Developmental Disabilities Administration Community Guide and Community Inclusion Guidelines
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Community Guide
	
Community Inclusion

	Service definitions
	Community Guide services increase access to informal community supports. Community Guide is short-term support that develops creative, flexible, and supportive community resources so waiver participants can meet a goal identified in the person-centered service plan. 

Ratio of provider to client is 1:1.

	Community Inclusion services promote individualized skill development, independent living and community integration so persons can learn how to actively and independently engage in their local community. Activities provide opportunities to develop relationships and to learn, practice and apply skills for greater independence and inclusion (DDA County Program Agreement, page 2).
Community Inclusion should build and strengthen relationships with others who live in the same area and are not paid to be with the person (Community Inclusion Frequently Asked Questions, page 1). 

Ratio of provider to client is 1:1; however Community Inclusion can be provided to groups of 2 or 3 if individuals have shared interests and goals.

	Eligibility requirements 
	Clients are eligible for Community Guide services if they are on the Basic Plus and Core waivers. Individuals on the Core waiver receiving residential habilitation under WAC 388-845-1500 may not receive Community Guide services.

The amount of services is limited to the funding available in the client’s Basic Plus aggregate budget.


	 You are eligible for Community Inclusion services if you are enrolled in the Basic Plus or Core waivers and:
(1) You are 62 or older; or
(2) You meet age requirements under WAC 388-845-2110(1) and: 
(a) You have participated in developmental disabilities administration (DDA) supported employment services for nine consecutive months; or
(b) DDA has determined that you are exempt from the nine-month DDA supported employment service requirement because:
(i) Your medical or behavioral health records document a condition that prevents you from completing nine consecutive months of DDA supported employment services; or
(ii) You were referred to and were available for DDA supported employment services, but the service was not delivered within ninety days of the referral. (WAC 388-845-0600)
Community Inclusion is also available to individuals on Roads to Community Living and individuals in Skilled Nursing Facilities (PASRR).

	Service plan requirements
	Community Guide services are limited to the support needs identified in the DDA assessment and documented in the Person Centered Service Plan (PCSP). Community Guide services must be connected to a person-centered goal identified in the “other supports tab” in the PCSP.

Community Guide service can be extended through the plan period when appropriate (multiple goals, skill acquisition will exceed 3 months, etc.). Case resource manager must include all goals and document in a service episode record every three months that the Community Guide report was received and approved.

The Community Guide provider must provide a written report documenting the client’s progress to the CRM quarterly or more frequently if deemed necessary by DDA.

For Community Guide/Engagement Frequently Asked Questions and Provider Progress Report documents see Additional Resource list below.
 
	Everyone in Community Inclusion is required to have a plan within 60 days of the service authorization.  Progress reports are required 6 months after the authorization.  Plan updates are required annually and progress reports every 6 months.
Community Inclusion plans must include a specific goal and information about the client’s skills, interests, gifts and preferred activities.  
The goal should relate to the client’s gifts and preferences and should be measurable and included in the plan. The Community Inclusion provider is required to share the plan with the individual and support team.
Please see Community Inclusion Plan Progress Report Instructions and Community Inclusion Plan - Progress Form

	Who is a qualified service provider? 
	An individual or agency contracted with DDA who has
· Experience with the community in which the participant lives and knowledge of community organizations, informal clubs, community projects and events, local government resources, and businesses.
· Knowledge to find leaders and members of these community resources that can engage clients so they become active community members and build relationships based on common interests.
· Ability to assist clients develop skills that will increase their community integration.
	DDA contracts with counties to administer services for Community Inclusion.  Qualified providers are defined in DDA Policy 6.13: Provider Qualifications for Employment and Day Program Services.
Some requirements from 6.13 specific to Community Inclusion providers:
· Implement Community Inclusion as described in the Community Inclusion Frequently Asked Questions document;
· Serve clients in integrated settings that support the client’s connection to other members of the community who are not paid to be with the client and possess the ability to contribute to their community;
· Employ at least one person who:
· Has experience providing services in an integrated community setting that supports the client to contribute to their community;
· Has at least two years of experience related to the Community Inclusion services the agency provides to DDA clients; and
· Understands current Community Inclusion practices, as described in the Community Inclusion Frequently Asked Questions document, and is able to train direct support staff to implement those best practices.
· Employ staff who know how to:
· Conduct Discovery assessments;
· Assist a client with goal planning;
· Conduct community analysis to identify places and resources available in the community;
· Develop opportunities for client to connect with the community;
· Coach, which includes task design and training, support strategies, and developing natural supports; and
· Document goals and write reports.
· Provide ongoing Community inclusion training to the agency staff.

