use	with	Self-directed	only	
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Commonwealth of Virginia Learning Center (COVLC/VLC):                                              
CSB Staff Account Registration Guide 
The Commonwealth of Virginia Learning Center (COVLC or VLC) is a Web-based application that 
delivers self-study training topics to your desktop, as well as, tracks your progress through the 
training.  
 


Registering for a Commonwealth of Virginia Learning Center Account 
To complete registration for the DBHDS – External Entities Domain, please use the following 
steps: 
1. Using Google Chrome (preferred), Microsoft Edge, or Firefox, register at 


https://covlc.virginia.gov. 
2. Select the white “Need an account?” button. 
3. Click the drop-down arrow, scroll down and click DBHDS-E - External Entities.  Click OK 


 
REMEMBER: If you already have an account, from previous employment or a university, 
please cancel out of this screen and click the blue Log In button on the COVLC homepage. 
On the Log In screen, select Forgot Password.  If your account was created under a 
previous organizational email, please contact the DBHDS VLC Domain Administrator, 
Keiana Bobbitt, at keiana.bobbitt@dbhds.virginia.gov. 


 
Create New Account Screen - All entry fields with an asterisk are required fields. 
1. *Login ID: Create a Login ID. 


Make sure you write down your Login ID, as you will enter it on the Login screen after 
receiving an approval. 
  


2. *Email Address: Enter your organizational email address. 
If you do not have one, please enter your personal email address.  A personal email address 
will only be accepted if you have not received your organizational email address or you will 
not be receiving one due to your employment status (i.e. contractor). 
 


3. *Password: Create a Password. 
Your password may contain uppercase letters, lowercase letters, numbers (0-9), and special 
characters (such as !@#$%^&*).  Remember, your password is case sensitive. 


 
4. *Confirm Password: Re-enter the password you created. 


Make sure you write down your password, as you will enter it on the Login screen after 
receiving an approval. 
 


5. *First Name and *Last Name: Enter your legal First and Last Name. 
Please do not use abbreviations or nicknames. 
 


6. *Gender: Select your gender. 
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7. *Date of Birth: Enter your 8-digit date of birth (i.e. 01/01/2001). 


 
8. *Organization: Click Select.  Leave the search field under Find Organization blank, click 


Search.  Scroll down and select DBHDS – External Entities.  Click Save. 
 
9. *Time Zone: Default; do not change. 
 
10. *Region: Default; do not change. 
 
11. *# of Records (per page): Default 


You may change to any number between 10-100. 
 
12. After all required fields are complete, click Create to advance to the notification screen. 
 
13. Click OK.  You will receive a computer-generated email stating “your request for access has 


been submitted”.  This is not the approval or denial email.  You will receive an additional 
computer-generated email once your request has been approved or denied.  This process 
takes up to 48 hours. 


 


Updating Your Virginia Learning Center Account Profile 
Both NEW and EXISTING users will need to update your COMPANY NAME in your profile.  
Enter https://covlc.virginia.gov in your web browser’s address line (Google Chrome, Microsoft 
Edge, or Firefox): 
1. After logging in, click the down-arrow beside your initials, then select Account. 
2. Select the Profile tab. 
3. Click Edit User Information to update your Work, Home or Mobile Phone, and/or Fax, as 


appropriate.  Address is not needed, as your Company Address is to be entered into the 
Work Information section. 


4. Click Edit Work Information to include your Job Title, Manager, Company, and Company 
Address.  It’s imperative that you include your Company name, as this helps identify which 
organization you’re taking training(s) for (i.e. Alleghany Highlands Community Services 
Board, Colonial Behavioral Health, Richmond Behavioral Authority, etc.).  Please note, your 
Manager will only be found if he/she has an account in the VLC.  If no record is found, you 
may leave blank.  Also, the VLC has a variety of Job Titles, however, it may not be unique to 
your specific title.  If title not found, you may leave blank. 


 


DBHDS VLC Domain Administrator 
If you require additional assistance, please contact the Department of Behavioral Health and 
Developmental Services’ (DBHDS) VLC Domain Administrator, Keiana Bobbitt, at 
keiana.bobbitt@dbhds.virginia.gov. 
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                                       Case Management and Wait List Eligibility Flowchart 
 


  


 Eligibility for case management 


Diagnosis of DD confirmed 


Assessment/functional eligibility: includes completing VIDES, essential information, 
a risk assessment, Human Rights Notification, consent to exchange information 


If the person has an 
ID diagnosis and 
they want SPO 
services, SC will 
create an ISP to 
develop or utilize 
generic resources in 
the community.  


If th 


Priority Needs Checklist (completed in WaMS) 
 


Meets VIDES criteria for eligibility (proceed with 
waiting list, person is now eligible for IFSP funds) 


Does NOT meet VIDES criteria for eligibility 
(no entry of VIDES in WaMS)  


Notice of Right to Appeal and About Your Appeal 
Pamphlet (completed and sent by the SC to the person 
and the substitute decision maker as applicable) 


 
 


Notice of Right to Appeal and About Your Appeal 
Pamphlet (completed and sent by the SC to the person and 
the substitute decision maker as applicable) 


 
 


Critical Needs Summary (completed in WaMS)  


Done for only Priority 1 only 


Documentation of Choice between Institution and Community Based 
Care DMAS 459c (reviewed and signed by the person and the substitute 
decision maker as applicable; completed annually while on waiting list) 


 


If person has an ID Diagnosis, 
create an ISP to develop or 
utilize generic resources in the 
community. Review Priority 
Status at least annually or as 
needs change. 


Determine whether or not the person is interested 
in Case management SPO services 
 


Determine whether or not the person is interested 
in case management SPO services 
 


If the person has a DD diagnosis 
not ID diagnosis and they want 
SPO services, SC must ensure the 
person meets the criteria for 
specialized needs as defined in 
the DD Waiver operations 
manual.  


If the person meets criteria for specialized needs, the SC will create 
an ISP to develop or utilize generic resources in the community. 
When the person no longer meets criteria for specialized needs, 
SPO services will be terminated and appeal rights issued. 


Ongoing annual 
service plan 
documentation 


If the person has 
a DD diagnosis 
(not ID) they are 
not eligible for 
case management 
services. 


Ongoing annual service 
plan documentation 
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12VAC35-105-10. Authority and Applicability. 


Part I. General Provisions  


Article 1. Authority and Applicability  


A. Section 37.2-404 of the Code of Virginia authorizes the commissioner to license providers 
subject to rules and regulations adopted by the State Board of Behavioral Health and 
Developmental Services. 


B. No provider shall establish, maintain, conduct, or operate any service without first receiving a 
license from the commissioner.  


12VAC35-105-20. Definitions. 


Article 2. Definitions  


The following words and terms when used in this chapter shall have the following meanings 
unless the context clearly indicates otherwise:  


"Abuse" (§ 37.2-100 of the Code of Virginia) means any act or failure to act by an employee or 
other person responsible for the care of an individual in a facility or program operated, licensed, 
or funded by the department, excluding those operated by the Virginia Department of 
Corrections, that was performed or was failed to be performed knowingly, recklessly, or 
intentionally, and that caused or might have caused physical or psychological harm, injury, or 
death to a person an individual receiving care or treatment for mental illness, mental retardation 
(intellectual disability) developmental disabilities, or substance abuse (substance use disorders). 
Examples of abuse include acts such as:  


1. Rape, sexual assault, or other criminal sexual behavior;  


2. Assault or battery;  


3. Use of language that demeans, threatens, intimidates, or humiliates the person individual;  


4. Misuse or misappropriation of the person's individual's assets, goods, or property;  


5. Use of excessive force when placing a person an individual in physical or mechanical 
restraint;  



https://law.lis.virginia.gov/vacode/37.2-404/
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6. Use of physical or mechanical restraints on a person an individual that is not in compliance 
with federal and state laws, regulations, and policies, professional accepted standards of 
practice, or the person's his individualized services plan;  


7. Use of more restrictive or intensive services or denial of services to punish the person an 
individual or that is not consistent with his individualized services plan.  


"Activities of daily living" or "ADLs" means personal care activities and includes bathing, 
dressing, transferring, toileting, grooming, hygiene, feeding, and eating. An individual's degree 
of independence in performing these activities is part of determining the appropriate level of care 
and services.  


"Admission" means the process of acceptance into a service as defined by the provider's policies.  


"Authorized representative" means a person permitted by law or 12VAC35-115 to authorize the 
disclosure of information or consent to treatment and services or participation in human research.  


"Behavior intervention" means those principles and methods employed by a provider to help an 
individual receiving services to achieve a positive outcome and to address challenging behavior 
in a constructive and safe manner. Behavior intervention principles and methods must shall be 
employed in accordance with the individualized services plan and written policies and 
procedures governing service expectations, treatment goals, safety, and security.  


"Behavioral treatment plan," "functional plan," or "behavioral support plan" means any set of 
documented procedures that are an integral part of the individualized services plan and are 
developed on the basis of a systematic data collection, such as a functional assessment, for the 
purpose of assisting individuals to achieve the following: 


1. Improved behavioral functioning and effectiveness; 


2. Alleviation of symptoms of psychopathology; or 


3. Reduction of challenging behaviors. 


"Brain injury" means any injury to the brain that occurs after birth, but before age 65, that is 
acquired through traumatic or nontraumatic insults. Nontraumatic insults may include anoxia, 
hypoxia, aneurysm, toxic exposure, encephalopathy, surgical interventions, tumor, and stroke. 
Brain injury does not include hereditary, congenital, or degenerative brain disorders or injuries 
induced by birth trauma.  
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"Care," or "treatment," or "support" means the individually planned therapeutic interventions that 
conform to current acceptable professional practice and that are intended to improve or maintain 
functioning of an individual receiving services delivered by a provider. 


"Case management service" or "support coordination service" means services that can include 
assistance to individuals and their family members in assessing accessing needed services that 
are responsive to the person's individual individual's needs. Case management services include: 
identifying potential users of the service; assessing needs and planning services; linking the 
individual to services and supports; assisting the individual directly to locate, develop, or obtain 
needed services and resources; coordinating services with other providers; enhancing community 
integration; making collateral contacts; monitoring service delivery; discharge planning; and 
advocating for individuals in response to their changing needs. "Case management service" does 
not include assistance in which the only function is maintaining service waiting lists or 
periodically contacting or tracking individuals to determine potential service needs.  


"Clinical experience" means providing direct services to individuals with mental illness or the 
provision of direct geriatric services or special education services. Experience may include 
supervised internships, practicums, and field experience.  


"Commissioner" means the Commissioner of the Department of Behavioral Health and 
Developmental Services. 


"Community gero-psychiatric residential services" means 24-hour care provided to individuals 
with mental illness, behavioral problems, and concomitant health problems who are usually age 
65 or older in a geriatric setting that is less intensive than a psychiatric hospital but more 
intensive than a nursing home or group home. Services include assessment and individualized 
services planning by an interdisciplinary services team, intense supervision, psychiatric care, 
behavioral treatment planning and behavior interventions, nursing, and other health related 
services.  


"Community intermediate care facility/mental retardation (ICF/MR)" means a residential facility 
in which care is provided to individuals who have mental retardation (intellectual disability) or a 
developmental disability who need more intensive training and supervision than may be 
available in an assisted living facility or group home. Such facilities shall comply with Title XIX 
of the Social Security Act standards and federal certification requirements, provide health or 
rehabilitative services, and provide active treatment to individuals receiving services toward the 
achievement of a more independent level of functioning or an improved quality of life.  
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"Complaint" means an allegation of a violation of these regulations this chapter or a provider's 
policies and procedures related to these regulations this chapter.  


"Co-occurring disorders" means the presence of more than one and often several of the following 
disorders that are identified independently of one another and are not simply a cluster of 
symptoms resulting from a single disorder: mental illness, mental retardation (intellectual 
disability) a developmental disability, or substance abuse (substance use disorders);, or brain 
injury; or developmental disability. 


"Co-occurring services" means individually planned therapeutic treatment that addresses in an 
integrated concurrent manner the service needs of individuals who have co-occurring disorders.  


"Corrective action plan" means the provider's pledged corrective action in response to cited areas 
of noncompliance documented by the regulatory authority. A corrective action plan must be 
completed within a specified time.  


"Correctional facility" means a facility operated under the management and control of the 
Virginia Department of Corrections.  


"Crisis" means a deteriorating or unstable situation often developing suddenly or rapidly that 
produces acute, heightened, emotional, mental, physical, medical, or behavioral distress; or any 
situation or circumstance in which the individual perceives or experiences a sudden loss of his 
ability to use effective problem-solving and coping skills.  


"Crisis stabilization" means direct, intensive nonresidential or residential direct care and 
treatment to nonhospitalized individuals experiencing an acute crisis that may jeopardize their 
current community living situation. Crisis stabilization is intended to avert hospitalization or 
rehospitalization; provide normative environments with a high assurance of safety and security 
for crisis intervention; stabilize individuals in crisis; and mobilize the resources of the 
community support system, family members, and others for ongoing rehabilitation and recovery.  


"Day support service" means structured programs of activity or training services training, 
assistance, and specialized supervision in the acquisition, retention, or improvement of self-help, 
socialization, and adaptive skills for adults with an intellectual disability or a developmental 
disability, generally in clusters of two or more continuous hours per day provided to groups or 
individuals in nonresidential community-based settings. Day support services may provide 
opportunities for peer interaction and community integration and are designed to enhance the 
following: self-care and hygiene, eating, toileting, task learning, community resource utilization, 
environmental and behavioral skills, social skills, medication management, prevocational skills, 
and transportation skills. The term "day support service" does not include services in which the 
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primary function is to provide employment-related services, general educational services, or 
general recreational services.  


"Department" means the Virginia Department of Behavioral Health and Developmental Services.  


"Developmental disabilities" means autism or a severe, chronic disability that meets all of the 
following conditions identified in 42 CFR 435.1009:  


1. Attributable to cerebral palsy, epilepsy, or any other condition, other than mental illness, 
that is found to be closely related to mental retardation (intellectual disability) because this 
condition results in impairment of general intellectual functioning or adaptive behavior similar 
to behavior of individuals with mental retardation (intellectual disability) and requires 
treatment or services similar to those required for these individuals;  


2. Manifested before the individual reaches age 18;  


3. Likely to continue indefinitely; and  


4. Results in substantial functional limitations in three or more of the following areas of major 
life activity:  


a. Self-care;  


b. Understanding and use of language;  


c. Learning;  


d. Mobility;  


e. Self-direction; or  


f. Capacity for independent living.  


"Developmental disability" means a severe, chronic disability of an individual that (i) is 
attributable to a mental or physical impairment, or a combination of mental and physical 
impairments, other than a sole diagnosis of mental illness; (ii) is manifested before the individual 
reaches 22 years of age; (iii) is likely to continue indefinitely; (iv) results in substantial 
functional limitations in three or more of the following areas of major life activity: self-care, 
receptive and expressive language, learning, mobility, self-direction, capacity for independent 
living, or economic self-sufficiency; and (v) reflects the individual's need for a combination and 
sequence of special interdisciplinary or generic services, individualized supports, or other forms 
of assistance that are of lifelong or extended duration and are individually planned and 
coordinated. An individual from birth to age nine years, inclusive, who has a substantial 
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developmental delay or specific congenital or acquired condition may be considered to have a 
developmental disability without meeting three or more of the criteria described in clauses (i) 
through (v) of this definition if the individual, without services and supports, has a high 
probability of meeting those criteria later in life. 


"Developmental services" means planned, individualized, and person-centered services and 
supports provided to individuals with developmental disabilities for the purpose of enabling 
these individuals to increase their self-determination and independence, obtain employment, 
participate fully in all aspects of community life, advocate for themselves, and achieve their 
fullest potential to the greatest extent possible. 


"Direct care position" means any position that includes responsibility for (i) treatment, case 
management, health, safety, development, or well-being of an individual receiving services or 
(ii) immediately supervising a person in a position with this responsibility. 


"Discharge" means the process by which the individual's active involvement with a service is 
terminated by the provider, individual, or authorized representative.  


"Discharge plan" means the written plan that establishes the criteria for an individual's discharge 
from a service and identifies and coordinates delivery of any services needed after discharge.  


"Dispense" means to deliver a drug to an ultimate user by or pursuant to the lawful order of a 
practitioner, including the prescribing and administering, packaging, labeling or compounding 
necessary to prepare the substance for that delivery. (§ 54.1-3400 et seq. of the Code of 
Virginia.)  


"Emergency service" means unscheduled and sometimes scheduled crisis intervention, 
stabilization, and referral assistance provided over the telephone or face-to-face, if indicated, 
available 24 hours a day and seven days per week. Emergency services also may include walk-
ins, home visits, jail interventions, and preadmission screening activities associated with the 
judicial process .  


"Group home or community residential service" means a congregate service providing 24-hour 
supervision in a community-based home having eight or fewer residents. Services include 
supervision, supports, counseling, and training in activities of daily living for individuals whose 
individualized services plan identifies the need for the specific types of services available in this 
setting.  


"HCBS Waiver" means a Medicaid Home and Community Based Services Waiver. 
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"Home and noncenter based" means that a service is provided in the individual's home or other 
noncenter-based setting. This includes noncenter-based day support, supportive in-home, and 
intensive in-home services.  


"IFDDS Waiver" means the Individual and Family Developmental Disabilities Support Waiver.  


"Individual" or "individual receiving services" means a person receiving services that are 
licensed under this chapter whether that person is referred to as a patient, current direct recipient 
of public or private mental health, developmental, or substance abuse treatment, rehabilitation, or 
habilitation services and includes the terms "consumer," client "patient," "resident," student, 
individual, "recipient," family member, relative, or other term "client." When the term is used in 
this chapter, the requirement applies to every individual receiving licensed services from the 
provider.  


"Individualized services plan" or "ISP" means a comprehensive and regularly updated written 
plan that describes the individual's needs, the measurable goals and objectives to address those 
needs, and strategies to reach the individual's goals. An ISP is person-centered, empowers the 
individual, and is designed to meet the needs and preferences of the individual. The ISP is 
developed through a partnership between the individual and the provider and includes an 
individual's treatment plan, habilitation plan, person-centered plan, or plan of care, which are all 
considered individualized service plans.  


"Informed choice" means a decision made after considering options based on adequate and 
accurate information and knowledge. These options are developed through collaboration with the 
individual and his authorized representative, as applicable, and the provider with the intent of 
empowering the individual and his authorized representative to make decisions that will lead to 
positive service outcomes.  


"Informed consent" means the voluntary written agreement of an individual, or that individual's 
authorized representative, to surgery, electroconvulsive treatment, use of psychotropic 
medications, or any other treatment or service that poses a risk of harm greater than that 
ordinarily encountered in daily life or for participation in human research. To be voluntary, 
informed consent must be given freely and without undue inducement; any element of force, 
fraud, deceit, or duress; or any form of constraint or coercion. 


"Initial assessment" means an assessment conducted prior to or at admission to determine 
whether the individual meets the service's admission criteria; what the individual's immediate 
service, health, and safety needs are; and whether the provider has the capability and staffing to 
provide the needed services. 
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"Inpatient psychiatric service" means intensive 24-hour medical, nursing, and treatment services 
provided to individuals with mental illness or substance abuse (substance use disorders) in a 
hospital as defined in § 32.1-123 of the Code of Virginia or in a special unit of such a hospital.  


"Instrumental activities of daily living" or "IADLs" means meal preparation, housekeeping, 
laundry, and managing money. A person's An individual's degree of independence in performing 
these activities is part of determining the appropriate level of care and services.  


"Intellectual disability" means a disability, originating before the age of 18 years, characterized 
concurrently by (i) significant subaverage intellectual functioning as demonstrated by 
performance on a standardized measure of intellectual functioning, administered in conformity 
with accepted professional practice, that is at least two standard deviations below the mean and 
(ii) significant limitations in adaptive behavior as expressed in conceptual, social, and practical 
adaptive skills. 


"Intensive Community Treatment (ICT) community treatment service" or "ICT service" means a 
self-contained interdisciplinary team of at least five full-time equivalent clinical staff, a program 
assistant, and a full-time psychiatrist that:  


1. Assumes responsibility for directly providing needed treatment, rehabilitation, and support 
services to identified individuals with severe and persistent mental illness especially those who 
have severe symptoms that are not effectively remedied by available treatments or who 
because of reasons related to their mental illness resist or avoid involvement with mental 
health services;  


2. Minimally refers individuals to outside service providers;  


3. Provides services on a long-term care basis with continuity of caregivers over time;  


4. Delivers 75% or more of the services outside program offices; and  


5. Emphasizes outreach, relationship building, and individualization of services.  


"Intensive in-home service" means family preservation interventions for children and adolescents 
who have or are at-risk of serious emotional disturbance, including individuals who also have a 
diagnosis of mental retardation (intellectual disability) developmental disability. Intensive in-
home service is usually time-limited and is provided typically in the residence of an individual 
who is at risk of being moved to out-of-home placement or who is being transitioned back home 
from an out-of-home placement. The service includes 24-hour per day emergency response; 
crisis treatment; individual and family counseling; life, parenting, and communication skills; and 
case management and coordination with other services.  
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"Intermediate care facility/individuals with intellectual disability" or "ICF/IID" means a facility 
or distinct part of a facility certified by the Virginia Department of Health as meeting the federal 
certification regulations for an intermediate care facility for individuals with intellectual 
disability and persons with related conditions and that addresses the total needs of the residents, 
which include physical, intellectual, social, emotional, and habilitation providing active 
treatment as defined in 42 CFR 435.1010 and 42 CFR 483.440.  


"Investigation" means a detailed inquiry or systematic examination of the operations of a 
provider or its services regarding an alleged violation of regulations or law. An investigation 
may be undertaken as a result of a complaint, an incident report, or other information that comes 
to the attention of the department.  


"Licensed mental health professional (LMHP)" or "LMHP" means a physician, licensed clinical 
psychologist, licensed professional counselor, licensed clinical social worker, licensed substance 
abuse treatment practitioner, licensed marriage and family therapist, or certified psychiatric 
clinical nurse specialist.  


"Location" means a place where services are or could be provided. 


"Medically managed withdrawal services" means detoxification services to eliminate or reduce 
the effects of alcohol or other drugs in the individual's body. 


"Mandatory outpatient treatment order" means an order issued by a court pursuant to § 37.2-817 
of the Code of Virginia.  


"Medical detoxification" means a service provided in a hospital or other 24-hour care facility 
under the supervision of medical personnel using medication to systematically eliminate or 
reduce effects of alcohol or other drugs in the individual's body.  


"Medical evaluation" means the process of assessing an individual's health status that includes a 
medical history and a physical examination of an individual conducted by a licensed medical 
practitioner operating within the scope of his license.  


"Medication" means prescribed or over-the-counter drugs or both.  


"Medication administration" means the direct application of medications by injection, inhalation, 
ingestion, or any other means to an individual receiving services by (i) persons legally permitted 
to administer medications or (ii) the individual at the direction and in the presence of persons 
legally permitted to administer medications.  
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"Medication assisted treatment (Opioid treatment service)" means an intervention strategy that 
combines outpatient treatment with the administering or dispensing of synthetic narcotics, such 
as methadone or buprenorphine (suboxone), approved by the federal Food and Drug 
Administration for the purpose of replacing the use of and reducing the craving for opioid 
substances, such as heroin or other narcotic drugs.  


"Medication error" means an error in administering a medication to an individual and includes 
when any of the following occur: (i) the wrong medication is given to an individual, (ii) the 
wrong individual is given the medication, (iii) the wrong dosage is given to an individual, (iv) 
medication is given to an individual at the wrong time or not at all, or (v) the wrong method is 
used to give the medication to the individual.  


"Medication storage" means any area where medications are maintained by the provider, 
including a locked cabinet, locked room, or locked box.  


"Mental Health Community Support Service (MHCSS)" or "MHCSS" means the provision of 
recovery-oriented services to individuals with long-term, severe mental illness. MHCSS includes 
skills training and assistance in accessing and effectively utilizing services and supports that are 
essential to meeting the needs identified in the individualized services plan and development of 
environmental supports necessary to sustain active community living as independently as 
possible. MHCSS may be provided in any setting in which the individual's needs can be 
addressed, skills training applied, and recovery experienced.  


"Mental illness" means a disorder of thought, mood, emotion, perception, or orientation that 
significantly impairs judgment, behavior, capacity to recognize reality, or ability to address basic 
life necessities and requires care and treatment for the health, safety, or recovery of the 
individual or for the safety of others. 


"Mental retardation (intellectual disability)" means a disability originating before the age of 18 
years characterized concurrently by (i) significantly subaverage intellectual functioning as 
demonstrated by performance on a standardized measure of intellectual functioning administered 
in conformity with accepted professional practice that is at least two standard deviations below 
the mean; and (ii) significant limitations in adaptive behavior as expressed in conceptual, social, 
and practical adaptive skills (§ 37.2-100 of the Code of Virginia).  


"Missing" means a circumstance in which an individual is not physically present when and 
where he should be and his absence cannot be accounted for or explained by his supervision 
needs or pattern of behavior. 
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"Neglect" means the failure by an individual a person, or a program or facility operated, licensed, 
or funded by the department, excluding those operated by the Department of Corrections, 
responsible for providing services to do so, including nourishment, treatment, care, goods, or 
services necessary to the health, safety, or welfare of a person an individual receiving care or 
treatment for mental illness, mental retardation (intellectual disability) developmental 
disabilities, or substance abuse (substance use disorders).  


"Neurobehavioral services" means the assessment, evaluation, and treatment of cognitive, 
perceptual, behavioral, and other impairments caused by brain injury that affect an individual's 
ability to function successfully in the community.  


"Outpatient service" means treatment provided to individuals on an hourly schedule, on an 
individual, group, or family basis, and usually in a clinic or similar facility or in another location. 
Outpatient services may include diagnosis and evaluation, screening and intake, counseling, 
psychotherapy, behavior management, psychological testing and assessment, laboratory and 
other ancillary services, medical services, and medication services. "Outpatient service" 
specifically includes:  


1. Services operated by a community services board or a behavioral health authority 
established pursuant to Chapter 5 (§ 37.2-500 et seq.) or Chapter 6 (§ 37.2-600 et seq.) of Title 
37.2 of the Code of Virginia;  


2. Services contracted by a community services board or a behavioral health authority 
established pursuant to Chapter 5 (§ 37.2-500 et seq.) or Chapter 6 (§ 37.2-600 et seq.) of Title 
37.2 of the Code of Virginia; or  


3. Services that are owned, operated, or controlled by a corporation organized pursuant to the 
provisions of either Chapter 9 (§ 13.1-601 et seq.) or Chapter 10 (§ 13.1-801 et seq.) of Title 
13.1 of the Code of Virginia.  


"Partial hospitalization service" means time-limited active treatment interventions that are more 
intensive than outpatient services, designed to stabilize and ameliorate acute symptoms, and 
serve as an alternative to inpatient hospitalization or to reduce the length of a hospital stay. 
Partial hospitalization is focused on individuals with serious mental illness, substance abuse 
(substance use disorders), or co-occurring disorders at risk of hospitalization or who have been 
recently discharged from an inpatient setting.  


"Person-centered" means focusing on the needs and preferences of the individual; empowering 
and supporting the individual in defining the direction for his life; and promoting self-
determination, community involvement, and recovery. 
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"Program of Assertive Community Treatment (PACT) service" means a self-contained 
interdisciplinary team of at least 10 full-time equivalent clinical staff, a program assistant, and a 
full-time or part-time psychiatrist that:  


1. Assumes responsibility for directly providing needed treatment, rehabilitation, and support 
services to identified individuals with severe and persistent mental illnesses, including those 
who have severe symptoms that are not effectively remedied by available treatments or who 
because of reasons related to their mental illness resist or avoid involvement with mental 
health services; 


2. Minimally refers individuals to outside service providers;  


3. Provides services on a long-term care basis with continuity of caregivers over time;  


4. Delivers 75% or more of the services outside program offices; and  


5. Emphasizes outreach, relationship building, and individualization of services.  


"Provider" means any person, entity, or organization, excluding an agency of the federal 
government by whatever name or designation, that delivers (i) services to individuals with 
mental illness, mental retardation (intellectual disability) developmental disabilities, or substance 
abuse (substance use disorders), or (ii) services to individuals who receive day support, in-home 
support, or crisis stabilization services funded through the IFDDS Waiver, or (iii) residential 
services for individuals with brain injury. The person, entity, or organization shall include a 
hospital as defined in § 32.1-123 of the Code of Virginia, community services board, behavioral 
health authority, private provider, and any other similar or related person, entity, or organization. 
It shall not include any individual practitioner who holds a license issued by a health regulatory 
board of the Department of Health Professions or who is exempt from licensing pursuant to §§ 
54.1-2901, 54.1-3001, 54.1-3501, 54.1-3601 and 54.1-3701 of the Code of Virginia.  


"Psychosocial rehabilitation service" means a program of two or more consecutive hours per day 
provided to groups of adults in a nonresidential setting. Individuals must demonstrate a clinical 
need for the service arising from a condition due to mental, behavioral, or emotional illness that 
results in significant functional impairments in major life activities. This service provides 
education to teach the individual about mental illness, substance abuse, and appropriate 
medication to avoid complication and relapse and opportunities to learn and use independent 
skills and to enhance social and interpersonal skills within a consistent program structure and 
environment. Psychosocial rehabilitation includes skills training, peer support, vocational 
rehabilitation, and community resource development oriented toward empowerment, recovery, 
and competency.  
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"Qualified developmental disability professional (QDDP)" or "QDDP" means a person who 
possesses at least one year of documented experience working directly with individuals who 
have a developmental disability and one of the following credentials: (i) a doctor of medicine or 
osteopathy licensed in Virginia, (ii) a registered nurse licensed in Virginia, or (iii) completion of 
at least a bachelor's degree in a human services field, including sociology, social work, special 
education, rehabilitation counseling, or psychology. 


"Quality improvement plan" means a detailed work plan developed by a provider that defines 
steps the provider will take to review the quality of services it provides and to manage initiatives 
to improve quality. It consists of systematic and continuous actions that lead to measurable 
improvement in the services, supports, and health status of the individuals receiving services. 


"Qualified Mental Health Professional-Adult (QMHP-A)" or "QMHP-A" means a person in the 
human services field who is trained and experienced in providing psychiatric or mental health 
services to individuals adults who have a mental illness; including (i) a doctor of medicine or 
osteopathy licensed in Virginia; (ii) a doctor of medicine or osteopathy, specializing in 
psychiatry and licensed in Virginia; (iii) an individual with a master's degree in psychology from 
an accredited college or university with at least one year of clinical experience; (iv) a social 
worker: an individual with at least a bachelor's degree in human services or related field (social 
work, psychology, psychiatric rehabilitation, sociology, counseling, vocational rehabilitation, 
human services counseling, or other degree deemed equivalent to those described) from an 
accredited college and with at least one year of clinical experience providing direct services to 
individuals with a diagnosis of mental illness; (v) a person with at least a bachelor's degree from 
an accredited college in an unrelated field that includes at least 15 semester credits (or 
equivalent) in a human services field and who has at least three years of clinical experience; (vi) 
a Certified Psychiatric Rehabilitation Provider (CPRP) registered with the United States 
Psychiatric Rehabilitation Association (USPRA); (vii) a registered nurse licensed in Virginia 
with at least one year of clinical experience; or (viii) any other licensed mental health 
professional.  


"Qualified Mental Health Professional-Child (QMHP-C)" or "QMHP-C" means a person in the 
human services field who is trained and experienced in providing psychiatric or mental health 
services to children who have a mental illness. To qualify as a QMHP-C, the individual must 
have the designated clinical experience and must either (i) be a doctor of medicine or osteopathy 
licensed in Virginia; (ii) have a master's degree in psychology from an accredited college or 
university with at least one year of clinical experience with children and adolescents; (iii) have a 
social work bachelor's or master's degree from an accredited college or university with at least 
one year of documented clinical experience with children or adolescents; (iv) be a registered 
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nurse with at least one year of clinical experience with children and adolescents; (v) have at least 
a bachelor's degree in a human services field or in special education from an accredited college 
with at least one year of clinical experience with providing direct services to children and 
adolescents with a diagnosis of mental illness, or (vi) be a licensed mental health professional.  


"Qualified Mental Health Professional-Eligible (QMHP-E)" or "QMHP-E" means a person who 
has: (i) at least a bachelor's degree in a human service field or special education from an 
accredited college without one year of clinical experience or (ii) at least a bachelor's degree in a 
nonrelated field and is enrolled in a master's or doctoral clinical program, taking the equivalent 
of at least three credit hours per semester and is employed by a provider that has a triennial 
license issued by the department and has a department and DMAS-approved supervision training 
program. 


"Qualified Mental Retardation Professional (QMRP)" means a person who possesses at least one 
year of documented experience working directly with individuals who have mental retardation 
(intellectual disability) or other developmental disabilities and one of the following credentials: 
(i) a doctor of medicine or osteopathy licensed in Virginia, (ii) a registered nurse licensed in 
Virginia, or (iii) completion of at least a bachelor's degree in a human services field, including, 
but not limited to sociology, social work, special education, rehabilitation counseling, or 
psychology. 


"Qualified Paraprofessional in Mental Health (QPPMH)" or "QPPMH" means a person who 
must, at a minimum, meet one of the following criteria: (i) registered with the United States 
Psychiatric Association (USPRA) as an Associate Psychiatric Rehabilitation Provider (APRP); 
(ii) has an associate's degree in a related field (social work, psychology, psychiatric 
rehabilitation, sociology, counseling, vocational rehabilitation, human services counseling) and 
at least one year of experience providing direct services to individuals with a diagnosis of mental 
illness; or (iii) has a minimum of 90 hours classroom training and 12 weeks of experience under 
the direct personal supervision of a QMHP-Adult providing services to individuals with mental 
illness and at least one year of experience (including the 12 weeks of supervised experience). 


"Recovery" means a journey of healing and transformation enabling an individual with a mental 
illness to live a meaningful life in a community of his choice while striving to achieve his full 
potential. For individuals with substance abuse (substance use disorders), recovery is an 
incremental process leading to positive social change and a full return to biological, 
psychological, and social functioning. For individuals with mental retardation (intellectual 
disability) a developmental disability, the concept of recovery does not apply in the sense that 
individuals with mental retardation (intellectual disability) a developmental disability will need 
supports throughout their entire lives although these may change over time. With supports, 
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individuals with mental retardation (intellectual disability) a developmental disability are capable 
of living lives that are fulfilling and satisfying and that bring meaning to themselves and others 
whom they know. 


"Referral" means the process of directing an applicant or an individual to a provider or service 
that is designed to provide the assistance needed.  


"Residential crisis stabilization service" means (i) providing short-term, intensive treatment to 
nonhospitalized individuals who require multidisciplinary treatment in order to stabilize acute 
psychiatric symptoms and prevent admission to a psychiatric inpatient unit; (ii) providing 
normative environments with a high assurance of safety and security for crisis intervention; and 
(iii) mobilizing the resources of the community support system, family members, and others for 
ongoing rehabilitation and recovery.  


"Residential service" means providing 24-hour support in conjunction with care and treatment or 
a training program in a setting other than a hospital or training center. Residential services 
provide a range of living arrangements from highly structured and intensively supervised to 
relatively independent requiring a modest amount of staff support and monitoring. Residential 
services include residential treatment, group or community homes, supervised living, residential 
crisis stabilization, community gero-psychiatric residential, community intermediate care 
facility-MR ICF/IID, sponsored residential homes, medical and social detoxification, 
neurobehavioral services, and substance abuse residential treatment for women and children.  


"Residential treatment service" means providing an intensive and highly structured mental 
health, substance abuse, or neurobehavioral service, or services for co-occurring disorders in a 
residential setting, other than an inpatient service. 


"Respite care service" means providing for a short-term, time limited period of care of an 
individual for the purpose of providing relief to the individual's family, guardian, or regular care 
giver. Persons providing respite care are recruited, trained, and supervised by a licensed 
provider. These services may be provided in a variety of settings including residential, day 
support, in-home, or a sponsored residential home. 


"Restraint" means the use of a mechanical device, medication, physical intervention, or hands-on 
hold to prevent an individual receiving services from moving his body to engage in a behavior 
that places him or others at imminent risk. There are three kinds of restraints: 


1. Mechanical restraint means the use of a mechanical device that cannot be removed by the 
individual to restrict the individual's freedom of movement or functioning of a limb or portion 
of an individual's body when that behavior places him or others at imminent risk. 
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2. Pharmacological restraint means the use of a medication that is administered involuntarily 
for the emergency control of an individual's behavior when that individual's behavior places 
him or others at imminent risk and the administered medication is not a standard treatment for 
the individual's medical or psychiatric condition. 


3. Physical restraint, also referred to as manual hold, means the use of a physical intervention 
or hands-on hold to prevent an individual from moving his body when that individual's 
behavior places him or others at imminent risk. 


"Restraints for behavioral purposes" means using a physical hold, medication, or a mechanical 
device to control behavior or involuntary restrict the freedom of movement of an individual in an 
instance when all of the following conditions are met: (i) there is an emergency; (ii) nonphysical 
interventions are not viable; and (iii) safety issues require an immediate response. 


"Restraints for medical purposes" means using a physical hold, medication, or mechanical device 
to limit the mobility of an individual for medical, diagnostic, or surgical purposes, such as 
routine dental care or radiological procedures and related post-procedure care processes, when 
use of the restraint is not the accepted clinical practice for treating the individual's condition. 


"Restraints for protective purposes" means using a mechanical device to compensate for a 
physical or cognitive deficit when the individual does not have the option to remove the device. 
The device may limit an individual's movement, for example, bed rails or a gerichair, and 
prevent possible harm to the individual or it may create a passive barrier, such as a helmet to 
protect the individual. 


"Restriction" means anything that limits or prevents an individual from freely exercising his 
rights and privileges.  


"Risk management" means an integrated system-wide program to ensure the safety of 
individuals, employees, visitors, and others through identification, mitigation, early detection, 
monitoring, evaluation, and control of risks. 


"Root cause analysis" means a method of problem solving designed to identify the underlying 
causes of a problem. The focus of a root cause analysis is on systems, processes, and outcomes 
that require change to reduce the risk of harm. 


"Screening" means the process or procedure for determining whether the individual meets the 
minimum criteria for admission.  
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"Seclusion" means the involuntary placement of an individual alone in an area secured by a door 
that is locked or held shut by a staff person, by physically blocking the door, or by any other 
physical means so that the individual cannot leave it.  


"Serious incident" means any event or circumstance that causes or could cause harm to the 
health, safety, or well-being of an individual. The term "serious incident" includes death and 
serious injury. "Level I serious incident" means a serious incident that occurs or originates 
during the provision of a service or on the premises of the provider and does not meet the 
definition of a Level II or Level III serious incident. "Level I serious incidents" do not result in 
significant harm to individuals, but may include events that result in minor injuries that do not 
require medical attention or events that have the potential to cause serious injury, even when no 
injury occurs. "Level II serious incident" means a serious incident that occurs or originates 
during the provision of a service or on the premises of the provider that results in a significant 
harm or threat to the health and safety of an individual that does not meet the definition of a 
Level III serious incident. "Level II serious incident" includes a significant harm or threat to the 
health or safety of others caused by an individual. "Level II serious incidents" include:  


1. A serious injury;  


2. An individual who is missing;  


3. An emergency room or urgent care facility visit when not used in lieu of a primary care 
physician visit;  


4. An unplanned psychiatric or unplanned medical hospital admission;  


5. Choking incidents that require direct physical intervention by another person; 


6. Ingestion of any hazardous material; or 


7. A diagnosis of: 


a. A decubitus ulcer or an increase in severity of level of previously diagnosed decubitus ulcer;  


b. A bowel obstruction; or 


c. Aspiration pneumonia. 


"Level III serious incident" means a serious incident whether or not the incident occurs while in 
the provision of a service or on the provider's premises and results in:  


1. Any death of an individual;  
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2. A sexual assault of an individual; 


3. A serious injury of an individual that results in or likely will result in permanent physical or 
psychological impairment; or 


4. A suicide attempt by an individual admitted for services that results in a hospital admission. 


"Serious injury" means any injury resulting in bodily hurt, damage, harm, or loss that requires 
medical attention by a licensed physician, doctor of osteopathic medicine, physician assistant, or 
nurse practitioner while the individual is supervised by or involved in services, such as attempted 
suicides, medication overdoses, or reactions from medications administered or prescribed by the 
service. 


"Service" or "services" means (i) planned individualized interventions intended to reduce or 
ameliorate mental illness, mental retardation (intellectual disability) developmental disabilities, 
or substance abuse (substance use disorders) through care, treatment, training, habilitation, or 
other supports that are delivered by a provider to individuals with mental illness, mental 
retardation (intellectual disability) developmental disabilities, or substance abuse (substance use 
disorders). Services include outpatient services, intensive in-home services, opioid treatment 
services, inpatient psychiatric hospitalization, community gero-psychiatric residential services, 
assertive community treatment and other clinical services; day support, day treatment, partial 
hospitalization, psychosocial rehabilitation, and habilitation services; case management services; 
and supportive residential, special school, halfway house, in-home services, crisis stabilization, 
and other residential services; and (ii) day support, in-home support, and crisis stabilization 
services provided to individuals under the IFDDS Medicaid Waiver; and (iii) planned 
individualized interventions intended to reduce or ameliorate the effects of brain injury through 
care, treatment, or other supports or provided in residential services for persons with brain injury.  


"Shall" means an obligation to act is imposed.  


"Shall not" means an obligation not to act is imposed.  


"Skills training" means systematic skill building through curriculum-based psychoeducational 
and cognitive-behavioral interventions. These interventions break down complex objectives for 
role performance into simpler components, including basic cognitive skills such as attention, to 
facilitate learning and competency. 


"Social detoxification service" means providing nonmedical supervised care for the individual's 
natural process of withdrawal from use of alcohol or other drugs.  
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"Sponsored residential home" means a service where providers arrange for, supervise, and 
provide programmatic, financial, and service support to families or persons (sponsors) providing 
care or treatment in their own homes for individuals receiving services.  


"State board" means the State Board of Behavioral Health and Developmental Services. The 
board has statutory responsibility for adopting regulations that may be necessary to carry out the 
provisions of Title 37.2 of the Code of Virginia and other laws of the Commonwealth 
administered by the commissioner or the department. 


"State methadone authority" means the Virginia Department of Behavioral Health and 
Developmental Services that is authorized by the federal Center for Substance Abuse Treatment 
to exercise the responsibility and authority for governing the treatment of opiate addiction with 
an opioid drug.  


