

Assisted Living Waiver Referral Process
For California Community Transitions Participants
Introduction

California Community Transitions (CCT) participants, who meet nursing facility level of care, may be interested in enrolling in the Assisted Living Waiver (ALW).  In these instances, the CCT lead organization submits the participant’s Comprehensive Service Plan (CSP) to a CCT project nurse who reviews the CSP, and notifies the transition coordinator whether or not the participant might be eligible to enroll in the ALW.  Final eligibility determinations are made by the Department of Health Care Services’ (DHCS) ALW nurses.  More information about the ALW is available at http://www.dhcs.ca.gov/services/ltc/Pages/ALWPP.aspx.

Eligibility

The following three requirements must be met in order to enroll in the ALW.  The participant must:

1. Live in a participating county (Fresno, Los Angeles, Riverside, Sacramento, San Bernardino, San Joaquin, or Sonoma (pending),) or be willing to move to a residential care facility located in one of those counties.

2. Have full-scope Medi-Cal with no share of cost.

3. Meet skilled nursing level of care in accordance with Title 22 and as required by the ALW program.

Application Steps

1. The Lead Organization faxes (916-440-7541) a request for ALW consideration along with a current copy of the CSP to a CCT project nurse.

2. A CCT project nurse reviews the submitted CSP and determines whether the participant may be eligible for the ALW and notifies the lead organization of the participant’s potential eligibility. 

3. Once steps 1 and 2 are completed, a CCT project nurse notifies an ALW nurse.

NOTE::The application process will not proceed until steps 1-3 are complete.

4. The transition coordinator informs the participant that if he/she is approved, a Care Coordination Agency (CCA) must be selected from a DHCS-approved list.

5. The transition coordinator and CCT participant work together to decide who notifies the selected CCA of the referral.

6. The transition coordinator informs the CCT project nurse of the CCT referral on the appropriate CCT from, which includes the following information:
a. Participant’s name, date of birth, and client identification number.
b. Name of CCA.
c. Date of referral to CCA.

7. A representative from the CCA meets with the participant to explain ALW services and assess the CCT participant to confirm or deny eligibility.

8. The CCA completes the assessment package and forwards it to the ALW nurses.

9. An ALW nurse reviews the completed assessment package and processes the participant’s application.

10. After eligibility has been confirmed, the CCA representative provides the participant with a list of appropriate and available Residential Care Facilities for the Elderly (RCFE).

11. The ALW nurse emails the CCT nurses of the participant’s pending ALW enrollment.

12. The participant selects an RCFE.

13. The participant becomes “open” to the Assisted Living Waiver on day of transition to the RCFE.

14. The CCT participant continues to be eligible to receive certain specified CCT services through the end of the demonstration period, as long as an appropriate referral is received. [See item number 4 in DHCS Policy Section below for specific information on referral policy.]

15. Once the transition is finalized, the lead organization transition coordinator completes a Transition Report Form and faxes it to 916-440-7541.

DHCS Policy

1. DHCS requires CCAs to assess CCT participants for ALW eligibility within fifteen to thirty (15-30) business days of a complete referral.  When the CCA does not meet this timeframe, the transition coordinator notifies a CCT project nurse, who communicates with an ALW nurse who determines next steps.

2. An ALW nurse determines the ALW enrollment date.  Under certain circumstances, first month’s rent may be a covered CCT service; however, participating ALW RCFEs are not allowed to charge:
a. Security deposits
b. Last month’s rent
c. Deposits to hold a spot

3. Once a CCT participant is open to the ALW, coordination of services becomes the duty of the CCA, not the lead organization (or transition coordinator).  The lead organization must inform the CCT participant of this change, and may provide only the follow-up quality of life surveys, without a specific signed written request for CCT services from the CCA or RCFE administrator. 

4. During the 365-day period of community living, CCT participants continue to be eligible for certain specified CCT services; however the referral for those services must be made through the CCA or RCFE administrator.  Once the lead organization has received a signed written request for said services, a CCT TAR may be submitted.  A copy of the signed written request must be attached to the TAR requesting the service.  Those services for which participants are eligible are:
a. Habilitation
b. Home modification
c. Home set-up
d. Assistive devices
e. Vehicle Modification

5. The RCFE administrator (or designee) is required to  notify the lead organization whenever a Special Incident Report (SIR) form is completed on any CCT participant receiving ALW services and forward the completed SIR to the individual's assigned lead organization by a secure/encrypted route (fax, etc.).  The lead organization must then forward the information to the CCT project team per CCT protocol.
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