	What are the oversight processes for the service?
	Program RAMPs (Risk Assessment & Mitigation Plans) are completed by DDA Head Quarter staff and contractor RAMPs are completed by designated staff in the region.

Case Resource Managers (CRMs) must ensure they are receiving quarterly progress reports to continue to authorize services. CRMs will review the progress reports to confirm the report is meeting the goal identified in the Person Centered Service Plan. 

CRMs will talk with the client or guardian at the semi-annual review and annual assessment. CRMs will review goals and make sure the client is satisfied with the service being provided and the progress toward their goals. 
	DDA contracts with the counties to provide oversight to the Community Inclusion providers.  Counties are required to monitor Community Inclusion providers at least once a biennium.  Counties review client files to assure all have a current plan with a Community Inclusion goal and that activities provided support that goal. For a complete list of areas the county is required to monitor, see the Criteria for Evaluation document.
Additionally, DDA Employment and Day staff monitor Community Inclusion plans as a part of monitoring the counties for compliance. See Community Inclusion Plan Quality Review Tool.

	Who do I contact if I have a concern about the quality of the service or believe a duplication of services is occurring between Community Guide and Community Inclusion?
	DDA Resource Developers:
· Region 1 – Catherine Higgins, 509-329-2958
· Region 2 – Kristina Sheriff, 425-740-6433
· Region 3 – Teresa O’Donnell, 360-725-4273

	DDA Regional Employment Specialists:
· Region 1 – Carrie Bayha, 509-374-2128
· Region 2 – Rod Duncan, 425-740-6453
· Region 3 – Dave Money, 253-404-5553

Contact List for DD Program County Coordinators can be found in the Additional Resource list below.


	Other useful documents or links related to service
	Community Guide and Community Engagement Services Policy 4.14
What does a Community guide and Engagement Provider do?
Community Engagement and Community Guide
Developmental Disabilities Rates
	Community Inclusion Billable Activities
Community Inclusion Plan and Progress Form 







Community Guide and Community Inclusion Service Scenarios
	Scenario
	Which service best supports the scenario?

	Client’s goal is to volunteer at the early learning center. Client will need ongoing support to maintain volunteer position.
	Community Inclusion 

	Client’s goal is to learn how to ride the bus to go to the county fair.
	Community Guide 


	Client’s goal is to volunteer at a food bank. Client is independent, but needs some initial support to be successful in the volunteer position. Client would like to use public transit to get to the volunteer site.
	Community Inclusion- support the volunteer opportunity 
AND
Community Guide-support with public transit

	Client’s goal is to work and earn money and would also like to participate in a bowling league.  
	Individual Employment-goal to work and earn money
AND
Community Guide-support client to connect with a bowling league

	Client wants to volunteer at a shelter and also work at a restaurant. Client would need long-term supports for both goals.
	Community Inclusion- support volunteer opportunity
OR
Individual Employment-support with working at a restaurant

	Client wants to volunteer at a shelter, but needs help communicating with strangers. Client also wants to work at a restaurant.
	Community Guide- support with communication 
AND
Individual Employment-support to work at a restaurant

	Client develops a friendship with a coworker and is asked to join a yoga class. Client will need support to find transportation and to join the class.  
	Community Guide

	Client is working and there is no public transportation or informal support to their work site.
	Waiver transportation only when job coach is providing service

	Client wants to take an art class and will need ongoing supports. The funds from the art class goes to a local boys and girls club.
	Community Inclusion



Additional Resources:
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State of Washington