"Substance abuse (substance use disorders)" means the use of drugs enumerated in the Virginia 
Drug Control Act (§ 54.1-3400 et seq.) without a compelling medical reason or alcohol that (i) 
results in psychological or physiological dependence or danger to self or others as a function of 
continued and compulsive use or (ii) results in mental, emotional, or physical impairment that 
causes socially dysfunctional or socially disordering behavior; and (iii), because of such 
substance abuse, requires care and treatment for the health of the individual. This care and 
treatment may include counseling, rehabilitation, or medical or psychiatric care.  


"Substance abuse intensive outpatient service" means treatment provided in a concentrated 
manner for two or more consecutive hours per day to groups of individuals in a nonresidential 
setting. This service is provided over a period of time for individuals requiring more intensive 
services than an outpatient service can provide. Substance abuse intensive outpatient services 
include multiple group therapy sessions during the week, individual and family therapy, 
individual monitoring, and case management.  


"Substance abuse residential treatment for women with children service" means a 24-hour 
residential service providing an intensive and highly structured substance abuse service for 
women with children who live in the same facility.  


"Supervised living residential service" means the provision of significant direct supervision and 
community support services to individuals living in apartments or other residential settings. 
These services differ from supportive in-home service because the provider assumes 
responsibility for management of the physical environment of the residence, and staff 
supervision and monitoring are daily and available on a 24-hour basis. Services are provided 
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based on the needs of the individual in areas such as food preparation, housekeeping, medication 
administration, personal hygiene, treatment, counseling, and budgeting.  


"Supportive in-home service" (formerly supportive residential) means the provision of 
community support services and other structured services to assist individuals, to strengthen 
individual skills, and that provide environmental supports necessary to attain and sustain 
independent community residential living. Services include drop-in or friendly-visitor support 
and counseling to more intensive support, monitoring, training, in-home support, respite care, 
and family support services. Services are based on the needs of the individual and include 
training and assistance. These services normally do not involve overnight care by the provider; 
however, due to the flexible nature of these services, overnight care may be provided on an 
occasional basis. 


"Systemic deficiency" means violations of regulations documented by the department that 
demonstrate multiple or repeat defects in the operation of one or more services. 


"Therapeutic day treatment for children and adolescents" means a treatment program that serves 
(i) children and adolescents from birth through age 17 and under certain circumstances up to 21 
with serious emotional disturbances, substance use, or co-occurring disorders or (ii) children 
from birth through age seven who are at risk of serious emotional disturbance, in order to 
combine psychotherapeutic interventions with education and mental health or substance abuse 
treatment. Services include: evaluation; medication education and management; opportunities to 
learn and use daily living skills and to enhance social and interpersonal skills; and individual, 
group, and family counseling. 


"Time out" means the involuntary removal of an individual by a staff person from a source of 
reinforcement to a different, open location for a specified period of time or until the problem 
behavior has subsided to discontinue or reduce the frequency of problematic behavior.  


"Volunteer" means a person who, without financial remuneration, provides services to 
individuals on behalf of the provider.  


12VAC35-105-30. Licenses. 


Part II. Licensing Process  


A. Licenses are issued to providers who offer services to individuals who have mental illness, 
mental retardation (intellectual disability) a developmental disability, or substance abuse 
(substance use disorders); have developmental disability and are served under the IFDDS 
Waiver; or have brain injury and are receiving residential services.  
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B. Providers shall be licensed to provide specific services as defined in this chapter or as 
determined by the commissioner. These services include:  


1. Case management;  


2. Community gero-psychiatric residential;  


3. Community intermediate care facility-MR ICF/IID;  


4. Residential crisis stabilization;  


5. Nonresidential crisis stabilization; 


6. Day support;  


7. Day treatment, includes therapeutic day treatment for children and adolescents;  


8. Group home and community residential;  


9. Inpatient psychiatric;  


10. Intensive Community Treatment (ICT);  


11. Intensive in-home;  


12. Managed withdrawal, including medical detoxification and social detoxification;  


13. Mental health community support;  


14. Opioid treatment/medication assisted treatment;  


15. Emergency; 


16. Outpatient;  


17. Partial hospitalization;  


18. Program of assertive community treatment (PACT);  


19. Psychosocial rehabilitation;  


20. Residential treatment;  


21. Respite care;  


22. Sponsored residential home;  
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23. Substance abuse residential treatment for women with children;  


24. Substance abuse intensive outpatient;  


25. Supervised living residential; and  


26. Supportive in-home.  


C. A license addendum shall describe the services licensed, the disabilities of individuals who 
may be served, the specific locations where services are to be provided or administered, and the 
terms and conditions for each service offered by a licensed provider. For residential and inpatient 
services, the license identifies the number of individuals each residential location may serve at a 
given time. 


12VAC35-105-40. Application Requirements. 


A. All providers that are not currently licensed shall be required to apply for a license using the 
application designated by the commissioner. Providers applying for a license shall submit:  


1. A working budget showing projected revenue and expenses for the first year of operation, 
including a revenue plan.  


2. Documentation of working capital to include:  


a. Funds or a line of credit sufficient to cover at least 90 days of operating expenses if the 
provider is a corporation, unincorporated organization or association, a sole proprietor, or a 
partnership.  


b. Appropriated revenue if the provider is a state or local government agency, board or 
commission.  


3. Documentation of authority to conduct business in the Commonwealth of Virginia.  


4. A disclosure statement identifying the legal names and dates of any services licensed in 
Virginia or other states that the applicant holds or has held, previous sanctions or negative 
actions against any license to provide services that the applicant holds or has held in any other 
state or in Virginia, and the names and dates of any disciplinary actions involving the 
applicant's current or past licensed services.  


B. Providers shall submit an application listing each service to be provided and submit the 
following items for each service:  
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1. A staffing plan;  


2. Employee credentials and job descriptions containing all the elements outlined in 
12VAC35-105-410 A;  


3. A service description containing all the elements outlined in 12VAC35-105-580 C; and 


4. Records management policy containing all the elements outlined in 12VAC35-105-390 and 
12VAC35-105-870 A. 


C. The provider shall confirm his intent to renew the license prior to the expiration date of the 
license and notify the department in advance of any changes in service or location.  


12VAC35-105-50. Issuance of Licenses. 


A. The commissioner may issue the following types of licenses:  


1. A conditional license shall may be issued to a new provider for services that demonstrates 
compliance with administrative and policy regulations but has not demonstrated compliance 
with all the regulations.  


a. A conditional license shall not exceed six months.  


b. A conditional license may be renewed if the provider is not able to demonstrate compliance 
with all the regulations at the end of the license period. A conditional license and any renewals 
shall not exceed 12 successive months for all conditional licenses and renewals combined.  


c. A provider holding a conditional license for a service shall demonstrate progress toward 
compliance.  


d. A provider holding a conditional license shall not add services or locations during the 
conditional period. 


e. A group home or community residential service provider shall be limited to providing services 
in a single location, serving no more than four individuals during the conditional period.  


2. A provisional license may be issued to a provider for a service that has demonstrated an 
inability to maintain compliance with regulations Human Rights Regulations (12VAC35-115) 
or this chapter, has violations of human rights or licensing regulations that pose a threat to the 
health or safety of individuals being served receiving services, has multiple violations of 
human rights or licensing regulations, or has failed to comply with a previous corrective action 
plan.  



https://law.lis.virginia.gov/admincode/title12/agency35/chapter105/section410/

https://law.lis.virginia.gov/admincode/title12/agency35/chapter105/section580/

https://law.lis.virginia.gov/admincode/title12/agency35/chapter105/section390/

https://law.lis.virginia.gov/admincode/title12/agency35/chapter105/section870/
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a. A provisional license may be issued at any time.  


b. The term of a provisional license shall not exceed six months.  


c. A provisional license may be renewed; but a provisional license and any renewals shall not 
exceed 12 successive months for all provisional licenses and renewals combined.  


d. A provider holding a provisional license for a service shall demonstrate progress toward 
compliance.  


e. A provider holding a provisional license for a service shall not increase its services or 
locations or expand the capacity of the service. 


f. A provisional license for a service shall be noted as a stipulation on the provider license. The 
stipulation shall also indicate the violations to be corrected and the expiration date of the 
provisional license.  


3. A full license shall be issued after a provider or service demonstrates compliance with all 
the applicable regulations.  


a. A full license may be granted to a provider for service for up to three years. The length of the 
license shall be in the sole discretion of the commissioner.  


b. If a full license is granted for three years, it shall be referred to as a triennial license. A 
triennial license shall be granted to providers for services that have demonstrated full compliance 
with the all applicable regulations. The commissioner may issue a triennial license to a provider 
for service that had violations during the previous license period if those violations did not pose a 
threat to the health or safety of individuals being served receiving services, and the provider or 
service has demonstrated consistent compliance for more than a year and has a process in place 
that provides sufficient oversight to maintain compliance.  


c. If a full license is granted for one year, it shall be referred to as an annual license.  


d. The term of the first full renewal license after the expiration of a conditional or provisional 
license shall not exceed one year.  


B. The commissioner may add stipulations on a license issued to a provider that may place limits 
on the provider or to impose additional requirements on the provider.  


C. A license shall not be transferred or assigned to another provider. A new application shall be 
made and a new license issued when there is a change in ownership.  
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D. A license shall not be issued or renewed unless the provider is affiliated with a local human 
rights committee.  


E. D. No service shall be issued a license with an expiration date that is after the expiration date 
of the provider license.  


F. E. A license shall continue in effect after the expiration date if the provider has submitted a 
renewal application before the date of expiration and there are no grounds to deny the 
application. The department shall issue a letter stating the provider or service license shall be 
effective for six additional months if the renewed license is not issued before the date of 
expiration. 


12VAC35-105-60. Modification. 


A. A provider shall submit a written service modification application at least 45 days in advance 
of a proposed modification to its license. The modification may address the characteristics of 
individuals served (disability, age, or gender), the services offered, the locations where services 
are provided, existing stipulations, or the maximum number of individuals served under the 
provider license.  


B. Upon receipt of the completed service modification application, the commissioner may revise 
the provider license. Approval of such request shall be at the sole discretion of the commissioner.  


C. A change requiring a modification of the license shall not be implemented prior to approval 
by the commissioner. The department may send the provider a letter approving implementation 
of the modification pending the issuance of the modified license. 


12VAC35-105-70. Onsite Reviews. 


A. The department shall conduct an announced or unannounced onsite review of all new 
providers and services to determine compliance with this chapter.  


B. The department shall conduct unannounced onsite reviews of licensed providers and each 
service at any time and at least annually to determine compliance with these regulations. The 
annual unannounced onsite reviews shall be focused on preventing specific risks to individuals, 
including an evaluation of the physical facilities in which the services are provided.  


C. The department may conduct announced and unannounced onsite reviews at any time as part 
of the investigations of complaints or incidents to determine if there is a violation of this chapter.  
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12VAC35-105-80. Complaint Investigations. 


The department shall investigate all complaints regarding potential violations of licensing 
regulations. Complaint investigations may be based on onsite reviews, a review of records, a 
review of provider reports or telephone interviews.  


12VAC35-105-90. Compliance. 


A. The department shall determine the level of compliance with each regulation as follows:  


1. "Compliance" (C) means the provider clearly meets the requirements of a regulation.  


2. "Noncompliance" (NC) means the provider violates or fails to meet part or all of a 
regulation.  


3. "Not Determined" (ND) means that the provider must provide additional information to 
determine compliance with a regulation.  


4. "Not Applicable" (NA) means the provider is specifically exempted from or not required to 
demonstrate compliance with the provisions of a regulation.  


B. The provider, including its employees, contract service providers, student interns, and 
volunteers, shall comply with all applicable regulations.  


12VAC35-105-100. Sanctions. 


A. The commissioner may invoke the sanctions enumerated in § 37.2-419 of the Code of 
Virginia upon receipt of information that a licensed provider is:  


1. In violation of the provisions of §§ 37.2-400 through 37.2-422 of the Code of Virginia, 
these regulations, or the provisions of the Rules and Regulations to Assure the Rights of 
Individuals Receiving Services from Providers Licensed, Funded, or Operated by the 
Department of Behavioral Health and Developmental Services (12VAC35-115); and  


2. Such violation adversely affects the human rights of individuals, or poses an imminent and 
substantial threat to the health, safety or welfare of individuals.  


The commissioner shall notify the provider in writing of the specific violations found and of his 
intention to convene an informal conference pursuant to § 2.2-4019 of the Code of Virginia at 
which the presiding officer will be asked to recommend issuance of a special order.  



https://law.lis.virginia.gov/vacode/37.2-419/

https://law.lis.virginia.gov/vacode/37.2-400/

https://law.lis.virginia.gov/vacode/37.2-422/

https://law.lis.virginia.gov/admincode/title12/agency35/chapter115/

https://law.lis.virginia.gov/vacode/2.2-4019/
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B. The sanctions contained in the special order shall remain in effect during the pendency of any 
appeal of the special order.  


12VAC35-105-110. Denial, Revocation, or Suspension of a License. 


A. An application for a license or license renewal may be denied and a full, conditional, or 
provisional license may be revoked or suspended for one or more of the following reasons:  


1. The provider or applicant has violated any provisions of Article 2 (§ 37.2-403 et seq.) of 
Chapter 4 of Title 37.2 of the Code of Virginia or these licensing regulations;  


2. The provider's or applicant's conduct or practices are detrimental to the welfare of any 
individual receiving services or in violation of human rights identified in § 37.2-400 of the 
Code of Virginia or the human rights regulations (12VAC35-115);  


3. The provider or applicant permits, aids, or abets the commission of an illegal act;  


4. The provider or applicant fails or refuses to submit reports or to make records available as 
requested by the department;  


5. The provider or applicant refuses to admit a representative of the department who displays a 
state-issued photo identification to the premises;  


6. The provider or applicant fails to submit or implement an adequate corrective action plan; 
or 


7. The provider or applicant submits any misleading or false information to the department.  


B. A provider shall be notified in writing of the department's intent to deny, revoke, or suspend a 
license; the reasons for the action; the right to appeal; and the appeal process. The provider has 
the right to appeal the department's decision under the provisions of the Administrative Process 
Act (§ 2.2-4000 et seq. of the Code of Virginia).  


12VAC35-105-115. Summary Suspension. 


A. In conjunction with any proceeding for revocation, denial , or other action, when conditions 
or practices exist that pose an immediate and substantial threat to the health, safety, and welfare 
of the individuals living there, the commissioner may issue an order of summary suspension of 
the license to operate any group home or residential service for adults when he believes the 
operation of the home or residential service should be suspended during the pendency of such 
proceeding.  



https://law.lis.virginia.gov/vacode/37.2-403/

https://law.lis.virginia.gov/vacode/37.2-400/

https://law.lis.virginia.gov/admincode/title12/agency35/chapter115/

https://law.lis.virginia.gov/vacode/2.2-4000/
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B. Prior to the issuance of an order of summary suspension, the department shall contact the 
Executive Secretary of the Supreme Court of Virginia to obtain the name of a hearing officer. 
The department shall schedule the time, date, and location of the administrative hearing with the 
hearing officer. 


C. The order of summary suspension shall take effect upon its issuance. It shall be delivered by 
personal service and certified mail, return receipt requested, to the address of record of the 
licensee as soon as practicable. The order shall set forth: 


1. The time, date, and location of the hearing;  


2. The procedures for the hearing;  


3. The hearing and appeal rights; and 


4. Facts and evidence that formed the basis for the order of summary suspension. 


D. The hearing shall take place within three business days of the issuance of the order of 
summary suspension. 


E. The department shall have the burden of proving in any summary suspension hearing that it 
had reasonable grounds to require the licensee to cease operations during the pendency of the 
concurrent revocation, denial, or other proceeding.  


F. The administrative hearing officer shall provide written findings and conclusions together 
with a recommendation as to whether the license should be summarily suspended to the 
commissioner within five business days of the hearing. 


G. The commissioner shall issue a final order of summary suspension or make a determination 
that the summary suspension is not warranted based on the facts presented and the 
recommendation of the hearing officer within seven business days of receiving the 
recommendation of the hearing officer. 


H. The commissioner shall issue and serve on the group home or residential facility for adults or 
its designee by personal service or by certified mail, return receipt requested either: 


1. A final order of summary suspension including (i) the basis for accepting or rejecting the 
hearing officer's recommendation, and (ii) notice that the licensee of the group home or 
residential service may appeal the commissioner's decision to the appropriate circuit court no 
later than 10 days following issuance of the order; or 
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2. Notification that the summary suspension is not warranted by the facts and circumstances 
presented and that the order of summary suspension is rescinded. 


I. The licensee may appeal the commissioner's decision on the summary suspension to the 
appropriate circuit court no more than 10 days after issuance of the final order. 


J. The outcome of concurrent revocation, denial, and other proceedings shall not be affected by 
the outcome of any hearing pertaining to the appropriateness of the order of summary 
suspension. 


K. At the time of the issuance of the order of summary suspension, the department shall contact 
the appropriate agencies to inform them of the action and the need to develop relocation plans for 
the individuals receiving residential or center-based services, and ensure that any other legal 
guardians or responsible family members are informed of the pending action.  


12VAC35-105-120. Variances. 


The commissioner may grant a variance to a specific regulation if he determines that such a 
variance will not jeopardize the health, safety, or welfare of individuals and upon demonstration 
by the provider requesting. A provider shall submit a request for such variance in writing to the 
commissioner. The request shall demonstrate that complying with the regulation would be a 
hardship unique to the provider and that the variance will not jeopardize the health, safety, or 
welfare of individuals. The department may limit the length of time a variance will be effective. 
A provider shall submit a request for a variance in writing to the commissioner. A variance may 
be time limited or have other conditions attached to it. The department must approve a variance 
prior to implementation. The provider shall not implement a variance until it has been approved 
in writing by the commissioner. 


12VAC35-105-130. Confidentiality of Records. 


Records that are confidential under federal or state law shall be maintained as confidential by the 
department and shall not be further disclosed except as required or permitted by law.  


12VAC35-105-140. License Availability. 


Part III. Administrative Services  


Article 1. Management and Administration  
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The current license or a copy shall be prominently displayed for public inspection in all service 
locations.  


12VAC35-105-150. Compliance with Applicable Laws, Regulations and 
Policies. 


The provider including its employees, contractors, students, and volunteers shall comply with:  


1. These regulations This chapter;  


2. The terms and stipulations of the license;  


3. All applicable federal, state, or local laws and regulations including:  


a. Laws regarding employment practices including the Equal Employment Opportunity Act;  


b. The Americans with Disabilities Act and the Virginians with Disabilities Act;  


c. For home and community-based services waiver settings subject to this chapter, 42 CFR 
441.301(c)(1) through (4), Contents of request for a waiver;  


c. d. Occupational Safety and Health Administration regulations;  


d. e. Virginia Department of Health regulations;  


e. Laws and regulations of the f. Virginia Department of Health Professions regulations;  


f. g. Virginia Department of Medical Assistance Services regulations; 


g. h. Uniform Statewide Building Code; and  


h. i. Uniform Statewide Fire Prevention Code.  


4. Section 37.2-400 of the Code of Virginia and related human rights regulations adopted by 
the state board; and  


5.The provider's own policies. All required policies shall be in writing.  


12VAC35-105-155. Preadmission Screening, Discharge Planning, 
Involuntary Commitment, and Mandatory Outpatient Treatment Orders. 


A. Providers responsible for complying with §§ 37.2-505 and 37.2-606 of the Code of Virginia 
regarding community service services board and behavioral health authority preadmission 
screening and discharge planning shall implement policies and procedures that include: 







DBHDS - FULL LICENSING REGULATIONS AS OF 09/01/2018 WITH EMERGENCY REGULATION SA COMPLIANCE LANGUAGE EMBEDDED 
(ONLY UP TO DATE UNTIL OTHER REGULATORY ACTIONS BECOME EFFECTIVE) (CODE OF VA SECTIONS ARE HYPERLINKED) 


9/01/18   37 


1. Identification, qualification, training, and responsibilities of employees responsible for 
preadmission screening and discharge planning. 


2. Completion of a discharge plan prior to an individual's discharge in consultation with the 
state facility that: 


a. Involves the individual or his authorized representative and reflects the individual's 
preferences to the greatest extent possible consistent with the individual's needs. 


b. Involves mental health, mental retardation (intellectual disability) developmental disability, 
substance abuse, social, educational, medical, employment, housing, legal, advocacy, 
transportation, and other services that the individual will need upon discharge into the 
community and identifies the public or private agencies or persons that have agreed to provide 
them. 


B. Any provider who serves individuals through an emergency custody order, temporary 
detention order, or mandatory outpatient treatment order shall implement policies and procedures 
to comply with §§ 37.2-800 through 37.2-817 of the Code of Virginia.  


12VAC35-105-160. Reviews by the Department; Requests for 
Information; required reporting. 


A. The provider shall permit representatives from the department to conduct reviews to:  


1. Verify application information;  


2. Assure compliance with this chapter; and  


3. Investigate complaints.  


B. The provider shall cooperate fully with inspections and investigations and shall provide all 
information requested to assist representatives from by the department who conduct inspections.  


C. The provider shall collect, maintain, and review at least quarterly all Level I serious incidents 
as part of the quality improvement program in accordance with 12VAC35-105-620 to include an 
analysis of trends, potential systemic issues or causes, indicated remediation, and documentation 
of steps taken to mitigate the potential for future incidents. 


D. The provider shall collect, maintain, and report or make available to the department the 
following information:  


1. Each allegation of abuse or neglect shall be reported to the assigned human rights advocate 
and the individual's authorized representative within 24 hours from the receipt of the initial 
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allegation. Reported information shall include the type of abuse, neglect, or exploitation that is 
alleged and whether there is physical or psychological injury to the individual department as 
provided in 12VAC35-115-230 A. 


2. Each instance of death or serious injury in writing to the department's assigned licensing 
specialist Level II and Level III serious incidents shall be reported using the department's web-
based reporting application and by telephone to anyone designated by the individual to receive 
such notice and to the individual's authorized representative within 24 hours of discovery and 
by phone to the individual's authorized representative within 24 hours. Reported information 
shall include the information specified by the department as required in its web-based 
reporting application, but at least the following: the date and, place, and circumstances of the 
individual's death or serious injury; serious incident. For serious injuries and deaths, the 
reported information shall also include the nature of the individual's injuries or circumstances 
of the death and the any treatment received; and the circumstances of the death or serious 
injury. For all other Level II and Level III serious incidents, the reported information shall also 
include the consequences or risk of harm that resulted from the serious incident. Deaths that 
occur in a hospital as a result of illness or injury occurring when the individual was in a 
licensed service shall be reported. 


3. Each instance Instances of seclusion or restraint that does not comply with the human rights 
regulations or approved variances or that results in injury to an individual shall be reported to 
the individual's authorized representative and the assigned human rights advocate within 24 
hours shall be reported to the department as provided in 12VAC35-115-230 C 4.  


E. A root cause analysis shall be conducted by the provider within 30 days of discovery of Level 
II and Level III serious incidents. The root cause analysis shall include at least the following 
information: (i) a detailed description of what happened; (ii) an analysis of why it happened, 
including identification of all identifiable underlying causes of the incident that were under the 
control of the provider; and (iii) identified solutions to mitigate its reoccurrence. 


D. F. The provider shall submit, or make available, reports and information that the department 
requires to establish compliance with these regulations and applicable statutes.  


E. G. Records that are confidential under federal or state law shall be maintained as confidential 
by the department and shall not be further disclosed except as required or permitted by law; 
however, there shall be no right of access to communications that are privileged pursuant to § 
8.01-581.17 of the Code of Virginia.  
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F. H. Additional information requested by the department if compliance with a regulation cannot 
be determined shall be submitted within 10 business days of the issuance of the licensing report 
requesting additional information. Extensions may be granted by the department when requested 
prior to the due date, but extensions shall not exceed an additional 10 business days. 


G. I. Applicants and providers shall not submit any misleading or false information to the 
department. 


12VAC35-105-170. Corrective Action Plan. 


A. If there is noncompliance with any applicable regulation during an initial or ongoing review, 
inspection, or investigation, the department shall issue a licensing report describing the 
noncompliance and requesting the provider to submit a corrective action plan for each violation 
cited.  


B. The provider shall submit to the department and implement a written corrective action plan 
for each regulation with which it is found to be in violation as identified in the licensing report 
violation cited.  


C. The corrective action plan shall include a:  


1. Description Detailed description of the corrective actions to be taken that will minimize the 
possibility that the violation will occur again and correct any systemic deficiencies;  


2. Date of completion for each corrective action; and  


3. Signature of the person responsible for the service.  


D. The provider shall submit a corrective action plan to the department within 15 business days 
of the issuance of the licensing report. Extensions One extension may be granted by the 
department when requested prior to the due date, but extensions shall not exceed an additional 10 
business days. An immediate corrective action plan shall be required if the department 
determines that the violations pose a danger to individuals receiving the service.  


E. Upon receipt of the corrective action plan, the department shall review the plan and determine 
whether the plan is approved or not approved. The provider has an additional 10 business days to 
submit a revised corrective action plan after receiving a notice that the plan submitted has not 
been approved by the department has not approved the revised plan. If the submitted revised 
corrective action plan is still unacceptable, the provider shall follow the dispute resolution 
process identified in this section. 
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F. When the provider disagrees with a citation of a violation or the disapproval of the revised 
corrective action plans, the provider shall discuss this disagreement with the licensing specialist 
initially. If the disagreement is not resolved, the provider may ask for a meeting with the 
licensing specialist's supervisor, in consultation with the director of licensing, to challenge a 
finding of noncompliance. The determination of the director is final.  


G. The provider shall monitor implementation of implement and monitor the approved corrective 
action and include a plan for monitoring plan. The provider shall incorporate corrective actions 
in its quality assurance activities improvement program specified in 12VAC30-105-620.  


12VAC35-105-180. Notification of Changes. 


A. The provider shall notify the department in writing prior to implementing changes that affect:  


1. Organizational or administrative structure, including the name of the provider;  


2. Geographic location of the provider or its services;  


3. Service description as defined in these regulations;  


4. Significant changes to the staffing plan, position descriptions, or employee or contractor 
qualifications; or  


5. Bed capacity for services providing residential or inpatient services.  


B. The provider shall not implement the specified changes without the prior approval of the 
department.  


C. The provider shall provide any documentation necessary for the department to determine 
continued compliance with these regulations after any of these specified changes are 
implemented.  


D. A provider shall notify the department in writing of its intent to discontinue services 30 days 
prior to the cessation of services. The provider shall continue to provide all services that are 
identified in each individual's ISP after it has given official notice of its intent to cease operations 
and until each individual is appropriately discharged. The provider shall further continue to 
maintain substantial compliance with all applicable regulations as it discontinues its services.  


E. All individuals receiving services and their authorized representatives shall be notified of the 
provider's intent to cease services in writing 30 days prior to the cessation of services. This 
written notification shall be documented in each individual's ISP.  
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12VAC35-105-190. Operating Authority, Governing Body and 
Organizational Structure. 


A. The provider shall provide the following evidence of its operating authority: 


1. Public organizations shall provide documents describing the administrative framework of 
the governmental department of which it is a component or describing the legal and 
administrative framework under which it was established and operates.  


2. All private organizations except sole proprietorships shall provide a certificate from the 
State Corporation Commission.  


B. The provider shall provide an organizational chart that clearly identifies its governing body 
and organizational structure.  


C. The provider shall document the role and actions of the governing body, which shall be 
consistent with its operating authority. The provider shall identify its operating elements and 
services, the internal relationship among these elements and services, and its management or 
leadership structure.  


12VAC35-105-200. Appointment of Administrator. 


The provider shall appoint qualified persons to whom it delegates, in writing, the authority and 
responsibility for the administrative direction and day-to-day operation of the provider and its 
services.  


12VAC35-105-210. Fiscal Accountability. 


A. The provider shall document financial arrangements or a line of credit that are adequate to 
ensure maintenance of ongoing operations for at least 90 days on an ongoing basis. The amount 
needed shall be based on a working budget showing projected revenue and expenses.  


B. At the end of each fiscal year, the provider shall prepare, according to generally accepted 
accounting principles (GAAP) or those standards promulgated by the Governmental Accounting 
Standards Board (GASB) and the State Auditor of Public Accounts:  


1. An operating statement showing revenue and expenses for the fiscal year just ended.  


2. A balance sheet showing assets and liabilities for the fiscal year just ended. The department 
may require an audit of all financial records by an independent Certified Public Accountant 
(CPA) or as otherwise provided by law or regulation.  
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3. Providers operating as a part of a local government agency are not required to provide a 
balance sheet; however, they shall provide a financial statement.  


C. The provider shall have written internal controls to minimize the risk of theft or 
embezzlement of provider funds.  


D. The provider shall identify in writing the title and qualifications of the person who has the 
authority and responsibility for the fiscal management of its services. At a minimum, the person 
who has the authority and responsibility for fiscal management shall be bonded or otherwise 
indemnified.  


E. The provider shall notify the department in writing when its line of credit or other financial 
arrangement has been cancelled or significantly reduced at any time during the licensing period.  


12VAC35-105-220. Indemnity Coverage. 


To protect the interests of individuals, employees, and the provider from risks of liability, there 
shall be indemnity coverage to include:  


1. General liability;  


2. Professional liability;  


3. Commercial vehicular liability; and  


4. Property damage.  


12VAC35-105-230. Written Fee Schedule. 


If the provider charges for services, the written schedule of rates and charges shall be available to 
the individual or authorized representative upon request.  


12VAC35-105-240. Policy on Funds of Individuals Receiving Services. 


A. The provider shall implement a policy for handling funds of individuals receiving services, 
including providing for separate accounting of individual funds.  


B. The provider shall have documented financial controls to minimize the risk of theft or 
embezzlement of funds of individuals receiving services.  


C. The provider shall purchase a surety bond or otherwise provide assurance for the security of 
all funds of individuals receiving services deposited with the provider.  
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12VAC35-105-250. Deceptive or False Advertising. 


A. The provider shall not use any advertising that contains false, misleading or deceptive 
statements or claims, or false or misleading disclosure of fees and payment for services.  


B. The provider's name and service names shall not imply the provider is offering services for 
which it is not licensed.  


12VAC35-105-260. Building Inspection and Classification. 


Article 2. Physical Environment  


All locations shall be inspected and approved as required by the appropriate building regulatory 
entity. Documentation of approval shall be a Certificate of Use and Occupancy indicating the 
building is classified for its proposed licensed purpose. The provider shall submit a copy of the 
Certificate of Use and Occupancy to the department for new locations. This section does not 
apply to correctional facilities or home and noncenter-based services. Sponsored residential 
service providers shall certify that their sponsored residential homes comply with this regulation.  


12VAC35-105-265. Floor Plans. 


All services shall submit floor plans with room dimensions to the department for new locations. 
This does not apply to home or noncenter-based services. 


12VAC35-105-270. Building Modifications. 


A. The provider shall submit building plans and specifications for any planned construction at a 
new location, changes in the use of existing locations, and any structural modifications or 
additions to existing locations where services are provided for review by the department to 
determine compliance with the licensing regulations. This section does not apply to correctional 
facilities, jails, or home and noncenter-based services.  


B. The provider shall submit an interim plan to the department addressing safety and continued 
service delivery if new construction involving structural modifications or additions to existing 
buildings is planned.  


12VAC35-105-280. Physical Environment. 


A. The physical environment, design, structure, furnishings, and lighting shall be appropriate to 
the individuals served and the services provided. 
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B. The physical environment shall be accessible to individuals with physical and sensory 
disabilities, if applicable.  


C. The physical environment and furnishings shall be clean, dry, free of foul odors, safe, and 
well-maintained.  


D. Floor surfaces and floor coverings shall promote mobility in areas used by individuals and 
shall promote maintenance of sanitary conditions.  


E. The physical environment shall be well ventilated. Temperatures shall be maintained between 
65°F and 80°F in all areas used by individuals.  


F. Adequate hot and cold running water of a safe and appropriate temperature shall be available. 
Hot water accessible to individuals being served shall be maintained within a range of 100-
110°F. If temperatures cannot be maintained within the specified range, the provider shall make 
provisions for protecting individuals from injury due to scalding.  


G. Lighting shall be sufficient for the activities being performed and all areas within buildings 
and outside entrances and parking areas shall be lighted for safety.  


H. Recycling, composting, and garbage disposal shall not create a nuisance, permit transmission 
of disease, or create a breeding place for insects or rodents.  


I. If smoking is permitted, the provider shall make provisions for alternate smoking areas that are 
separate from the service environment. This subsection does not apply to home-based services.  


J. For all program areas added after September 19, 2002, minimum room height shall be 7-1/2 
feet.  


K. This section does not apply to home and noncenter-based services. Sponsored residential 
services shall certify compliance of sponsored residential homes with this section.  


12VAC35-105-290. Food Service Inspections. 


Any location where the provider is responsible for preparing or serving food shall request 
inspection and shall obtain approval by state or local health authorities regarding food service 
and general sanitation at the time of the original application and annually thereafter. 
Documentation of the most recent three inspections and approval shall be kept on file. This 
section does not apply to sponsored residential services or to group homes or community 
residential homes.  
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12VAC35-105-300. Sewer and Water Inspections. 


A. Service locations shall be on a public water and sewage system or on a nonpublic water and 
sewage system. Prior to a location being licensed, the provider shall obtain the report from the 
building inspector pertaining to the septic system and its capacity. Nonpublic water and sewer 
systems shall be maintained in good working order and in compliance with local and state laws. 
Providers of sponsored residential home services shall certify that their sponsored residential 
homes comply with this section.  


B. Service locations that are not on a public water system shall have a water sample tested prior 
to being licensed and annually by an accredited, independent laboratory for the absence of 
chloroform. The water sample shall also be tested for lead or nitrates if recommended by the 
local health department. Documentation of the three most recent inspections shall be kept on file.  


12VAC35-105-310. Weapons. 


The provider or facility shall have and implement a written policy governing the use and 
possession of firearms, pellet guns, air rifles, and other weapons on the premises, including 
parking areas, of the provider's services. The policy shall provide that no firearms, pellet guns, 
air rifles, and other weapons shall be permitted unless the weapons are:  


1. In the possession of licensed security or sworn law-enforcement personnel;  


2. Kept securely under lock and key; or  


3. Used under the supervision of a responsible adult in accordance with policies and 
procedures developed by the provider for the weapons' lawful and safe use.  


12VAC35-105-320. Fire Inspections. 


The provider shall document at the time of its original application and annually thereafter that 
buildings and equipment in residential service locations serving more than eight individuals are 
maintained in accordance with the Virginia Statewide Fire Prevention Code (13VAC5-51). This 
section does not apply to correctional facilities or home and noncenter-based or sponsored 
residential home services. The provider shall evaluate each individual and, based on that 
evaluation, shall provide appropriate environmental supports and adequate staff to safely 
evacuate all individuals during an emergency.  
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12VAC35-105-325. Community Liaison. 


Each residential service shall designate a staff person as a community liaison responsible for 
facilitating cooperative relationships with neighbors, local law-enforcement personnel, local 
government officials, and the community at large.  


12VAC35-105-330. Beds. 


Article 3. Physical Environment of Residential/Inpatient Residential and Inpatient Service 
Locations 


A. The provider shall not operate more beds than the number for which its service location or 
locations are licensed.  


B. A community ICF/MR An ICF/IID may not have more than 12 beds at any one location. This 
applies to new applications for services and not to existing services or locations licensed prior to 
December 7, 2011.   


12VAC35-105-340. Bedrooms. 


A. Bedrooms shall meet the following square footage requirements: 


1. Single occupancy bedrooms shall have no less than 80 square feet of floor space.  


2. Multiple occupancy bedrooms shall have no less than 60 square feet of floor space per 
individual.  


3. This subsection does not apply to community gero-psychiatric residential services.  


B. No more than four individuals shall share a bedroom, except in group homes where no more 
than two individuals shall share a room. This does not apply to group home locations licensed 
prior to December 7, 2011. 


C. Each individual shall have adequate private storage space accessible to the bedroom for 
clothing and personal belongings.  


D. This section does not apply to correctional facilities and jails. Providers of sponsored 
residential home services shall certify that their sponsored residential homes comply with this 
section.  
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12VAC35-105-350. Condition of Beds. 


Beds shall be clean, comfortable, and equipped with a mattress, pillow, blankets, and bed linens. 
When a bed is soiled, providers shall assist individuals with bathing as needed, and provide clean 
clothing and bed linen. Providers of sponsored residential home services shall certify that their 
sponsored residential homes comply with this section.  


12VAC35-105-360. Privacy. 


A. Bedroom and bathroom windows and doors shall provide privacy.  


B. Bathrooms intended for use by more than one individual at the same time shall provide 
privacy for showers and toilets.  


C. No required path of travel to the bathroom shall be through another bedroom.  


D. This section does not apply to correctional facilities and jails. Providers of sponsored 
residential home services shall certify that their sponsored residential homes comply with this 
section.  


12VAC35-105-370. Ratios of Toilets, Basins, and Showers or Baths. 


For all residential and inpatient locations established, constructed, or reconstructed after January 
13, 1995, there shall be at least one toilet, one hand basin, and shower or bath for every four 
individuals. This section does not apply to correctional facilities or jails. Providers of sponsored 
residential home services shall certify that their sponsored residential homes comply with this 
section .  


12VAC35-105-380. Lighting. 


Each service location shall have adequate lighting in halls and bathrooms at night. Providers of 
sponsored residential home services shall certify that their sponsored residential homes comply 
with this section.  


12VAC35-105-390. Confidentiality and Security of Personnel Records. 


Article 4. Human Resources  


A. The provider shall maintain an organized system to manage and protect the confidentiality of 
personnel files and records.  
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B. Physical and data security controls shall exist for personnel records maintained in electronic 
databases.  


C. Providers shall comply with requirements of the Americans with Disabilities Act and the 
Virginians with Disabilities Act regarding retention of employee health-related information in a 
file separate from personnel files.  


12VAC35-105-400. Criminal Registry Background Checks and 
Registry Searches.  


A. Providers shall comply with the requirements for obtaining criminal history background 
check requirements for direct care positions checks as outlined in §§ 37.2-416, 37.2-506, and 
37.2-607 of the Code of Virginia for individuals hired after July 1, 1999.  


B. Prior to a new employee beginning his duties, the provider shall obtain the employee's written 
consent and personal information necessary to obtain a search of the registry of founded 
complaints of child abuse and neglect maintained by the Virginia Department of Social Services. 


C. B. The provider shall develop a written policy for criminal history background checks and 
registry checks for all employees, contractors, students, and volunteers searches. The policy shall 
require at a minimum a disclosure statement from the employee, contractor, student, or volunteer 
stating whether the person has ever been convicted of or is the subject of pending charges for any 
offense and shall address what actions the provider will take should it be discovered that an 
employee, student, contractor, or volunteer a person has a founded case of abuse or neglect or 
both, or a conviction or pending criminal charge.  


D. C. The provider shall submit all information required by the department to complete the 
criminal history background checks and registry checks for all employees and for contractors, 
students, and volunteers if required by the provider's policy searches.  


E. D. The provider shall maintain the following documentation:  


1. The disclosure statement from the applicant stating whether he has ever been convicted of 
or is the subject of pending charges for any offense; and  


2. Documentation that the provider submitted all information required by the department to 
complete the criminal history background checks and registry checks searches, memoranda 
from the department transmitting the results to the provider, and the results from the Child 
Protective Registry check search. 
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12VAC35-105-410. Job Description. 


A. Each employee or contractor shall have a written job description that includes:  


1. Job title;  


2. Duties and responsibilities required of the position;  


3. Job title of the immediate supervisor; and  


4. Minimum knowledge, skills, and abilities, experience or professional qualifications required 
for entry level as specified in 12VAC35-105-420.  


B. Employees or contractors shall have access to their current job description. The provider shall 
have written documentation of the mechanism used to advise employees or contractors of 
changes to their job responsibilities.  


12VAC35-105-420. Qualifications of Employees or Contractors. 


A. Any person who assumes the responsibilities of any position as an employee or a contractor 
shall meet the minimum qualifications of that position as determined by job descriptions.  


B. Employees and contractors shall comply, as required, with the regulations of the Department 
of Health Professions. The provider shall design, implement, and document the process used to 
verify professional credentials.  


C. Supervisors shall have experience in working with individuals being served and in providing 
the services outlined in the service description.  


D. Job descriptions shall include minimum knowledge, skills and abilities, professional 
qualifications and experience appropriate to the duties and responsibilities required of the 
position.  


E. All staff shall demonstrate a working knowledge of the policies and procedures that are 
applicable to his specific job or position.  


12VAC35-105-430. Employee or Contractor Personnel Records. 


A. Employee or contractor personnel records, whether hard-copy or electronic, shall include:  


1. Individual identifying information;  


2. Education and training history;  



https://law.lis.virginia.gov/admincode/title12/agency35/chapter105/section420/
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3. Employment history;  


4. Results of any provider credentialing process including methods of verification of 
applicable professional licenses or certificates;  


5. Results of reasonable efforts to secure job-related references and reasonable verification of 
employment history;  


6. Results of the required criminal background checks and searches of the registry of founded 
complaints of child abuse and neglect;  


7. Results of performance evaluations;  


8. A record of disciplinary action taken by the provider, if any;  


9. A record of adverse action by any licensing and oversight bodies or organizations, if any; 
and  


10. A record of participation in employee development activities, including orientation.  


B. Each employee or contractor personnel record shall be retained in its entirety for a minimum 
of three years after the employee's or contractor's termination of employment.  


12VAC35-105-440. Orientation of New Employees, Contractors, 
Volunteers, and Students. 


New employees, contractors, volunteers, and students shall be oriented commensurate with their 
function or job-specific responsibilities within 15 business days. The provider shall document 
that the orientation covers each of the following policies, procedures, and practices:  


1. Objectives and philosophy of the provider;  


2. Practices of confidentiality including access, duplication, and dissemination of any portion 
of an individual's record;  


3. Practices that assure an individual's rights including orientation to human rights regulations;  


4. Applicable personnel policies;  


5. Emergency preparedness procedures;  


6. Person-centeredness;  


7. Infection control practices and measures; and  
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8. Other policies and procedures that apply to specific positions and specific duties and 
responsibilities; and  


9. Serious incident reporting, including when, how, and under what circumstances a serious 
incident report must be submitted and the consequences of failing to report a serious incident 
to the department in accordance with this chapter. 


12VAC35-105-450. Employee Training and Development. 


The provider shall provide training and development opportunities for employees to enable them 
to support the individuals served receiving services and to carry out the their job responsibilities 
of their jobs. The provider shall develop a training policy that addresses the frequency of 
retraining on serious incident reporting, medication administration, behavior intervention, 
emergency preparedness, and infection control, to include flu epidemics. Employee participation 
in training and development opportunities shall be documented and accessible to the department.  


12VAC35-105-460. Emergency Medical or First Aid Training. 


There shall be at least one employee or contractor on duty at each location who holds a current 
certificate (i) issued by the American Red Cross, the American Heart Association, or comparable 
authority in standard first aid and cardiopulmonary resuscitation (CPR) or (ii) as an emergency 
medical technician. A licensed medical professional who holds a current professional license 
shall be deemed to hold a current certificate in first aid, but not in CPR. The certification process 
shall include a hands-on, in-person demonstration of first aid and CPR competency. 


12VAC35-105-470. Notification of Policy Changes. 


All employees or contractors shall be kept informed of policy changes that affect performance of 
duties. The provider shall have written documentation of the process used to advise employees or 
contractors of policy changes. 


12VAC35-105-480. Employee or Contractor Performance Evaluation. 


A. The provider shall implement a written policy for evaluating employee and contractor 
performance.  


B. Employee development needs and plans shall be a part of the performance evaluation.  


C. The provider shall evaluate employee and contractor performance at least annually.  
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12VAC35-105-490. Written Grievance Policy. 


The provider shall implement a written grievance policy and shall inform employees of 
grievance procedures. The provider shall have documentation of the process used to advise 
employees of grievance procedures. 


12VAC35-105-500. Students and Volunteers. 


A. The provider shall implement a written policy that clearly defines and communicates the 
requirements for the use and responsibilities of students and volunteers including selection and 
supervision.  


B. The provider shall not rely on students or volunteers for the provision of direct care services. 
The provider staffing plan shall not include volunteers or students.  


12VAC35-105-510. Tuberculosis Screening. 


A. Each new employee, contractor, student, or volunteer who will have direct contact with 
individuals receiving services shall obtain a statement of certification by a qualified licensed 
practitioner indicating the absence of tuberculosis in a communicable form within 30 days of 
employment or initial contact with individuals receiving services. The employee shall submit a 
copy of the original screening to the provider. A statement of certification shall not be required 
for a new employee who has separated from service with another licensed provider with a break 
in service of six months or less or who is currently working for another licensed provider.  


B. All employees, contractors, students, or volunteers in substance abuse co-occurring outpatient 
or residential treatment services shall be certified as tuberculosis free on an annual basis by a 
qualified licensed practitioner.  


C. Any employee, contractor, student, or volunteer who comes in contact with a known case of 
active tuberculosis disease or who develops symptoms of active tuberculosis disease (including, 
but not limited to fever, chills, hemoptysis, cough, fatigue, night sweats, weight loss , or 
anorexia) of three weeks duration shall be screened as determined appropriate for continued 
contact with employees, contractors, students, volunteers, or individuals receiving services based 
on consultation with the local health department.  


D. An employee, contractor, student, or volunteer suspected of having active tuberculosis shall 
not be permitted to return to work or have contact with employees, contractors, students, 
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volunteers , or individuals receiving services until a physician has determined that the person is 
free of active tuberculosis.  


12VAC35-105-520. Risk Management. 


Article 5. Health and Safety Management  


A. The provider shall designate a person responsible for the risk management function who has 
training and expertise in conducting investigations, root cause analysis, and data analysis.  


B. The provider shall implement a written plan to identify, monitor, reduce, and minimize risks 
associated with harms and risk of harm, including personal injury, infectious disease, property 
damage or loss, and other sources of potential liability. 


C. The provider shall conduct systemic risk assessment reviews at least annually to identify and 
respond to practices, situations, and policies that could result in the risk of harm to individuals 
receiving services. The risk assessment review shall address (i) the environment of care; (ii) 
clinical assessment or reassessment processes; (iii) staff competence and adequacy of staffing; 
(iv) use of high risk procedures, including seclusion and restraint; and (v) a review of serious 
incidents. This process shall incorporate uniform risk triggers and thresholds as defined by the 
department. 


C. D. The provider shall conduct and document that a safety inspection has been performed at 
least annually of each service location owned, rented, or leased by the provider. 
Recommendations for safety improvement shall be documented and implemented by the 
provider.  


D. E. The provider shall document serious injuries to employees, contractors, students, 
volunteers, and visitors that occur during the provision of a service or on the provider's property. 
Documentation shall be kept on file for three years. The provider shall evaluate serious injuries 
at least annually. Recommendations for improvement shall be documented and implemented by 
the provider.  


12VAC35-105-530. Emergency Preparedness and Response Plan. 


A. The provider shall develop a written emergency preparedness and response plan for all of its 
services and locations that describes its approach to emergencies throughout the organization or 
community. This plan shall include an analysis of potential emergencies that could disrupt the 
normal course of service delivery including emergencies that would require expanded or 
extended care over a prolonged period of time. The plan shall address:  
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1. Specific procedures describing mitigation, preparedness, response, and recovery strategies, 
actions, and responsibilities for each emergency. 


2. Documentation of coordination with the local emergency authorities to determine local 
disaster risks and community-wide plans to address different disasters and emergency 
situations.  


3. The process for notifying local and state authorities of the emergency and a process for 
contacting staff when emergency response measures are initiated.  


4. Written emergency management policies outlining specific responsibilities for provision of 
administrative direction and management of response activities, coordination of logistics 
during the emergency, communications, life safety of employees, contractors, students, 
volunteers, visitors, and individuals receiving services, property protection, community 
outreach, and recovery and restoration.  


5. Written emergency response procedures for initiating the response and recovery phase of 
the plan including a description of how, when, and by whom the phases will be activated. This 
includes assessing the situation; protecting individuals receiving services, employees, 
contractors, students, volunteers, visitors, equipment, and vital records; and restoring services. 
Emergency procedures shall address:  


a. Warning and notifying individuals receiving services;  


b. Communicating with employees, contractors, and community responders;  


c. Designating alternative roles and responsibilities of staff during emergencies including to 
whom they will report in the provider's organization command structure and when activated in 
the community's command structure;  


d. Providing emergency access to secure areas and opening locked doors;  


e. Conducting evacuations to emergency shelters or alternative sites and accounting for all 
individuals receiving services;  


f. Relocating individuals receiving residential or inpatient services, if necessary;  


g. Notifying family members or authorized representatives;  


h. Alerting emergency personnel and sounding alarms;  


i. Locating and shutting off utilities when necessary; and 
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j. Maintaining a 24 hour telephone answering capability to respond to emergencies for 
individuals receiving services. 


6. Processes for managing the following under emergency conditions: 


a. Activities related to the provision of care, treatment, and services including scheduling, 
modifying, or discontinuing services; controlling information about individuals receiving 
services; providing medication; and transportation services; 


b. Logistics related to critical supplies such as pharmaceuticals, food, linen, and water; 


c. Security including access, crowd control, and traffic control; and 


d. Back-up communication systems in the event of electronic or power failure. 


7. Specific processes and protocols for evacuation of the provider's building or premises when 
the environment cannot support adequate care, treatment, and services.  


8. Supporting documents that would be needed in an emergency, including emergency call 
lists, building and site maps necessary to shut off utilities, designated escape routes, and list of 
major resources such as local emergency shelters.  


9. Schedule for testing the implementation of the plan and conducting emergency 
preparedness drills.  


B. The provider shall implement annual emergency preparedness and response training for all 
employees, contractors, students, and volunteers. This training shall also be provided as part of 
orientation for new employees and cover responsibilities for:  


1. Alerting emergency personnel and sounding alarms;  


2. Implementing evacuation procedures, including evacuation of individuals with special 
needs (i.e., deaf, blind, nonambulatory);  


3. Using, maintaining, and operating emergency equipment;  


4. Accessing emergency medical information for individuals receiving services; and  


5. Utilizing community support services.  


C. The provider shall review the emergency preparedness plan annually and make necessary 
revisions. Such revisions shall be communicated to employees, contractors, students, volunteers, 
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and individuals receiving services and incorporated into training for employees, contractors, 
students, and volunteers and into the orientation of individuals to services.  


D. In the event of a disaster, fire, emergency or any other condition that may jeopardize the 
health, safety, or welfare of individuals, the provider shall take appropriate action to protect the 
health, safety, and welfare of individuals receiving services and take appropriate actions to 
remedy the conditions as soon as possible.  


E. Employees, contractors, students, and volunteers shall be knowledgeable in and prepared to 
implement the emergency preparedness plan in the event of an emergency. The plan shall 
include a policy regarding regularly scheduled emergency preparedness training for all 
employees, contractors, students, and volunteers.  


F. In the event of a disaster, fire, emergency, or any other condition that may jeopardize the 
health, safety, or welfare of individuals, the provider should first respond and stabilize the 
disaster or emergency. After the disaster or emergency is stabilized, the provider should report 
the disaster or emergency to the department, but no later than 24 hours after the incident occurs.  


G. Providers of residential services shall have at all times a three-day supply of emergency food 
and water for all residents and staff. Emergency food supplies should include foods that do not 
require cooking. Water supplies shall include one gallon of water per person per day. 


H. This section does not apply to home and noncenter-based services. 


12VAC35-105-540. Access to Telephone in Emergencies; Emergency 
Telephone Numbers. 


A. Telephones shall be accessible for emergency purposes.  


B. Instructions for contacting emergency services and telephone numbers shall be prominently 
posted near the telephone including how to contact provider medical personnel if appropriate.  


C. This section does not apply to home and noncenter-based services and correctional facilities.  


12VAC35-105-550. First Aid Kit Accessible. 


A. A well-stocked first aid kit shall be maintained and readily accessible for minor injuries and 
medical emergencies at each service location and to employees or contractors providing in-home 
services or traveling with individuals. The minimum requirements of a well-stocked first aid kit 
that shall be maintained include a thermometer, bandages, saline solution, band-aids, sterile 
gauze, tweezers, instant ice-pack, adhesive tape, first-aid cream, and antiseptic soap.  
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B. A cardiopulmonary resuscitation (CPR) face guard or mask shall be readily accessible. 


12VAC35-105-560. Operable Flashlights or Battery Lanterns. 


Operable flashlights or battery lanterns shall be readily accessible to employees and contractors 
in services that operate between dusk and dawn to use in emergencies. This section does not 
apply to home and noncenter-based services.  


12VAC35-105-570. Mission Statement. 


Part IV. Services and Supports  


Article 1. Service Description and Staffing  


The provider shall develop a written mission statement that clearly identifies its philosophy, 
purpose, and goals.  


12VAC35-105-580. Service Description Requirements. 


A. The provider shall develop, implement, review, and revise its descriptions of services offered 
according to the provider's mission and shall make service descriptions available for public 
review.  


B. The provider shall outline how each service offers a structured program of individualized 
interventions and care designed to meet the individuals' physical and emotional needs; provide 
protection, guidance and supervision; and meet the objectives of any required individualized 
services plan.  


C. The provider shall prepare a written description of each service it offers. Elements of each 
service description shall include:  


1. Service goals;  


2. A description of care, treatment, training skills acquisition, or other supports provided;  


3. Characteristics and needs of individuals to be served receive services;  


4. Contract services, if any;  


5. Eligibility requirements and admission, continued stay, and exclusion criteria;  


6. Service termination and discharge or transition criteria; and  
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7. Type and role of employees or contractors.  


D. The provider shall revise the written service description whenever the operation of the service 
changes.  


E. The provider shall not implement services that are inconsistent with its most current service 
description.  


F. The provider shall admit only those individuals whose service needs are consistent with the 
service description, for whom services are available, and for which staffing levels and types meet 
the needs of the individuals served receiving services. 


G. The provider shall provide for the physical separation of children and adults in residential and 
inpatient services and shall provide separate group programming for adults and children, except 
in the case of family services. The provider shall provide for the safety of children accompanying 
parents receiving services. Older adolescents transitioning from school to adult activities may 
participate in mental retardation (intellectual disability) developmental day support services with 
adults.  


H. The service description for substance abuse treatment services shall address the timely and 
appropriate treatment of pregnant women with substance abuse (substance use disorders).  


I. If the provider plans to serve individuals as of a result of a temporary detention order to a 
service, prior to admitting those individuals to that service, the provider shall submit a written 
plan for adequate staffing and security measures to ensure the individual can be served receive 
services safely within the service to the department for approval. If the plan is approved, the 
department will shall add a stipulation to the license authorizing the provider to serve individuals 
who are under temporary detention orders. 


12VAC35-105-590. Provider Staffing Plan. 


A. The provider shall implement a written staffing plan that includes the types, roles, and 
numbers of employees and contractors that are required to provide the service. This staffing plan 
shall reflect the:  


1. Needs of the individuals served receiving services;  


2. Types of services offered;  


3. The service description; and  


4. Number of people individuals to be served receive services at a given time; and 
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5. Adequate number of staff required to safely evacuate all individuals during an emergency.  


B. The provider shall develop a written transition staffing plan for new services, added locations, 
and changes in capacity.  


C. The provider shall meet the following staffing requirements related to supervision.  


1. The provider shall describe how employees, volunteers, contractors, and student interns will 
be supervised in the staffing plan and how that supervision will be documented.  


2. Supervision of employees, volunteers, contractors, and student interns shall be provided by 
persons who have experience in working with individuals receiving services and in providing 
the services outlined in the service description.  


3. Supervision shall be appropriate to the services provided and the needs of the individual. 
Supervision shall be documented.  


4. Supervision shall include responsibility for approving assessments and individualized 
services plans, as appropriate. This responsibility may be delegated to an employee or 
contractor who meets the qualification for supervision as defined in this section. 


5. Supervision of mental health, substance abuse, or co-occurring services that are of an acute 
or clinical nature such as outpatient, inpatient, intensive in-home, or day treatment shall be 
provided by a licensed mental health professional or a mental health professional who is 
license-eligible and registered with a board of the Department of Health Professions. 


6. Supervision of mental health, substance abuse, or co-occurring services that are of a 
supportive or maintenance nature, such as psychosocial rehabilitation, or mental health 
supports, shall be provided by a QMHP-A. An individual who is a QMHP-E may not provide 
this type of supervision.  


7. Supervision of mental retardation (intellectual disability) developmental services shall be 
provided by a person with at least one year of documented experience working directly with 
individuals who have mental retardation (intellectual disability) or other developmental 
disabilities and holds at least a bachelor's degree in a human services field such as sociology, 
social work, special education, rehabilitation counseling, nursing, or psychology. Experience 
may be substituted for the education requirement.  


8. Supervision of individual and family developmental disabilities support (IFDDS) services 
shall be provided by a person possessing at least one year of documented experience working 
directly with individuals who have developmental disabilities and is one of the following: a 
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doctor of medicine or osteopathy licensed in Virginia; a registered nurse licensed in Virginia; 
or a person holding at least a bachelor's degree in a human services field such as sociology, 
social work, special education, rehabilitation counseling, or psychology. Experience may be 
substituted for the education requirement.  


9. Supervision of brain injury services shall be provided at a minimum by a clinician in the 
health professions field who is trained and experienced in providing brain injury services to 
individuals who have a brain injury diagnosis including: (i) a doctor of medicine or osteopathy 
licensed in Virginia; (ii) a psychiatrist who is a doctor of medicine or osteopathy specializing 
in psychiatry and licensed in Virginia; (iii) a psychologist who has a master's degree in 
psychology from a college or university with at least one year of clinical experience; (iv) a 
social worker who has a bachelor's degree in human services or a related field (social work, 
psychology, psychiatric evaluation, sociology, counseling, vocational rehabilitation, human 
services counseling, or other degree deemed equivalent to those described) from an accredited 
college or university with at least two years of clinical experience providing direct services to 
individuals with a diagnosis of brain injury; (v) a Certified Brain Injury Specialist; (vi) a 
registered nurse licensed in Virginia with at least one year of clinical experience; or (vii) any 
other licensed rehabilitation professional with one year of clinical experience. 


D. The provider shall employ or contract with persons with appropriate training, as necessary, to 
meet the specialized needs of and to ensure the safety of individuals being served receiving 
services in residential services with medical or nursing needs; speech, language, or hearing 
problems; or other needs where specialized training is necessary.  


E. Providers of brain injury services shall employ or contract with a neuropsychologist or 
licensed clinical psychologist specializing in brain injury to assist, as appropriate, with initial 
assessments, development of individualized services plans, crises, staff training, and service 
design.  


F. Direct care staff who provide brain injury services shall have at least a high school diploma 
and two years of experience working with individuals with disabilities or shall have successfully 
completed an approved training curriculum on brain injuries within six months of employment.  


12VAC35-105-600. Nutrition. 


A. A provider preparing and serving food shall:  


1. Implement a written plan for the provision of food services, which ensures access to 
nourishing, well-balanced, varied, and healthy meals;  
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2. Make reasonable efforts to prepare meals that consider the cultural background, personal 
preferences, and food habits and that meet the dietary needs of the individuals served; and  


3. Assist individuals who require assistance feeding themselves in a manner that effectively 
addresses any deficits.  


B. Providers of residential and inpatient services shall implement a policy to monitor each 
individual's food consumption and nutrition for:  


1. Warning signs of changes in physical or mental status related to nutrition; and  


2. Compliance with any needs determined by the individualized services plan or prescribed by 
a physician, nutritionist, or health care professional.  


12VAC35-105-610. Community Participation. 


Individuals receiving residential and day support services shall be afforded opportunities to 
participate in community activities that are based on their personal interests or preferences. The 
provider shall have written documentation that such opportunities were made available to 
individuals served. 


12VAC35-105-620. Monitoring and Evaluating Service Quality. 


The provider shall develop and implement a quality improvement program sufficient to identify, 
written policies and procedures to monitor, and evaluate clinical and service quality and 
effectiveness on a systematic and ongoing basis. The program shall (i) include a quality 
improvement plan that is reviewed and updated at least annually; (ii) establish measurable goals 
and objectives; (iii) include and report on statewide performance measures, if applicable, as 
required by DBHDS; (iv) utilize standard quality improvement tools, including root cause 
analysis; (v) implement a process to regularly evaluate progress toward meeting established 
goals and objectives; and (vi) incorporate any corrective action plans pursuant to 12VAC35-105-
170. Input from individuals receiving services and their authorized representatives, if applicable, 
about services used and satisfaction level of participation in the direction of service planning 
shall be part of the provider's quality assurance system improvement plan. The provider shall 
implement improvements, when indicated.  


12VAC35-105-630. (Repealed.) 


Article 2. Screening, Admission, Assessment, Service Planning, and Orientation 
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12VAC35-105-640. (Repealed.) 


12VAC35-105-645. Initial Contacts, Screening, Admission, Assessment, 
Service Planning, Orientation, and Discharge. 


A. The provider shall implement policies and procedures for initial contacts and screening, 
admissions, and referral of individuals to other services and designate staff to perform these 
activities. 


B. The provider shall maintain written documentation of an individual's initial contact and 
screening prior to his admission including the: 


1. Date of contact; 


2. Name, age, and gender of the individual; 


3. Address and telephone number of the individual, if applicable; 


4. Reason why the individual is requesting services; and 


5. Disposition of the individual including his referral to other services for further assessment, 
placement on a waiting list for service, or admission to the service.  


C. The provider shall assist individuals who are not admitted to identify other appropriate 
services. 


D. The provider shall retain documentation of the individual's initial contacts and screening for 
six months. Documentation shall be included in the individual's record if the individual is 
admitted to the service. 


12VAC35-105-650. Assessment Policy. 


A. The provider shall implement a written assessment policy. The policy shall define how 
assessments will be conducted and documented.  


B. The provider shall actively involve the individual and authorized representative, if applicable, 
in the preparation of initial and comprehensive assessments and in subsequent reassessments. In 
these assessments and reassessments, the provider shall consider the individual's needs, 
strengths, goals, preferences, and abilities within the individual's cultural context.  


C. The assessment policy shall designate employees or contractors who are responsible for 
conducting assessments. These employees or contractors shall have experience in working with 
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the needs of individuals who are being assessed, the assessment tool or tools being utilized, and 
the provision of services that the individuals may require.  


D. Assessment is an ongoing activity. The provider shall make reasonable attempts to obtain 
previous assessments or relevant history.  


E. An assessment shall be initiated prior to or at admission to the service. With the participation 
of the individual and the individual's authorized representative, if applicable, the provider shall 
complete an initial assessment detailed enough to determine whether the individual qualifies for 
admission and to initiate an ISP for those individuals who are admitted to the service. This 
assessment shall assess immediate service, health, and safety needs, and at a minimum include 
the individual's: 


1. Diagnosis; 


2. Presenting needs including the individual's stated needs, psychiatric needs, support needs, 
and the onset and duration of problems; 


3. Current medical problems; 


4. Current medications; 


5. Current and past substance use or abuse, including co-occurring mental health and 
substance abuse disorders; and  


6. At-risk behavior to self and others. 


F. A comprehensive assessment shall update and finalize the initial assessment. The timing for 
completion of the comprehensive assessment shall be based upon the nature and scope of the 
service but shall occur no later than 30 days, after admission for providers of mental health and 
substance abuse services and 60 days after admission for providers of mental retardation 
(intellectual disability) and developmental disabilities services. It shall address:  


1. Onset and duration of problems;  


2. Social, behavioral, developmental, and family history and supports; 


3. Cognitive functioning including strengths and weaknesses;  


4. Employment, vocational, and educational background;  


5. Previous interventions and outcomes;  







DBHDS - FULL LICENSING REGULATIONS AS OF 09/01/2018 WITH EMERGENCY REGULATION SA COMPLIANCE LANGUAGE EMBEDDED 
(ONLY UP TO DATE UNTIL OTHER REGULATORY ACTIONS BECOME EFFECTIVE) (CODE OF VA SECTIONS ARE HYPERLINKED) 


9/01/18   64 


6. Financial resources and benefits;  


7. Health history and current medical care needs, to include:  


a. Allergies; 


b. Recent physical complaints and medical conditions; 


c. Nutritional needs; 


d. Chronic conditions; 


e. Communicable diseases; 


f. Restrictions on physical activities if any; 


g. Restrictive protocols or special supervision requirements;  


h. Past serious illnesses, serious injuries, and hospitalizations; 


h. i. Serious illnesses and chronic conditions of the individual's parents, siblings, and significant 
others in the same household; and  


i. j. Current and past substance use including alcohol, prescription and nonprescription 
medications, and illicit drugs.  


8. Psychiatric and substance use issues including current mental health or substance use needs, 
presence of co-occurring disorders, history of substance use or abuse, and circumstances that 
increase the individual's risk for mental health or substance use issues; 


9. History of abuse, neglect, sexual, or domestic violence, or trauma including psychological 
trauma; 


10. Legal status including authorized representative, commitment, and representative payee 
status; 


11. Relevant criminal charges or convictions and probation or parole status; 


12. Daily living skills; 


13. Housing arrangements; 


14. Ability to access services including transportation needs; and 
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15. As applicable, and in all residential services, fall risk, communication methods or needs, 
and mobility and adaptive equipment needs. 


G. Providers of short-term intensive services including inpatient and crisis stabilization services 
shall develop policies for completing comprehensive assessments within the time frames 
appropriate for those services. 


H. Providers of non-intensive or short-term services shall meet the requirements for the initial 
assessment at a minimum. Non-intensive services are services provided in jails, nursing homes, 
or other locations when access to records and information is limited by the location and nature of 
the services. Short-term services typically are provided for less than 60 days. 


I. Providers may utilize standardized state or federally sanctioned assessment tools that do not 
meet all the criteria of 12VAC35-105-650 as the initial or comprehensive assessment tools as 
long as the tools assess the individual's health and safety issues and substantially meet the 
requirements of this section. 


J. Individuals who receive medication-only services shall be reassessed at least annually to 
determine whether there is a change in the need for additional services and the effectiveness of 
the medication.  


12VAC35-105-660. Individualized Services Plan (ISP). 


A. The provider shall actively involve the individual and authorized representative, as 
appropriate, in the development, review, and revision of a person-centered ISP. The 
individualized services planning process shall be consistent with laws protecting confidentiality, 
privacy, human rights of individuals receiving services, and rights of minors.  


B. The provider shall develop and implement an initial person-centered ISP for the first 60 days 
for mental retardation (intellectual disability) and developmental disabilities services or for the 
first 30 days for mental health and substance abuse services. This ISP shall be developed and 
implemented within 24 hours of admission to address immediate service, health, and safety 
needs and shall continue in effect until the ISP is developed or the individual is discharged, 
whichever comes first.  


C. The provider shall implement a person-centered comprehensive ISP as soon as possible after 
admission based upon the nature and scope of services but no later than 30 days after admission 
for providers of mental health and substance abuse services and 60 days after admission for 
providers of mental retardation (intellectual disability) and developmental disabilities services. 
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D. The initial ISP and the comprehensive ISP shall be developed based on the respective 
assessment with the participation and informed choice of the individual receiving services. To 
ensure the individual's participation and informed choice, the provider shall explain to the 
individual or his authorized representative, as applicable, in a reasonable and comprehensible 
manner, the proposed services to be delivered, alternative services that might be advantageous 
for the individual, and accompanying risks or benefits. The provider shall clearly document that 
this information was explained to the individual or his authorized representative and the reasons 
the individual or his authorized representative chose the option included in the ISP.  


12VAC35-105-665. ISP Requirements. 


A. The comprehensive ISP shall be based on the individual's needs, strengths, abilities, personal 
preferences, goals, and natural supports identified in the assessment. The ISP shall include: 


1. Relevant and attainable goals, measurable objectives, and specific strategies for addressing 
each need; 


2. Services and supports and frequency of services required to accomplish the goals including 
relevant psychological, mental health, substance abuse, behavioral, medical, rehabilitation, 
training, and nursing needs and supports;  


3. The role of the individual and others in implementing the service plan; 


4. A communication plan for individuals with communication barriers, including language 
barriers; 


5. A behavioral support or treatment plan, if applicable; 


6. A safety plan that addresses identified risks to the individual or to others, including a fall 
risk plan; 


7. A crisis or relapse plan, if applicable;  


8. Target dates for accomplishment of goals and objectives; 


9. Identification of employees or contractors responsible for coordination and integration of 
services, including employees of other agencies; and 


10. Recovery plans, if applicable; and 


11. Services the individual elects to self direct, if applicable. 
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B. The ISP shall be signed and dated at a minimum by the person responsible for implementing 
the plan and the individual receiving services or the authorized representative in order to 
document agreement. If the signature of the individual receiving services or the authorized 
representative cannot be obtained, the provider shall document his attempt attempts to obtain the 
necessary signature and the reason why he was unable to obtain it. The ISP shall be distributed to 
the individual and others authorized to receive it. 


C. The provider shall designate a person who will shall be responsible for developing, 
implementing, reviewing, and revising each individual's ISP in collaboration with the individual 
or authorized representative, as appropriate. 


D. Employees or contractors who are responsible for implementing the ISP shall demonstrate a 
working knowledge of the objectives and strategies contained in the individual's current ISP. 


E. Providers of short-term intensive services such as inpatient and crisis stabilization services 
that are typically provided for less than 30 days shall implement a policy to develop an ISP 
within a timeframe consistent with the length of stay of individuals. 


F. The ISP shall be consistent with the plan of care for individuals served by the IFDDS Waiver. 


G. When a provider provides more than one service to an individual the provider may maintain a 
single ISP document that contains individualized objectives and strategies for each service 
provided. 


H. G. Whenever possible the identified goals in the ISP shall be written in the words of the 
individual receiving services. 


12VAC35-105-670. (Repealed.) 


12VAC35-105-675. Reassessments and ISP Reviews. 


A. Reassessments shall be completed at least annually and when any time there is a need based 
on changes in the medical, psychiatric, or behavioral, or other status of the individual. 


B. Providers shall complete changes to the ISP as a result of the assessments. 


C. The provider shall update the ISP at least annually and any time assessments identify risks, 
injuries, needs, or a change in status of the individual.  
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D. The provider shall review the ISP at least every three months from the date of the 
implementation of the ISP or whenever there is a revised assessment based upon the individual's 
changing needs or goals.  


1. These reviews shall evaluate the individual's progress toward meeting the plan's ISP's goals 
and objectives and the continued relevance of the ISP's objectives and strategies. The provider 
shall update the goals, objectives, and strategies contained in the ISP, if indicated, and 
implement any updates made.  


2. These reviews shall document evidence of progression toward or achievement of a specific 
targeted outcome for each goal and objective. 


3. For goals and objectives that were not accomplished by the identified target date, the 
provider and any appropriate treatment team members shall meet to review the reasons for 
lack of progress and provide the individual an opportunity to make an informed choice of how 
to proceed. 


12VAC35-105-680. Progress Notes or Other Documentation. 


The provider shall use signed and dated progress notes or other documentation to document the 
services provided and the implementation of the goals and objectives contained in the ISP.  


12VAC35-105-690. Orientation. 


A. The provider shall implement a written policy regarding the orientation of individuals and 
their authorized representatives, if applicable to services.  


B. As appropriate to the scope and level of services the policy shall require the provision to 
individuals and authorized representatives the following information:  


1. The mission of the provider or service;  


2. Service confidentiality practices and protections for individuals receiving services;  


3. Human rights policies and protections and instructions on how to report violations;  


4. Opportunities for participation in services and discharge planning;  


5. Fire safety and emergency preparedness procedures, if applicable;  


6. The provider's grievance procedure;  
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7. Service guidelines including criteria for admission to and discharge or transfer from 
services;  


8. Hours and days of operation;  


9. Availability of after-hours service; and 


10. Any charges or fees due from the individual. 


C. In addition, individuals receiving treatment services in a correctional facility shall receive an 
orientation to the facility's security restrictions.  


D. The provider shall document that the individual and authorized representative, if applicable, 
received an orientation to services.  


12VAC35-105-691. Transition of Individuals Among Service. 


A. The provider shall implement written procedures that define the process for transitioning an 
individual between or among services operated by the provider. At a minimum the policy shall 
address: 


1. The process by which the provider will assure continuity of services during and following 
transition;  


2. The participation of the individual or his authorized representative, as applicable, in the 
decision to move and in the planning for transfer; 


3. The process and timeframe for transferring the access to individual's record and ISP to the 
destination location; 


4. The process and timeframe for completing the transfer summary; and  


5. The process and timeframe for transmitting or accessing, where applicable, discharge 
summaries to the destination service. 


B. The transfer summary shall include at a minimum the following: 


1. Reason for the individual's transfer; 


2. Documentation of involvement informed choice by the individual or his authorized 
representative, as applicable, in the decision to and planning for the transfer; 
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3. Current psychiatric and known medical conditions or issues of the individual and the 
identity of the individual's health care providers; 


4. Updated progress of the individual in meeting goals and objectives in his ISP; 


5. Emergency medical information; 


6. Dosages of all currently prescribed medications and over-the-counter medications used by 
the individual when prescribed by the provider or known by the case manager; 


7. Transfer date; and 


8. Signature of employee or contractor responsible for preparing the transfer summary. 


C. The transfer summary may be documented in the individual's progress notes or in information 
easily accessible within an electronic health record. 


12VAC35-105-693. Discharge. 


A. The provider shall have written policies and procedures regarding the discharge or 
termination of individuals from the service. These policies and procedures shall include medical 
and clinical criteria for discharge. 


B. Discharge instructions shall be provided in writing to the individual, his authorized 
representative, and the successor provider, as applicable. Discharge instructions shall include at a 
minimum medications and dosages; names, phone numbers, and addresses of any providers to 
whom the individual is referred; current medical issues or conditions; and the identity of the 
treating health care providers.  


C. The provider shall make appropriate arrangements or referrals to all service providers 
identified in the discharge plan prior to the individual's scheduled discharge date. 


D. The content of the discharge plan and the determination to discharge the individual shall be 
consistent with the ISP and the criteria for discharge. 


E. The provider shall document in the individual's service record that the individual, his 
authorized representative, and his family members, as appropriate, have been involved in the 
discharge planning process. 


F. A written discharge summary shall be completed within 30 days of discharge and shall include 
at a minimum the following: 
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1. Reason for the individual's admission to and discharge from the service; 


2. Description of the individual's or authorized representative's participation in discharge 
planning; 


3. The individual's current level of functioning or functioning limitations, if applicable; 


4. Recommended procedures, activities, or referrals to assist the individual in maintaining or 
improving functioning and increased independence; 


5. The status, location, and arrangements that have been made for future services; 


6. Progress made by the individual in achieving goals and objectives identified in the ISP and 
summary of critical events during service provision; 


7. Discharge date; 


8. Discharge medications prescribed by the provider, if applicable; 


9. Date the discharge summary was actually written or documented; and 


10. Signature of the person who prepared the summary. 


12VAC35-105-700. Written Policies and Procedures for Crisis or 
Emergency Interventions; Required Elements. 


Article 3 


Crisis Intervention and Emergencies 


A. The provider shall implement written policies and procedures for prompt intervention in the 
event of a crisis or a behavioral, medical, or psychiatric emergency that may occur during 
screening and referral, at admission, or during the period of service provision.  


B. The policies and procedures shall include:  


1. A definition of what constitutes a crisis or behavioral, medical, or psychiatric emergency;  


2. Procedures for immediately accessing appropriate internal and external resources. This shall 
include a provision for obtaining physician and mental health clinical services if the provider's 
or service's on-call or back-up physician or mental health clinical services are not available at 
the time of the emergency;  


3. Employee or contractor responsibilities; and  
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4. Location of emergency medical information for each individual receiving services, 
including any advance psychiatric or medical directive or crisis response plan developed by 
the individual, which shall be readily accessible to employees or contractors on duty in an 
emergency or crisis.  


12VAC35-105-710. Documenting Crisis Intervention and Emergency 
Services. 


A. The provider shall develop a method for documenting the provision of crisis intervention and 
emergency services. Documentation shall include the following:  


1. Date and time;  


2. Description of the nature of or circumstances surrounding the crisis or emergency;  


3. Name of individual;  


4. Description of precipitating factors;  


5. Interventions or treatment provided;  


6. Names of employees or contractors responding to or consulted during the crisis or 
emergency; and  


7. Outcome.  


B. If a crisis or emergency involves an individual who is admitted into service, documentation of 
the crisis intervention or provision of emergency services shall become part of his record.  


12VAC35-105-720. Health Care Policy. 


Article 4. Medical Management  


A. The provider shall implement a policy, appropriate to the scope and level of service that 
addresses provision of adequate and appropriate medical care. This policy shall describe how:  


1. Medical care needs will be assessed including circumstances that will prompt the decision 
to obtain a medical assessment.  


2. Individualized services plans will address any medical care needs appropriate to the scope 
and level of service.  


3. Identified medical care needs will be addressed.  
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4. The provider will manage medical care needs or respond to abnormal findings.  


5. The provider will communicate medical assessments and diagnostic laboratory results to the 
individual and authorized representative, as appropriate.  


6. The provider will keep accessible to staff and contractors on duty the names, addresses, and 
phone numbers of the individual's medical and dental providers.  


7. The provider will ensure a means for facilitating and arranging, as appropriate, 
transportation to medical and dental appointments and medical tests, when services cannot be 
provided on site.  


B. The provider shall implement written policies to identify any individuals who are at risk for 
falls and develop and implement a fall prevention and management plan and program for each at 
risk individual. 


C. Providers of residential or inpatient services shall provide or arrange for the provision of 
appropriate medical care. Providers of other services shall define instances when they shall 
provide or arrange for appropriate medical and dental care and instances when they shall refer 
the individual to appropriate medical care.  


D. The provider shall implement written infection control measures including the use of 
universal precautions. 


E. The provider shall report outbreaks of infectious diseases to the Department of Health 
pursuant to § 32.1-37 of the Code of Virginia. 


12VAC35-105-730. (Repealed.) 


12VAC35-105-740. Physical Examination for Residential and Inpatient 
Services. 


A. Providers of residential or inpatient services shall administer or obtain results of physical 
exams within 30 days of an individual's admission. The examination must have been conducted 
within one year of admission to the service. Providers of inpatient services shall administer 
physical exams within 24 hours of an individual's admission.  


B. A physical examination shall include, at a minimum:  


1. General physical condition (history and physical);  


2. Evaluation for communicable diseases;  



https://law.lis.virginia.gov/vacode/32.1-37/
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3. Recommendations for further diagnostic tests and treatment, if appropriate;  


4. Other examinations that may be indicated; and  


5. The date of examination and signature of a qualified practitioner.  


C. Locations designated for physical examinations shall ensure individual privacy.  


D. The provider shall review and follow-up with the results of the physical examination and of 
any follow-up diagnostic tests, treatments, or examinations in the individual's record. 


12VAC35-105-750. Emergency Medical Information. 


A. The provider shall maintain the following emergency medical information for each 
individual:  


1. If available, the name, address, and telephone number of:  


a. The individual's physician; and  


b. The authorized representative or other person to be notified;  


2. Medical insurance company name and policy or Medicaid, Medicare , or CHAMPUS 
number, if any;  


3. Currently prescribed medications and over-the-counter medications used by the individual;  


4. Medication and food allergies;  


5. History of substance abuse;  


6. Significant medical problems or conditions;  


7. Significant ambulatory or sensory problems; 


8. Significant communication problems; and  


9. Advance directive, if one exists.  


B. Current emergency medical information shall be readily available to employees or contractors 
wherever program services are provided.  
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12VAC35-105-760. Medical Equipment. 


The provider shall develop and implement a policy on maintenance and use of medical 
equipment, including personal medical equipment and devices.  


12VAC35-105-770. Medication Management. 


Article 5. Medication Management Services  


A. The provider shall implement written policies addressing:  


1. The safe administration, handling, storage, and disposal of medications;  


2. The use of medication orders;  


3. The handling of packaged medications brought by individuals from home or other 
residences;  


4. Employees or contractors who are authorized to administer medication and training required 
for administration of medication;  


5. The use of professional samples; and  


6. The window within which medications can be given in relation to the ordered or established 
time of administration.  


B. Medications shall be administered only by persons who are authorized to do so by state law.  


C. Medications shall be administered only to the individuals for whom the medications are 
prescribed and shall be administered as prescribed.  


D. The provider shall maintain a daily log of all medicines received and refused by each 
individual. This log shall identify the employee or contractor who administered the medication, 
the name of the medication and dosage administered or refused, and the time the medication was 
administered or refused.  


E. If the provider administers medications or supervises self-administration of medication in a 
service, a current medication order for all medications the individual receives shall be maintained 
on site.  


F. The provider shall promptly dispose of discontinued drugs, outdated drugs, and drug 
containers with worn, illegible, or missing labels according to the applicable regulations of the 
Virginia Board of Pharmacy.  
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12VAC35-105-780. Medication Errors and Drug Reactions. 


In the event of a medication error or adverse drug reaction:  


1. First aid shall be administered if indicated.  


2. Employees or contractors shall promptly contact a poison control center, pharmacist, nurse 
or physician and shall take actions as directed.  


3. The individual's physician shall be notified as soon as possible unless the situation is 
addressed in standing orders.  


4. Actions taken by employees or contractors shall be documented.  


5. The provider shall review medication errors at least quarterly as part of the quality 
assurance in 12VAC35-105-620.  


6. Medication errors and adverse drug reactions shall be recorded in the individual's 
medication log.  


12VAC35-105-790. Medication Administration and Storage or Pharmacy 
Operation. 


A. A provider responsible for medication administration and medication storage or pharmacy 
operations shall comply with:  


1. The Drug Control Act (§ 54.1-3400 et seq. of the Code of Virginia);  


2. The Virginia Board of Pharmacy regulations;  


3. The Virginia Board of Nursing regulations; and  


4. Applicable federal laws and regulations relating to controlled substances.  


B. A provider responsible for medication administration and storage or pharmacy operation shall 
provide in-service training to employees and consultation to individuals and authorized 
representatives on issues of basic pharmacology including medication side effects.  


12VAC35-105-800. Policies and Procedures on Behavior Interventions 
and Supports. 


Article 6. Behavior Interventions 



https://law.lis.virginia.gov/admincode/title12/agency35/chapter105/section620/

https://law.lis.virginia.gov/vacode/54.1-3400/
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A. The provider shall implement written policies and procedures that describe the use of 
behavior interventions, including seclusion, restraint, and time out. The policies and procedures 
shall:  


1. Be consistent with applicable federal and state laws and regulations;  


2. Emphasize positive approaches to behavior interventions;  


3. List and define behavior interventions in the order of their relative degree of intrusiveness 
or restrictiveness and the conditions under which they may be used in each service for each 
individual;  


4. Protect the safety and well-being of the individual at all times, including during fire and 
other emergencies;  


5. Specify the mechanism for monitoring the use of behavior interventions; and  


6. Specify the methods for documenting the use of behavior interventions.  


B. Employees and contractors trained in behavior support interventions shall implement and 
monitor all behavior interventions.  


C. Policies and procedures related to behavior interventions shall be available to individuals, 
their families, authorized representatives, and advocates. Notification of policies does not need to 
occur in correctional facilities.  


D. Individuals receiving services shall not discipline, restrain, seclude, or implement behavior 
interventions on other individuals receiving services.  


E. Injuries resulting from or occurring during the implementation of behavior interventions 
seclusion or restraint shall be recorded in the individual's services record and reported to the 
assigned human rights advocate and the employee or contractor responsible for the overall 
coordination of services department as provided in 12VAC35-115-230 C.  


12VAC35-105-810. Behavioral Treatment Plan. 


A written behavioral treatment plan may be developed as part of the individualized services plan 
in response to behavioral needs identified through the assessment process. A behavioral 
treatment plan may include restrictions only if the plan has been developed according to 
procedures outlined in the human rights regulations. A behavioral treatment plan shall be 
developed, implemented, and monitored by employees or contractors trained in behavioral 
treatment.  
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12VAC35-105-820. Prohibited Actions. 


The following actions shall be prohibited:  


1. Prohibition of contacts and visits with the individual's attorney, probation officer, placing 
agency representative, minister or chaplain;  


2. Any action that is humiliating, degrading, or abusive;  


3. Subjection to unsanitary living conditions;  


4. Deprivation of opportunities for bathing or access to toilet facilities except as ordered by a 
licensed physician for a legitimate medical purpose and documented in the individual's record;  


5. Deprivation of appropriate services and treatment;  


6. Deprivation of health care;  


7. Administration of laxatives, enemas, or emetics except as ordered by a physician or other 
professional acting within the scope of his license for a legitimate medical purpose and 
documented in the individual's record;  


8. Applications of aversive stimuli except as permitted pursuant to other applicable state 
regulations;  


9. Limitation on contacts with regulators, advocates or staff attorneys employed by the 
department or the Virginia Office for Protection and Advocacy.  