ACHS County Coordinators for Developmental Disabilities June 2019

		County

		Name

		Address

		Phone & Fax

		Email



		Adams

		Cindy Doyle

		Program Director

Adams County  Developmental Disabilities

108 W Main

Ritzville, WA 99169

		T (509) 659-3306 

C (509) 331-4006

F 509-659-0220

		cindyd@co.adams.wa.us



		Asotin

		Cynthia Tierney

		Asotin County SA/DD
549 Fifth Street, Ste A
Clarkston, WA 99403

		T (509) 758-8349
F (509) 758-1294



		ctierney@cableone.net



		Benton

		Mari Clark



		DD Program Specialist
Benton & Franklin Counties
Dept of Human Services

7102 W Okanogan Pl, Suite 201
Kennewick, WA  99336

		T (509) 737-3902
F (509) 783-5981



		mari.clark@co.benton.wa.us





		Chelan

		Tamara Cardwell-Burns



		DD Director

23 S. Wenatchee Ave Suite 203

Wenatchee, WA 98801

		T (509) 888-2377

F (509) 888-2378



		tcardwell-burns@co.douglas.wa.us 



		Clallam

		Vacant

Temporary contact – Kim Yacklin



		Clallam Co Health & Human Services
223 E. 4th St. Ste 14
Port Angeles, WA 98362-3015

		T (360) 417-2428
F (360) 417-2583



		

kyacklin@co.clallam.wa.us



		Clark

		Mary Strehlow

		Clark County Department of Community Services

Center for Community Health Building

1601 E. Fourth Plain Blvd., C214, Bldg. 17

P.O. Box 5000

Vancouver, WA  98666-5000

		T (564) 397-7825
F (564) 397-7825



		mary.strehlow@clark.wa.gov





		Columbia

		Cynthia Wolski





		DD Program Manager
Walla Walla Co Human Srv

314 W. Main St.
PO Box 1753
Walla Walla WA 99362

		T (509) 524-2939
F (509) 524-2950



		cwolski@co.walla-walla.wa.us





		Cowlitz

		Evelyn Marquez



		DD/CD Coordinator
1952 9th Avenue
Longview, WA  98632

		T (360) 414-5599
F (360) 501-1207



		marqueze@co.cowlitz.wa.us





		Douglas

		Tamara Cardwell-Burns



		Developmental Disabilities Director

23 S. Wenatchee Ave Suite 203 

Wenatchee, WA 98801

		T (509) 888-2377

F (509) 888-2378



		tcardwell-burns@co.douglas.wa.us 



		Ferry

		Lorie Sandaine



		NEW Alliance Counseling 
165 E Hawthorne Avenue
Colville WA  99114

		T (509) 685-0680
F (509) 684-5286



		lsandaine@co.stevens.wa.us  



		Franklin

		Mari Clark



		DD Program Specialist
Benton & Franklin 
Counties
Dept of Human Services

7102 W Okanogan Pl, Suite 201
Kennewick, WA  99336

		T (509) 737-3902
F (509) 783-5981



		mari.clark@co.benton.wa.us





		Garfield

		(no coordinator)

 Donna Deal

		Garfield County Auditor
Garfield County Human Serv.
856 Main Street
Clarkston

		T (509) 843-3791 

F (509) 843-3548



		ddeal@co.garfield.wa.us



		Grant

		Gail Davis Goodwin



		DD/MH Residential Program Director
P.O. Box 1057
840 E. Plum
Moses Lake, WA  98837

		T (509) 764-2644
F (509) 765-4124



		ggoodwin@co.grant.wa.us





		Grays Harbor

		Dee Dee Garman



		DD Coordinator
Grays Harbor Co Public
Health & Social Services
2109 Sumner Ave Ste 200
Aberdeen WA 98520

		T (360) 500-4070



		dgarman@co.grays-harbor.wa.us





		Island

		Mike Etzell



		Island County Human Svs
PO Box 5000
Coupeville WA 98239 

		T (360) 678-7883
F (360) 679-7377



		mikeEt@co.island.wa.us 



		Jefferson

		Anna McEnery 

		County Coordinator
Jefferson Co Public Health
615 Sheridan Ave
Port Townsend WA 98368