10. Deprivation of drinking water or food necessary to meet an individual's daily nutritional 
needs except as ordered by a licensed physician for a legitimate medical purpose and 
documented in the individual's record;  


11. Prohibition on contacts or visits with family or an authorized representative except as 
permitted by other applicable state regulations or by order of a court of competent jurisdiction;  


12. Delay or withholding of incoming or outgoing mail except as permitted by other 
applicable state and federal regulations or by order of a court of competent jurisdiction; and  


13. Deprivation of opportunities for sleep or rest except as ordered by a licensed physician for 
a legitimate medical purpose and documented in the individual's record.  
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12VAC35-105-830. Seclusion, Restraint, and Time Out. 


A. The use of seclusion, restraint, and time out shall comply with applicable federal and state 
laws and regulations and be consistent with the provider's policies and procedures.  


B. Devices used for mechanical restraint shall be designed specifically for emergency behavior 
management of human beings in clinical or therapeutic programs.  


C. Application of time out, seclusion, or restraint shall be documented in the individual's record 
and include the following:  


1. Physician's order for seclusion or mechanical restraint or chemical restraint;  


2. Date and time;  


3. Employees or contractors involved;  


4. Circumstances and reasons for use including other emergency behavior management 
techniques attempted;  


5. Duration;  


6. Type of technique used; and  


7. Outcomes, including documentation of debriefing of the individual and staff involved 
following the incident.  


12VAC35-105-840. Requirements for Seclusion Room. 


A. The room used for seclusion shall meet the design requirements for buildings used for 
detention or seclusion of individuals.  


B. The seclusion room shall be at least six feet wide and six feet long with a minimum ceiling 
height of eight feet.  


C. The seclusion room shall be free of all protrusions, sharp corners, hardware, fixtures or other 
devices which may cause injury to the individual. 


D. Windows in the seclusion room shall be so constructed as to minimize breakage and 
otherwise prevent the individual from harming himself.  
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E. Light fixtures and other electrical receptacles in the seclusion room shall be recessed or so 
constructed as to prevent the individual from harming himself. Light controls shall be located 
outside the seclusion room.  


F. Doors to the seclusion room shall be at least 32 inches wide, shall open outward and shall 
contain observation view panels of transparent wire glass or its approved equivalent, not 
exceeding 120 square inches but of sufficient size for someone outside the door to see into all 
corners of the room.  


G. The seclusion room shall contain only a mattress with a washable mattress covering designed 
to avoid damage by tearing.  


H. The seclusion room shall maintain temperatures appropriate for the season.  


I. All space in the seclusion room shall be visible through the locked door, either directly or by 
mirrors.  


12VAC35-105-850. (Repealed.) 


12VAC35-105-860. (Repealed.) 


12VAC35-105-870. Paper and Electronic Records Management Policy. 


Part V. Records Management  


A. The provider shall implement a written records management policy that describes 
confidentiality, accessibility, security, and retention of paper and electronic records pertaining to 
individuals, including:  


1. Access and limitation of access, duplication, or dissemination of individual information to 
persons who are authorized to access such information according to federal and state laws;  


2. Storage, processing, and handling of active and closed records;  


3. Storage, processing, and handling of electronic records;  


4. Security measures that protect records from loss, unauthorized alteration, inadvertent or 
unauthorized access, disclosure of information, and transportation of records between service 
sites;  
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5. Strategies for service continuity and record recovery from interruptions that result from 
disasters or emergencies including contingency plans, electronic or manual back-up systems, 
and data retrieval systems; 


6. Designation of the person responsible for records management; and  


7. Disposition of records in the event that the service ceases operation. If the disposition of 
records involves a transfer to another provider, the provider shall have a written agreement 
with that provider.  


B. The records management policy shall be consistent with applicable state and federal laws and 
regulations including:  


1. Section 32.1-127.1:03 of the Code of Virginia;  


2. 42 USC § 290dd;  


3. 42 CFR Part 2; and  


4. The Health Insurance Portability and Accountability Act (Public Law 104-191) and 
implementing regulations (45 CFR Parts 160, 162, and 164).  


12VAC35-105-880. Documentation Policy. 


A. The provider shall define, by policy, all records it maintains that address an individual's care 
and treatment and what each record contains.  


B. The provider shall define, by policy, and implement a system of documentation that supports 
appropriate service planning, coordination, and accountability. At a minimum this policy shall 
outline:  


1. The location of the individual's record;  


2. Methods of access by employees or contractors to the individual's record; and  


3. Methods of updating the individual's record by employees or contractors including the 
frequency and format of updates.  


C. Entries in the individual's record shall be current, dated, and authenticated by the persons 
making the entries. For paper records, errors shall be corrected by striking through and initialing 
the incorrect information. If records are electronic, the provider shall implement a written policy 
to include the identification of errors and corrections to the record.  



https://law.lis.virginia.gov/vacode/32.1-127.1:03/
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12VAC35-105-890. Individual's Service Record. 


A. There shall be a separate primary record for each individual admitted for service. A separate 
record shall be maintained for each family member who is receiving individual treatment.  


B. All individuals admitted to the service shall have identifying information readily accessible in 
the individual's service record. Identifying information shall include the following:  


1. Identification number unique for the individual;  


2. Name of individual;  


3. Current residence, if known;  


4. Social security number;  


5. Gender;  


6. Marital status;  


7. Date of birth;  


8. Name of authorized representative, if applicable;  


9. Name, address, and telephone number for emergency contact;  


10. Adjudicated legal incompetency or legal incapacity, if applicable; and  


11. Date of admission to service.  


C. In addition an individual's service record shall contain, at a minimum:  


1. Screening documentation;  


2. Assessments;  


3. Medical evaluation, as applicable to the service;  


4. Individualized services plans and reviews;  


5. Progress notes; and  


6. A discharge summary, if applicable.  
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12VAC35-105-900. Record Storage and Security. 


A. When not in use, active and closed paper records shall be stored in a locked cabinet or room.  


B. Physical and data security controls shall exist to protect electronic records.  


12VAC35-105-910. Retention of Individual's Service Records. 


The provider shall retain an individual's service record for the time period specified by state or 
federal requirements.  


12VAC35-105-920. Review Process for Records. 


The provider shall implement a review process to evaluate both current and closed records for 
completeness, accuracy, and timeliness of entries.  


12VAC35-105-925. Standards for the Evaluation of New Licenses for 
Providers of Services to Individuals with Opioid Addiction. 


Part VI. Additional Requirements for Selected Services  


Article 1. Medication Assisted Treatment (Opioid Treatment Services)  


A. Applicants requesting an initial license to provide a service for the treatment of opioid 
addiction through the use of methadone or any other opioid treatment medication or controlled 
substance shall supply information to the department that demonstrates the appropriateness of the 
proposed service in accordance with this section. 


B. The proposed site of the service shall comply with § 37.2-406 of the Code of Virginia.  


C. In jurisdictions without zoning ordinances, the department shall request that the local 
governing body advise it as to whether the proposed site is suitable for and compatible with use 
as an office and the delivery of health care services. The department shall make this request 
when it notifies the local governing body of a pending application. 


D. Applicants shall demonstrate that the building or space to be used to provide the proposed 
service is suitable for the treatment of opioid addiction by submitting documentation of the 
following: 


1. The proposed site complies with the requirements of the local building regulatory entity; 



https://law.lis.virginia.gov/vacode/37.2-406/
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2. The proposed site complies with local zoning laws or ordinances, including any required 
business licenses; 


3. In the absence of local zoning ordinances, the proposed site is suitable for and compatible 
with use as offices and the delivery of health care services; 


4. In jurisdictions where there are no parking ordinances, the proposed site has sufficient off-
street parking to accommodate the needs of the individuals being served and prevent the 
disruption of traffic flow; 


5. The proposed site can accommodate individuals during periods of inclement weather; 


6. The proposed site complies with the Virginia Statewide Fire Prevention Code; and 


7. The applicant has a written plan to ensure security for storage of methadone at the site, 
which complies with regulations of the Drug Enforcement Agency (DEA), and the Virginia 
Board of Pharmacy. 


E. Applicants shall submit information to demonstrate that there are sufficient personnel 
available to meet the following staffing requirements and qualifications: 


1. The program director shall be licensed or certified by the applicable Virginia health 
regulatory board or by a nationally recognized certification board or eligible for this license or 
certification with relevant training, experience, or both, in the treatment of individuals with 
opioid addiction; 


2. The medical director shall be a board-certified addictionologist or have successfully 
completed or will complete within one year a course of study in opiate addiction that is 
approved by the department; 


3. A minimum of one pharmacist; 


4. Nurses; 


5. Counselors shall be licensed or certified by the applicable Virginia health regulatory board 
or by a nationally recognized certification board or eligible for this license or certification; and  


6. Personnel to provide support services. 


F. Applicants shall submit a description for the proposed service that includes: 


1. Proposed mission, philosophy, and goals of the provider; 
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2. Care, treatment, and services to be provided, including a comprehensive discussion of levels 
of care provided and alternative treatment strategies offered; 


3. Proposed hours and days of operation; 


4. Plans for on-site security; and 


5. A diversion control plan for dispensed medications, including policies for use of drug 
screens. 


G. Applicants shall, in addition to the requirements of 12VAC35-105-580 C 2, provide 
documentation of their capability to provide the following services and support directly or by 
arrangement with other specified providers when such services and supports are (i) requested by 
an individual being served or (ii) identified as an individual need, based on the assessment 
conducted in accordance with 12VAC35-105-60 B and included in the individualized services 
plan: 


1. Psychological services; 


2. Social services; 


3. Vocational services; 


4. Educational services; and  


5. Employment services. 


H. Applicants shall submit documentation of contact with community services boards or 
behavioral health authorities in their service areas to discuss their plans for operating in the area 
and to develop joint agreements, as appropriate. 


I. Applicants shall provide policies and procedures that each individual served to be assessed 
every six months by the treatment team to determine if that individual is appropriate for safe and 
voluntary medically supervised withdrawal, alternative therapies including other medication 
assisted treatments, or continued federally approved pharmacotherapy treatment for opioid 
addiction. 


J. Applicants shall submit policies and procedures describing services they will provide to 
individuals who wish to discontinue opioid treatment services. 


K. Applicants shall provide assurances that the service will have a community liaison responsible 
for developing and maintaining cooperative relationships with community organizations, other 
service providers, local law enforcement, local government officials, and the community at large. 



https://law.lis.virginia.gov/admincode/title12/agency35/chapter105/section580/

https://law.lis.virginia.gov/admincode/title12/agency35/chapter105/section60/
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L. The department shall conduct announced and unannounced reviews and complaint 
investigations in collaboration with the Virginia Board of Pharmacy and DEA to determine 
compliance with the regulations. 


12VAC35-105-930. Registration, Certification or Accreditation. 


A. The opioid treatment service shall maintain current registration or certification with:  


1. The federal Drug Enforcement Administration;  


2. The federal Department of Health and Human Services; and  


3. The Virginia Board of Pharmacy.  


B. A provider of opioid treatment services shall maintain accreditation with an entity approved 
under federal regulations.  


12VAC35-105-940. Criteria for Involuntary Termination from Treatment. 


A. The provider shall establish criteria for involuntary termination from treatment that describe 
the rights of the individual receiving services and the responsibilities and rights of the provider.  


B. The provider shall establish a grievance procedure as part of the rights of the individual.  


C. On admission, the individual shall be given a copy of the criteria and shall sign a statement 
acknowledging receipt of same. The signed acknowledgement shall be maintained in the 
individual's record.  


D. Upon admission and annually all individuals shall sign an authorization for disclosure of 
information to allow programs access to the Virginia Prescription Monitoring System. Failure to 
comply shall be grounds for nonadmission to the program. 


12VAC35-105-950. Service Operation Schedule. 


A. The service's days of operation shall meet the needs of the individuals served. If the service 
dispenses or administers a medication requiring daily dosing, the service shall operate seven days 
a week, 12 months a year, except for official state holidays. Prior approval from the state 
methadone authority shall be required for additional closed days.  


B. The service may close on Sundays if the following criteria are met: 
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1. The provider develops and implements policies and procedures that address recently 
inducted individuals receiving services, individuals not currently on a stable dose of 
medication, patients that present noncompliance treatment behaviors, and individuals who 
previously picked up take-home medications on Sundays, security of take-home medication 
doses, and health and safety of individuals receiving services. 


2. The provider receives prior approval from the state methadone authority for Sunday 
closings. 


3. Once approved, the provider shall notify individuals receiving services in writing at least 30 
days in advance of their intent to close on Sundays. The notice shall address the risks to the 
individuals and the security of take-home medications. All individuals shall receive an 
orientation addressing take-home policies and procedures, and this orientation shall be 
documented in the individual's record prior to receiving take-home medications. 


4. The provider shall establish procedures for emergency access to dosing information 24 
hours a day, seven days a week. This information may be provided via an answering service, 
pager, or other electronic measures. Information needed includes the individual's last dosing 
time and date, and dose. 


C. Medication dispensing hours shall include at least two hours each day of operation outside 
normal working hours, i.e., before 9 a.m. and after 5 p.m. The state methadone authority may 
approve an alternative schedule if that schedule meets the needs of the population served.  


12VAC35-105-960. Physical Examinations. 


A. The individual shall have a complete physical examination prior to admission to the service 
unless the individual is transferring from another licensed opioid agonist service. The results of 
serology and other tests shall be available within 14 days of admission.  


B. Physical exams of each individual shall be completed annually or more frequently if there is a 
change in the individual's physical or mental condition.  


C. The provider shall maintain the report of the individual's physical examination in the 
individual's service record.  


D. On admission, all individuals shall be offered testing for AIDS/HIV. The individual may sign 
a notice of refusal without prejudice.  







DBHDS - FULL LICENSING REGULATIONS AS OF 09/01/2018 WITH EMERGENCY REGULATION SA COMPLIANCE LANGUAGE EMBEDDED 
(ONLY UP TO DATE UNTIL OTHER REGULATORY ACTIONS BECOME EFFECTIVE) (CODE OF VA SECTIONS ARE HYPERLINKED) 


9/01/18   88 


E. The provider shall coordinate treatment services for individuals who are prescribed 
benzodiapines and prescription narcotics with the treating physician. The coordination shall be 
the responsibility of the provider's physician and shall be documented. 


12VAC35-105-970. Counseling Sessions. 


The provider shall conduct face-to-face counseling sessions (either individual or group) at least 
every two weeks for the first year of an individual's treatment and every month in the second 
year of the individual's treatment. After two years, the number of face-to-face counseling 
sessions that an individual receives shall be based on the individual's progress in treatment. The 
failure of an individual to participate in counseling sessions shall be addressed as part of the 
overall treatment process.  


12VAC35-105-980. Drug Screens. 


A. The provider shall perform at least eight random drug screens during a 12-month period 
unless the conditions in subdivision B of this subsection apply;  


B. Whenever an individual's drug screen indicates continued illicit drug use or when clinically 
and environmentally indicated, random drug screens shall be performed weekly.  


C. Drug screens shall be analyzed for opiates, methadone (if ordered), benzodiazepines, and 
cocaine. In addition, drug screens for other drugs that have the potential for addiction shall be 
performed when clinically and environmentally indicated.  


D. The provider shall implement a written policy on how the results of drug screens shall be used 
to direct treatment.  


12VAC35-105-990. Take-Home Medication. 


A. Prior to dispensing regularly scheduled take-home medication, the provider shall ensure the 
individual demonstrates a level of current lifestyle stability as evidenced by the following:  


1. Regular clinic attendance, including dosing and participation in counseling or group 
sessions;  


2. Absence of recent alcohol abuse and illicit drug use;  


3. Absence of significant behavior problems;  


4. Absence of recent criminal activities, charges, or convictions; 
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5. Stability of the individual's home environment and social relationships;  


6. Length of time in treatment;  


7. Ability to assure take-home medications are safely stored; and  


8. Demonstrated rehabilitative benefits of take-home medications outweigh the risks of 
possible diversion. 


B. The provider shall educate the individual on the safe transportation and storage of take-home 
medication.  


12VAC35-105-1000. Preventing Duplication of Medication Services. 


To prevent duplication of opioid medication services to an individual, the provider shall 
implement a written policy and procedures for contacting every opioid treatment service within a 
50-mile radius before admitting an individual.  


12VAC35-105-1010. Guests. 


A. The provider shall not dispense medication to any guest unless the guest has been receiving 
such medication services from another provider and documentation from that provider has been 
received prior to dispensing medication.  


B. Guests may receive medication for up to 28 days. To continue receiving medication after 28 
days, the guest must be admitted to the service. Individuals receiving guest medications as part 
of a residential treatment service may exceed the 28-day maximum time limit.  


12VAC35-105-1020. Detoxification Prior to Involuntary Discharge. 


The provider shall give an individual who is being involuntarily discharged an opportunity to 
detoxify from opioid agonist medication not less than 10 days or not more than 30 days prior to 
his discharge from the service, unless the state methadone authority has granted an exception.  


12VAC35-105-1030. Opioid Agonist Medication Renewal. 


Physician orders for opioid agonist medication shall be reevaluated and renewed at least every 
six months.  
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12VAC35-105-1040. Emergency Preparedness Plan. 


The provider's emergency preparedness plan shall include provision for the continuation of 
opioid treatment in the event of an emergency or natural disaster.  


12VAC35-105-1050. Security of Opioid Agonist Medication Supplies. 


A. At a minimum, the provider shall secure opioid agonist medication supplies by restricting 
access to medication areas to medical or pharmacy personnel. 


B. The provider shall reconcile the medication inventory monthly.  


C. The provider shall keep inventory records, including the monthly reconciliation, for three 
years.  


D. The provider shall maintain a current plan to control the diversion of medication to 
unprescribed or illegal uses.  


12VAC35-105-1055. Description of Level of Care Provided. 


Article 2. Medically Managed Withdrawal Services 


In the service description the provider shall describe the level of services and the medical 
management provided.  


12VAC35-105-1060. Cooperative Agreements with Community Agencies. 


The provider shall establish cooperative agreements with other community agencies to accept 
referrals for treatment, including provisions for physician coverage if not provided on-site, and 
emergency medical care. The agreements shall clearly outline the responsibility of each party.  


12VAC35-105-1070. Observation Area. 


The provider shall provide for designated areas for employees and contractors with unobstructed 
observation of individuals.  


12VAC35-105-1080. Direct-Care Training for Providers of Detoxification 
Services. 


A. The provider shall document staff training in the areas of:  
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1. Management of withdrawal; and  


2. First responder training. 


B. Untrained employees or contractors shall not be solely responsible for the care of individuals.  


12VAC35-105-1090. Minimum Number of Employees or Contractors on 
Duty. 


In detoxification service locations, at least two employees or contractors shall be on duty at all 
times. If the location is within or contiguous to another service location, at least one employee or 
contractor shall be on duty at the location with trained backup employees or contractors 
immediately available. In other managed withdrawal settings the number of staff on duty shall be 
appropriate for the services offered and individuals served. 


12VAC35-105-1100. Documentation. 


Employees or contractors on each shift shall document services provided and significant events 
in the individual's record.  


12VAC35-105-1110. Admission Assessments. 


During the admission process, providers of managed withdrawal services shall:  


1. Identify individuals with a high-risk for medical complications or who may pose a danger to 
themselves or others;  


2. Assess substances used and time of last use;  


3. Determine time of last meal;  


4. Administer a urine screen;  


5. Analyze blood alcohol content or administer a breathalyzer; and  


6. Record vital signs.  


12VAC35-105-1120. Vital Signs. 


A. Unless the individual refuses, the provider shall take vital signs:  


1. At admission and discharge;  







DBHDS - FULL LICENSING REGULATIONS AS OF 09/01/2018 WITH EMERGENCY REGULATION SA COMPLIANCE LANGUAGE EMBEDDED 
(ONLY UP TO DATE UNTIL OTHER REGULATORY ACTIONS BECOME EFFECTIVE) (CODE OF VA SECTIONS ARE HYPERLINKED) 


9/01/18   92 


2. Every four hours for the first 24 hours and every eight hours thereafter; and  


3. As frequently as necessary, until signs and symptoms stabilize for individuals with a high-
risk profile.  


B. The provider shall have procedures to address situations when an individual refuses to have 
vital signs taken.  


C. The provider shall document vital signs, all refusals and follow-up actions taken.  


12VAC35-105-1130. Light Snacks and Fluids. 


The provider shall offer light snacks and fluids to individuals who are not in danger of aspirating.  


12VAC35-105-1140. Clinical and Security Coordination. 


Article 3. Services in Department of Corrections Correctional Facilities  


A. The provider shall have formal and informal methods of resolving procedural and 
programmatic issues regarding individual care arising between the clinical and security 
employees or contractors.  


B. The provider shall demonstrate ongoing communication between clinical and security 
employees to ensure individual care.  


C. The provider shall provide cross-training for the clinical and security employees or 
contractors that includes:  


1. Mental health, mental retardation (intellectual disability) developmental disability, and 
substance abuse education;  


2. Use of clinical and security restraints; and  


3. Channels of communication.  


D. Employees or contractors shall receive periodic in-service training, and have knowledge of 
and be able to demonstrate the appropriate use of clinical and security restraint.  


E. Security and behavioral assessments shall be completed at the time of admission to determine 
service eligibility and at least weekly for the safety of individuals, other persons, employees, and 
visitors.  
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F. Personal grooming and care services for individuals shall be a cooperative effort between the 
clinical and security employees or contractors.  


G. Clinical needs and security level shall be considered when arrangements are made regarding 
privacy for individual contact with family and attorneys.  


H. Living quarters shall be assigned on the basis of the individual's security level and clinical 
needs.  


I. An assessment of the individual's clinical condition and needs shall be made when disciplinary 
action or restrictions are required for infractions of security measures.  


J. Clinical services consistent with the individual's condition and plan of treatment shall be 
provided when security detention or isolation is imposed.  


12VAC35-105-1150. Other Requirements for Correctional Facilities. 


A. Group bathroom facilities shall be partitioned between toilets and urinals to provide privacy.  


B. If uniform clothing is required, the clothing shall be properly fitted, climatically suitable, 
durable, and presentable.  


C. Financial compensation for work performed shall be determined by the Department of 
Corrections. Personal housecleaning tasks may be assigned without compensation to the 
individual.  


D. The use of audio equipment, such as televisions, radios, and record players, shall not interfere 
with therapeutic activities.  


E. Aftercare planning for individuals nearing the end of incarceration shall include a provision 
for continuing medication and follow-up services with area community services to facilitate 
successful reintegration into the community including specific appointment provided to the 
inmate no later than the day of release.  


12VAC35-105-1160. Sponsored Residential Home Information. 


Article 4. Sponsored Residential Homes Services  


Providers of sponsored residential home services shall maintain the following information:  


1. Names and ages of residential sponsors;  
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2. Date of sponsored residential home agreement;  


3. The maximum number of individuals that can be placed in the home at a given time;  


4. Names and ages of all other individuals who are not receiving services but are residing in a 
sponsored residential home;  


5. Address and telephone number of the sponsored residential home; and  


6. Names of all staff employed in the home, including on-call and substitute staff.  


12VAC35-105-1170. Sponsored Residential Home Agreements. 


A. The provider shall maintain a written agreement with residential home sponsors. Sponsors are 
persons who provide the home where the service is located and are directly responsible for the 
provision of services. The agreement shall include the:  


1. Provider's responsibilities; 


2. Sponsor's responsibilities; 


3. Scope of services; 


4. Supervision; 


5. Compensation; 


6. Training; and 


7. Reporting requirements and procedures. 


B. The agreement shall be available for inspection by the licensing specialist and shall include a 
provision for granting the right of entry to state licensing specialists or human rights advocates to 
conduct inspections.  


12VAC35-105-1180. Sponsor Qualification and Approval Process. 


A. The provider shall evaluate and certify each sponsored residential home other than his own 
through face-to-face interviews, home inspections, and other information documenting 
compliance with this section. The provider shall submit the certification form to the department 
before individuals are placed in the home and ensure that the following requirements are met 
annually.  
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B. The provider shall certify and document that each sponsored residential home meets the 
criteria for physical environment and residential services in these regulations.  


C. The provider shall document the ability of the sponsored residential home staff to meet the 
needs of the individuals placed in the home by assessing and documenting:  


1. The ability of the sponsor or any staff to communicate and understand individuals receiving 
services;  


2. The ability of the sponsor or any staff to provide the care, treatment, training, or habilitation 
for individuals receiving services in the home;  


3. The abilities of all members of the sponsored household to accept individuals with 
disabilities and their disability-related characteristics, especially the ability of children in the 
household to adjust to nonfamily members living with them;  


4. The financial capacity of the sponsor to meet the sponsor's own expenses for up to 90 days, 
independent of payments received for residents living in the home; and  


5. The education, qualifications, and experience of the sponsor or staff with the individuals 
served including Virginia Department of Motor Vehicles driving record, tuberculosis 
screening, first-aid and CPR certification, and completion of medication administration and 
behavior interventions training. 


D. The provider shall obtain three job-related references, past licensing history, criminal 
background checks, and a search of the registry of founded complaints of child abuse and neglect 
maintained by the Department of Social Services for the sponsor and all staff.  


E. The provider shall implement written policies for obtaining references, criminal background 
checks, and registry checks for all adults in the home who are neither staff nor individuals being 
served. The policy shall indicate what action the provider will take if the results indicate that a 
member of the sponsor family has been convicted of a barrier crime or fails to meet the 
requirements of this regulation should an ineligible result be received.  


F. The sponsored residential home shall submit to the provider the results of a physical and 
mental health examination of family members when requested by the provider based on 
indications of a physical or mental health issue.  


G. Sponsored residential homes shall not also operate as group homes or Department of Social 
Services approved homes or foster homes.  
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H. The provider shall submit the name, address, and certification of the sponsored residential 
home to the department prior to adding the home. The provider shall submit the name and 
address of the sponsored residential home to the department prior to closing the home. The 
provider shall submit a service modification when approving homes more than 100 miles from 
the previously approved homes.  


12VAC35-105-1190. Sponsored Residential Home Service Policies. 


A. The provider shall implement written policies to provide orientation and supportive services 
to the sponsored residential home staff specific to the needs of the individuals receiving services.  


B. The provider shall implement a training plan for the sponsor staff consistent with the needs of 
the individuals receiving services.  


C. The provider shall specify staffing arrangements in all sponsored residential homes, including 
on-call and substitute care arrangements.  


D. The provider shall implement a written policy on managing, monitoring, and supervising 
sponsored residential homes. This policy shall address changes in supervision arrangements as 
the number of homes increase. 


E. The provider shall conduct inspections of each sponsored residential home other than his own. 
Inspections shall be performed at least on a quarterly basis during the year with at least two 
being unannounced inspections. 


F. On an on-going basis and at least annually, the provider shall review and document 
compliance by each sponsored residential home and sponsor with regulations related to 
sponsored residential homes.  


G. The provider shall develop written policies for terminating a sponsored residential home.  


H. The provider shall document that all residents or their authorized representatives are provided 
the opportunity to choose a new placement when the current placement ends. Prior to moving an 
individual to another placement the provider shall conduct and document a meeting to include 
the individual and his authorized representative, if applicable, case manager, the current sponsor, 
and a receiving placement staff, if possible. 


12VAC35-105-1200. Supervision. 


A. The provider shall have a supervisor for every 15 sponsored residential homes where 
individuals are residing.  
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B. A responsible adult shall be available to provide supervision to the individual as specified in 
the individualized service plan.  


C. Any member of the sponsor family who transports individuals receiving services must have a 
valid driver's license and automobile liability insurance. The vehicle used to transport individuals 
receiving services shall have a valid registration and inspection sticker.  


D. The sponsor shall inform the provider in advance of any anticipated additions or changes in 
the sponsored residential home or as soon as possible after an unexpected change occurs.  


E. In addition to the current reporting requirements the sponsor shall report all hospitalizations of 
individuals being served to the provider and the individual's case manager within 24 hours.  


12VAC35-105-1210. Sponsored Residential Home Service Records. 


Providers of sponsored residential home services shall maintain the following records on each 
sponsored residential home:  


1. Documentation of three references for the owner of the sponsor home;  


2. Criminal background checks and results of the search of the registry of founded complaints 
of child abuse and neglect for all adult employees in the home;  


3. Orientation and training provided by the provider to the sponsor and employees;  


4. The log of provider inspections of the sponsored residential home including the date, the 
employee conducting the inspection, the purpose of the inspection, and a description of any 
significant events or findings; and  


5. The daily log maintained by the sponsor of significant events related to individuals 
receiving services.  


12VAC35-105-1220. Regulations Pertaining to Staff. 


Providers shall certify and document compliance of sponsors with regulations pertaining to staff.  


12VAC35-105-1230. Maximum Number of Beds or Occupants in 
Sponsored Residential Home. 


The maximum number of individuals served in a sponsored residential home is two. The 
maximum number of occupants in a sponsored residential home is seven.  
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12VAC35-105-1235. Sponsored Residential Home Services for Children. 


In addition, the following requirements shall be met for homes serving children: 


1. The provider shall develop a service description based upon evidence-based practices or an 
accepted therapeutic model of mental health, developmental or substance abuse services, or 
brain injury care for children. 


2. The provider shall use a treatment team model consisting of staff who provide intensive 
support and consultation to the sponsor parents. 


3. Weekly team meetings and supervision shall be held with the sponsor parent or parents to 
review progress on each case, review the daily behavioral information collected, and adjust the 
child's individualized services plan. 


4. The sponsor parent or parents shall keep a daily log of behavioral and other child specific 
information and be available for daily Monday through Friday contact from the provider. 


5. The sponsor parent or parents shall receive 25 hours per year of in-service training 
pertaining to providing services for the child they serve in addition to the training otherwise 
required in these regulations. The sponsor parent or parents shall also participate in ongoing 
training at least once a quarter. 


6. The provider is not considered a child placing agency. Children are placed with the provider 
by licensed child placing agencies, local departments of social services, or parents.  


7. The sponsor parent or parents shall be at least 25 years old. 


8. The sponsor parent or parents shall be able to provide care and supervision during 
nonschool hours.  


9. The provider shall have access through directly providing it or developing agreements for 
24-hour emergency mental health care for children served with serious emotional 
disturbances. 


12VAC35-105-1240. Service Requirements for Providers of Case 
Management Services. 


Article 5. Case Management Services  


Providers of case management services shall document that the services below are performed 
consistent with the individual's assessment and ISP.  
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1. Enhancing community integration through increased opportunities for community access 
and involvement and creating opportunities to enhance community living skills to promote 
community adjustment including, to the maximum extent possible, the use of local community 
resources available to the general public;  


2. Making collateral contacts with the individual's significant others with properly authorized 
releases to promote implementation of the individual's individualized services plan and his 
community adjustment;  


3. Assessing needs and planning services to include developing a case management 
individualized services plan;  


4. Linking the individual to those community supports that are most likely to promote the 
personal habilitative or rehabilitative and life goals of the individual as developed in the ISP;  


5. Assisting the individual directly to locate, develop, or obtain needed services, resources, and 
appropriate public benefits;  


6. Assuring the coordination of services and service planning within a provider agency, with 
other providers, and with other human service agencies and systems, such as local health and 
social services departments;  


7. Monitoring service delivery through contacts with individuals receiving services and service 
providers and periodic site and home visits to assess the quality of care and satisfaction of the 
individual;  


8. Providing follow up instruction, education, and counseling to guide the individual and 
develop a supportive relationship that promotes the ISP;  


9. Advocating for individuals in response to their changing needs, based on changes in the 
individualized services plan; 


10. Planning for transitions in the individual's life;  


11. Knowing and monitoring the individual's health status, any medical conditions, and his 
medications and potential side effects, and assisting the individual in accessing primary care 
and other medical services, as needed; and 


12. Understanding the capabilities of services to meet the individual's identified needs and 
preferences and to serve the individual without placing the individual, other participants, or 
staff at risk of serious harm. 
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12VAC35-105-1245. Case management direct assessments. 


Case managers shall meet with each individual face to face as dictated by the individual's needs. 
At face-to-face meetings, the case manager shall (i) observe and assess for any previously 
unidentified risks, injuries, needs, or other changes in status; (ii) assess the status of previously 
identified risks, injuries, or needs, or other changes in status; (iii) assess whether the individual's 
service plan is being implemented appropriately and remains appropriate for the individual; and 
(iv) assess whether supports and services are being implemented consistent with the individual's 
strengths and preferences and in the most integrated setting appropriate to the individual's needs.  


12VAC35-105-1250. Qualifications of Case Management Employees or 
Contractors. 


A. Employees or contractors providing case management services shall have knowledge of:  


1. Services and systems available in the community including primary health care, support 
services, eligibility criteria and intake processes and generic community resources;  


2. The nature of serious mental illness, mental retardation (intellectual disability) 
developmental disability, substance abuse (substance use disorders), or co-occurring disorders 
depending on the individuals served receiving services, including clinical and developmental 
issues;  


3. Different types of assessments, including functional assessment, and their uses in service 
planning;  


4. Treatment modalities and intervention techniques, such as behavior management, 
independent living skills training, supportive counseling, family education, crisis intervention, 
discharge planning, and service coordination;  


5. Types of mental health, developmental, and substance abuse programs available in the 
locality;  


6. The service planning process and major components of a service plan;  


7. The use of medications in the care or treatment of the population served; and  


8. All applicable federal and state laws and regulations and local ordinances.  


B. Employees or contractors providing case management services shall have skills in:  
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1. Identifying and documenting an individual's need for resources, services, and other 
supports;  


2. Using information from assessments, evaluations, observation, and interviews to develop 
service plans;  


3. Identifying and documenting how resources, services, and natural supports such as family 
can be utilized to promote achievement of an individual's personal habilitative or rehabilitative 
and life goals; and  


4. Coordinating the provision of services by diverse public and private providers.  


C. Employees or contractors providing case management services shall have abilities to:  


1. Work as team members, maintaining effective inter- and intra-agency working 
relationships;  


2. Work independently performing position duties under general supervision; and  


3. Engage in and sustain ongoing relationships with individuals receiving services.  


D. Case managers serving individuals with developmental disability shall complete the DBHDS 
core competency-based curriculum within 30 days of hire. 


12VAC35-105-1255. Case Manager Choice. 


The provider shall implement a written policy describing how individuals are assigned case 
managers and how they can request a change of their assigned case manager.  


12VAC35-105-1260. Admission Criteria. 


Article 6. Community Gero-Psychiatric Residential Services  


An individual receiving community gero-psychiatric residential services shall have had a 
medical, psychiatric, and behavioral evaluation to determine that he cannot be appropriately 
cared for in a nursing home or other less intensive level of care but does not need inpatient care.  


12VAC35-105-1270. Physical Environment Requirements of Community 
Gero-Psychiatric Residential Services. 


A. Providers shall be responsible for ensuring safe mobility and unimpeded access to programs 
or services by installing and maintaining ramps, handrails, grab bars, elevators, protective 
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surfaces, and other assistive devices or accommodations as determined by periodic review of the 
needs of the individuals being served. Entries, doors, halls, and program areas, including 
bedrooms, must have adequate room to accommodate wheelchairs and allow for proper transfer 
of individuals. Single bedrooms shall have at least 100 square feet and multi-bed rooms shall 
have at least 80 square feet per individual.  


B. Floors must have resilient, nonabrasive, and slip-resistant floor surfaces and floor coverings 
that promote mobility in areas used by individuals and promote maintenance of sanitary 
conditions.  


C. Temperatures shall be maintained between 70°F and 80°F throughout resident areas.  


D. Bathrooms, showers, and program areas must be accessible to individuals. There must be at 
least one bathing unit available by lift, door, or swivel-type tub.  


E. Areas must be provided for quiet and for recreation.  


F. Areas must be provided for charting, storing of administrative supplies, a utility room, 
employee hand washing, dirty linen, clean linen storage, clothes washing, and equipment 
storage.  


12VAC35-105-1280. Monitoring. 


Employees or contractors shall regularly monitor individuals in all areas of the residence to 
ensure safety.  


12VAC35-105-1290. Service Requirements for Providers of Gero-
Psychiatric Residential Services. 


A. Providers shall provide mental health, nursing and rehabilitative services; medical and 
psychiatric services; and pharmaceutical services for each individual as specified in the ISP.  


B. Providers shall provide crisis stabilization services.  


C. Providers shall implement written policies and procedures that support an active program of 
mental health and behavioral management services directed toward assisting each individual to 
achieve outcomes consistent with the highest level of self-care, independence, and quality of life. 
Programming may be on-site or at another location in the community.  
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D. Providers shall implement written policies and procedures that respond to the nursing needs 
of each individual to achieve outcomes consistent with the highest level of self-care, 
independence, and quality of life. Providers shall be responsible for:  


1. Providing each individual services to prevent clinically avoidable complications, including: 
skin care, dexterity and mobility, continence, hydration, and nutrition;  


2. Giving each individual proper daily personal attention and care, including skin, nail, hair, 
and oral hygiene, in addition to any specific care ordered by the attending physician;  


3. Dressing each individual in clean clothing and encouraging each individual to wear day 
clothing when out of bed;  


4. Providing each individual tub or shower baths as often as needed, but not less than twice 
weekly or a sponge bath daily if the medical condition prohibits tub or shower baths;  


5. Providing each individual appropriate pain management; and  


6. Ensuring that each individual has his own personal utensils, grooming items, adaptive 
devices, and other personal belongings including those with sentimental value.  


E. Providers shall integrate behavioral and mental health care and medical and nursing care in 
the ISP.  


F. Providers shall have available nourishment between scheduled meals.  


12VAC35-105-1300. Staffing Requirements for Community Gero-
Psychiatric Residential Services. 


A. Community gero-psychiatric residential services shall be under the direction of a:  


1. Program director with experience in gero-psychiatric services;  


2. Medical director; and  


3. Director of clinical services who is a registered nurse with experience in gero-psychiatric 
services.  


B. Providers shall provide qualified nursing supervisors, nurses, and certified nurse aides on all 
shifts, seven days per week, in sufficient number to meet the assessed nursing care and 
behavioral management needs determined by the ISPs.  
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C. Providers shall provide qualified staff for behavioral, psychosocial rehabilitation, 
rehabilitative, mental health, or recreational programming to meet the needs determined by the 
ISP. These services shall be under the direction of a registered nurse, licensed psychologist, 
licensed clinical social worker, or licensed therapist.  


12VAC35-105-1310. Interdisciplinary Services Planning Team. 


A. At a minimum, a registered nurse, a licensed psychologist, a licensed social worker, a 
therapist (recreational, occupational or physical therapist), a pharmacist, and a psychiatrist shall 
participate in the development and review of the ISP. Other employees or contractors as 
appropriate shall be included.  


B. The interdisciplinary services planning team shall meet to develop the ISP and review it 
quarterly. Members of the team shall be available for consultation on an as needed basis.  


C. The interdisciplinary services planning team shall review the medications prescribed at least 
quarterly and consult with the primary care physician as needed.  


D. The interdisciplinary services planning team shall integrate medical care plans prescribed by 
the primary care physician into the ISP and consult with the primary care physician as needed.  


12VAC35-105-1320. Employee or Contractor Qualifications and Training. 


A. A nurse aide may be employed only if he is certified by the Board of Nursing. During the 
initial 120 days of employment, a nurse aide may be employed if he is enrolled full-time in a 
nurse aide education program approved by the Virginia Board of Nursing or has completed a 
nurse aide education program or competency testing.  


B. All nursing employees or contractors, including certified nursing assistants, must have 
additional competency-based training in providing mental health services to geriatric individuals, 
including behavior management.  


12VAC35-105-1330. Medical Director. 


Providers of community gero-psychiatric residential services shall employ or have a written 
agreement with one or more psychiatrists with training and experience in gero-psychiatric 
services to serve as medical director. The duties of the medical director shall include :  


1. Responsibility for overall medical and psychiatric care;  
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2. Advising the program director and the director of clinical services on medical and 
psychiatric issues, including the criteria for residents to be admitted, transferred , or 
discharged;  


3. Advising on the development, execution, and coordination of policies and procedures that 
have a direct effect upon the quality of medical, nursing, and psychiatric care delivered to 
individuals; and  


4. Acting as liaison and consulting with the administrator and the primary care physician on 
matters regarding medical, nursing, and psychiatric care policies and procedures.  


12VAC35-105-1340. Physician Services and Medical Care. 


A. Each individual in a community gero-psychiatric residential service shall be under the care of 
a primary care physician. Nurse practitioners and physician assistants licensed to practice in 
Virginia may provide care in accordance with their practice agreements. Prior to, or at the time 
of admission, each individual, his authorized representative, or the entity responsible for his care 
shall designate a primary care physician.  


B. The primary care physician shall conduct a physical examination at the time of admission or 
within 72 hours of admission into a community gero-psychiatric residential service. The primary 
care physician shall develop, in coordination with the interdisciplinary services planning team, a 
medical care plan of treatment for an individual.  


C. All physicians or other prescribers shall review all medication orders at least every 60 days or 
whenever there is a change in medication.  


D. The provider shall have a signed agreement with a local general hospital describing back-up 
and emergency medical care plans.  


12VAC35-105-1350. Pharmacy Services for Providers of Community 
Gero-Psychiatric Residential Services. 


A. The provider shall make provision for 24-hour emergency pharmacy services.  


B. The provider shall have a written agreement with a qualified pharmacist to provide 
consultation on all aspects of the provision of pharmacy services and for regular visits, at least 
monthly.  
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C. A pharmacist licensed by the Virginia Board of Pharmacy shall review each individual's 
medication regimen. Any irregularities identified by the pharmacist shall be reported to the 
physician and the director of clinical services, and their response documented.  


12VAC35-105-1360. Admission and Discharge Criteria. 


Article 7. Intensive Community Treatment and Program of Assertive Community Treatment 
Services  


A. Individuals must meet the following admission criteria:  


1. Diagnosis of a severe and persistent mental illness, predominantly schizophrenia, other 
psychotic disorder, or bipolar disorder that seriously impairs functioning in the community. 
Individuals with a sole diagnosis of substance addiction or abuse or mental retardation 
(intellectual disability) developmental disability are not eligible for services.  


2. Significant challenges to community integration without intensive community support 
including persistent or recurrent difficulty with one or more of the following:  


a. Performing practical daily living tasks;  


b. Maintaining employment at a self-sustaining level or consistently carrying out homemaker 
roles; or  


c. Maintaining a safe living situation.  


3. High service needs indicated due to one or more of the following:  


a. Residence in a state hospital or other psychiatric hospital but clinically assessed to be able to 
live in a more independent situation if intensive services were provided or anticipated to require 
extended hospitalization, if more intensive services are not available;  


b. Multiple admissions to or at least one recent long-term stay (30 days or more) in a state 
hospital or other acute psychiatric hospital inpatient setting within the past two years; or a recent 
history of more than four interventions by psychiatric emergency services per year;  


c. Persistent or very recurrent severe major symptoms (e.g., affective, psychotic, suicidal);  


d. Co-occurring substance addiction or abuse of significant duration (e.g., greater than six 
months);  
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e. High risk or a recent history (within the past six months) of criminal justice involvement (e.g., 
arrest or incarceration);  


f. Ongoing difficulty meeting basic survival needs or residing in substandard housing, homeless, 
or at imminent risk of becoming homeless; or  


g. Inability to consistently participate in traditional office-based services.  


B. Individuals receiving PACT or ICT services should not be discharged for failure to comply 
with treatment plans or other expectations of the provider, except in certain circumstances as 
outlined. Individuals must meet at least one of the following criteria to be discharged:  


1. Change in the individual's residence to a location out of the service area;  


2. Death of the individual;  


3. Incarceration of the individual for a period to exceed a year or long term hospitalization 
(more than one year); however, the provider is expected to prioritize these individuals for 
PACT or ICT services upon their the individual's anticipated return to the community if the 
individual wishes to return to services and the service level is appropriate to his needs;  


4. Choice of the individual with the provider responsible for revising the ISP to meet any 
concerns of the individual leading to the choice of discharge; or  


5. Significant sustained recovery by the individual in all major role areas with minimal team 
contact and support for at least two years as determined by both the individual and ICT or PACT 
team. 


12VAC35-105-1370. Treatment Team and Staffing Plan. 


A. Services are delivered by interdisciplinary teams.  


1. PACT and ICT teams shall include the following positions:  


a. Team Leader - one full time QMHP-Adult with at least three years experience in the provision 
of mental health services to adults with serious mental illness. The team leader shall oversee all 
aspects of team operations and shall routinely provide direct services to individuals in the 
community. 


b. Nurses - PACT and ICT nurses shall be full-time employees or contractors with the following 
minimum qualifications: A registered nurse (RN) shall have one year of experience in the 
provision of mental health services to adults with serious mental illness. A licensed practical 
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nurse (LPN) shall have three years of experience in the provision of mental health services to 
adults with serious mental illness. ICT teams shall have at least one qualified full-time nurse. 
PACT teams shall have at least three qualified full-time nurses at least one of whom shall be a 
qualified RN.  


c. One full-time vocational specialist and one full-time substance abuse specialist. These staff 
members shall provide direct services to individuals in their area of specialty and provide 
leadership to other team members to also assist individuals with their self identified employment 
or substance abuse recovery goals.  


d. Peer specialists - one or more full-time equivalent QPPMH or QMHP-Adult who is or has 
been a recipient of mental health services for severe and persistent mental illness. The peer 
specialist shall be a fully integrated team member who provides peer support directly to 
individuals and provides leadership to other team members in understanding and supporting 
individuals' recovery goals. 


e. Program assistant - one full-time person with skills and abilities in medical records 
management shall operate and coordinate the management information system, maintain 
accounts and budget records for individual and program expenditures, and provide receptionist 
activities.  


f. Psychiatrist - one physician who is board certified in psychiatry or who is board eligible in 
psychiatry and is licensed to practice medicine in Virginia. An equivalent ratio to 20 minutes 
(.008 FTE) of psychiatric time for each individual served must be maintained. The psychiatrist 
shall be a fully integrated team member who attends team meetings and actively participates in 
developing and implementing each individual ISP. 


2. QMHP-Adult and mental health professional standards: 


a. At least 80% of the clinical employees or contractors, not including the program assistant or 
psychiatrist, shall meet QMHP-Adult standards and shall be qualified to provide the services 
described in 12VAC35-105-1410. 


b. Mental health professionals - At least half of the clinical employees or contractors, not 
including the team leader or nurses and including the peer specialist if that person holds such a 
degree, shall hold a master's degree in a human service field. 


3. Staffing capacity: 


a. An ICT team shall have at least five full-time equivalent clinical employees or contractors. A 
PACT team shall have at least 10 full-time equivalent clinical employees or contractors. 



https://law.lis.virginia.gov/admincode/title12/agency35/chapter105/section1410/
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b. ICT and PACT teams shall include a minimum number of employees (counting contractors 
but not counting the psychiatrist and program assistant) to maintain an employee to individual 
ratio of at least 1:10.  


c. ICT teams may serve no more than 80 individuals. PACT teams may serve no more than 120 
individuals.  


d. A transition plan shall be required of PACT teams that will allow for "start-up" when newly 
forming teams are not in full compliance with the PACT model relative to staffing patterns and 
individuals receiving services capacity.  


B. ICT and PACT teams shall meet daily Monday through Friday or at least four days per week 
to review and plan routine services and to address or prevent emergency and crisis situations.  


C. ICT teams shall operate a minimum of 8 hours per day, 5 days per week and shall provide 
services on a case-by-case basis in the evenings and on weekends. PACT teams shall be 
available to individuals 24 hours per day and shall operate a minimum of 12 hours each weekday 
and 8 hours each weekend day and each holiday.  


D. The ICT or PACT team shall make crisis services directly available 24 hours a day but may 
arrange coverage through another crisis services provider if the team coordinates with the crisis 
services provider daily. The PACT team shall operate an after-hours on-call system and be 
available to individuals by telephone or in person.  


12VAC35-105-1380. Contacts. 


A. The ICT and PACT team shall have the capacity to provide multiple contacts per week to 
individuals experiencing severe symptoms or significant problems in daily living, for an 
aggregate average of three contacts per individual per week.  


B. Each individual receiving ICT or PACT services shall be seen face-to-face by an employee or 
contractor; or the employee or contractor should attempt to make contact as specified in the ISP.  


12VAC35-105-1390. Ict and Pact Service Daily Operation and Progress 
Notes. 


A. ICT teams and PACT teams shall conduct daily organizational meetings Monday through 
Friday at a regularly scheduled time to review the status of all individuals and the outcome of the 
most recent employee or contractor contact, assign daily and weekly tasks to employees and 
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contractors, revise treatment plans as needed, plan for emergency and crisis situations, and to add 
service contacts that are identified as needed.  


B. A daily log that provides a roster of individuals served in the ICT or PACT services program 
and documentation of services provided and contacts made with them shall be maintained and 
utilized in the daily team meeting. There shall also be at least a weekly individual progress note 
documenting services provided in accordance with the ISP or attempts to engage the individual 
in services.  


12VAC35-105-1400. ICT and Pact Assessment. 


The provider shall solicit the individual's own assessment of his needs, strengths, goals, 
preferences, and abilities to identify the need for recovery oriented treatment, rehabilitation, and 
support services and the status of his environmental supports within the individual's cultural 
context. With the participation of the individual, the provider shall assess:  


1. Psychiatric history, mental status and diagnosis, including the content of an advance 
directive;  


2. Medical, dental, and other health needs;  


3. Extent and effect of drug or alcohol use;  


4. Education and employment, including current daily structured use of time, school or work 
status, interests and preferences, and supports and barriers to educational and employment 
performance;  


5. Social development and functioning, including childhood and family history, religious 
beliefs, leisure interests, and social skills;  


6. Housing and daily living skills, including the support needed to obtain and maintain decent, 
affordable housing integrated into the broader community; the current ability to meet basic 
needs such as personal hygiene, food preparation, housekeeping, shopping, money 
management, and the use of public transportation and other community based resources;  


7. Family and social network, including the current scope and strength of an individual's 
network of family, peers, friends, and co-workers, and their understanding and expectations of 
the team's services;  


8. Finances and benefits, including the management of income, the need for and eligibility for 
benefits, and the limitations and restrictions of those benefits; and  
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9. Legal and criminal justice involvement, including guardianship, commitment, 
representative payee status, and experience as either a victim or an accused person.  


12VAC35-105-1410. Service Requirements. 


Providers shall document that the following services are provided consistent with the individual's 
assessment and ISP.  


1. Ongoing assessment to ascertain the needs, strengths, and preferences of the individual;  


2. Case management;  


3. Nursing;  


4. Support for wellness self-management, including the development and implementation of 
individual recovery plans, symptom assessment, and recovery education;  


5. Psychopharmacological treatment, administration, and monitoring;  


6. Substance abuse assessment and treatment for individuals with a co-occurring diagnosis of 
mental illness and substance abuse;  


7. Individual supportive therapy;  


8. Skills training in activities of daily living, social skills, interpersonal relationships, and 
leisure time;  


9. Supportive in-home services;  


10. Work-related services to help find and maintain employment;  


11. Support for resuming education;  


12. Support, education, consultation, and skill-teaching to family members and significant 
others;  


13. Collaboration with families and assistance to individuals with children;  


14. Direct support to help individuals secure and maintain decent, affordable housing that is 
integrated into the broader community and to obtain legal and advocacy services, financial 
support, money-management services, medical and dental services, transportation, and natural 
supports in the community; and 
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15. Mobile crisis assessment, interventions to prevent or resolve potential crises, and 
admission to and discharge from psychiatric hospitals.  


Forms (12VAC35-105) 


Initial Provider Application For Licensing (rev.1/10). 


Renewal Provider Application For Licensing (rev. 2/09). 


Service Modification - Provider Request, DMH 966E 1140 (rev. 1/09).  
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A Check List for Information Gathering  
 


Stage 1 - Thinking about what you want to learn and how to 


learn it 
 


Before you begin to gather information for a plan with anyone, you should learn what the 
person and those around them want the plan to accomplish.  If you are working with someone 
to develop a plan that is the annual ISP make sure you are helping people to look at what is 
going on in the person’s life and discovering what needs to change and what needs to stay the 
same.  Service plans have rules to conform to but this does not require empty rituals that do 
not help the person move forward with their life. 
 
Make sure that you are planning in partnership, that you are planning smarter.  Look to see 
how the person can best participate in each phase.  How about family members?  Are there 
others in the person’s life that can assist? How are you collaborating with all service providers 
involved in the person’s life?  Remember, the more you support others in developing a good 
plan the more likely it will be used and acted on. 
 


Have you answered the following questions? 


 What does the plan need to accomplish? 


 What results does the person want in his or her life, after this plan is implemented?  


 Who else needs to participate/agree so that the plan is implemented? 
 
Learning who to talk to 


 Do a simple “relationship map” with the person (if the person does not communicate 
with words fill it out as you think they would, ask others who are also close to the 
person if they agree with your information) 


 Start gathering information from the people closest to the person.  
 
Before you gather information ask - 


 How can the person with whom you are planning best participate in the development of 
the plan? 


o Are there parts of the process that they can do or support? 


 Are there family members who can take a lead role in gathering information or in 
putting the information into the plan 


 Are there people who are not related but who know and care about the person?  If yes 
o How will you gather information from those people? 


 How do you plan to make sure that the process feels respectful to the person with 
whom you are planning? 


 Who knows what it takes for the person to be happy? 


 Who best understands any issues of health or safety? 


 What is the best method for gathering information from the people who know the 
person best? 
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Develop an information gathering strategy from the answers to the above 
questions.   Determine which questions you will ask of which people and at what 
time?      Use a chart to keep track of who will provide what information.    
 


Who Should be 


contacted? 


What questions should we ask? Who will talk with 


them and when?  
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Stage 2 - Gathering information 
 
Using what you learned in the previous section, gather information using 
either conversations/meetings face-to-face, or phone calls.  We know that 
the least effective method of assessment and information gathering is to 
mail out blank ISP pages or forms and ask people to complete them and 
return them to you.   Be sure you have had conversations using the 
guidelines listed below.  Record information from conversations on either the 
conversation packs found at www.elpnet.net, or the handouts from 
Facilitator Training.    Look at what you have and see if you have information 
recorded in several of the following areas: 


 
Learning from the person: 


 Great things about you 


 What you like to do (favorite things/things you don’t like to do) 


 The best/worst week day information sheets 


 The best/worst weekend information sheets 


 The positive rituals survey 
 
Learning from those who know the person:  


 Learning who to listen to: Using “Talking with people who know and care: an 
individual interview” 


 The “unlimited power” questions; 


 Two minute drill; 


 Great things about this person; 


 What he or she likes to do (favorite things/things he or she doesn't like to do); 


 The best/worst week day information sheets; 


 The best/worst weekend information sheets; 


 The positive rituals survey. 


 Additional Health and Safety Rituals or Routines  


 The communication chart (when the person does not use words to talk or 
communicates in other ways) 


 
 
Learning from other information gathered about the person:  


 Is there information that a regulatory requirement dictates must be gathered? If 
so, who will provide it to the ISP facilitator?  


 Does an agency policy or funding source policy require certain administrative 
information be included in the person’s plan in order to provide funding for 
services?   If so, have you collected it?  



http://www.elpnet.net/
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 Assessment information collected by a provider to complete the Health and 
Safety focus areas or other information regarding skill/ability requirements. 


 Previous Notes/Medical History information regarding contacts/medical 
appointments, follow up, etc.   


 Quarterly reports indicating Health or Safety issues addressed during the year.  


 Information reported through the Incident Management system of your state, 
which may be necessary to plan for the person’s health or safety during the 
upcoming year.  


 Other information required by your state administrative agencies 
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 Stage 3 – Developing a draft first plan 


 
After you have completed some parts of stage 2, you will be ready to start 
this stage. 
 
Write a first draft based on what you have learned. 


 Look at the answers to the “like the most”, “admire the most”, and “great things 
about you” questions and see which answers should be in the section called 
What Others Admire About . . . 


 Look at the “people” or relationship map and see who is important to the person 
and how important. 


 Look at the favorite things, best day/worst day, and positive rituals information 
and ask what that tells you about what is important to the person and how 
important each item is. 


 Look at the answers to the “unlimited power” questions and ask what that tells 
you about what/who should be present or absent in the person’s life and how 
important those things/activities/people are.  


 Look for agreement among the people that you interviewed. Where there is 
agreement you can feel more comfortable that the information is probably 
accurate. 


 Look for information that provides details of how to support someone – begin to 
make a list of “you need to know this… and when that occurs, you need to do 
this…”  to provide clear simple directions for how to successfully provide support 
to the person.  


 Who else do you need to talk to/get information from? What is the easiest and 
best way to get that information  


 What questions do you still have? What issues still need to be resolved? Make a 
list of the things to be figured out. 


 
Did you remember to: 


 Separate what is important for the person from what is important to the person? 


 Include what needs to be absent from the person’s life, what they dislike?  


 Include all of the details of rituals/routines, only if the person needs a lot of 
assistance in getting things done and can’t tell people how they want it to 
happen.  


 See if the plan has information that the person does not want everyone to know. 
If it does, you may need to develop “public” and “private” sections of the plan.   
Include critical health information if the person will be supported by people other 
than family members? 
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Guidelines to use in writing each section of the plan 
 


Going from first draft to first plan 
When you have a draft you think meets first plan criteria ask someone you are 
comfortable with to read the plan to see how well it communicates (be sure to follow all 
confidentiality requirements of your agency). Ask the reader to share all of his/her 
questions. This will help you with clarity.  Don’t forget to review your draft with the 
person.   It is very important that the plan respectfully convey the information 
necessary so that people who provide support understand what matters the most to the 
person.  It is also important that the plan convey how to achieve that while also 
balancing health, safety and issues necessary to be valued by the community.  This 
requires language that is respectful and demonstrates the person’s gifts and talents, yet 
is easily understood by the reader.   
 
General rules for your next draft are: 


o Use complete thoughts;  short, concise sentences are better than single phrases. 
o Use common, everyday language rather than the terms and abbreviations used 


by government and community agencies that support people ; (avoid jargon) 
o Make sure that each item listed has enough detail and/or enough examples that 


someone newly present in the person’s life would understand what was meant; 
o There are no long “laundry lists” of items; those that fit together are grouped 


together, with a space between groups; and 
o Where there are 4 or more things grouped together there is a topic statement 


followed by the group of items with bullets. 


 
In the administrative section (or cover page) the reader should learn: 
o Whose plan is it; 
o When it was done; 
o Who the support coordinator is 
o Where the person lives; 
o Who the person lives with  
o Anything else that is required by your local administrative entity. 
 
Introduction – What Others Like and Admire about the person:  should list 
what other people like and admire about the person and: 
o It should list things that we might like or admire about anyone of roughly the same 


age. 
o It should not include things that we only say about people who need support or is 


“faint praise”. 
o It should use the same type of language we use to introduce new friends or 


neighbors. 
o Where there are more than 6 or so items listed, related items should be grouped to 


make it more likely that they all will be read. 
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What Others Need to Know or do to Support, this section of the plan clearly 
describes what people who provide support are expected to do so that the person is 
likely to have more good days, balanced with what is important for them. Where there 
are four or more items that are similar, use one statement to introduce the 'theme' 
followed by bullets with the details. Separate distinct thoughts. 
In this section, the reader learns what others need to know or do: 
o So that the person has what is important to him or her; and 
o There is a good balance between what is important to and what is important for the 


person. 
o This section of the plan is written with sufficient detail so that those responsible for 


providing the support will get it right. 
o It includes directions on preferences and approach that are not found otherwise in 


the ISP 
 
"Characteristics of People who Best Support" informs the reader about who or 
what type of people should work with the person.  
o What are the characteristics that you should look for? For example, Katherine's 


section includes:  "enjoys being silly; and, comfortable with sharing personal space." 
These are things that a support person must "come with" and cannot be "trained to 
do”.   For the ISP you will need to include this information in the section titled What 
people Should Know and Do to support. 


 
What is important to the person, this section describes what the 
person perceives as being important to him or her.  This section represents the person’s 
perspective. 
o It must not include items that others think should be important to the person.  


(These are things that are important for the person and may be used in the next 
"support" section.) 


o It should only include those things that the person “tells” us are important (with 
words or behavior). 


o These should include what the person views as important in - 
o  Relationships, 
o Things to do 
o Places to be 
o Rituals and routines 
o Rhythm or pace of life 
o Items to have available 
o Other things which are likely to contribute to the presence of more good days 


than bad days in the person’s life. 
o They should be sorted by those that are the most important and those that are 


important (but not critical). 
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Desired Activities these include things to do from the person’s perspective.  They 
provide a basis for community connections, either building on those that already exist, 
or starting to build them for those who are not currently connected to their community.  


 They should include activities the person would like to try, but may not have had 
a chance to try yet  


 They should include activities that the person enjoys doing and would like to do 
on a regular basis  


 This should also include things to do that the person has expressed an interest in 
and the team has not figured out how to make it happen. 


 
What Makes Sense/What works:   What Doesn’t Make Sense /Doesn’t work 
To do this requires 2 separate skills. Those participating need to be able to look at the 
current situation from the perspectives of the person, those paid to support and (where 
their perspective is different) family members. The second skill is the ability to tease a 
situation apart so that both what makes sense about the current situation and what 
does not make sense about the current situation is clearly described from each 
perspective. 
 
It is helpful if the “what is and is not working” analysis occurs in a focused manner.  If 
people give general answers, then ask the questions specifically about: 


 Where the person lives 
 Who lives with the person 
 The presence (or absence) of other people in the person’s life 
 What the person does for fun 
 What the person does during the daytime 
 Access to, or interest in, financial resources, money 


 The amount of control the person has in his/her life 
(For example, ask specifically- what is working, what’s the upside right now, about who 
John lives with?  What is not working, what’s the downside right now, about who John 
lives with?)   
 A few additional tips on using What is Working/Not Working as a tool for the team to 
strategize.     


o This is a tool for negotiating differences.  The 3 rules of negotiating include  
o Everyone must feel listened to  
o Start with common ground  
o Remain unconditionally constructive – “How Can We…..”  


o Everything in life has a few upsides and a few downsides; it is the balance 
between the two as well as the weight of each issue that matters.  


o In addition, the person’s perspective should come either directly from him or her, 
or else from only those people who know him or her the best.   


o It is NOT a method to change people’s opinions, or to even get everyone to 
agree with one opinion.     It is a method to give everyone a chance to have 
their different perspectives heard.  







A Checklist For Developing a Plan   August  2008 


  Page 11 of 15 


o It is NOT a list of “What WOULD make sense IF…..”  It is to be a true picture of 
CURRENT REALITY for the person’s life.  


o Where there is agreement, you have an agenda to build your action plan (start 
with common ground!)    


o Using shorthand or one word descriptions is confusing and increases the 
likelihood support staff will act in the wrong manner.  For example, just 
recording the word “work” under What Makes Sense from the person’s 
perspective could mean many things.  It is much more focused and helpful to 
write “having work that he is paid to do”.   


  
Finally there needs to be a description of what is going to be done to maintain those 
things that do make sense, address those that do not make sense, and answer the 
questions in the “things to figure out” section. This description of activities is best 
addressed through the Action Plan section addressed later in this guideline.  Using this 
information is a good bridge to Outcomes Development.   
 
Health and Safety Areas 
The sections of the ISP covering Medical Information should include: 
o  Information about the health professionals involved in the person’s life, and recent 


health appointments. 
o Information about medication and side effects that the person has experienced or 


could experience. 
o Information about allergies, current and past diagnoses, and particular health 


concerns and how they are addressed.  
 
The separate sections on Health and Safety Focus Areas must include specific 
instructions regarding what the person is able to do for themselves in the specific area.  
Include instructions regarding how best a person can be supported by others within this 
area, and any assistance they will need from others.   
 
Be sure to pay attention to:  
o Always start with those things the person is able to do for him or her self; 


the talents and abilities the person has in the specific area. 
o Special instructions about how a person swallows, or the help they need to avoid 


choking if this applies, or how a person needs to be positioned 
o Any safety issues that the people who provide support must know about.  These 


should include a clear description of the degree to which the person can keep 
him/her self safe, and the type of support they need from others to stay safe.  


o Any other issues that people who will provide support (paid or unpaid) should know 
about in order to minimize the risks towards the person’s health and safety. 


o Include in this information general safety information, fire safety, stranger 
awareness, traffic safety, cooking and appliance use, conveying information about 
the person’s identity, and awareness or understanding of materials or items in the 
home or outside that may pose a risk or threat.  
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On-going learning and using what has been learned 


 
Continuing the learning and recording what you learn - 
Who else needs to contribute? What is the best and easiest way to get their 
contribution? Some of the ways listed below may work. Remember that you can use 
just one of them or combine them – 


• Continue to interview people 
• Send some of the information gathering pages from the manual 
• Send parts of the draft plan for them to write on 
• Have an information gathering party 





How are you going to record the on-going learning?    People change and our 
understanding of them deepens over time. You need to have easy ways to record this 
learning or it will be lost. Think about who will be doing the learning and what way(s) of 
recording it will be easiest for them. Look at the ways that are listed below and think 
about what will work best for you. 


o As you learn new information, write it down.  Write down questions on the right 
margins  of the plan, where you think there is learning to do. Make multiple 
copies of the plan and ask those involved to write their impressions directly on 
the plan. Gather these copies as makes sense and enter the learning on the 
typed side. 


o Get copies of the plan to the people who will be doing the learning, with 
questions written on them. Interview them as you write notes and transcribe it 
on to the plan.  


o Have periodic gatherings of those people who care about the person and ask 
them what they have learned. Take notes and transcribe the learning onto the 
plan. 


Using the plan (acting on what was learned) 
The purpose of developing a plan is to help the person move toward the life that they 
want while addressing any issues of health or safety. For people who are not getting 
paid services this process can be very informal. 


o For people who receive paid services, the process of planning and review often 
have federal and state requirements. While person centered practices can be 
(and are) used to meet these requirements, some state requirements may 
dictate the gathering of specific information.  These areas will need to be 
addressed in the ISP document and should be a collaborative effort among those 
who provide supports/services to the person.   


o Every agency also has its own approach to plan development and updating.  
Frequently this involves a formal meeting process. However, regardless of the 
reason for the process, any gathering of people who are looking at the future 
should seek to answer the following questions: 
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Since the last time we got together - 
o What have we tried? 
o What have we learned? 
o What are we pleased about? 
o What are we concerned about?  


  From these answers the team can then answer:  
o What do we need to do next? 


o What else might we try? 
o What else do we need to learn? 


In many instances there needs to be a process that helps people summarize the 
learning and then go to a description of how they are going to act on what they have 
learned (recorded in the outcome action section of the plan). The methods used during 
this process should be recorded in the “how will we know progress is being made?”  
section of the Action Plan.    It may be necessary to repeat the What’s Working and Not 
Working Section of the plan, after reviewing what has been tried. This information is 
then compared with Outcomes and Actions, and can be used to document the progress 
that has been made on the outcomes.     
 
For sample plans,  additional Conversation Packets, or other materials to assist you with 
developing person centered approach toward developing ISP’s, please visit the website:  
www.elpnet.net .      
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A Note


This guide was developed for use by facilitators for their work in
developing preliminary plans.  Those who wish to reproduce it for
other purposes should seek permission from Michael Smull or
Allen, Shea & Associates.


Michael Smull Allen, Shea & Associates
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(410) 626-2707 FAX 258-8354
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Talking to Family and Support Services


Introduction
This format is used to develop a conversation with close family
members and support service providers of the focus person who
know and care about him or her and who know about daily routines


and rituals in great detail.


Listening to others
Each person you talk to will have important contributions to make and may become
important participants in the individual's plan.  As you talk with people you need to
help them articulate their concerns as specifically as possible.  The more general the
concern the more difficult it is to address.  For example, if someone tells you that they
think that the individual is vulnerable and they are worried about safety, try to find
out as much as you can about what this means.


Remember, this is a conversation and not an interview
While you should think about what you want to learn you must be prepared to learn
things that you did not anticipate.  If you just have an interview (by asking a set of
prepared questions) you will learn only what you expected to learn.  If you have a
conversation (and listen carefully) you will learn things that are important and that no-
one suggested in advance.  In each conversation you want to avoid:


Questions that are close ended.  Questions whose answer is yes or no (e.g. Does the
individual seem easy to get along with?) and questions whose answer is one or the
other (e.g., Do you see the individual living in a house or an apartment?).


Questions that have a built in answer (e.g. Would the individual benefit from having
more opportunities to make friends?).  Keep in mind that some of the built-in
answers are a bit more subtle, they come with a head nod, a change of inflection,
etc.


Questions where people who are eager to please simply look to you for the answer.
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Talking to People Who Know and Care:


Name of the Person with
Whom You are Planning:


Name of the Person Interviewed:


What is your relationship to the person?


How long have you known him or her?


How much time do you typically spend with him or her?
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What are some great things about the individual?  What do people like about him or
her?  What do other people like or admire about the individual?  What are some
things he or she is good at? proud of?  What are some nice things that people say
about this individual?


These are important things to think about when you are figuring out the kinds of
services and supports someone might need.


What are some great
things about this individual?


Great Things About the Individual
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List of Favorite Things . . . Things He or She Doesn't Like


or Doesn't Like to Do . . .


What things do you
like to do?


What things does he or she like to do? at home? at work? at program? at
college? for fun? around town? on vacation? What kind of music does he
or she like? What kind of movies?  What kind of food? How about
hobbies?
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Unlimited Power Questions


If you were given unlimited power, authority and money and you were
asked to help him or her have a great day and/or a great week-


What would you do?


What would the day/week be like?


If you had the same power, authority and money but your evil twin took
over and was determined to help him or her have a really awful day/
week -


What would you do?


What would the day /week be like?







8


Listen, Learn, Plan


Imagine that you are supporting him or her and you have an
emergency that means you suddenly have to leave.  The person who will
“fill in” has arrived and you have two minutes to give advice,
suggestions, or tips about supporting him or her, what would you say?
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What does this individual's Monday through Friday morning look
like right now?  What does he or she do when first getting up? Eat
for breakfast? Leave for work? Next, what would be his or her
best Monday through Friday morning? If it could be anything,
what would it be? Finally, what would be the worst Monday
through Friday morning? What kinds of things make him or her mad, sad, frustrated in
the morning?  What kinds of things bug him or her when first getting up?


What does Monday through Friday day look like right now?  What happens when first
getting to work or program? What kinds of work or activities occur now? Next, what
would be the best Monday through Friday day? If anything, what would it be? What
kinds of activities make him or her happy?  Who would he or she do it with? Finally,
what would be the worst Monday through Friday day? What kinds of things make this
individual mad, sad, frustrated during the day?  What places (or people) would he or
she like to stay away from?


What does Monday through Friday night look like right now?  What happens when
first getting home? What's for dinner?  What kinds of activities? Next, what would be a
best Monday through Friday night? If anything, what would it be? What kinds of
activities make this person happy?  Who would he or she do it with? Finally, what
would be the worst Monday through Friday night? What kinds of things make him or
her mad, sad, frustrated during the evening?


Do not do all of a typical day, then a good day, then a bad day.  Take 'horizontal"
slices of time -  what is a typical, good, bad, morning like.


Your Notes:


What did you find out?


The week day
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What does Saturday and Sunday morning look like right now?  What happens when
he or she first gets up? What time is it? Eat for breakfast? Next, what would be the
best Saturday and Sunday morning? If anything, what would it be? Finally, what would
be the worst Saturday and Sunday morning? What kinds of things make him or her
mad, sad, frustrated in the morning?


What does Saturday and Sunday look like right now?  What kinds of activities occur
now? Next, what would be the best Saturday and Sunday? If anything, what would it
be? What kinds of activities make this individual happy?  Who would he or she do it
with? Finally, what would be the worst Saturday and Sunday? What kinds of things
make this person mad, sad, frustrated during the day?  What places (or people) would
he or she like to stay away from?


What does your Saturday and Sunday night look like right now?  What's for dinner?
What kinds of activities? Next, what would be the best Saturday and Sunday night? If
anything, what would it be? What kinds of activities make him or happy?  Who would
he or she do it with? Finally, what would be the worst Saturday and Sunday night?
What kinds of things make this person mad, sad, frustrated during the evening?


Again, remember not to take a whole, typical Saturday or Sunday.  Take pieces of time
and ask for the typical, best and worst version of it.


Your Notes:


What did you find out?


What is different about the
weekend?
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Additional Information (if needed):


Positive Rituals Survey


Positive rituals ease us through our days and help us mark special occasions. For
each of the following questions, include as much detail as you can. Do not be
trapped by the space provided, use extra sheets of paper. Remember that the
more physical assistance someone needs and the less they are able to talk about
their support needs, the more detail is needed for the positive rituals and
routines.  Positive rituals that detail intimate personal care can be part of
someone's "private" plan that you only show certain people.


1. List some of the individual's daily rituals.  Pay particular attention to the
beginning of the day and the end of the day rituals.  Each of us have specific
activities that we do every morning including whether we brush our teeth
before bathing, during our shower, before we leave the bathroom, or after
breakfast, that comprise our morning rituals.


List morning (getting up) rituals -


List nighttime (going to bed) rituals -
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2. List some of your the individual's rituals of transition -  What does he or she
do everyday when arriving at work, school or training? When arriving home
from work, school or training?


List arriving at work, school or training rituals -


List arriving at home rituals -


3.   List some of the individual's weekly rituals -


List Sunday rituals (if there are a couple of different ways, list them all)-


List any regular weekly rituals (friends that always visited, TV shows
always watched) -
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4.  List some of the individual's rituals of celebration and comfort -


Indicate how he/she likes to celebrate when something good happens.-


Indicate how he/she comforts him or herself when something
unpleasant happens, how does he/she make him or herself feel better?


5. List some holiday rituals -


What has to happen in order for it to be his or her birthday?


What foods have to be on the table at which holidays?


What does he or she have to do during some holidays (e.g., go look at
the Christmas lights)?
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Listen to Me Communicate


This part of the workbook is designed to support people who do not use words to
talk, or who have difficulty in communicating with words. This section is also useful
for people who do use words to talk but are difficult to understand and as a way of
recording how we communicate with people who have difficulty in understanding
what we say.


The heading what is happening describes the circumstances that seem to affect what
the person does. For example, it could be the place, the people around, or the activity
that affect someone’s behavior. The heading (person’s name) does describes what
the person does in terms that are clear to a reader who has not seen it and would still
recognize it. For people where it is something hard to describe (e.g., a facial
expression), a picture or even a video recording may be preferred. The heading We
think it means describes the meaning that people think is present. It is not
uncommon for there to be more than one meaning for a single behavior. Where this is
the case, all of the meanings should be listed. The heading And we should describes
what those who provide support are to do in response to what the person is saying
with their behavior. The responses under this heading give a careful reviewer a great
deal of insight into how the person's communication is perceived and supported.


The following page has a sample to help you get started.
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It's easiest to start
with what the
person does, then
move on to what
we think it means
and then outward to
what is happening
and we should.
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Hopes and Dreams for the Future


What are your hopes and dreams for this individual?  What would be his or her best
future? For example:


Where does he or she live? with whom? what kind of support?


What does he or she do during the day?


What would the individual do for fun?


Remember, there are no right or wrong answers!  Just take a few minutes and think
about what could be and don't worry about things that might get in the way.
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Hopes and Dreams for the Future are . . .
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S. HUGHES MELTON, MD, MBA BEHAVIORAL HEALTH AND DEVELOPMENTAL SERVICES Telephone (804) 786-3921 
FAAFP, FABAM Post Office Box 1797 Fax (804) 371-6638 
COMMISSIONER Richmond, VA 23218-1797 www.dbhds.virginia.gov 
 


 
   


 
Dear DD Waiver Waiting List Individual/Family Member, 
 
About a month ago you received a letter asking you to complete and sign the enclosed forms in order 
for the Department of Behavioral Health and Developmental Services to keep you or your family 
member on the DD Waivers waiting list. This is your second and last reminder that to remain on the 
waiting list, you must tell us that you still want to receive services in the community through a 
Medicaid Developmental Disabilities waiver rather than services in an institution. The way you do 
that is to choose waiver and sign the enclosed Individual Choice form. This shows you still want to be 
considered for a DD waiver. You must sign and return this form once a year. 
Please also quickly review and check the boxes of services that best describe your needs on the 
Needed Services form.  
 
After completing and signing these forms, please return them both within two weeks. These may be 
returned through any of the following methods: 


o scan and email back to WaiverWaitlist@dbhds.virginia.gov [preferred method], or 
or  


o send through postal mail to Waiver Wait List/DBHDS, 1220 Bank Street, Richmond, VA 
23219 


If you have any questions, please contact your support coordinator at your local Community Services Board 
(CSB). If you do not have an assigned support coordinator, you should contact the support coordination (case 
management) division of your local CSB.  
 
NOTE: If you do not return these forms in a timely manner, your name will be removed from the DD waivers 
waiting list. 
 
If, at any point during the year, your or your family’s situation changes significantly, you should contact your 
support coordinator/local CSB so that the CSB may update your DD waiver waiting list Priority Needs level.  
This helps the CSB to have the most up-to-date information to share with the committee that assigns DD 
waiver slots when they are available.                         
 
Thank you for responding quickly to this request. 
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FAAFP, FABAM Post Office Box 1797 Fax (804) 371-6638 
COMMISSIONER Richmond, VA 23218-1797 www.dbhds.virginia.gov 
 


 
  


      
 
Estimado individuo de la Lista de espera de Exención de Discapacidades de Desarrollo (Developmental 
Disabilities, DD) o familiar: 
 
Hace aproximadamente un mes recibió una carta solicitándole que completara y firmara los formularios 
adjuntos para que el Departamento de Salud Conductual y Servicios de Desarrollo lo mantuviera, a usted o su 
familiar, en la lista de espera de Exención de DD. Este es su segundo y último recordatorio para permanecer 
en la lista de espera, para ello debe informarnos que aún desea recibir los servicios en la comunidad a través 
de la Exención de Discapacidades de Desarrollo de Medicaid, en vez de recibir los servicios en una 
institución. Para hacer esto, debe elegir exención y firmar el formulario de Elección Individual adjunto. Esto 
muestra que aún desea ser considerado para una exención de DD. Debe firmar y entregar este formulario una 
vez al año. 
 
También revise rápidamente y seleccione los recuadros de servicios que mejor describan sus necesidades en el 
formulario de Servicios Necesarios.  
 
Luego de completar y firmar estos formularios, debe entregar ambos en un período de dos semanas. Puede 
entregar los formularios a través de cualquiera de los siguientes métodos: 


o escanearlos y enviarlos por correo a WaiverWaitlist@dbhds.virginia.gov [método preferido]; o 
o enviarlos a través de correo postal a Waiver Wait List/DBHDS, 1220 Bank Street, Richmond, VA 


23219. 


En caso de tener alguna pregunta, debe contactar a su Coordinador de Apoyo a la Junta de Servicios 
Comunitarios (Community Services Board, CSB) local. Si no tiene un Coordinador de Apoyo asignado, debe 
contactar a la División de Coordinación de Apoyo (administración de casos) de su CSB local.  
 
NOTA: Si no entrega los formularios de manera oportuna, se retirará su nombre de la lista de espera de 
exenciones de DD. 
 
Si, en cualquier momento del año, cambia considerablemente su situación o la de su familia, debe contactar a 
su Coordinador de Apoyo/CSB local para que la CSB pueda actualizar su nivel de Necesidades Prioritarios en la 
lista de espera de exención de DD.  Esto ayuda a la CSB a tener la información más actualizada para 
compartirla con el comité que asigna los puestos de exención de DD cuando están disponibles. 
 
Gracias por responder rápidamente esta solicitud.    
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  Dear DD Waiver Waiting List Individual/Family Member, 
 
You or your family member is currently on the DD Waivers waiting list. To remain on the waiting list, you 
must tell us once a year that you still want to receive services in the community through a Medicaid 
Developmental Disabilities waiver rather than receive services in an institution.  
 
If you still want to receive DD waiver services in the community, choose “DD waiver services” and sign the 
enclosed Individual Choice form. You will be asked to make this choice when we send a letter each year.    
 
Please also quickly review and check the boxes of services that best describe your needs on the Needed Services 
form.  
 
After completing and signing these forms, please return them both within two weeks. These may be returned 
through any of the following methods: 


o scan and email back to WaiverWaitlist@dbhds.virginia.gov [preferred method], or 
o send through postal mail to Waiver Wait List/DBHDS, 1220 Bank Street, Richmond, VA 23219 


DO NOT MAIL OR BRING THESE FORMS TO YOUR SUPPORT COORDINATOR!  PLEASE SEND 
THEM AS INSTRUCTED ABOVE. 
 
If you have any questions, please contact your support coordinator at your local Community Services Board 
(CSB). If you do not have an assigned support coordinator, you should contact the support coordination (case 
management) division of your local CSB.  
 
NOTE: If you do not return these forms in a timely manner, your name will be removed from the DD waivers 
waiting list. Before that happens, you will receive notification and offered the right to appeal; however, your 
prompt return of the enclosed forms will prevent the need for further action and maintain your waiting list 
status. 
 
If, at any point during the year, your or your family’s situation changes significantly, you should contact your 
support coordinator/local CSB so that the CSB may update your DD waiver waiting list Priority Needs level.  
This helps the CSB to have the most up-to-date information to share with the committee that assigns DD waiver 
slots when they are available. 
 
Thank you for responding quickly to this request.    
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Estimado miembro familiar/individual en lista de espera para la exención por Discapacidad del Desarrollo 
(Developmentally Disabled, DD): 


 
Usted o su familiar se encuentran actualmente en lista de espera para la exención por DD. Para permanecer dentro de la 
lista de espera deberá indicarnos, una vez al año, que todavía desea recibir los servicios en la comunidad, a través 
de una exención por discapacidades del desarrollo de Medicaid en vez de en una institución. 
 
 La forma de hacerlo es escogiendo una exención y firmar el formulario de Elección Individual que está adjunto. Esto 
demuestra que usted todavía desea ser considerado para una exención por DD.    
Por favor, revise brevemente y verifique la lista de servicios que mejor describa sus necesidades en el formulario de 
Servicios Necesarios.  
 
Después de completar y firmar ambos formularios, regréselos dentro de dos semanas. Puede hacerlo a través de cualquiera 
de los siguientes métodos: 


o escanéelos y envíelos por correo electrónico a WaiverWaitlist@dbhds.virginia.gov [método de 
preferencia], o 


o envíelos a través del servicio postal a Waiver Wait List/DBHDS, 1220 Bank Street, Richmond, VA 23219 


¡NO LE  ENVÍE NI ENTREGUE ESTOS FORMULARIOS A SU COORDINADOR DE APOYO!  POR FAVOR, ENVÍESELOS SEGÚN 
LAS INSTRUCCIONES ANTERIORES. 
 
Si tiene alguna pregunta, contacte al coordinador de apoyo en su Junta de Servicios Comunitarios (Community Services 
Board, CSB) local. Si no tiene asignado un coordinador de apoyo, deberá contactar a la división de coordinación de apoyo 
(gestión de casos) en su CSB local.  
 
NOTA: Si usted no devuelve estos formularios puntualmente, se le eliminará su nombre de la lista de espera de las 
exenciones DD. Antes de occurir eso, usted recibirá una notificación y se le ofrecerá el derecho a apelar; sin embargo, si 
usted devuelve los formularios contenidos de manera puntual, no habrá necesidad de tomar más acción y usted 
mantendrá su lugar en la lista de espera.  
 
Si, en algún momento del año, la situación de usted o de su familiar cambia de manera significativa, deberá contactar a su 
coordinador de apoyo o CSB local para que la CSB pueda actualizar su nivel de necesidades prioritarias en la lista de 
espera de exención por DD.  De esta forma ayuda a la CSB a tener la información más actualizada para compartirla con el 
comité que asigna las vacantes de exención por DD cuando están disponibles. 
 
Gracias por su pronta respuesta a esta solicitud. 
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PROMOTING CULTURAL DIVERSITY AND CULTURAL COMPETENCY 


 
Self-Assessment Checklist for Personnel Providing Services and Supports  


to Children with Disabilities & Special Health Needs and their Families 
 Children with  
Disabilities & Special Health Needs and their Families 
Directions: Please select A, B, or C for each item listed below. 


 
A  =  Things I do frequently,  or statement applies to me to a great degree 
B  =  Things I do occasionally, or statement applies to me to a moderate degree 
C  =  Things I do rarely or never, or statement applies to me to minimal degree or not at all 


 
PHYSICAL ENVIRONMENT, MATERIALS & RESOURCES 


 
 
 
_____ 1. I display pictures, posters and other materials that reflect the cultures and ethnic 


backgrounds of children and families served by my program or agency. 
 
_____ 2. I insure that magazines, brochures, and other printed materials in reception areas 


are of interest to and reflect the different cultures of children and families served 
by my program or agency. 


 
_____ 3. When using videos, films or other media resources for health education, treatment 


or other interventions, I insure that they reflect the cultures of children and families 
served by my program or agency. 


 
_____ 4. When using food during an assessment, I insure that meals provided include 


foods that are unique to the cultural and ethnic backgrounds of children and 
families served by my program or agency. 


 
_____   5. I insure that toys and other play accessories in reception areas and those, which 


are used during assessment, are representative of the various cultural and ethnic 
groups within the local community and the society in general. 


  
 
 
 
 
 
 
 
 
 
 
 
 
 
 







Tawara D.  Goode - Georgetown University Center for Child & Human Development 
University Center for Excellence in Developmental Disabilities Education, Research & Service 
Adapted from – “Promoting Cultural Competence and Cultural Diversity in Early Intervention and Early Childhood 
Settings” - June 1989.  Revised 1993, 1996, 1999, 2000, 2002, 2004, & 2009.      Page 2 


 
 


COMMUNICATION STYLES 
 
_____ 6. For children who speak languages or dialects other than English, I attempt to 


learn and use key words in their language so that I am better able to communicate 
with them during assessment, treatment or other interventions. 


 
_____    7. I attempt to determine any familial colloquialisms used by children and families 


that may impact on assessment, treatment or other interventions.  
 
_____  8. I use visual aids, gestures, and physical prompts in my interactions with children 


who have limited English proficiency. 
 
_____    9. I use bilingual staff or trained/certified interpreters for assessment, treatment and 


other interventions with children who have limited English Proficiency.  
 
_____ 10. I use bilingual staff or trained/certified interpreters during assessments, treatment 


sessions, meetings, and for or other events for families who would require this 
level of assistance. 


 
11. When interacting with parents who have limited English proficiency I always keep 


in mind that: 
 
_____  * limitations in English proficiency is in no way a reflection of their level of 


intellectual functioning. 
 
_____  * their limited ability to speak the language of the dominant culture has no 


bearing on their ability to communicate effectively in their language of 
origin. 


 
_____  * they may or may not be literate in their language of origin or English. 
 
_____ 12. When possible, I insure that all notices and communiqués to parents are written in 


their language of origin. 
 
_____ 13. I understand that it may be necessary to use alternatives to written 


communications for some families, as word of mouth may be a preferred method 
of receiving information.  


 
 14. I understand the principles and practices of linguistic competency and: 
 
_____  * apply them within my program or agency.  
 
_____  *      advocate for them within my program or agency. 
 
_____  15. I understand the implications of health literacy within the context of my roles and 


responsibilities.  
 
_____   16.  I use alternative formats and varied approaches to communicate and share 


information with children and/or their family members who experience disability.  
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VALUES AND ATTITUDES 
 
_____ 17. I avoid imposing values that may conflict or be inconsistent with those of cultures 


or ethnic groups other than my own. 
 
_____ 18. In group therapy or treatment situations, I discourage children from using racial 


and ethnic slurs by helping them understand that certain words can hurt others. 
 
_____ 19. I screen books, movies, and other media resources for negative cultural, ethnic, 


or racial stereotypes before sharing them with children and their parents served by 
my program or agency. 


 
_____ 20. I intervene in an appropriate manner when I observe other staff or parents within 


my program or agency engaging in behaviors that show cultural insensitivity, bias 
or prejudice. 


 
_____   21. I understand and accept that family is defined differently by different 


cultures (e.g. extended family members, fictive kin, godparents). 
 
_____ 22. I recognize and accept that individuals from culturally diverse backgrounds may 


desire varying degrees of acculturation into the dominant culture. 
 
_____ 23. I accept and respect that male-female roles in families may vary significantly 


among different cultures (e.g. who makes major decisions for the family, play and 
social interactions expected of male and female children). 


 
_____ 24. I understand that age and life cycle factors must be considered in interactions with 


individuals and families (e.g. high value placed on the decisions of elders or the 
role of the eldest male in families).  


 
_____ 25. Even though my professional or moral viewpoints may differ, I accept the 


family/parents as the ultimate decision makers for services and supports for their 
children. 


 
_____ 26. I recognize that the meaning or value of medical treatment, health and mental 


health care, and special education may vary greatly among cultures.  
 
_____  27. I recognize and understand that beliefs and concepts of emotional well-being vary 


significantly from culture to culture. 
 
_____  28. I understand that beliefs about mental illness and emotional disability are 


culturally-based.  I accept that responses to these conditions and related 
treatment/interventions are heavily influenced by culture.   


 
_____ 29. I accept that religion and other beliefs may influence how families respond to 


illnesses, disease, disability and death.  
  
_____ 30. I recognize and accept that folk and religious beliefs may influence a family's 


reaction and approach to a child born with a disability or later diagnosed with a 
physical/emotional disability or special health care needs. 
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_____ 31. I understand that traditional approaches to disciplining children are influenced by 


culture. 
 
_____ 32. I understand that families from different cultures will have different expectations of 


their children for acquiring toileting, dressing, feeding, and other self-help skills. 
 
_____ 33. I accept and respect that customs and beliefs about food, its value, preparation, 


and use are different from culture to culture. 
 


_____   34. Before visiting or providing services in the home setting, I seek information on 
acceptable behaviors, courtesies, customs and expectations that are unique to 
families of specific cultures and ethnic groups served by my program or agency. 


 
_____   35. I seek information from family members or other key community informants that 


will assist in service adaptation to respond to the needs and preferences of 
culturally and ethnically diverse children and families served by my program or 
agency. 


 
_____ 36. I advocate for the review of my program's or agency's mission statement, goals, 


policies, and procedures to insure that they incorporate principles and practices 
that promote cultural diversity and cultural competence. 


 
 
 
How to use this checklist 
This checklist is intended to heighten the awareness and sensitivity of personnel to the importance of 
cultural diversity and cultural competence in human service settings.  It provides concrete examples of the 
kinds of values and practices that foster such an environment.  There is no answer key with correct 
responses.  However, if you frequently responded "C", you may not necessarily demonstrate values and 
engage in practices that promote a culturally diverse and culturally competent service delivery system for 
children with disabilities or special health care needs and their families.  
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DRS Transition Services  
support students as they move 
from high school to the world of 
work and adult life.
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DRS and Transition Services


The Division of Rehabilitative Services is part of the 
Department for Aging and Rehabilitative Services. DRS is 
a federal-state program offering vocational rehabilitation 
services for people who have disabilities as they prepare 
for, find or keep a job. Our goal is integrated community 
based competitive employment (offering at least 
minimum wage). 


DRS has 36 offices located across Virginia and is 
committed to improving the employment and 
independence of persons with significant disabilities 
including youth in transition. 


Early involvement  
is the KEY to  
successful  


transition services.
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Each DRS office has a Vocational Rehabilitation 
counselor who specializes in serving youth. 


The VR counselor is a trained specialist who works 
with young people and their families, schools and 
other agencies to design a plan for employment and 
successful life beyond high school. 


Transition services helps students with disabilities make 
the adjustment from school to life beyond high school. 
It is a multi-year process jointly planned with students, 
their families and service providers to help young 
people achieve their life and career goals.


Three years before students expect to exit school they 
should talk with a VR counselor about applying for VR 
services. 


Referral to DRS


Students with disabilities should be encouraged to 
apply for VR services. This includes students who:


a Have an Individual Education Plan (IEP)
a Have a 504 Plan
a May not need academic or physical    
 accommodations in high school, but may need 
 them later for employment
a Are at risk for dropping out or have already 
 dropped out of high school







Services offered by DRS


•	 Assistive Technology (AT)–could be a device or a 
service that will help a person perform tasks more 
independently.


•	 Career Exploration–offers the opportunity to  
research different career fields and areas of  
interests.


•	 Career Guidance and Counseling–is provided by 
the VR counselor throughout the entire  
process.


•	 Job Development–may include activities such as 
searching for job opportunities, completing a job  
application form, developing a resume, or 
practicing for an interview.


•	 Job Placement–provided as part of the 
employment plan.


•	 Job Shadowing–provides an opportunity to observe 
employees at their job to see how a job is done.


•	 On-the-Job Training–offers on-site instruction for a 
specific job.


•	 Postsecondary Training and Education–may be 
offered when needed to reach the employment 
goal.


3 Years Prior to Exit


•	Meet with a VR 
  counselor
•	Apply for VR services
•	Discover community
  resources


2 Years Prior to Exit


•	Assess your skills
•	Discover your interests
•	Identify your career  


options 


Exit Year & Beyond


•	Explore postsecondary 
   options
•	Become employed
•	Gain independence
•	Reach your goals!


1 Year Prior to Exit


•	Develop a career plan
•	Get work experience 
•	Learn self-advocacy
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•	 PERT–is a program at the Wilson Workforce and  
Rehabilitation Center that provides a comprehensive 
assessment in vocational, independent living and 
social skills.


•	 Supported Employment-job coaching may be 
considered if a person needs specific help learning a 
job or maintaining a job.


•	 Vocational Evaluation and Assessment–helps to 
identify a person’s strengths, preferences,  
interests and needs.


Applying to DRS


DRS recommends that students explore VR services and 
consider meeting their VR counselor three years before 
they plan to graduate high school. This early involvement 
helps students get to know their VR counselor and helps 
the counselor work with the student to outline activities 
that lead to achievement of the employment goal.


Call 800-552-5019 or contact the DRS office nearest you 
or to find out which counselor serves the school division in 
your area. With parental consent, other individuals such 
as family, friends, school personnel or other community 
based service providers may refer a student to DRS. 


Timeline for students







Get to know your  
transition team!


The VR counselor is one of the team  
members who assists students  


with their transition plan.
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Transition Teams


Transition teams are made up of many individuals 
who come together to help the student plan for their 
future. The team’s members represent different areas of 
knowledge. 
 
Together with the student and their family, transition 
teams bring together information to help the student 
make the best choice for the future. 


The transition team works with the student and the 
family; the student is the key member. 


Depending on the student’s need, the transition team 
is generally made of the IEP team, representatives from 
outside agencies, organizations, advocates, therapists, 
friends and family members. 


The student and the family may suggest team members 
needed to help the student reach identified goals. As 
much as possible the student should be the leader of 
the transition team and the transition plan.


See the Important Resources section for possible team 
representatives.


Eligibility for DRS


You may be eligible for DRS if you have a goal of 
competitive employment in an integrated job setting 
and meet the criteria for eligibility. Eligible individuals 
have a physical, mental, emotional, sensory or  
learning disability that interferes with their ability to 
work. The person must need DRS services in order to get 
or keep a job.


When students receive Social Security Disability  
Insurance (SSDI) or Supplemental Security Income (SSI) 
for their disability, they are presumed eligible for DRS 
Services—if they intend to become employed.







Frequently Asked Questions


Do parents have input in the student’s VR plan?
Yes. A student’s parent or guardian is one of the most  
important transition planning team members. Their 
support is important in the first meeting with the VR 
counselor as well as throughout the planning process. A 
valuable resource for families is the Parent Educational 
Advocacy Training Center (PEATC). 


At what age or grade should a young person  
become involved with DRS?
DRS recommends that youth become involved three 
years before they exit or graduate high school. The 
VR counselor can provide consultative services earlier 
when appropriate. Early involvement while still in school 
allows time to help the student explore employment 
options and plan job readiness activities while still in 
school.


What services will cost the student or family? 
DRS will look at the income of eligible individuals to 
determine if they will be required to share in the cost of 
vocational rehabilitation services. Family resources  
are considered when cost services are needed. 
Funding is discussed when the employment plan is 
developed.


Services that are provided without cost are:
• Career exploration
• Career guidance and counseling
• Disability awareness counseling
• Follow-up services after job placement
• Job seeking and placement (no required job 


coach)
• On-The-Job Training (OJT) program
• Unpaid work experiences
• Vocational assessment


Services that may have a cost share are:
• Assistive technology
• College
• Durable medical equipment or other goods
• Supported employment (working with a job coach)


– Job seeking
– Job placement follow along services


• Therapies or other medical services
• Training programs


Will DRS pay for college? 
If college education is needed to achieve the 
employment goal, the amount the family or youth 
contribute and what DRS contributes is determined 
based on financial need and other factors.   


Will DRS pay for psychological testing for college?
To determine eligibility and for appropriate planning 
purposes in the development of the employment 
plan, DRS may pay for psychological testing. This is 
considered on a case by case basis.


If a student declines DRS services, can they  
apply after graduation?
Yes. DRS provides services to persons with disabilities of 
all ages. Early involvement is encouraged in order to 
take advantage of a team approach while a student 
is in school. Some students may not be interested in 
services until after they have exited school or have 
found difficulty navigating the world of work on their 
own. 


What services are not available through DRS?
Per federal regulations, DRS does not fund services  
in non-integrated employment settings such as 
Sheltered Workshops. DRS cannot purchase vehicles 
or homes under any circumstances, nor can we pay 
existing debts. This includes debts, liens, judgments, 
outstanding bills, fines, court costs, interest payments 
and similar expenses.


IMPORTANT POINT! 


Finding out about and plan-
ning ahead for transition ser-
vices while still in school will 
help prevent gaps in services 
for the student.


Develop your 
career plan!
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Important Resources


211– Connects you to a trained professional, who can provide fast, free, 
confidential referrals to a wide variety of health and human services 
in your community. Some of the services include: employment, work 
initiatives, support to people with disabilities (Virginia Easy Access), after 
school programs, nutrition programs and physical and mental health 
resources. Dial 2-1-1 or go to www.211virginia.org.


Centers for Independent Living– CILS are non-residential places of action 
and coalition, where persons with disabilities learn empowerment and 
develop the skills necessary to make lifestyle choices. Centers provide 
services and advocacy to promote the leadership, independence, and 
productivity of people with disabilities. Go to www.vadrs.org/cbs/cilslisting.
htm to find a Center near you or call 800.552.5019 or 800.464.9950 for TTY.


I’m Determined– Focuses on self-advocacy providing direct instruction, 
models and opportunities to practice skills associated with self-
determined behavior. The self-determined student knows how to set and 
achieve goals and has a greater understanding of personal strengths 
and how to get support for areas of need. This project facilitates youth, 
especially those with disabilities to undertake a measure of control in their 
lives, helping to set and steer the course rather than remaining the silent 
passenger. www.ImDetermined.org


Parent Resource Centers– PRCs assist parents with questions and 
planning as well as provide resources and training sessions. About 49 
of the 134 school divisions in Virginia maintain a PRC. In school divisions 
without PRCs, parents should contact teachers or administrators for the 
information and assistance they need. To see if a PRC is in your school 
division visit www.vaprcs.org.


Postsecondary Education Rehabilitation Transition Program–PERT is a 
highly effective school-to-work transition initiative supported by the 
Virginia Department of Education and administered through the Virginia 
Department for Aging and Rehabilitative Services at Wilson Workforce 
and Rehabilitation Center (WWRC). It assists students in their transition 
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from high school to postsecondary options through assessments in 
vocational, independent living and social skills. PERT services are 
provided on the WWRC Campus where students reside in a dormitory.  
www.wwrc.net/PERT.htm


Social Security Work Incentives– If you receive government  
benefits such as SSI, SSDI, food or housing assistance, Community Work 
Incentive Coordinators can discuss how employment may maximize your 
monthly income. The CWIC or your VR counselor can also help connect 
you to a Work Incentives Specialist who provides individualized planning 
regarding your benefits. For details go to www.socialsecurity.gov/work  
or call the Ticket to Work Help Line at 866.968.7842 or 866.833.2967 (TTY).


Virginia Assistive Technology System– VATS assists those who need 
assistive technology to get appropriate and affordable equipment 
or devices. VATS helps people to learn about the range of available 
technology, select the most appropriate device, receive training on 
how to use the selected device and find resources that may pay for the 
device. Call 800.435.8490 or go to www.vats.org.



http://www.easyaccess.virginia.gov

http://www.211virginia.org/

http://www.vadrs.org/cbs/cilslisting.htm

http://www.vadrs.org/cbs/cilslisting.htm

http://www.IMDetermined.org

http://vaprcs.org

http://www.doe.virginia.gov/

http://www.vadrs.org/

http://www.vadrs.org/

http://www.wwrc.net/PERT.htm

http://www.socialsecurity.gov/work

http://www.vats.org





Important Resources


Virginia Career VIEW– Vital Information for Education and Work is 
recognized as the Commonwealth’s Career Information Delivery System 
for all students in grades K-8 in Virginia. Virginia Career VIEW also serves 
school counselors, educators, workforce development professionals, 
students, parents and job seekers through career resources, research, 
outreaches and professional development training. Call the Career 
Information Line at 800.542,5870 or go to www.vaview.org. 


Virginia Department of Behavioral Health and Developmental Services 
DBHDS is Virginia’s public mental health, intellectual disability and 
substance abuse services system, is comprised of 16 state facilities and 
40 locally-run community services boards (CSBs). The CSBs are the point 
of entry into the publicly-funded system of services for mental health, 
intellectual disability, and substance abuse. CSBs provide pre-admission 
screening services 24-hours per day, 7 days per week. For a location near 
you visit www.dbhds.virginia.gov/individuals-and-families/community-
services-boards.


Virginia Department of Education– VDOE is the administrative agency 
for Virginia’s public schools.  It  offers specific guidance and resources for 
families including graduation requirements, special education policies, 
announcements and other helpful information. Their website is designed 
to make information easy to find and accessible to educators, parents, 
students or someone interested in learning more about the department 
and the commonwealth’s public schools.  
www.doe.virginia.gov


Virginia Education Wizard– an online program that can help students 
and families to explore careers; assess skills, interests and values; pursue 
a career; find a college that is right, pay for college, transfer from a 
community college to a university, save for college, apply for financial 
aid and request reasonable accommodations.  
www.vawizard.org/wizard/home
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Wilson Workforce and Rehabilitation Center– provides people with 
disabilities comprehensive and individualized services that lead to 
employment and improved independence. WWRC provides vocational 
evaluation and training, life skills evaluation and training, medical 
rehabilitation, assistive technology and other services. Medical 
rehabilitation services are available for individuals with physical, 
cognitive, sensory and/or emotional disabilities, such as those related to 
spinal cord injury, stroke, traumatic brain injury or other neurological or 
orthopedic conditions. To learn more talk to your VR counselor or go to 
http://wwrc.virginia.gov.



http://www.vaview.org

http://www.dbhds.virginia.gov/about-dbhds/facilities

http://www.dbhds.virginia.gov/individuals-and-families/community-services-boards

http://www.dbhds.virginia.gov/individuals-and-families/community-services-boards

http://www.dbhds.virginia.gov/individuals-and-families/community-services-boards

http://www.doe.virginia.gov

http://www.vawizard.org/wizard/home

http://wwrc.virginia.gov





TIPS FOR STUDENTS  
AND PARENTS
Start Early! 
Learn about DRS, meet the VR counselor who covers your school and 
discuss when you should apply.


Advocate for yourself! 
Learn self determination skills and practice them. 


Participate actively in your planning!
Do your research, know your options and ask questions.


Communicate with your counselor! 
Planning for the future is done with you—not for you.  
Initiate communication and keep all appointments made with your 
counselor and transition team.


Ask Questions! 
What other services may help you? What can you do to help in the 
process? What should you expect and what are things you cannot 
expect of DRS?
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Contact DRS


Locate the DRS office nearest to you by going to  
www.vadars.org/offices.aspx.


VR counselors are assigned to every high school in 
Virginia.


DARS Central Office
Division of Rehabilitative Services
8004 Franklin Farms Drive
Henrico, Virginia 23229


800-552-5019 
804-662-7000 
Fax: 804-662-9532 
Toll Free TTY: 800-464-9950


dars@dars.virginia.gov 
www.vadars.org



www.vadars.org

http://www.vadars.org/offices.aspx

mailto:dars%40dars.virginia.gov%0A?subject=Transition%20services

www.vadars.org






 








DBHDS Regional Supports Specialists 


10/31/20, effective 11/10/20 - Revised 5/17/21 


Regional Supports Manager 
Kenneth Haines, effective 11/10/20  
804-774-4469 (office) 
804-337-5709 (cell) 
kenneth.haines@dbhds.virginia.gov 


Regional Supports Specialists  CSB 
DBHDS Region 1 
Lisa Zwecker 


804-920-3410 
lisa.zwecker@dbhds.virginia.gov 


Alleghany Highlands CSB 
Harrisonburg-Rockingham CSB 
Horizon Behavioral Health 
Northwestern CSB 
Rappahannock-Rapidan CSB 
Region Ten CSB 
Rockbridge Area CSB 
Valley CSB 


  
DBHDS Region 2 
Stephanie Mote 
804-205-6767 
stephanie.mote@dbhds.virginia.gov 


Fairfax-Falls Church CSB 
Loudoun County CSB 
 


  
DBHDS Region 2 
Melissa Sullivan 
804-221-9442 
melissa.sullivan@dbhds.virginia.gov 


Alexandria CSB 
Arlington County CSB 
Henrico Area Mental Health & Developmental Services 
Prince William County CSB 
Rappahannock Area CSB  


  
DBHDS Region 3 
Anne Camporini 
804--621-3032  
anne.camporini@dbhds.virginia.gov 
  


Blue Ridge Behavioral Healthcare  
Cumberland Mountain CSB   
Danville-Pittsylvania CSB   
Dickenson County Behavioral Health Services  
Highlands CSB  
Mount Rogers CSB   
New River Valley CSB   
Piedmont CSB   
Planning District One Behavioral Health Service  
Southside CSB  







DBHDS Regional Supports Specialists 


10/31/20, effective 11/10/20 - Revised 5/17/21 


  
DBHDS Region 4 
Kira Graves 
804-807-3580 
kira.graves@dbhds.virginia.gov 


Chesterfield CSB 
Crossroads CSB 
District 19 CSB 
Goochland-Powhatan CSB 
Hanover County CSB 
Middle Peninsula-Northern Neck CSB 
Richmond Behavioral Health Authority 


  
DBHDS Region 5 
Brandy Martin 
804-221-2749 
brandy.martin@dbhds.virginia.gov 
 


Chesapeake CSB 
Colonial Behavioral Health 
Eastern Shore CSB 
Hampton-Newport News CSB 
Norfolk CSB 
Portsmouth Dept of Behavioral Healthcare Services 
Virginia Beach Dept of Human Services 
Western Tidewater CSB 


 








INDIVIDUAL’S NAME 
DATE SUBMITTED 


DIVISION OF DEVELOPMENTAL SERVICES 
VIRGINIA SIS® REASSESSMENT REQUEST FORM 


Reassessment Request DBHDS 03-31-2020, REV 10/7/2021 


 


1. Date request submitted:  Click to enter date  RSS:  Click to select RSS  


2. Individual’s Information: 


Name:       CSB:       


Address:       Medicaid: #       CSB Tracking: #       
Date of Birth: 
Click to enter date 


Date of Last SIS: 
Click to enter date 


SIS ID Number: 
      


 
3. Reason for reassessment request (select appropriate category  & attach required documentation as listed 


below):  
 


  Significant and sustained increase/decrease in medical support needs over a period of 6 months:  
Please briefly describe how medical supports have changed since the most recent SIS:  
      
 


  Significant and sustained increase/decrease in behavioral support needs over a period of 6 months:  
Please briefly describe how behavioral supports have changed since most recent SIS:  
      
 


  Sustained and significant change in any 2 Life/Activity Domains (Life Activity Domains: Parts A-F & Protection 
and Advocacy Section of the SIS)  
Please briefly describe how supports have changed since most recent SIS:   
      
 


  Other:  Please briefly describe changes in supports provided since most recent SIS:  
      


                       
4. Was this request reviewed by your CSB SIS Administrator (select one)?  Yes  No 


 


5. Support Coordinator/Case Manager Information:  


 
Name:       Agency:       
Phone:  #       Phone:  #       
Email Address:       


 
Enter any pertinent additional information: 


      
 
 
 
  







INDIVIDUAL’S NAME 
DATE SUBMITTED 


DIVISION OF DEVELOPMENTAL SERVICES 
VIRGINIA SIS® REASSESSMENT REQUEST FORM 


Reassessment Request DBHDS 03-31-2020, REV 10/7/2021 


 


Supporting documentation for Reassessment Request (include 6 months of supporting documentation 
and indicate material included). 


For significant and sustained changes related to medical support needs, please submit: 


  Skilled/Private Duty nursing plans 
  Documentation of any referrals for new supports/services made by the support coordinator 
  Any relevant medical/physicians’ orders that corroborate the change in medical supports 
  Quarterly reports from all approved waiver services. 
  All relevant incident reports 
  Part Vs (Plans for Support) identify changes made to reflect increased/decreased support need(s).  DBHDS 


staff will confirm via WaMS.         


For significant and sustained changes related to behavioral support needs, please submit: 


  Therapeutic consultation plans currently being utilized 
  Documentation of any referrals for new supports/services made by the support coordinator 
  Active crisis support and/or behavior support plans 
  Quarterly reports from all approved waiver services. 
  All relevant behavior data 
  All relevant incident reports 
  Part Vs (Plans for Support) identify changes made to reflect increased/decreased support need(s).  DBHDS 


staff will confirm via WaMS.         


For sustained and significant change in any 2 Life/Activity Domains, please submit: 


  Documentation of any referrals for new supports/services made by the support coordinator 
  Quarterly reports from all approved waiver services. 
  Part Vs (Plans for Support) identify changes made to reflect increased/decreased support need(s).  DBHDS 


staff will confirm via WaMS.         


Special Instructions: 


1. If a reassessment is being requested for both medical and behavioral support reasons, please submit all material as 
outlined above under both criteria.   


2. If a reassessment is being requested for “Other” reasons – please submit any and all pertinent information relevant 
to the request.   


3. Reassessment requests must be submitted via secure email. 


 


 
 
 
 
 


—SECTION BELOW FOR DDS USE ONLY— 







INDIVIDUAL’S NAME 
DATE SUBMITTED 


DIVISION OF DEVELOPMENTAL SERVICES 
VIRGINIA SIS® REASSESSMENT REQUEST FORM 


Reassessment Request DBHDS 03-31-2020, REV 10/7/2021 


Date Request Received: Click to enter date       


RSS Review 
 Request rejected and sent back to CSB 


 The current SIS assessment was completed less than 6 months ago 
 No documentation, or documentation of less than 6 months, was submitted with the request  


 Request sent to SIS Quality Manager for DDS review 
 


RSS Signature: Click or tap to sign         Date: Click to enter date 
 


DDS Review: 


  Approved    Denied 
Notes:        


DDS Signatures: 
Maureen Kennedy, SIS Quality Manager 


     Click or tap to sign                             Date: Click to enter date 
Kenneth Haines, Regional Supports Manager 


     Click or tap to sign                              Date: Click to enter date 


 


 








DBHDS VA SIS® Reassessment Request Instructions 6/15/17, Rev 1/5/2021  


Department of Behavioral Health and Developmental Services   
Virginia SIS® Reassessment Request Instructions  


  


This form is used to request a reassessment of the Supports Intensity Scale® (SIS) for an individual currently 


enrolled in DD Waiver services.  The form is completed by the assigned Community Services Board (CSB) and 


submitted to the Regional Supports Specialist (RSS).    


1. The Support Coordinator (SC) completes the SIS Reassessment Request Form, selecting the appropriate 


category for reassessment.    


a. The SC provides a brief description explaining how supports have changed and/or new supports 


being provided since the most recents SIS.    


b. The SC submits documentation confirming the need and the new and/or increased supports.  The 


documentation is submitted along with the SIS Reassessment Request Form.  (*Required 


documentation for each category may be found on the SIS VA Reassessment Request Form dated 


1/5/2021).    


c. The SIS Point Person at the CSB reviews entire submission to ensure accuracy.  


  


2. The Point Person (or designee) submits the form and required documentation (via secure email) to the 


RSS.  SIS Reassessment form should be attached as a word document. 


  


3. The RSS reviews the full submission to ensure all required documentation is included.  If the submission 


is incomplete, the request will be rejected.  


a. Rejected:   


i. RSS indicates the reason why, signs and returns the form to the CSB.  


ii. A rejected submission may be resubmitted once the submission is complete. 


b. RSS indicates a review request is complete by signing  and forwarding for DDS review  


 


4. Following a comprehensive review of submitted documentation, the SIS Quality Manager in coordination 


with the Regional Supports Unit Manager, makes a decision and both sign in agreement. The request is 


either:  


a. Approved:    


i. The RSS notifies the requesting CSB of the outcome.    


ii. SIS vendor is made aware of the need for a new SIS via the SIS Vendor  


Report  


iii. The assigned SIS vendor requests respondent information from the SC and proceeds with 


scheduling the interview.   
  


b. Denied:   The RSS notifies the requesting CSB of the outcome.    
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DBHDS/Division of Developmental Services 
Virginia SIS Review Form, COVID-19 Pandemic Version 


This form is used to report that the interview was not conducted according to Standard Operating 
Procedures (SOPs).  If this is not your intent, do NOT complete the form.  


 
SIS assessments completed during the COVID-19 pandemic and any associated Virginia SIS Review Forms will 
be evaluated based on the Virginia Standard Operating Procedures for the SIS and Review Process COVID-19 
Pandemic Version. 
 


Please send a completed and signed copy of this form with a letter detailing the specific ways in which the 
Virginia Standard Operating Procedures for the administration of the SIS were not followed to DDS SIS Review 
Unit at the address listed below. Information about the Review process is available at www.dbhds.virginia.gov 
under Getting Help/Waiver Services/Supports Intensity Scale  
Name of individual who receives services: __________________________________________      
 


CSB/BHA/Training Center: __________________________________ 
 


Please check the item(s) that were not followed during the SIS interview in which you present and 
participated. 


Check those 
items that were 
NOT followed 
during the SIS  


Standard Operating Procedures for Conducting a SIS COVID-19 
(This list is not all inclusive. Refer to pages 1 & 2 for all SOPs.) 


 The SIS Interviewer gathered the information necessary to gain a full picture of the supports needed to 
support the individual both in the home and in the community. 


 The SIS Interviewer explained the reason for the SIS, the assessment process, and the role of 
respondents prior to starting the interview. 


 The SIS interview was conducted with at least two primary respondents who are defined as persons 
who have known the individual well for at least the last 3 months and have observed the individual 
closely in one or more environments for substantial periods of time.  


 At least 2 primary respondents were present for the entire interview. 
 Each question on the SIS was asked and opportunity for discussion was given during the assessment.  


 Each item on the assessment was described before it was rated.  
 Based upon the information shared by respondents, the SIS Interviewer made an item rating 


determination. 
 The final rating of each question was shared with the respondents.   
 The individual’s medical and behavioral support needs were discussed in the interview.  
 Other (Identify the SOP that was violated.) 


 


                Print Name                                                               Signature                    Date 
 


________________________________________  
Relationship to Individual Receiving Service 


 
____________________________________________________  __________________________________               
Contact Information: Phone number, mailing address 
 


Mail this form, letter and any supporting documentation to:   
DDS SIS Review Unit  


                          DBHDS 
                          PO Box 1797 
                           Richmond, VA  2321
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		DBHDS/Division of Developmental Services

		Virginia SIS Review Form, COVID-19 Pandemic Version

		This form is used to report that the interview was not conducted according to Standard Operating Procedures (SOPs).  If this is not your intent, do NOT complete the form.

		SIS assessments completed during the COVID-19 pandemic and any associated Virginia SIS Review Forms will be evaluated based on the Virginia Standard Operating Procedures for the SIS and Review Process COVID-19 Pandemic Version.

		Name of individual who receives services: __________________________________________

		Please check the item(s) that were not followed during the SIS interview in which you present and participated.

		Contact Information: Phone number, mailing address






9.3.21 


 


Centers for Medicare and Medicaid  


 HCBS Regulations;  


 Waiver approval; 


 Federal funding approval 
 Virginia General Assembly  


 State funding approval 


Dept. Medical Assistance Services  


 Waiver Regulations;  


 Waiver administration 
 


DBHDS Developmental Services  
Administrative Community Operations 
Waiver Operations  
Office of Integrated Health 
Crisis Services and Supports  
Provider Development 
Settlement Agreement 


 


 


 


 


 


The Developmental Disabilities System 


Community Services Boards  
Single Point of Entry for Support Coordination 


ISP Development/Choice/Monitoring 
Regional Support Teams 


Crisis Response 


 


Providers  
Person-Centered Practices  
Quality Service Reviews 
DSP Orientation and Competencies 
Supporting integration, health and wellness 


Office of Licensing Office of 


Human Rights Community 


Quality Improvement 


Developmental Services 


 


 


 


Individuals  
Individual and Family Support 
Waiver Waitlist 
DD Waivers (BI, FIS, CL) 
Informed Choice 
My Life My Community 
 
 








 


 


 


In One Page 


Each person who receives a waiver slot will be offered one of these three waivers 


depending on what kind of supports are needed and what 


waivers the CSB has available to assign.  


Each waiver is a little bit different. 


 Regardless of your waiver, everyone has access to:  
 


Employment & Day Services  


Community Engagement 


Community Coaching 


Group Day Services Group 


Supported Employment 


Individual Supported Employment 


 
Crisis Sup port s 


Community-Based Crisis Supports 


Crisis Support Services 


Center-based Crisis 


Residential Options 


Shared Living 


 
Additional Services 


Assistive Technology 


Benefits Planning Services 


Employment and Community Transportation 


Environmental Modifications 


Electronic Home-Based Services 


Personal Emergency Response System (PERS) 


Community Guide 


Transition Services 


Peer Mentor Supports 
 


 
 


 


Building Independence Waiver 


Family and Individual Supports Waiver 


Community Living Waiver 


The next 5 pages break down the services by waiver and 


describe the different services.  There is more detailed 


information about the services starting on page 47. 


In One Page:  Overview of Services 







 


 


With the Building Independence Waiver 
you have access to:  


 


 
 
 
 
 
 
 


Employment & Day 
Services 


Individual Supported Employment 


Group Supported Employment 


Community Engagement 


Community Coaching 


Group Day Services 


Crisis & Medical Support Options 


Community-Based Crisis Supports 


Center-based Crisis Supports 


Crisis Support Services 


Personal Emergency Response System (PERS) 


 


Residential Options 


Independent Living 
Supports 


Shared Living 
 


Additional Options  


Assistive Technology  


Peer Mentor Supports 


Benefits Planning Services 


Community Guide 


Electronic Home-Based Services 


Environmental Modifications  


Transition Services  


Employment and Community Transportation 


                
 


The Basics


The Basics:  Overview of Services 







 


  


 


 


With the Family & Individual Support Waiver 
you have access to:  


 


 
 


  


Medical & Behavioral 


Options 


Skilled Nursing 


Private Duty Nursing 


Therapeutic Consultation 


Personal Emergency Response System (PERS) 


Employment & Day Services 


Individual Supported Employment 


Group Supported Employment 


Workplace Assistance Services 


Community Engagement 


Community Coaching 


Group Day Services 


Residential Options 


Shared Living 


Supported Living 


In-home Supports 
Self-Directed and Agency-Directed Options 


Consumer-Directed Services Facilitation* 


Personal Assistance Services 


Respite 


Companion 


*For use with Self-directed services 


   


 
 
 
 
 


Additional Options 
Assistive Technology           Benefits Planning Services  


Transition Services                     Peer Mentor Supports 


Community Guide                        Environmental Modifications 


Electronic Home-Based Services 


Individual and Family/Caregiver Training  


Employment and Community Transportation 


 


 


 


 
Crisis Support Options 


Community-Based Crisis 


Supports Center-based Crisis 


Supports Crisis Support 


Services 


The Basics:  Overview of Services 


  


DD Waiver Services and Support Options 
 







 


 


 


With the Community Living Waiver 
you have access to: 


      Employment & Day Services 


Individual Supported Employment  


Group Supported Employment 


Workplace Assistance Services 


Community Engagement  


Community Coaching 


Group Day Services 
 
 
 
 


 
 


 
 
Medical & Behavioral Options 


Skilled Nursing 


Private Duty Nursing 


Therapeutic Consultation 


Personal Emergency Response 


System (PERS) 


Residential Options 


Shared Living 


Supported Living 


In-home Supports 


Sponsored Residential 


Group Home Residential 


 


Additional Options 


Environmental Modifications 


Assistive Technology 


Befits Planning Services  


Electronic Home-Based Services  


Employment and Community Transportation 


Peer Mentor Supports 


Transition Services 


Community Guide 
      


 


 
 
 
 


 
Crisis & Medical Support Options 


Community-Based Crisis Supports 


Center-based Crisis Supports 


Crisis Support Services 


Self-Directed and Agency-Directed Options 


Consumer-Directed Services Facilitation* 


Personal Assistance Services 


Respite 


Companion 


*For use with Self-directed services only 


The Basics:  Overview of Services 







 


 


 


BI FI CL Employment and Day Options 


 
X 


 
X 


 
X 


 


Individual Supported Employment is provided one-on-one by a job coach who 
offers training and support in a competitive job where persons without disabilities 
are employed. 


 
X 


 
X 


 
X 


 


Group Supported Employment is continuous employment-related support 
provided to a group of individuals working a competitive job where persons 
without disabilities are employed.  


 


X X 
Workplace Assistance is provided to someone who requires more than typical job 
coach services to maintain individual, competitive employment. 


 
X 


 
X 


 
X 


 


Community Engagement provides a wide variety of opportunities to build 
relationships and natural supports in the community, while utilizing the 
community as a learning environment. Occurs in the community. 


 
X 


 
X 


 
X 


 


Community Coaching is designed for people who need one-to-one support in 
order build a specific skill or skills to address barrier(s) that prevents that person 
from participating in Community Engagement. Occurs in the community. 


 
X 


 
X 


 
X 


 


Group Day includes skill-building and support activities to gain or retain social 
skills, self-help skills and other necessary skills to enhance independence and 
increase community integration. Can occur in a center and the community. 


The Details 
BI FI CL Crisis Support Options 


 
X 


 
X 


 
X 


 


Center-based crisis supports provide long-term crisis prevention and 
stabilization in a residential setting (Crisis Therapeutic Home) through planned 
and emergency admissions. 


 


 
X 


 


 
X 


 


 
X 


Community-based crisis supports are provided in the person’s home and 
community setting. Crisis staff work directly with and assist the person and his/her 
current support provider or family. These services provide temporary intensive 
supports to emergency psychiatric hospitalization, institutional placement or 
prevent other out-of-home placement. 


X X X 
Crisis support services provide intensive supports to stabilize the person who 
may experience an episodic behavioral or psychiatric crisis in the community 
which has the potential to jeopardize his/her current community living situation. 


The Details:  Overview of Services 







 


 


 


BI FI CL Additional Options 


 
X 


 
X 


 
X 


 


Assistive technology is specialized medical equipment, supplies, devices, 
controls, and appliances, not covered by insurance which enables persons to 
increase their independence in their environment and community.  


 
X 


 
X 


 
X 


 


Benefits Planning is a service that assists recipients of DD Waiver and social 
security to understand their personal benefits and explore their options 
regarding employment.   


 


X 


 


X 


 


X 


 


Community Guide: Direct assistance (1:1) to persons in navigating and utilizing 
community resources. Provides information and assistance that help the person 
in problem solving, decision making, and developing supportive community 
relationships and other resources that promote implementation of the person-
centered plan.  


 
X 


 


 
X 


 


 
X 


 


Electronic Home-Based Services are goods and services based on current 
technology to enable a person to safely live and participate in the community 
while decreasing the need for support staff services.  This includes purchases of 
electronic devices, software, services, and supplies not otherwise provided 
through this waiver or through the State Plan, that would allow an individual to 
access greater independence and self-determination.  


  


X 


 
 


Individual and Family/Caregiver Training is training and counseling to 
individual, families and caregivers to improve supports or educate the person to 
gain a better understand of his/her abilities or increase his/her self-
determination/self-advocacy abilities. 


 


X 


 


X 


 


X 


 
 


Environmental modifications are physical adaptations to the person's primary 
home or primary vehicle that are necessary to ensure the health and welfare of 
the person or enable the individual to function with greater independence. 


 


 
X 


 


 
X 


 


 
X 


 


Employment and Community Transportation: The goal of this service is to 
promote the individual’s independence and participation in the life of his 
community.  Transportation to waiver and other community services or events, 
activities and resources, inclusive of transportation to employment or volunteer 
sites, homes of family or friends, civic organizations or social clubs, public 
meetings or other civic activities, and spiritual activities or events as specified by 
the service plan and when no other means of access is available.               


 


 
X 


 


 
X 


 


 
X 


 


Peer Mentor Supports is designed to foster connections and relationships which 
build individual resilience. This service is delivered by people with developmental 
disabilities who are or have received services, have shared experiences with the 
person, and provide support and guidance to him/her.   


 


X 


 


X 


 


X 


Transition services are nonrecurring set-up expenses for persons who are 
transitioning from an institution or provider-operated living arrangement to a 
living arrangement in a private residence where the person is directly 
responsible for his or her own living expenses. 


 


The Details:  Overview of Services 







 


 


 


BI FI CL Residential Options 


 


X 
  


Independent Living Supports are provided to adults (18 and older) and offer 
skill building and support to secure a self-sustaining, independent living 
situation in the community and/or may provide the support necessary to 
maintain those skills.  


 
X 


 
X 


 
X 


Shared Living is support to a person who resides in his/her own 
home/apartment in the community provided by a room-mate of the person’s 
choosing. The individual receives a Medicaid reimbursement for the roommate’s 
portion of the total cost of rent, food, and utilities in exchange for the roommate 
providing minimal supports. 


 
 


X 
 


X 


In-Home Supports take place in the person’s and/or family’s home or 
community settings. Services are designed to ensure the health, safety and 
welfare of the person and expand daily living skills. 


 


 


X 


 


X 


Supported Living takes place in an apartment setting operated by a DBHDS 
licensed provider and provides 24/7 around the clock availability of staff support 
performed by paid staff who have the ability respond in a timely manner. May be 
provided individually or simultaneously to more than one individual living in the 
home, depending on the required support.   


  
 


X 


Group Home Residential services are provided in a DBHDS licensed home with 
staff available 24 hours per day to provide a skill building component, along with 
the provision of general health and safety supports, as needed.   


   
X 


Sponsored Residential Services take place in a DBHDS licensed family home 
where the homeowners are the paid caregivers (“sponsors”) who provide 
support as necessary so that the person can reside successfully in the home and 
community. 


BI FI CL Self-Directed and Agency-Directed Options (*self-directed only) 


 


X X 
Consumer-Directed Services Facilitation assists the person and/or the 
person’s family/caregiver in arranging for and managing consumer-directed 
services. 


 


X X 
Companion services provide nonmedical care, socialization, or support to adults, 
ages 18 and older in a person’s home and/or in the community. 


  
X 


 
X 


Personal Assistance Services includes monitoring health status, assisting with 
maintaining a clean and safe home and providing direct support with personal 
care needs at home, in the community, and at work. 


 


X X 
Respite services are specifically designed to provide temporary, short term care 
for a person when his/her unpaid, primary caregiver is unavailable. 


The Details:  Overview of Services 







 


 


 


BI FI CL Medical and Behavioral Support Options 


  
X 


 
X 


Private Duty Nursing is individual and continuous care (in contrast to part-time 
or intermittent care) for people with a medical condition and/or complex health 
care need, to enable the person to remain at home.  


  
X 


 
X 


Skilled Nursing is part-time or intermittent care provided by an LPN or RN to 
address or delegate needs that require the direct support or oversight of a licensed 
nurse.  Nursing services can occur at the same time as other waiver services. 


  


 
 


X 


 


 
 


X 


 
Therapeutic consultation is consultation with a professional designed to assist 
the individual’s staff and/or the individual’s family/caregiver, as appropriate, 
through assessments, development of TC supports plans, and teaching for the 
purpose of assisting the individual enrolled in the waiver with the designated 
specialty area.  The specialty areas are psychology, behavioral consultation, 
therapeutic recreation, speech and language pathology, occupational therapy, 
physical therapy, and rehabilitation engineering. 


 


 
X 


 


 
X 


 


 
X 


 
Personal Emergency Response System (PERS) is a service that monitors the 
individual’s safety in his/her home, and provides access to emergency assistance 
for medical or environmental emergencies through the provision of a two-way 
voice communication system that dials a 24-hour response or monitoring center 
upon activation and via the person’s home telephone system. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 


The Details:  Overview of Services 







 


 


 


 


Employment and Day Options 
 


 


 
 
 
 
 
 
 
 
 


Developmental Disability Waivers Services and Support Options 


 
Crisis and Behavioral Support Options 


 


 


 
Additional Options 


Self-Directed and Agency- 
Directed Options 


 


 


 
 
 
 
 
 
 
 
 
 


 
Residential Options 


 


 


 
Health Support Options 


 


  


Developmental Disability Waiver Services 
and Support Options 







 


 


 


 
 


 


Assistive Technology 


Assistive technology is specialized medical equipment, supplies, devices, 
controls, and appliances, not available under the State Plan for Medical 
Assistance, which enable individuals to increase their abilities to perform 
activities of daily living (ADLs), or to perceive, control, or communicate with 
the environment in which they live, or which are necessary for life support, 
including the ancillary supplies and equipment necessary to the proper 
functioning of such technology.  


In order to qualify for these services, the individual shall have a 
demonstrated need for equipment or modification for remedial or direct 
medical benefit primarily in the individual's home, vehicle, community 
activity setting, or day pro- gram to specifically improve the individual's 
personal functioning. AT shall be covered in the least expensive, most cost-
effective manner. 


Equipment or supplies already covered by the State Plan may not be 
purchased under the waiver. The Support Coordinator is required to 
ascertain whether an item is covered through the State Plan before 
requesting it through the waiver. 


 


 


Benefits Planning Services 


Benefits Planning Services is a service that assists recipients of DD Waiver 
and Social Security to understand their personal benefits and explore their 
options regarding employment.   


Benefits Planning enable individuals to make informed choices about work 
and support working individuals to make a successful transition to financial 
independence.  


The allowable activities include but are not limited to developing 
documents related to the following: 


• Benefits planning and analysis. 
• Pre-employment benefits analysis. 
• Employment change benefits analysis. 
• Work incentives plan development and revisions. 
• Resolving SSA benefits issues. 
• Medicaid Works (Virginia’s Medicaid Buy-In Program). 
 


 


 
 


Applicable Waivers 
Building 


Independence 
Family and 
Individual 


Community Living 
Limits 


Up to $5000/ 
calendar year.         


No carryover of 
unspent funds from 


year to year. 
 


Applicable Waivers 
Building 


Independence 
Family and 
Individual 


Community Living 
Unit 


1 hour 
Limits 


The annual year 
limit for this service 


is $3,000.           
May not be utilized 
when individual is 


eligible for the same 
services under 


DARS.  
 


DD Waiver Services and Support Options 
 







 


 


 
 


Center -Based Crisis S up ports 
 


Center-based Crisis Supports provide long term crisis prevention and 
stabilization in a residential setting (Crisis Therapeutic Home) through 
utilization of assessments, close monitoring, and a therapeutic milieu. 
Services are provided through planned and emergency admissions. Planned 
admissions will be pro- vided to individuals who are receiving ongoing crisis 
services and need temporary, therapeutic interventions outside of their 
home setting in order to maintain stability.  Crisis stabilization admissions 
will be provided to individuals who are experiencing an identified 
behavioral health need and/or a behavioral challenge that is preventing 
them from experiencing stability within their home setting. 


The allowable activities include but are not limited to: 
 Assessments and stabilization techniques 
 Medication management and monitoring 
 Behavior assessment and positive behavior support 
 Intensive care coordination 
 Training of others in Positive Behavioral Supports 
 Assisting with skill-building as related to the behavior 
 Supervision of the individual in crisis to ensure safety 
 


 


Community-Based Crisis Supports 


Community-based crisis supports are ongoing supports provided to 
individuals who may be at risk of homelessness, incarceration, or 
hospitalization or may pose a danger to themselves or others.  Supports are 
provided in the individual’s home and community setting. Crisis staff work 
directly with and assist the individual and their current support provider or 
family. Techniques and strategies are provided via coaching, teaching, 
modeling, role-playing, problem solving, or direct assistance. These services 
provide temporary intensive services and supports that avert emergency 
psychiatric hospitalization or institutional placement or prevent other out-
of-home placement. 
 
The allowable activities include but are not limited to: 


 Assessments and stabilization techniques 


 Medication management and monitoring 


 Behavior assessment and positive behavior support 


 Intensive care coordination 


 Training of others in positive behavioral supports 


 Assisting with skill building as related to the behavior 


 


 
 


Applicable Waivers 
Building 


Independence 
Family and 
Individual 


Community Living 
Unit 
1 day 


Limits 
Up to six months per 


year in 30 day 
increments 


 


Applicable Waivers 
Building 


Independence 
Family and 
Individual 


Community Living 
Unit 


Hourly up to 24 
hours per day 


Limits 
No more than 15 


days at a time, 
annual limit of 1,080 


hours  
 


DD Waiver Services and Support Options 
 







 


 


Community Coaching 


Community Coaching is a service designed for individuals who need one to one 
support in order build a specific skill or set of skills to address a particular barrier(s) 
preventing a person from participating in activities of Community Engagement. 


 
The allowable activities include but are not limited to: 
One-to-one Skill building and coaching through participation in community activities 
and opportunities such as outlined in Community Engagement and encompassing: 


 Activities and events in the community, volunteering, etc. 


 Community, educational, or cultural activities and events 


 Skill-building and support in building positive relationships 


 Routine support needs while in the community 


 Supports with self-management, eating, and personal needs of the individual 
while in the community 


 Assuring the individual’s safety through 1:1 supervision in a variety of 
community settings 
  


Community Engagement 
 


Community Engagement supports and fosters the ability of the individual to acquire, 
retain, or improve skills necessary to build positive social behavior, interpersonal 
competence, greater independence, employability and personal choice necessary to 
access typical activities and functions of community life such as those chosen by the 
general population. These may include community education or training, retirement, 
and volunteer activities.  
Community engagement provides a wide variety of opportunities to facilitate and build 
relationships and natural supports in the community, while utilizing the community as 
a learning environment. These activities are conducted at naturally occurring times and 
in a variety of natural settings in which the individual actively interacts with persons 
without disabilities (other than those paid to support the individual). The activities 
enhance the individual's involvement with the community and facilitate the 
development of natural supports. Community Engagement must be provided in the 
least restrictive and most integrated settings according to the individual’s person-
centered plan and individual choice.  
The allowable activities include but are not limited to:  


 Activities and events in the community  
 Community, educational or cultural activities and events 
 Unpaid work experiences (i.e., volunteer opportunities)  
 Employment readiness activities including discovery of interests, abilities and 


skills  
 Maintaining contact with family and friends  
 Skill building and education in self-direction designed to achieve outcomes 


particularly through community collaborations and social connections 
developed by the program (e.g., partnerships with community entities such as 
senior centers, arts councils, etc.)  
 


 


 


Applicable Waivers 
Building 


Independence 
Family and 
Individual 


Community Living 
Unit 


1 hour 
Limits 


Up to 66 
hours/week alone 
or in combination 


with other day 
options.  Takes place 


in the community, 
not in a licensed 
residence or day 
setting, nor in an 


individual’s home. 


 


Applicable Waivers 
Building 


Independence 
Family and 
Individual 


Community Living 
Unit 


1 hour 
Limits 


Up to 66 
hours/week alone 
or in combination 


with other day 
options.  Provided 
one-to-one; not in 


group setting. 
 


DD Waiver Services and Support Options 
 







 


 


Community Guide 
 


Community Guide Services include direct assistance to persons navigating and 
utilizing community resources.   Community Guides provide information and 
assistance that help the person in problem solving and decision making and 
developing supportive community relationships and other resources that 
promote implementation of the person-centered plan.  
There are two categories of Community Guides: 


I. General Community Guide services: Utilizes an individual’s existing 
assessment information regarding the individual’s general interests 
in order to determine specific activities and venues that are available 
in the community (e.g., clubs, special interest groups, physical 
activities/sports teams, etc.) and are those preferred by the 
individual, to promote inclusion and independent participation in 
community life. The desired result is an increase in daily or weekly 
natural supports, as opposed to increasing hours of paid supports. 


II. Community Housing Guide: Supports an individual’s move to 
independent housing by helping with transition and tenancy 
sustaining activities. The community housing guide will collaborate 
with the support coordinator, regional housing specialist, and others 
to enable the individual to achieve and sustain integrated, 
independent living. 
 


 


Companion (Self* and /or Agency-Directed) 
 


*Self-Directed (known as “Consumer-Directed”) Services require the use of a Services Facilitator.  See pg. 59. 


Companion services provide nonmedical care, socialization, or support to 
adults, ages 18 and older. This service is provided in an individual's home or at 
various locations in the community. 
 


The allowable activities include, but are not limited to: 
1. Assistance or support with tasks such as meal preparation, laundry, and 


shopping; 
2. Assistance with light housekeeping tasks; 
3. Assistance with self-administration of medication; 
4. Assistance or support with community access and recreational 
activities;  
5.  Support to assure the safety of the individual.  


 


Unlike personal assistance and residential support, companion services do 
not permit routine support with activities of daily living (such as toileting, 
bathing, dressing, grooming). The allowable activities center on “instrumental 
activities of daily living” (meal prep, shopping, community integration, etc.). 


 


 


Applicable 
Waivers 
Building 


Independence 
Family and 
Individual 


Community Living 
Unit 


1 hour 
Limits 


Up to six month 
authorization 


period per year 
Cumulative total 


across both 
categories may be 
no more than 120 


hours in a plan 
year. 


 


Applicable Waivers 
Family and 
Individual 


Community Living 
Unit 


1 hour 
Limits 


Up to 8 hours per 
day 


For individuals 18 
and older 


 


DD Waiver Services and Support Options 
 







 


 


Crisis Support Services 


Crisis Support services provide intensive supports by appropriately trained staff 
in the area of crisis prevention, crisis intervention, and crisis stabilization to an 
individual who may experience an episodic behavioral or psychiatric crisis in the 
community which has the potential to jeopardize their current community living 
situation. This service shall be designed to stabilize the individual and strengthen 
the current living situation so the individual can be supported in the community 
during and beyond the crisis period. 
 


Crisis Support Services Includes: 
Crisis Prevention Services—Provides ongoing assessment of an individual’s 
medical, cognitive, and behavioral status as well as predictors of self-injurious, 
disruptive, or destructive behaviors, with the initiation of positive behavior 
supports to prevent occurrence of crisis situations. 
 


Crisis Intervention Services—Used in the midst of the crisis to prevent the further 
escalation of the situation and to maintain the immediate personal safety of those 
involved. 
 


Crisis Stabilization Services—Begin once the acuity of the situation has resolved 
and there is no longer an immediate threat to the health and safety of those 
involved. This services is geared toward gaining a full understanding of all of the 
factors that precipitated the crisis.  These services result in the development of new 
plans that are geared to averting future crises.  


 


 


Electronic Ho me -Based Services 


Goods and services based on current technology to enable a person to safely live 
and participate in the community while decreasing the need for support staff 
services.  This includes purchases of electronic devices, software, services, and 
supplies not otherwise provided through this waiver or through the State Plan, 
that would allow an individual to access technology that can be used in the 
individual’s residence to support greater independence and self-determination. 


The service will support the assessment for determining appropriate 
equipment/devices, acquisition, training in the use of these goods and services, 
ongoing maintenance and monitoring services to address an identified need in 
the individual’s person-centered service plan (including improving and 
maintaining the individual’s opportunities for full participation in the 
community) and meet the following requirements: the item or service will 
decrease the need for other Medicaid services (e.g., reliance on staff supports); 
AND/OR promote inclusion in the community; AND/OR increase the 
individual’s safety in the home environment. 


 


 


Applicable 
Waivers 
Building 


Independence 
Family and 
Individual 


Community Living 
Limits 


Up to $5000 
annually; funds 


cannot be carried 
over.  Must be at 
least 18 years of 


age.  


 


Applicable 
Waivers 
Building 


Independence 
Family and 
Individual 


Community Living 
Unit 
1 day 


Limits 
Limits vary by 


service component.  
CPS – 24 hours per 
day up to 60 days 


per ISP year.           
CIS – 42 hours per 
day up to 15 days 


consecutive and no 
more than 90 per 


ISP year.                  
CSS – 24 hours per 


day up to 15 
consecutive days 


with no more than 
60 days per ISP 


year.  
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DD Waiver Services and Support Options 


Employment and Community Transportation 


The goal of this service is to promote the person’s independence and participation 
in the life of his or her community.  Service offered in order to enable individuals 
to gain access to waiver and other community services or events, activities and 
resources, inclusive of transportation to employment or volunteer sites, homes of 
family or friends, civic organizations or social clubs, public meetings or other civic 
activities, and spiritual activities or events as specified by the service plan and 
when no other means of access is available. This service is offered in addition to 
medical transportation required under 42 CFR §431.53 and transportation 
services under the State plan. 


 


 


 
 
 


 


Environmental Modifications 


Environmental modifications are physical adaptations to the individual's 
primary home or primary vehicle that are necessary to ensure the health and 
welfare of the individual, or that enable the individual to function with greater 
independence. Such adaptations may include, but shall not necessarily be 
limited to, the installation of ramps and grab-bars, widening of doorways, 
modification of bathroom facilities, or installation of specialized electric and 
plumbing systems that are necessary to accommodate the medical equipment 
and supplies that are necessary for the individual. Modifications may be made 
to a primary automotive vehicle in which the individual is transported if it is 
owned by the individual, a family member with whom the individual lives or has 
consistent and ongoing contact, or a nonrelative who provides primary long-
term support to the individual and is not a paid provider of services. 
 


 


Applicable Waivers 
Building 


Independence 
Family and 
Individual 


Community Living 
Unit 


Per Trip 


Limits 


Will not be 
authorized or 


reimbursed when 
transportation is 
available through 


other means.  
 







 


 


 


Group Home Residential 


These services shall consist of skill-building, routine supports, general supports, 
and safety supports, provided primarily in a licensed or approved residence that 
enable an individual to acquire, retain, or improve the self-help, socialization, and 
adaptive skills necessary to reside successfully in home and community-based 
settings. 


Group home residential services shall be authorized for Medicaid reimbursement 
in the person-centered plan only when the individual requires these services and 
when such needs exceed the services included in the individual's room and board 
arrangements with the service provider. 


Group home residential services may be in the form of continuous (up to 24 hours 
per day) services performed by paid staff who shall be physically present in the 
home. These supports may be provided individually or simultaneously to more 
than one individual living in that home, depending on the required support. These 
supports are typically provided to an individual living (i) in a group home or (ii) 
in the home of an adult foster care provider. 
This service includes the expectation of the presence of a skills development, skill-
building component, along with the provision of general health and safety 
supports, as needed. 


 


Group Day 


Group Day Services include skill building and support activities for the 
acquisition, retention, or improvement of self-help, socialization, community 
integration, career planning, and adaptive skills as they provide opportunities for 
peer interactions, community integration, and enhancement of social networks. 
Supports may be provided to ensure an individual’s health and safety. 
Skill building is a required component of this service unless the individual has a 
documented degenerative condition, in which case day support may focus on 
maintaining skills and functioning and preventing or slowing regression rather 
than acquiring new skills or improving existing skills. 
Group Day Services should be coordinated with any physical, occupational, or 
speech/language therapies listed in the person-centered plan.  


 


The allowable activities include but are not limited to skill development 
and support in order to: 


 Develop self, social, and environmental awareness skills 


 Develop positive behavior, using community resources 


 Volunteer and connect with others in the community 


 Engage in career planning to include establishing a career goal 


 Support older adults in participating in meaningful retirement activities in   


       their communities 


 


Applicable Waivers 
Building 


Independence 
Family and 
Individual 


Community Living 
Unit 


1 hour 
Limits 


Up to 66 
hours/week alone 
or in combination 


with other day 
options 


 


Applicable Waivers 
Community Living 


Unit 
1 day 


Limits 
Requires a skill-


building component.  
Can only be billed 


for reimbursement 
when individual is in 


the CL waiver. 
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Group Supported Employment 


Supported employment services are ongoing supports to individuals who need 
intensive ongoing support to obtain and maintain a job in competitive, customized 
employment, or self-employment (including home-based self-employment) for 
which an individual is compensated at or above the minimum wage, but not less 
than the customary wage and level of benefits paid by the employer for the same 
or similar work performed by individuals without disabilities. 
  
Group supported employment is defined as continuous support provided by staff 
in a regular business, industry and community settings to groups of two to eight 
individuals with disabilities and involves interactions with the public and with co-
workers without disabilities. Examples include mobile crews and other business-
based workgroups employing small groups of workers with disabilities in the 
community. Group supported employment must be provided in a manner that 
promotes integration into the workplace and interaction between people with and 
without disabilities in those workplaces. 


 


The allowable activities include but are not limited to:  
 Job-related discovery or assessment 
 Person-centered employment planning 
 Negotiation with prospective employers 
 On-the-job training, evaluation and support 
 Developing work-related skills  
 Coverage for transportation when necessary 


 


 


Independent Living Supports 


A service provided to adults (18 and older) that offers skill building and 
support to secure a self-sustaining, independent living situation in the 
community and/or may provide the support necessary to maintain those 
skills. 
 
The allowable activities include but are not limited to: 


 Skill-building and support to promote community inclusion 


 Increasing social abilities and maintaining relationships 


 Increasing or maintaining health, safety and fitness 


 Improving decision-making and self-determination 


 Promoting meaningful community involvement 


 Developing and supporting with daily needs 


 


 
 


Applicable 
Waivers 
Building 


Independence 
Family and 
Individual 


Community Living 
Unit 


1 hour 
Limits 


Up to 40 hours per 
week per individual 


 


Applicable 
Waivers 
Building 


Independence 
Unit 


1 month 
Limits 


Not provided in 
licensed homes. 


Sufficient hours of 
service shall be 


provided to meet 
the requirements in 


the PC ISP.  
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Individual and Family/ Caregiver Training 


Individual and Family/Caregiver Training is a service that provides 
training and counseling services to individuals, families, or caregivers of 
individuals receiving waiver services. For purposes of this service, “family” 
is defined as the unpaid people who live with or provide supports to an 
individual receiving waiver services, and may include a parent, spouse, 
children, relatives, foster family, authorized representative, or in-laws.   All 
individual and family/caregiver training must be included in the 
individual’s written person-centered plan. 


Allowable activities: 


 Participation in educational opportunities designed to improve the 
family's or caregiver’s ability to give care and support 


 Participation in educational opportunities designed to enable the 
individual to gain a better understanding of his/her disability or 
increase his/her self- determination/self-advocacy abilities 


 


 


 
 


Individual  Supported Employment 


Supported employment services are ongoing supports to individuals who 
need intensive ongoing support to obtain and maintain a job in competitive, 
customized employment, or self-employment (including home-based self-
employment) for which an individual is compensated at or above the 
minimum wage, but not less than the customary wage and level of benefits 
paid by the employer for the same or similar work performed by individuals 
without disabilities. 
  
Individual supported employment is support usually provided one-on-one 
by a job coach to an individual in an integrated employment or self-
employment situation.  The outcome of this service is sustained paid 
employment at or above minimum wage in an integrated setting in the 
general workforce, in a job that meets personal and career goals. 
 
The allowable activities include but are not limited to: 


 Job-related discovery or assessment 
 Person-centered employment planning 
 Job development 
 Negotiation with prospective employers 
 On-the-job training, evaluation and support 
 Developing work-related skills 
 Coverage for transportation when necessary 


 


Applicable 
Waivers 
Building 


Independence 
Family and 
Individual 


Community Living 
Unit 


1 hour 
Limits 


Up to 40 
hours/week 


 


Applicable 
Waivers 


Family and 
Individual 


Limits 
Up to $4000 per ISP 


year minus travel 
expenses and room 


& board. 
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In-Home Support Services 


In-Home Support services are residential services that take place in the 
individual’s home, family home, or community settings and typically 
supplement the primary care provided by the individual, family or other 
unpaid caregiver. In-Home Support services are designed to ensure the 
health, safety and welfare of the individual. 
 
These services shall consist of skill-building, routine supports, and safety 
sup- ports, that enable an individual to acquire, retain, or improve the self-
help, socialization, and adaptive skills necessary to reside successfully in 
home and community-based settings.  


 


 


 
 
 


Peer Mentoring Supports 


Peer Mentor Supports provide information, resources, guidance, and 
support from an experienced, trained peer mentor. This service is delivered 
to people with developmental disabilities by people with developmental 
disabilities who are or have received services, have shared experiences with 
the individual, and provide support and guidance to him/her. The service is 
designed to foster connections and relationships which build individual 
resilience. Peer mentors share their successful strategies and experiences in 
navigating a broad range of community resources with waiver participants. 
Waiver participants become better able to advocate for and make a plan to 
achieve integrated opportunities and experiences in living, working, 
socializing, and staying healthy and safe in his/her own life. Peer mentoring 
is intended to assist with empowering the person receiving the service. 


 


 


 


Applicable 
Waivers 


Family and 
Individual 


Community Living 
Unit 


1 hour 
Limits 


Support to no more 
than three 


individuals.  Not 
typically a 24-hour 


service. 
 


Applicable Waivers 
Building 


Independence 
Family and 
Individual 


Community Living 
Unit 


Up to six consecutive 
months per plan year 


Limits 


Cumulative total 
across that time frame 
may be no more than 


60 hours in a plan 
year. 


 


DD Waiver Services and Support Options 
 







 


 


Personal Assistance Services (Self * and/ or Agency -Directed) 
*Self-Directed (known as “Consumer-Directed”) Services require the use of a Services Facilitator. See page 59. 


Personal assistance services mean direct support with activities of daily 
living, instrumental activities of daily living, access to the community, 
monitoring of self-administered medications or other medical needs, 
monitoring of health status and physical condition, and work-related 
personal assistance. These services may be provided in home and 
community settings to enable an individual to maintain the health status and 
functional skills necessary to live in the community or participate in 
community activities.  
Each individual/family/caregiver shall have a back-up plan for the 
individual's needed supports in case the personal assistant does not report 
for work as expected or terminates employment without prior notice. 
Allowable activities include:  
 Support with activities of daily living (ADLs), such as: bathing or 


showering, using the toilet, routine personal hygiene skills, dressing, 
transferring, etc. 


 Support with monitoring health status and physical condition 
 Support with medication and other medical needs 
 Supporting the individual with preparation and eating of meals 
 Support with housekeeping activities, such as bed making, dusting, 


and vacuuming, laundry, grocery shopping, etc. 
 Support to assure the safety of the individual 
 Support needed by the individual to participate in social, recreational 


and community activities 
 Assistance with bowel/bladder programs, range of motion exercises, 


routine wound care that does not include sterile technique, and external 
catheter care when properly trained and supervised by an RN 


 


 


Personal Emergency Response System ( PERS) 


Personal Emergency Response System (PERS) is an electronic device and 
monitoring service that enable certain individuals to secure help in an 
emergency. PERS services shall be limited to those individuals who live 
alone or are alone for significant parts of the day and who have no regular 
caregiver for extended periods of time and who would otherwise require 
extensive routine supervision. 


PERS is a service that monitors individuals' safety in their homes, and 
provides access to emergency assistance for medical or environmental 
emergencies through the provision of a two-way voice communication 
system that dials a 24-hour response or monitoring center upon activation 
and via the individuals' home telephone system. PERS may also include 
medication monitoring devices. 


 


Applicable Waivers 
Building 


Independence 
Family and 
Individual 


Community Living 
Unit 


One month rental 
cost set by DMAS 


 


Applicable Waivers 
Family and 
Individual 


Community Living 
Unit 


1 hour 
Limits 


Personal assistance 
is not compatible 
with residential 


services in licensed 
homes.  Forty hours 
per week alone or in 
combinations with 
Companion and/or 


Respite services.  
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PERS services may be authorized when there is no one else in the home with 
the individual who is competent or continuously available to call for help in 
an emergency.  
Medication monitoring units must be physician ordered and are not 
considered a stand-alone service.  Individuals must be receiving PERS 
services and medication monitoring service simultaneously. 
 


Private Duty Nursing 


Individual and continuous care (in contrast to part-time or intermittent 
care) for individuals with a serious medical condition and/or complex 
health care need, certified by a physician as medically necessary to enable 
the individual to remain at home, rather than in a hospital, nursing facility 
or ICF-IID.  Care is provided by a registered nurse (RN) or a licensed 
practical nurse (LPN) under the direct supervision of a registered nurse. 


These services are provided to an individual at their place of residence or 
other community settings. 
 


The allowable activities include, but are not limited to: 


 Monitoring of an individual's medical status 


 Administering medications and other medical treatment 


 


 


 


 
 
 


Respite (Self * and/ or Agency -Directed) 
*Self-Directed (known as “Consumer-Directed”) Services require the use of a service facilitator. See page 59. 


Respite services are specifically designed to provide temporary, substitute care for 
that which is normally provided by the family or other unpaid, primary caregiver 
of an individual. Services are provided on a short-term basis because of the 
emergency absence or need for routine or periodic relief of the primary caregiver. 
Such services may be provided in home and community settings to enable an 
individual to maintain the health status and functional skills necessary to live in 
the community or participate in community activities. When specified, such 
supportive services may include assistance with IADLs. 
 
The caregiver, individual and EOR must have a backup plan in the event the respite 
staff do not show or become ill.  


Applicable Waivers 
Family and 
Individual 


Community Living 
Unit 


15 minutes 


Limits 


Not to be billed at 
the same time as SN. 


Not allowed for 
children under 21 
who meet criteria 


for PDN under 
EPSDT.  


 


Applicable Waivers 
Family and 
Individual 


Community Living 
Unit 


1 hour 
Limits 


Up to 480 hours per 
state fiscal year 


For unpaid primary 
caregivers only 
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Services Facilitation – CD/ Self-Directed Option 


The Consumer -Directed (CD) Services mod el  
The individual or a representative is the employer-of-record (EOR) and is 
responsible for hiring, training, supervising, and firing. There are three consumer-
directed (CD) services, each of which may also be agency-directed. 


CD Services Facilitation  
Services facilitation assists the individual or the individual's family/caregiver, or 
Employer of Record (EOR), as appropriate, in arranging for, directing, and managing 
services provided through the consumer-directed model of service delivery. The 
services facilitator is responsible for supporting the individual or the individual's 
family/caregiver, or EOR, as appropriate, by collaborating with the support 
coordinator to ensure the development and monitoring of the CD services plan for 
supports, providing employee management training, and completing ongoing 
review activities as required by the Department of Medical Assistance Services 
(DMAS) for consumer-directed companion, personal assistance, and respite 
services.  SF is also required to evaluate if the individual’s needs are being 
adequately met by the staff, if the person is healthy and safe and if the individual, 
EOR and/or family are satisfied with the supports provided.  


 


Shared Living 


Shared Living means an arrangement in which a roommate resides in the same 
household as the individual receiving waiver services and provides an agreed- 
upon, limited amount of supports in exchange for Medicaid funding the portion of 
the total cost of rent, food, and utilities that can be reasonably attributed to the 
roommate. 


Shared Living supports include: 


Fellowship such as conversation, games, crafts, accompanying the 
person on walks, errands, appointments and social and recreational 
activities; 


Enhanced feelings of security which means necessary social and 
emotional support inside or outside of the residence; 


Personal care and routine daily living tasks that do not exceed 20% of 
companionship time such as meal preparation, light housework, medication 
reminders.  


 


 


Applicable 
Waivers 
Building 


Independence 
Family and 
Individual 


Community Living 
Unit 


1 month 
Limits 


For individuals 18+.  
Roommate cannot 


be the spouse, 
parent- or guardian 


of the person. 
 


 


Applicable Waivers 
Family and 
Individual 


Community Living 
Unit 


Per Visit 
Limits 


Initial and 6 month 
reassessments 
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Skilled Nursing 


Skilled nursing is defined as part-time or intermittent care that may be provided 
concurrently with other services due to the medical nature of the supports 
provided. These services shall be provided for individuals enrolled in the waiver 
having serious medical conditions and complex health care needs who do not meet 
home health criteria but who require specific skilled nursing services which cannot 
be provided by non-nursing personnel. Skilled nursing services may be provided 
in the individual's home or other community setting on a regularly scheduled or 
intermittent basis. It may include consultation, nurse delegation as appropriate, 
oversight of direct support staff as appropriate, and training for other providers. 


The allowable activities include, but are not limited to: 


 Monitoring of an individual's medical status 


 Administering medications and other medical treatment 


 Training,  consultation, nurse delegation or oversight of family members, 
staff and other persons responsible for carrying out a person’s support plan for 
the purpose of monitoring the individual’s medical status and administering 
medications and other medically-related procedures consistent with the Nurse 
Practice Act [18VAC90-20-10 et seq., by statutory authority of Chapter 30 of 
Title 54.1, Code of Virginia]. 


 


Sponsored Residential 


Sponsored Residential Services take place in a licensed or DBHDS authorized 
sponsored residential home. These services shall consist of skill-building, routine 
supports, general supports, and safety supports, provided in a licensed or 
residence that enable an individual to acquire, retain, or improve the self-help, 
socialization, and adaptive skills necessary to reside successfully in home and 
community-based settings. 


Sponsored residential services shall be authorized for Medicaid reimbursement in 
the person-centered plan only when the individual requires these services. 


Sponsored residential services are services performed by the sponsor family 24-
hours per day. These supports may be provided individually or simultaneously to 
up to two individuals living in that home, depending on the required support. 


Sponsored residential support includes the expectation of a skill-building 
component, along with the provision of health and safety and general supports, as 
needed. 


 


 


Applicable Waivers 
Family and 
Individual 


Community Living 
Unit 


15 minutes 


Limits 


Must be physician 
ordered and 


medically necessary.  
May not be provided 
at the same time as 


PDN.  
 


Applicable Waivers 
Community Living 


Unit 
1 day 


Limits 


Support to no more 
than two individuals 
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Supported Living 


Supported living takes place in an apartment setting operated by a DBHDS licensed 
provider.  These services shall consist of skill-building, routine supports, general 
supports, and safety supports, that enable an individual to acquire, retain, or improve 
the self-help, socialization, and adaptive skills necessary to reside successfully in 
home and community-based settings. 


Supported Living residential provides services to the individual in the form of 24/7 
around the clock availability of staff support performed by paid staff who have the 
ability to respond in a timely manner. These supports may be provided individually 
or simultaneously to more than one individual living in that home, depending on the 
required support.  


The allowable activities include, but are not limited to:  


 Using community resources 


 Personal care  activities   


 Developing friends and having positive relationships 


 Building skills 


 Daily activities in the home and community 


 Supporting to be healthy and safe 


 


Transit ion Services 
Transition services are nonrecurring set-up expenses for individuals who are 
transitioning from an institution or licensed or certified provider-operated living 
arrangement to a living arrangement in a private residence where the person is 
directly responsible for his or her own living expenses. 


Allowable costs include, but are not limited to: 


 Security deposits that are required to obtain a lease on an apartment or 
home 


 Essential household furnishings required to occupy and use a community 
domicile, including furniture, window coverings, food preparation items, and 
bed and bath linens 


 Set-up fees or deposits for utility or services access, including telephone, 
electricity, heating and water 


 Services necessary for the individual's health, safety, and welfare such as 
pest eradication and one-time cleaning prior to occupancy 


 Moving expenses 
 Fees to obtain a copy of a birth certificate or an identification card or 


driver's license 
 Activities to assess need, arrange for, and procure needed resources 


Transition services are furnished only to the extent that they are reasonable and 
necessary as determined and clearly identified in the service plan, and the person is 
unable to meet such expenses or when the services cannot be obtained from another 
source.   


 


Applicable Waivers 
Building 


Independence 
Family and 
Individual 


Community Living 
Limits 


Up to $5000/ 
Lifetime 


Expended within 9 
months of 


authorization. 
 


Applicable Waivers 
Family and 
Individual 


Community Living 
Unit 
1 day 


Limits 


Not to exceed 344 
days per ISP year.  
Only in provider-


controlled settings 
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Therapeutic Consultation 


Therapeutic consultation is consultation with a professional designed to assist the 
individual’s staff and/or the individual's family/caregiver, as appropriate, 
through assessments, development of TC a support plan, and teaching for the 
purpose of assisting the individual enrolled in the waiver with the designated 
specialty area. 


The specialty areas are: 


  *  psychology                                              *  occupational therapy                           


  *  speech and language pathology     *  physical therapy 


  *  behavioral consultation             *  rehabilitation engineering 


  *  therapeutic recreation  


The need for any of these services shall be based on the Individual Support Plan 
and shall be provided to those individuals for whom specialized consultation is 
clinically necessary and who have additional challenges restricting their abilities to 
function in the community. Therapeutic consultation services may be provided in 
individuals' homes and in appropriate community settings (such as licensed or 
approved homes or day support programs) as long as they are intended to advance 
individuals' desired outcomes as identified in their Individual Support Plans. 


 


 


Workplace Assistance 


Workplace Assistance services are supports provided to someone who has 
completed job development and completed or nearly completed job placement 
training but requires more than typical job coach services to maintain stabilization 
in his/her employment. 


Workplace Assistance services are supplementary to the services rendered by the 
job coach; the job coach still provides professional oversight and job coaching 
intervention. 


The provider provides on-site habilitative supports related to behavior, health, 
time management or other skills that otherwise would endanger the individual’s 
continued employment. The provider is able to support the person related to 
personal care needs as well; however, this cannot be the sole use of Workplace 
Assistance services. 
 The activity must not be work skill training related which would normally 


be provided by a job coach. 
 Services are delivered in their natural setting (where and when they are 


needed) 
 Services must facilitate the maintenance of and inclusion in an employment 


situation  
 The staff to individual ratio is 1:1 


 


 


Applicable Waivers 
Family and 
Individual 


Community Living 
Unit 


1 hour 
 


Applicable Waivers 
Family and 
Individual 


Community Living 
Unit 


1 hour 
Limit 


Up to 40 
hours/week 
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DD Waivers Wait List & Slot Assignment Process 


 
Introduction 


Medicaid DD Waiver services for individuals with developmental disabilities (DD) shall be 


considered only for individuals who are eligible for admission to an Intermediate Care 


Facility for Individuals with Intellectual Disabilities (ICF/IID).  For the support coordinator 


(SC) to make a recommendation for waiver services, these services must be determined to be 


an appropriate alternative to delay or avoid placement in an ICF/IID, or promote exiting from 


either an ICF/IID placement or other institutional placement.  


 


In order to determine DD waiver eligibility so as to assign a DD Waiver slot or place an 


individual’s name on the statewide waiting list, the following information must be obtained 


by the support coordinator: 


1.   Relevant medical information;  


2. The Virginia Individual DD Eligibility Survey (VIDES Adult, Children or Infants’ 


version, as appropriate), that confirms eligibility for institutional level of care and DD 


waiver services; 


3. Confirmation of developmental disability diagnosis; 


4.   Documentation that the individual and the individual's family/caregiver, as 


appropriate, have chosen DD Waiver services over ICF/IID placement.  


 


In addition, an individual shall be considered to meet the criteria for slot assignment if:  


 the individual is determined to meet one of the Priority One criteria below, and 


 the individual, the individual’s spouse or the parent of an individual who is a minor 


child would accept services within 30 days of slot assignment. 


 


Priority Criteria 


In order to ensure waiver services are provided to those with the most urgent needs, the SC 


will identify, after discussion with the individual and family, the priority status that best 


reflects the individual’s situation. This decision will be documented using the DD Waivers’ 


Priority Needs Checklist in the Waiver Management System (WaMS). Individuals placed on 


the waiting list must be notified of their right to appeal the delay in receipt of DD waiver 


services. A review of the individual’s status and a new Priority Needs Checklist will be 


completed by the SC when the needs of the individual change, but ideally no less than once 


every three years. 


   


 


Priority One:  


Priority One shall include individuals who require a waiver service within one year and are 


determined to meet at least one of the following criteria:       


 


a. An immediate jeopardy exists to the health and safety of the individual due to the 


unpaid primary caregiver having a chronic or long-term physical or psychiatric 


condition that currently significantly limits the ability of the primary caregiver to care 


for the individual; or there are no other unpaid caregivers available to provide 


supports; 
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b. There is immediate risk to the health or safety of the individual, primary caregiver, or 


other person living in the home due to either of the following conditions: 


 


1. The individual's behavior, presenting a risk to himself or others, cannot be              


effectively managed even with support coordinator-arranged generic or 


specialized supports; or 


 


2. There are physical care needs or medical needs that cannot be managed even 


with support coordinator-arranged generic or specialized supports;  


 


c. The individual lives in an institutional setting and has a viable discharge plan; or 


 


d. The individual is a young adult who is no longer eligible for IDEA services and has 


expressed a desire to live independently. After individuals attain 27 years of age, this 


criterion shall no longer apply. 


 


 


Priority Two: 


Priority Two shall include individuals who will need a waiver service in one to five years and 


are determined to meet at least one of the following criteria: 


 


a. The health and safety of the individual is likely to be in future jeopardy due to:  


1. The unpaid primary caregiver having a declining chronic or long-term physical or 


psychiatric condition that currently significantly limits his ability to care for the 


individual; 


2. There are currently no other unpaid caregivers available to provide supports; or 


The individual's skills are declining as a result of lack of supports; 


 


b. The individual is at risk of losing employment supports;  


 


c. The individual is at risk of losing current housing due to a lack of adequate supports 


and services; or 


 


d. The individual has needs or desired outcomes that with adequate supports will result in 


a significantly improved quality of life.  


 


 


Priority Three: 


Priority Three shall include individuals who will need a waiver slot in five years or longer as 


long as the current supports and services remain and have been determined to meet at least 


one of the following criteria: 


 


a. The individual is receiving a service through another funding source that meets current 


needs; 


 


b. The individual is not currently receiving a service but is likely to need a service in five 


or more years; or 
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c. The individual has needs or desired outcomes that with adequate supports will result in 


a significantly improved quality of life.  


 


 


Step 1 Review 


All individuals meeting the Priority One criteria must have a Critical Needs Summary form- 


completed in WaMS by their SC as soon as possible after the determination is made that they 


meet the criteria.  This form should be based on documented information in the individual’s 


record (family report, intake summary, reports by professionals, etc., as appropriate). The 


Critical Needs Summary form and guidance for its completion is found within this document. 


 


The Critical Needs Summary form for each individual on the waiting list shall be reviewed 


and updated annually and whenever the individual’s “critical needs” change. The Critical 


Needs Summary form will generate a critical needs score, which will be reflected in WaMS.  


 


 The Critical Needs Summary - Step 1 Review form for each individual on the waiting list shall 


be reviewed and updated annually and whenever the individual’s “critical needs” change. 


 


The determination of the number of individuals to be reviewed by the WSAC follows the 


following procedures: 


•  If the number of available slots is 5 or less, the 10 top-ranking CNS-Step 1 


individuals will be considered for review.  


•  If there is more than one individual ranked at number 10, all equally scoring 


individuals at the cut-off point will be considered for review. For example, if three 


individuals in the “number 10 spot” have the same score all three will be reviewed, 


making the total to be reviewed 12 instead of 10. 


•  If a CSB has more than 5 slots available, the number of top-ranking individuals 


reviewed will be double the number of available slots. For example, if 7 slots are 


available, the number of top ranking CNS-Step 1 individuals moving to WSAC 


review will be 14. In this example, if there is more than one individual ranked at 


number 14, all equally scoring individuals at the cut-off point will be included for 


consideration in the Step 2 review.  


 


 


 


Step 2 Review  


When a Community Living or Family and Individual Supports waiver slot is available for 


assignment, the CSB/BHA shall contact the DBHDS Regional Supports Specialist (RSS) to 


inform the RSS that a Waiver Slot Assignment Committee (WSAC) meeting is needed. The 


role of the WSAC is to determine from among the individuals who meet Priority One criteria 


(including those new individuals who have not yet been placed on the Statewide Waiting 


List), who should be served first, based on the needs of the individual at the time a slot 


becomes available using the statewide criteria specified in this document. 


 


The membership of the WSAC shall consist of community volunteers knowledgeable of 


and/or having experience with persons with DD and/or the DD service system. WSAC 
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members may not be persons with a direct or indirect interest in the outcome of the 


proceedings.  WSAC members may be: 


 


 Family members of an individual currently receiving services 


 Graduate students studying a human services field (e.g., psychology, social work) or 


special education  


 University professors of a human services field 


 Members/staff members/board members of an advocacy agency that does not provide 


any direct services in the jurisdiction associated with that WSAC (e.g., Center for 


Independent Living, local Arc, autism advocacy agency) 


 Current special education teachers/transition coordinators 


 Nurses/physicians 


 Retired or former (for over one year) CSB/BHA, private provider, or Health and 


Human Services state employees 


 Clergy members. 


 


WSAC members may not be: 


 


 Current CSB/BHA employees or board members 


 Current DBHDS employees 


 Current employees, owners, or board members of any agency providing waiver 


services, unless serving on a WSAC in an area in which the provider does not provide 


services 


 Family members of current employees, owners, or board members of any agency 


providing waiver services 


 Family members of individuals seeking waiver services. 


 


 


Committee members shall receive training through DBHDS regarding Federal Health 


Insurance Portability and Accountability Act (HIPAA) requirements, including the need to 


maintain confidentiality, and instructions not to reveal the information that has been shared 


and discussed with parties external to the committee meeting.  WSAC members shall sign 


confidentially statements indicating their agreement and obligation to conduct themselves 


within HIPAA requirements. Prior to each meeting, WSAC members will be offered an 


opportunity to acknowledge and recuse themselves from discussion of available slots if they 


know, or suspect they know, anyone under consideration for a slot.     


For Community Living (CL) and Family and Individual Support (FIS) waiver slots, 


individuals who are in the Priority One category who have the highest Total Step 1 scores at 


the time a slot is available shall be reviewed by the local WSAC. 


 


For Building Independence (BI) waiver slots, the regional WSAC (composed of one 


representative from each existing WSAC in the region) shall make assignment 


recommendations. If the number of individuals interested in a BI waiver slot with Priority 


One status who want to pursue supports in an integrated, independent living situation in the 


region is less than or equal to the number of available slots, those individuals are considered 


for assignment of a slot without action by the regional WSAC. If there are available BI slots 


after assignment to all eligible individuals in the Priority One category and there are 







 


8/22/16, Rev 3/11/21                                                     


 5 


individuals in the Priority Two or Three category(ies) who are interested in pursuing supports 


in an integrated, independent living situation through a BI waiver slot, these individuals (up to 


the total number of available slots) may be assigned a slot by the RSS, based on priority and 


readiness. Any adult who was offered and passed on accepting a BI waiver slot, will remain 


on the waiting list for consideration for a slot in one of the other two DD waivers. 


 


The CSB/BHA and RSS will coordinate plans for completion of all required steps in 


preparation for a meeting or series of meetings of the WSAC. The RSS will contact the 


WSAC facilitator and members to schedule the meeting(s). Any slots not assigned within 90 


days of their availability will be made available for assignment to individuals in other 


CSBs/BHAs in that region via a regional WSAC (comprised as described above).  


 


Prior to the WSAC meeting, the SC for each individual to be considered for a slot will prepare 


a written summary of the individual’s needs on the Slot Assignment Review form, which will 


be distributed to WSAC members.  These summaries will be distributed in advance to permit 


sufficient time for a thorough reading.  The information presented to WSAC members shall 


not include identifying information such as name, address, Medicaid, or Social Security 


numbers.   


 


The SC, SC supervisor, or designee will be available, in person or telephonically, to provide 


information to the WSAC about the person being considered, but may not be a voting member 


of the committee. 


 


Using the Slot Assignment Scoring Summary-Step 2 Review form, each committee member 


will assign a numeric score to each of the 5 categories for each individual, thereby arriving at 


a total score for each individual.  All WSAC members’ scores will be totaled and divided by 


the number of WSAC members, resulting in a final decimal-based score.  The individual(s) 


with the highest score(s) receive the available slot(s). 


 


Should there be a tie, WSAC members will re-review and discuss the Slot Assignment Review 


forms for those individuals and rescore until one individual emerges with a higher score. 


 


State Monitoring 


 
DBHDS will observe each WSAC session in order to assure the consistency and accuracy of 


the statewide slot assignment process.  After the WSAC meeting, DBHDS staff will pair those 


individuals identified as most urgent by the WSAC with the most appropriate slot type based 


on documented service need and available slots. DBHDS staff will maintain documentation of 


the names of individuals reviewed for the slot(s), their respective Step 2 scores from the 


WSAC meeting and an indication of those individuals who received the available slot/s).  
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Developmental Disabilities Waivers’ Priority Needs Checklist 
 


Name: Click here to enter text. Date of Completion: Click here to enter text.          


Priority Status: Click here to enter text.  


The following is a means of “triaging” current needs; however, it is recognized that an 


individual in any of these categories could present for services at any time due to 


changes in needs/circumstances. 


 


Check here to confirm that the individual, the individual’s spouse, or the parent of an 


individual who is a minor child would accept DD waiver services within 30 days of slot 


assignment.  


 


Priority One:  


Priority One shall include individuals who require a waiver service within one year and 


are determined to meet at least one of the following criteria: 


     





  An immediate jeopardy exists to the health and safety of the individual due to the 


unpaid primary caregiver having a chronic or long-term physical or psychiatric condition 


that currently significantly limits the ability of the primary caregiver to care for the 


individual;  [or] there are no other unpaid caregivers available to provide supports; 


 


Include information about the unpaid primary caregiver’s chronic or long-term physical 


or psychiatric condition that limits caregiving abilities. Describe how the individual meets 


this criteria.  
 


 


 There is immediate risk to the health or safety of the individual, primary caregiver, or 


other person living in the home due to either of the following conditions: 


 


 The individual's behavior, presenting a risk to himself or others, cannot be 


effectively managed even with support coordinator-arranged generic or specialized 


supports; or 


            Describe how the individual meets this criteria. What are the risk-producing 


behaviors? 


 


 There are physical care needs or medical needs that cannot be managed even 


with support coordinator-arranged generic   or specialized supports; 


Explanation:  


 The two critical elements in determining whether an individual meets this 


criteria are that the individual must be in immediate jeopardy and that there is 


an unpaid caregiver involved.  


 The presence of a caregiver’s physical or psychiatric condition is only relevant 


if the individual is in immediate jeopardy. If the caregiver’s condition is the 


reason this criteria is selected, there must be evidence to substantiate the 


caregiver’s diagnosis. 


 Only if no other unpaid caregiver is available may points be assigned for this item. 
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Describe how the individual meets this criteria.  What are the physical or medical   


care needs?         
 


Explanation:  


 To meet either of the categories above it is expected that all available resources 


and services have been sought and documented. A perceived lack of providers is 


insufficient to establish services have been sought. 


 An individual whose health and safety is at immediate risk due to his need for   


      a caregiver or who is at immediate risk due to his need for health and safety 


supports would qualify under this criterion.    
 


     


 The individual lives in an institutional setting and has a viable discharge plan; or 


Describe how the individual meets this criteria. 
 


Explanation:  


 The individual lives in an ICF-IID, a nursing facility, state psychiatric hospital 


or mental health institute, or psychiatric residential treatment facility (PRTF).  


 A viable discharge plan means the person has identified one or more housing 


option(s) and services that preserves the individual's health, safety, and welfare 


in the community has been developed. 
 


 


  The individual is a young adult who is no longer eligible for IDEA services and has 


expressed a desire to live independently. After individuals attain 27 years of age, this 


criterion shall no longer apply. 


Describe how the individual meets this criteria. 
 


Explanation:  


 An individual who chooses to leave school even though he/she is still eligible for 


IDEA services does not meet this criteria until he/she is 22 years of age. After age 


27, the individual must be re-evaluated and may only retain Priority One status if 


he/she meets another Priority One criteria.  
 


 


  


Priority Two: 


Priority Two shall include individuals who will need a waiver service in one to five 


years and are determined to meet at least one of the following criteria: 


 


 The health and safety of the individual is likely to be in future jeopardy due to:  


 


The unpaid primary caregiver having a declining chronic or long-term physical or 


psychiatric condition that currently significantly limits his ability to care for the 


individual; 


 


There are currently no other unpaid caregivers available to provide supports; or 


 


The individual's skills are declining as a result of lack of supports; 


 


Describe how the individual meets this criteria. 
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 The individual is at risk of losing employment supports;  


 Describe how the individual meets this criteria. 


 


 The individual is at risk of losing current housing due to a lack of adequate 


supports and services; or 


 Describe how the individual meets this criteria. 


 


 The individual has needs or desired outcomes that with adequate supports will 


result in a significantly improved quality of life.  


      Describe how the individual meets this criteria. 


 


 


Priority Three: 


Priority Three shall include individuals who will need a waiver slot in five years or 


longer as long as the current supports and services remain and have been determined 


to meet at least one of the following criteria: 


 


 The individual is receiving a service through another funding source that meets 


current needs; 


Describe how the individual meets this criteria. 


 


 The individual is not currently receiving a service but is likely to need a service in 


five or more years; or 


 Describe how the individual meets this criteria. 


 


 The individual has needs or desired outcomes that with adequate supports will 


result in a significantly improved quality of life.  


      Describe how the individual meets this criteria. 
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Critical Needs Summary  


Step 1 Review 
 


CSB/BHA: Click here to enter text.        Individual’s Name: Click here to enter text. 


 


Individual’s Medicaid Number: Click here to enter text.  


Criteria for Rating Explanation  Individual’s 


Score 


   


5 Points 


 


1. An immediate jeopardy exists to the 


health and safety of the individual due 


to the unpaid primary caregiver having 


a chronic or long-term physical or 


psychiatric condition that currently 


significantly limits the ability of the 


primary caregiver to care for the 


individual; [ or ] there are no other 


unpaid caregivers available to provide 


supports; 


  


 


 The critical element in determining whether 


an individual meets this criteria is that the 


individual must be in immediate jeopardy. 


The presence of a caregiver’s 


medical/physical or psychiatric condition is 


only relevant if this is the case. 


There must be evidence to substantiate the 


caregiver’s diagnosis. Only if no other unpaid 


caregiver is available may points be assigned 


for this item.   


 


      


3 Points 


 


2. Primary caregiver can no longer 


provide care 


 


 


Primary, unpaid caregiver demonstrates that 


he/she cannot continue to provide care much 


longer (within the next year) due to physical, 


mental, emotional, financial burden of care 


giving which will result in immediate 


jeopardy, should it occur. There is evidence to 


substantiate this. 


 


      


5 Points 


 


3. Clear risk of abuse, neglect, 


exploitation of the individual 


 


There is a clear current risk of abuse, 


neglect, or exploitation demonstrated by, at 


minimum, documentation that the individual 


has been referred to the Dept. of Social 


Services (DSS) Child or Dept. of Aging and 


Rehabilitative Services (DARS) Adult 


Protective Services (as appropriate to his 


age) for investigation of a situation involving 


suspected abuse, neglect or exploitation 


and/or there is current documentation and/or 


correspondence from APS/CPS of findings or 


actions taken that confirm continued risk of 


abuse, neglect or exploitation.  
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Examples of instances of abuse, neglect and 


exploitation are contained in the DSS 


document, “Indicators of Abuse, Neglect and 


Exploitation” found at: 


http://www.dss.virginia.gov/family/as/aps.c
gi.  
 


18 Points 


 


4. The individual lives in an 


institutional setting and has a viable 


discharge plan 


 


 


The individual lives in an ICF-IID, a nursing 


facility, state psychiatric hospital or mental 


health institute, or psychiatric residential 


treatment facility (PRTF). A viable discharge 


plan means the person has identified one or 


more housing option(s) and services that   
preserves the individual's health, safety, and 


welfare in the community has been developed. 


 


      


10 Points 


 


5. Currently homeless (i.e., does not 


have a home) 


 


 


This item requires that homelessness has 


already occurred. Individuals meeting this 


criterion may be living in a homeless shelter, 


on the street or just discharged/removed from 


their present living situation with nowhere 


else to go. 


 


      


5 Points 


 


6. Facing imminent (within the next 


90 days) homelessness (e.g., 


terminally ill caregiver) 


 


 


The individual is anticipated to be homeless 


within the next 90 days due to anticipated 


discharge from a time-limited residential 


service, the imminent death of the present 


caregiver, etc.  


 


      



http://www.dss.virginia.gov/family/as/aps.cgi

http://www.dss.virginia.gov/family/as/aps.cgi
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High Safety Risk  


to Self/Others: 5 Points 


  


Moderate Safety Risk  


to Self/Others: 3 Points 


 


Low Safety Risk to  


Self/Others: 1 Point 


 


No Safety Risk 


 to Self/Others: 0 Points 


 


7. Immediate risk to the health or 


safety of the individual, primary 


caregiver, or other person living in the 


home due to either of the following 


conditions: 


 


 


A. The individual's behavior, 


presenting a risk to himself or others, 


cannot be effectively even with 


support coordinator-arranged generic 


or specialized supports; or  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


A. Behaviors 


  


High Safety Risk to Self/Others (5 pts) 


 


Within the last 365 days, behavior has:   


 required emergency services, REACH, 


and/or law enforcement crisis response 


and resulted in psychiatric hospitalization or 


out of community placement (e.g., 


residential treatment, crisis facility 


placement)  


AND/OR 


 resulted in a voluntary admission to 


psychiatric facility or out of 


home/community placement (e.g., 


residential treatment, crisis facility 


placement)  


AND/OR 


 behavior has caused serious injury to the 


person or others that has required medical 


attention beyond basic First Aid (e.g., a result 


of behavior was that someone required 


stitches, a cast, a doctor’s prescription to treat 


an injury, etc.). Also score as high risk if the 


behavior was successfully interrupted but 


 


7A      


 


 


 


7B      
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B. There are physical care needs or 


medical needs that cannot be 


managed even with support 


coordinator-arranged generic or 


specialized supports; 


 


        


 


 


likely would have caused serious injury and 


required significant medical attention if not 


interrupted (e.g., person attempted to run into 


traffic but was blocked by staff)    


 


Moderate Safety Risk to Self/Others (3 pts) 


Within the last 365 days, behavior has:  


 occurred that has required emergency 


services, REACH, and/or law enforcement 


crisis response, but situation(s) was 


stabilized and a community placement has 


been maintained with continued supports in 


place 


 


AND/OR, 


 


 caused a minor injury that was treated with  


basic First Aid level care (e.g., a result of 


behavior was a scratch that required a Band-


Aid, a minor contusion was sustained) 


 


Low Safety Risk to Self/Others (1 pt) 


Within the last 365 days: 


 challenging behavior has occurred, but 


behavior has not required a crisis response 


from emergency services, REACH, and/or 


law enforcement,  


 


AND/OR 


 


 challenging behavior has occurred, but no 


one has been hurt or injured in any way. 


 


No Safety Risk to Self/Others (0 pt) 


Within the last 365 days: 


 individual has not engaged in any level of  


 challenging behavior 


 


 


B. Physical care needs or medical needs  


 


High Safety Risk to Self/Others  (5 pts) 
 


Within the last 365 days, the individual has 


required one or more of the following 


numbered items: 
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1. at least one instance of medical 


treatment via one of the following: 


- an Emergency Medical Transport 


(e.g., ambulance),  


- a walk-in ambulatory urgent care 


center,  


- an emergency department (ER) 


medical services venue,  


           which has resulted in one of the    


           following outcomes: 


- a hospitalization,  


- a surgical intervention,  


- another out of community 


placement (e.g., acute care 


treatment, rehabilitation/therapeutic 


facility placement)  


 


or 


 


2. repeated events of one or more of the 


following bulleted items: 


- hospitalizations and/or 


(for the same/similar medical 


condition/disorder, and/or another 


medical condition/disorder), 


- surgical interventions  


   (for the same/similar medical 


condition/disorder, and/or another 


medical condition/disorder),  


- out of community placement (e.g., 


acute care treatment, 


rehabilitation/therapeutic facility 


placement)  


 


or 


 


3. total  ongoing assistance with all ADLs on 


a daily basis,  


 


or 


 


4. ongoing assistance with repositioning 


multiple times per day and/or the 


individual is non-ambulatory and/or is 


non-weight bearing,  


 


or 
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5. ongoing assistance with a chronic medical 


condition/disorder that requires a 


medical device on a daily basis for 


survival (e.g.,  gastrostomy tube, 


gastrostomy-jejunostomy tube, Bi-Pap / 


C-Pap, ventilator,  tracheostomy or 


another medical device),  


 


or 


 


6.  ongoing assistance with tonic-clonic 


seizures that occur multiple times a day.  


 


Moderate Safety Risk to Self/Others (3 pts)  


 


Within the last 365 days, the individual has 


required one or more of the following 


numbered items:  


 


1. at least one instance of medical treatment at 


a walk-in ambulatory urgent and/or 


emergency department (ER) medical services 


venue, but did not result in a hospitalization 


and/or an out of community placement (e.g., 


acute care treatment, 


rehabilitation/therapeutic facility placement)  


 


or 


 


2.at least one instance of medical treatment 


via one or more of the following: 


- an Emergency Medical Transport (e.g., 


ambulance),  


- a walk-in ambulatory urgent care center,  


- an emergency department (ER) medical 


services venue,  


which did not result in a hospitalization, a 


surgical intervention, and/or another out of 


community placement (e.g., acute care 


treatment, rehabilitation/therapeutic facility 


placement), or  


 


3. at least one instance of medical treatment 


via consultation for a minor medical 


condition by a Primary Care Provider (PCP) 


 


 Or 
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4. ongoing assistance with most ADLs on a 


daily basis, 


 


Low Safety Risk to Self/Others (1 pt) 


 


Within the last 365 days, the individual has 


required one or more of the following 


numbered items:  


1. at least one instance of medical 


consultation via phone initiated 


conversation with the individual’s primary 


care physician (PCP) or 


 


2. at least one instance of medical treatment 


via basic First Aid level care (e.g., a Band-


Aid, for a minor contusion), or 


 


3. Assistance with select ADLs on a regular 


but not daily basis, 


 


 And the individual’s health is stable. The 


individual has no ongoing chronic health 


conditions.  


 


 


No Safety Risk to Self/Others (0 pt) 


 


Within the last 365 days: 


The individual has not engaged in, nor 


required any medical treatment/consultation 


needs, including hospitalizations/acute care, 


surgical interventions, walk-in/ambulatory 


urgent care, Emergency Medical Transport, 


primary care, or basic first aid for any 


condition or symptom. 


  


And the individual’s health is stable. The 


individual has no known health conditions 


and typically only sees a PCP for regular 


check-ups. 


5 Points 


 


8.  The individual is a young adult 


who is no longer eligible for IDEA 


services and has expressed a desire to 


live independently. After individuals 


attain 27 years of age, this criterion 


shall no longer apply. 


 


 


An individual who chooses to leave school 


even though they are still eligible for IDEA 


services does not meet this criteria until they 


are 22 years of age. When the individual 


reaches age 27, the individual must be re-


evaluated and may only retain Priority One 
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status if he/she/they meets another Priority 


One criteria. 


 


5 Points 


 


9. Individual lacks opportunities for a 


meaningful activity during the day.   


 


 
 
These points are only available to people 27 


years or older, who desire a meaningful 


activity during the day, do not have access to 


one through another funding source 


 


 


Other than the absence of providers, 


the type of services available in the 


current waiver will meet most of the 


individual’s needs:   


 -7 Points 


Other than the absence of providers, 


the type of services available in the 


current waiver are limited in their 


ability to meet the individual’s needs: 


-3 Points 


 


 


 


10. The individual has access to 


needed  services through CCC+ 


waiver or EPSDT  


 


If the explanation in the left column applies to 


the individual, the appropriate number of 


points must be deducted from the individual’s 


CNS score.  
 


 


 


 


 


 


 


 


No caregiver: 5 Points 


1 caregiver: 3 Points 


2 or more caregivers: 0 Points 


 


11. Number of caregivers 


 


 


 


 


Where two caregivers reside in home, both 


must be considered caregivers unless the 


second caregiver has a chronic or long-term 


physical or psychiatric condition or 


conditions that render him/her/them unable to 


provide any support to the individual or is 


absent from the home for more than 50% of 


the year for work.  


 


      


3 Points 


 


12. In addition to this individual, 


another individual with a disability, 


for whom the caregiver is directly 


responsible on a day to day basis, 


resides in the home.  


Even if there are multiple individuals who 


meet the description this item is limited to 3 


points.   
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Individual’s Name: Click here to enter text. 


 


Name of Support Coordinator completing this form: Click here to enter text. 


 


______________________________________  __________________ 
Signature of Support Coordinator                          Date 


  


                    Points in table below 


 


13. Number of areas met on VIDES 


  


 


 


Count number of areas met on VIDES and 


assign appropriate point value. 


 


Infants & Children 


through 17 


Adults 


   2-3: 1 Point 


   4: 2 Points 


   5-6: 3 Points 


   7-8: 4 Points 


   3: 1 Point 


   4: 2 Points 


5-6: 3 Points 


7-8: 4 Points 


Total Critical Needs Score 
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Slot Assignment Review Form 


 


Date of Submission: Click or tap to enter a date. 


 


WSAC Date: (Required) Click or tap to enter a date. 


 


CSB: (Required)       


 


Support Coordinator: (Required)       
 


Non-PHI Identifier: (Required)       


 


I. Age: (Required)        


 


II. Month/Year of Birth: (Required)            


 


III. Current Diagnoses: (Required)       


 


IV. Current Medications: 


 


V.  (Required) Indicate which of the Priority 1 criteria were met and describe how the 


individual’s situation meets the criteria:  


 


  An immediate jeopardy exists to the health and safety of the individual due to the 


unpaid primary caregiver having a chronic or long-term physical or psychiatric 


condition that currently significantly limits the ability of the primary caregiver to care 


for the individual; [or] there are no other unpaid caregivers available to provide 


supports. 


       


 


  There is immediate risk to the health or safety of the individual, primary caregiver, 


or other person living in the home due to either of the following conditions: 


 


  The individual's behavior, presenting a risk to himself or others, cannot be 


effectively managed even with support coordinator-arranged generic or specialized 


supports.           


 


Or 


 


  There are physical care needs or medical needs that cannot be managed even 


with support coordinator-arranged generic or specialized supports.         


 


  The individual lives in an institutional setting and has a viable discharge plan; or 


                  


 


  The individual is a young adult who is no longer eligible for IDEA services and 


has expressed a desire to live independently. When individuals attain 27 years of age, 


this criterion shall no longer apply.        
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VI. Risks to the individual’s safety in his/her present environment:  


 


Challenge 
(Choose all those that apply. If checked, all fields to 


the right are required.) 


Intensity  
(Required if checked) 


Frequency 
(Required if checked) 


  Physical aggression  
(If checked, ALL fields to the right MUST be 


completed.) 


            


(Required if checked) Please provide examples utilizing 


descriptive language:        


  Self-injurious   
(If checked, ALL fields to the right MUST be 


completed.) 


            


(Required if checked) Please provide examples utilizing 


descriptive language:        


  Sexually inappropriate 
(If checked, ALL fields to the right MUST be 


completed.) 


            


(Required if checked) Please provide examples utilizing 


descriptive language:        


  Property damage 
(If checked, ALL fields to the right MUST be 


completed.) 


            


(Required if checked) Please provide examples utilizing 


descriptive language:        


  Verbal aggression 
(If checked, ALL fields to the right MUST be 


completed.) 


            


(Required if checked) Please provide examples utilizing 


descriptive language:        


  Leaves a safe setting putting self in 


jeopardy 
(If checked, ALL fields to the right MUST be 


completed.) 


            


(Required if checked) Please provide examples utilizing 


descriptive language:        


  Physical care needs:          
(If checked, ALL fields to the right MUST be 


completed.) 


            


(Required if checked) Please provide examples utilizing 


descriptive language:        


  List all current medical challenges 


and the associated treatment(s) required 


to adequately address them, including 


consultative and ongoing treatment 


sessions, even if these are not currently 


received:          
(If checked, ALL fields to the right MUST be 


completed.) 


       


(Required if checked) Please provide examples utilizing 


descriptive language:        


  Other:          
(If checked, ALL fields to the right MUST be 


completed.) 


            


(Required if checked) Please provide examples utilizing 


descriptive language:        


 
 


VII. Community integration needs/social isolation issues   


 


 


(Required) List all current challenges, such as residence in an institution, homebound due 


to lack of services, impact of elderly caregiver, etc.: (If none, enter none)       
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VIII. (Required) What resources have been sought and/or are received to address the needs of 


the individual?    


 


 


A:  For individuals age 22 and under: 


 


 


  


CCC Plus Waiver  
 


       
 


      


If receiving, service(s) type and frequency? (If receiving, this is required) 


      


 


Individual  and Family 


Support (IFSP) 


 


 


 


       


 
      


If receiving, how is the service being utilized? (If receiving, this is required) 


      


 


Summer camp  


 
 


       


 
      


If receiving, how is the service being utilized? (If receiving, this is required) 


      


 


Comprehensive 


Services Act 


(CSA/FAPT) 


 


 


 


       


 
      


If receiving, service(s) type and frequency? (If receiving, this is required) 


      


 


School Based/IEP 


Services 


 


 


 


       


 
      


If receiving, service(s) type and frequency? (If receiving, this is required) 


      


 


Resource 
*You must ANSWER the 


questions to the right for EVERY 


resource listed below. 


YOU MUST CHOOSE APPLIED  


or NO APPLICATION MADE and WHY 


IF APPLIED, YOU MUST CHOOSE RECEIVED 


or NOT RECEIVED and WHY 


Applied If no application made, 


why not?  


Received If applied but not   


received, why not?  


Early and Periodic  


Screening,  Diagnosis and 


Treatment Services 


(EPSDT) 


(Through age 21) 


 


 


 


      


 


 


 
      


If receiving, service(s) type and frequency? (If receiving, this is required) 
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Housing (Housing 


Voucher, State Rental 


Assistance Program, 


Section 8, etc.) 


 


 


 


       


 
      


If receiving, how is the service being utilized? (If receiving, this is required) 
      


 


Department of Aging 


and Rehabilitative 


Services (DARS) 


 


 


 


       


 
      


If receiving, how is the service being utilized? (If receiving, this is required) 
      


 


Other-Name any locally 


funded services received 


 


 


 


       


 
      


If receiving, service(s)/support type and frequency?  What is the 


funding source? (If receiving, this is required)   


      


B. For individuals age 23 and older: 


Resource 
*You must ANSWER the 


questions to the right for EVERY 


resource listed below. 


YOU MUST CHOOSE APPLIED  


or NO APPLICATION MADE and WHY 
IF APPLIED, YOU MUST CHOOSE RECEIVED 


or NOT RECEIVED and WHY 


Applied If no application made, 


why not?  


Received If applied for but not 


received, why not?  


CCC Plus Waiver  
 


 


 
 


       
 


      


If receiving, service(s) type and frequency? (If receiving, required) 


      


 
Individual  and Family 


Support (IFSP) 
 


 


 


       


 
      


If receiving, how is the service being utilized? (If receiving, required) 
      


 
Summer camp  


 
 


       


 
      


If receiving, how is the service being utilized? (If receiving, required) 


      


 
Housing (Housing 


Voucher, State Rental 


Assistance Program, 


Section 8, etc.) 


 


 


 


       


 
      


If receiving, how is the service being utilized? (If receiving, required)  
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IX. (Required) Describe the primary caregiver(s) ability and challenges to providing natural 


supports such as transportation, supervision, promotion of community integration, etc.):  


      
 


X. (Required) Are there other natural supports in the person’s life such as family   


members, neighbors, friends, other community members? If so, please describe their 


availability.       


 


XI. (Required) A. In the person’s own words, where would he/she like to live and with 


whom?        


 


(Required) B. In the person’s own words, what would he/she like to do during the 


day?       


 


      (Required) C. Does the person have a legal guardian and if so, does the legal guardian 


agree with the person’s wishes?        


 


XII. (Required) A. What will happen (and when) if this individual is not assigned  


      an available waiver slot?       


 


(Required) B. Describe indicators that support this statement:       


 


XIII.   (Required) Identify only those waiver services that best meet immediate needs.  


If a service is identified, explain how this service would be used to address immediate 


needs? 


  Assistive Technology        


  Benefits Planning        


  Center-Based Crisis Supports        


  Community Coaching        


  Community Engagement            


  Community Guide        


  Community-Based Crisis Supports         


  Companion        


  Crisis Support Services        


Department of Aging and 


Rehabilitative Services 


(DARS) 


 


 


 


       


 
      


If receiving, how is the service being utilized? (If receiving, required) 
      


 
Other-Name any locally 


funded services received 
 


 


 


       


 
      


What is the funding source?  Service(s) type and frequency? (If receiving, 


required) 
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  Electronic Home-Based Supports        


  Employment and Community Transportation        


  Environmental Modification        
  Group Day        


  Group Home Residential         


  Group Supported Employment          


  In-Home Support            


  Independent Living Supports                            


  Individual & Family/Caregiver Training        


  Individual Supported Employment           


  PERS         


  Peer Mentor Supports      


  Personal Assistance        


  Private Duty Nursing        


  Respite        


  Services Facilitation         


  Shared Living        


  Skilled Nursing             


  Sponsored Residential           


  Supported Living Residential        


  Therapeutic Consultation        


  Transition Services        


  Workplace Assistance         


 


XIV. A. (Required) Any other information about the individual that would help the Waiver 


Slot Assignment Committee determine if this individual is most in need of a slot:       


 


 


 


 


Support Coordinator completing this form:  Date: 
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Slot Assignment Scoring Summary 
Step 2 Review 


 


Individual’s Unique Identifier: _______________________________________ 


 


Date: ____________________________ 


 


Rating System 


1 = Minimal 2 = Low 3 = Moderate 4 = High 5 = Exceptionally high 


 


CRITERIA Explanation SCORE 
1) The individual’s/caregiver’s current 


level of need for services 


 


 


 


Greater number and 


intensity of needs 


should result in a 


higher score 


 


2) Limitations to current receipt of, or 


eligibility for, services (including paid 


caregivers) that would ameliorate the 


individual’s need.  


 


 


Fewer services being 


received, or for which 


the individual is 


eligible should result 


in a higher score  


 


3) Limited natural supports available to 


the individual/caregiver 


 


 


 


Fewer natural 


supports available 


should result in a 


higher score 


 


4) The likelihood that requested DD 


waiver service(s) will significantly reduce 


the individual’s health and safety risk. 


 


   


 


No additional 


explanation  


 


5) The degree to which any other 


conditions not accounted for above affect 


urgency.  


 


 


Only to be used if 


the condition(s) 


is/are not accounted 


for in the categories 


above. 
 


Greater 


number/intensity of 


additional 


conditions may 


result in a higher 


score 


 


TOTAL  


 


 


Signature of Committee Member:  ______________________________________________ 








 


 
Medicaid LTC Communication Form 


 


Individual Name:        
 


Medicaid ID#:          SSN:        
 


 


 Provider Name:         Address:       
 


 Provider NPI#:         Provider Rep.:         Title:       
 


  Telephone:         Fax:                                          Date:      /     /      
 


 Patient Information:     DMAS-96  attached  unavailable 


 Individual admitted to this facility/service on      /     /     (date), from Home Hospital  Other Facility 
 


  Patient Pay determination requested                 Patient Funds Account balance $      as of      /     /      (date). 


 Individual discharged      /     /      (date), to:  Home    Hospital    Other Facility   Deceased 


 Change in income, deductions, health insurance or other:                                      RUGS Score __________ (NF individuals only) 


 


*Individual Residential Address:        


Medicaid Per Diem Rate:    $       *Enrollee FIPS:       (Waiver Individuals Only) 
 


CBC Provider Hourly Rate: $       Hours received in the month of Discharge:  
 
If discharging from services, please include all Service Authorization #(s):       


 


LDSS:         FIPS Code:         Eligibility Worker:       
 


Telephone:        Fax :          Date:      /     /      
 


Eligibility Information:  


  Eligible, full Medicaid services beginning      /     /      (date)    Eligible, QMB Medicaid only 


  Eligible Medicare premium payment only 


  Ineligible for Medicaid    Ineligible for Medicaid payment of LTC services from      /     /      to      /     /      


  Medicare Part A insurance        Other health insurance:               LTC insurance:       


 Change in deductions, health insurance or other:        


Department of Medical Assistance             DMAS-225 Revised 12/15 







Medicaid LTC Communication Form     DMAS-225 
 
PURPOSE OF FORM--To allow the local Department of Social Services (LDSS) and nursing facility (NF) or Community Based Care (CBC) Waiver Providers to exchange 
information regarding: 
 


o The Medicaid eligibility status of an individual; 
o A change in the individual’s level of care; 
o Admission or discharge of an individual to an institution or Medicaid CBC services, or death of an individual; 
o Other information known to the provider that might cause a change in the eligibility status or patient pay amounts. 


 
USE OF FORM--Initiated by either the LDSS or the provider of care.  A new form must be prepared by the LDSS whenever there is any change in the individual’s circumstances 
that results in a change in eligibility status or information needs to be given to the provider.   The provider must use the form to document admission date, request Medicaid 
eligibility status, and notify the LDSS of changes in the individual’s circumstances, discharge or death.   
 
NUMBER OF COPIES--Original and one copy for NF individuals; original and two copies for waiver individuals. 
 
DISTRIBUTION OF COPIES--For NF individuals, send the original to the nursing facility.  For PACE individuals send the original to the PACE provider.  For Medicaid CBC, 
send the original to the following individuals: 


• Case Manager at DMAS for Tech Waiver, DMAS, Division of LTC, Waiver Unit, 600 E. Broad St., Richmond, VA   23219 
• Case Manager at the Community Service Board for the ID and DS waivers 
• Case Manager (Support Coordinator) at DBHDS for DD Waiver 
• Service Facilitator for EDCD with consumer-directed service, 
• Case Manager for any individual w/case management services which includes those receiving services through CCC or other managed Medicaid plans, and 
• Personal Care Provider for EDCD-personal care services and other services. 
  


Place a copy of this form in the eligibility case file. 
 
INSTRUCTIONS FOR PREPARATION OF THE FORM--Complete either the Provider or LDSS section as appropriate.  At the top of the form, enter the Individual’s name, 
Social Security number and Medicaid identification number, if known.   
 
Provider Section-Complete all data elements in the gray section.  Check the appropriate boxes and complete all data elements as appropriate in the white section to the 
individual’s circumstances.  Providers should attach a copy of the DMAS-96 to this form when the individual is first admitted to care. 
Waiver providers must advise the LDSS of the individual residential address when different from the address from which this form originates and provide the individual FIPS 
code.   
 
Providers should ensure that the individual understands that they may have a patient pay, which is the amount of their income that must be paid to the provider every month for the 
cost of long-term care services they receive. The long-term care provider who is responsible for collection of any portion of the patient pay will directly bill the individual or your 
representative. A portion of patient pay may be paid to more than one provider when services are received from multiple providers.  
 
LDSS Section-Complete all data elements of the gray section. Check the appropriate boxes and complete all data elements in the white section as appropriate to the individual’s 
circumstances.  Do not provide the source of an individual’s income.  If the individual is ineligible for Medicaid payment of long-term care due to imposition of a penalty period, 
send a copy of this memo to the DMAS, Long-Term Care Division, 600 E. Broad St., Suite 1300, Richmond, Va.  23219 
 
Department of Medical Assistance            DMAS-225 Revised 12/15 
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Virginia Department of Behavioral Health and Developmental Services 
Enhanced Case Management Criteria 


Instructions and Guidance 
(April 2014) 


 
 


As a result of feedback from meeting with ID CM CSBs last May, DBHDS requested 3 
adjustments to Enhanced Case Management (ECM) criteria: 


 
The first change included moving the 5 day grace period to 10 days to coincide with 
DMAS regulations and was approved effective May 1, 2014. 


 
The second change requested establishing criteria to exclude those individuals currently 
considered stable in group homes of 5 beds or more from automatically requiring ECM.  
 


Prior to an individual being designated as not needing enhanced case 
management visits, an individual has to be stable for at least one year. Stable is 
defined as living in the same placement for at least one year prior to the ECM 
determination without significant events that threaten serious injury or death such 
as founded abuse and/or neglect; bowel obstruction; aspiration pneumonia; falls 
resulting in serious injury; or encounters with the crisis system for a serious crisis 
or for multiple less serious crisis within a three month period.   


 
For those individuals who are currently living in a congregate setting with 5 or 
more beds, the Case Manager/Support Coordinator needs to determine: 
 


 Whether the individual is known to be at risk for serious injury or death 


 Whether the individual has been stable for one year (living in the same 
place for one year without significant events that threaten serious injury or 
death 


 
Decision Tree 
 


 Starting Point for Assessment – Lives in a congregate setting of 5 or more individuals 
 
     
    no 


 
 
           yes 


 
 
     
      no 


     
 
 
  yes 


 
 


Individual is 


stable 
ECM is required 


Not known to be 


at risk for serious 


injury or death 


The assessment 
determines 


that ECM is not 
needed at this 
point in time 


 


ECM is required 
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If the individual were to encounter any of these triggers, then enhanced case 
management visits would be provided and continue until the person was stable, 
as defined above.   


There are individuals living in congregate settings of 5 or more who have been 
identified as being at risk for serious injury and/or death due to a specific 


condition or event. Some of these individuals are stable as defined above due in 


part to safety protocols being in place. When they experience any event or 
significant changes in the condition(s) related to their risk, enhanced case 
management visits would be required and would continue until the individual is 
once again stable. In addition, the safety protocols will be reviewed by staff when 
increased risks are identified and revised as needed. Examples of significant 
changes in conditions or events related to an individual's risk include any change 
in medications especially as the side effects may impact the risk (dizziness may 
contribute to falls), dental work as it relates to someone who is already at risk for 
choking, and constipation as it may lead to bowel obstruction. 


 
 
The third change included establishing criteria for those who have more intensive 
behavioral or medical needs as defined by SIS when they live in the family home and 
their medical/behavioral condition is well-controlled and well-managed and the individual 
is stable (living in the family home for at least one year without significant events that 
threaten serious injury or death such as founded abuse and/or neglect; bowel 
obstruction; aspiration pneumonia; falls resulting in serious injury; or encounters with the 
crisis system for a serious crisis or for multiple less serious crises within a three month 
period). 


 
For those individuals having more intensive behavioral or medical needs as defined 
by the SIS, the case manager/service coordinator needs to determine: 
 


 Whether the individual lives in their family’s home with care and supports 
provided primarily by family members, and  


 Whether medical/behavioral condition(s) is well controlled and well managed, 
and   


 Whether the individual is stable (living in the family home for at least one year 
without significant events that threaten serious injury or death)  
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Decision Tree: 
 


Starting point: Has at least one “yes” on the SIS Supplemental Risk Assessment or a score of 2 
or higher in 3a or 3b on the SIS Exceptional Medical and Behavioral Supports Needs 


 


      
     no    
 
 
                                      
           yes  
             
              
 
     no 
          
 
      
    
            yes 
           
  
 


    no   
 
 
           yes 


 
 
 


 
 
 
 


If it is determined that ECM is not needed at this point in time, Case 
Managers/Support Coordinators would be required on a quarterly basis to assess 
whether the family member/caregiver is following medical orders and/or behavior 
treatment plan recommendations.  If the individual were to encounter any of 
these triggers then enhanced case management would be provided and continue 
until the person was stable, as defined above.     


 
There are individuals living with family who have been identified as being at risk 
for serious injury and/or death due to a specific condition or event. Some of these 
individuals are stable as defined above due in part to safety protocols being in 
place. When they experience any event or significant changes in the condition(s) 
related to their risk related to their risk, enhanced case management visits would 
be required and would continue until the individual is once again stable. In 
addition, the safety protocols would be reviewed by a provider or the CM/SC with 
family when increased risks are identified and revised as needed. Examples of 
significant changes in conditions or events related to an individual's risk include 


Individual lives 


in family home 


ECM is 


required 


Condition is well 


managed and 


well controlled 


ECM is 


required 


Individual is 


stable
1 


ECM is 


required 


The assessment determines that ECM is 


not needed at this point in time 
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any change in medications especially as the side effects may impact the risk 
(dizziness may contribute to falls), dental work as it relates to someone who is 
already at risk for choking, and constipation as it may lead to bowel obstruction. 


 
Expectations 
 
The importance of on-going assessing of individuals needs cannot be stressed enough.  
Assessments are “snapshots in time” and the level of risk and conditions can change very 
quickly.  When determining whether an individual should be receiving enhanced case 
management (based on the change in criteria) assessing the risk and potential of risk is 
necessary. Each individual who is moving in or out of enhanced case management should be 
assessed and the outcome of the assessment should be well documented either in a progress 
note or on an assessment “form”.   
 
This instruction and guidance does not specify a specific assessment, but it is suggested that a 
review of current medical conditions, current medications, and any recent changes to 
medications, falls, recent changes in behaviors and recent medical procedures be reviewed.  
Upcoming medical procedures or any changes in living arrangements should also be reviewed.  
As previously stated the assessment needs to be clearly documented as this will demonstrate to 
Licensing and Human Rights in their reviews, that appropriate action was taken.   
 
 








Optional ECM Worksheet


Consideration
Select 


Responses
Determination


Q1. Does the person have a DD Waiver (BI, FIS, or CL)?


Q2. If no, is the person on the Waiver Waiting List and has CCC+ and TCM?


Criteria A


Q3. Did the person leave a Training Center in the last 12 months?


Q4. Has the person been stable in their new home for at least 12 months? 


Criteria B  


Q5. Does the person receive services from any provider w/ conditional or provisional license?


Q6. If yes, has 90 days passed since removal of conditional or provisional status?


Criteria C


Q7. Has there been an interruption of 30 days or longer for any* DD waiver services (not due to an extended vacation)?


Q8. Have interrupted services resumed? 


Criteria D


Q9. Is there an inability to access needed therapeutic services, adaptive equipment, or modifications? 


Q10. Have needed services been identified? 


Criteria E.1


Q11. Has the person encountered the crisis system and/or the medical health system for admission or assessment? 


Q12. Has the person recovered from the crisis and/or medical concerns and has been stable for at least 90 days? 


Criteria E.2


Q13. Has there been Adult or Child Protective Services involvement? 


Q14. Has the APS/CPS case been closed without further risk to the person for at least 90 days? 


Criteria E.3


Q15. Has the person encountered the criminal justice system or been incarcerated? 


Q16. Have criminal charges been resolved with no additional concerns for at least 90 days? 


Exceptions to Criteria E


Q17. Are there unique circumstances that a supervisor confirms warrants an exception to ECM? 


Criteria F


Q18. Does the person live in a 5+ bed group home?


Exceptions to Criteria F


Q19. Is this the only ECM criteria met? (consider all criteria A-G)


Q20. Has the person been medically and behaviorally stable with successful supports for the past 12 months? 


Q21. Have there been any new risks (medical and/or behavioral) identified in the last 12 months?


Criteria G


Q22. Are any items under 1a or 1b on the SIS® scored with a 2? 


Q23. Since the completion of the SIS® have any new needs be identified that meet the same criteria? 


Exceptions to Criteria G


Q24. Is this the only ECM criteria met? (consider all criteria A-G)


Q25. Has the person experienced concerns related to the identified health conditions in the past 12 months? 


Q26. Does the person only receive Therapy Services as identified on 1a of the SIS® with no other items under 1a or 1b scored a 2?


This worksheet is designed to assist with making determinations about providing Enhanced Case Management (ECM). There are six criteria areas that can indicate starting or ceasing ECM. Complete 


all responses in sequence by selecting "Yes" or "No" from the drop down menu to see determinations in the last column. 


Red shading in any area indicates that ECM is required. This worksheet can be used to evaluate one or more reasons for ECM. 







Q27. Is the only item identified as "Fall Risk" with no injury in the last 90 days? 


* Criteria C includes: 


i. Congregate residential (including supervised and sponsored residential)


ii. In-home residential


iii. Personal Assistance (agency-directed or consumer-directed)


iv. Supported Employment (Change in SE job site but not provider does not constitute interruption in service)


v. Day Services