		T (360) 385-9410 

F (360) 385-9401



		amcenery@co.jefferson.wa.us





		King

		Magan Kromar



		Division Director
King County DD Division
The Chinook Building
401 5th Avenue, Suite 520
Seattle WA 98104

		T (206) 263-9045
F (206) 205-1632



		Magan.Cromar@kingcounty.gov 



		Kitsap

		Kelly O’Neal



		DD Coordinator
Kitsap Co Human Services
614 Division Street  MS 23
Port Orchard WA 98366

		T (360) 337-4624
F (360) 337-5721



		koneal@co.kitsap.wa.us





		Kittitas 

		Kasey Knutson

		DD Program Coordinator
Kittitas County Public Health 

PO Box 66
Ellensburg WA 98926

		T (509) 962-7090
F (509) 962-5883



		kasey.knutson@co.kittitas.wa.us









		Klickitat

		Laurell Kaiser



		Health Promotion Supervisor/DDA Coordinator
Klickitat Co Health Dept.
Goldendale, WA 98620

		T (503) 493-6234




		 

laurellk@klickitatcounty.org



		Lewis

		Sara Sons



		DD County Coordinator
360 NW North Street
Chehalis WA 98532

		T (360) 740-1418

F (360) 740-1145



		Sara.Sons@lewiscountywa.gov





		Lincoln

		Lorie Sandaine



		NEW Alliance Counseling 
165 E Hawthorne Avenue
Colville WA  99114

		T (509) 685-0680
F (509) 684-5286



		lsandaine@co.stevens.wa.us  



		Mason

		 Jennifer Popchockhakim 





		 DD Program
Thurston County Social Srv
412 Lilly Rd. NE
Olympia WA 98506-5132

		T (360) 867-2597
F  (360) 867-2601



		popchoj@co.thurston.wa.us 



		Okanogan

		Corina Radford 

		DD Contract Lead
Okanogan Behavioral Healthcare
1007 Koala Drive
Omak WA 98841

		T (509)826-8476
F (509) 826-5094



		cradford@okbhc.org



		Pacific

		Katie Oien-Lindstorm



Jamie Graves-Haslam



		Pacific County Health & Human Svs
PO Box 26
South Bend WA 98586

		T (360) 875-9343
F (360) 642-9352



		koien@co.pacific.wa.us

jhaslam@co.pacific.wa.us





		Pend Oreille

		Brian Nichols



		DD Program Manager
Spokane Co Community Svs, Housing & Comm. Development Dept. 
 312 W. 8th Ave. Spokane, WA 99204

		T (509) 477-2029
F (509) 477-6827



		bnichols@spokanecounty.org



		Pierce

		Malissa Adame



		DD Program Supervisor
Pierce County Community Connect
1305 Tacoma Ave South, Suite 104
Tacoma WA 98402

		T (253) 798-4332
F (253) 798-2818



		madame@co.pierce.wa.us 



		San Juan

		Barbara LaBrash 



		Human Services Manager
DD, SA & MH
PO Box 1146
Eastsound WA 98245-1146

		T (360) 370-0595
F (360) 376-6759



		barbaralb@sanjuanco.com





		Skagit

		Brianna Steere 

		DD Program Coordinator
Skagit County Public Health 

700 South Second Street #301

Mount Vernon, WA 98273

		T (360) 416-1510
F (360) 416-1502



		bsteere@co.skagit.wa.us



		Skamania

		Kirby Richards



		Director
Skamania County Community Health
PO Box 369

710 SW Rock Creek Drive

Stevenson, WA  98648

		T (509) 427-3850
F (509) 427-0188



		richards@co.skamania.wa.us





		Snohomish

		Tamra

Bradford

		DD Coordinator
Snohomish Co Human Svs
3000 Rockefeller, M/S #305
Everett WA 98201

		T (425) 388-7208
F (425) 259-1444



		tamra.bradford@co.snohomish.wa.us





		Spokane

		Brian

Nichols

		DD Program Manager
Spokane Co Community Svs, Housing & Comm. Development Dept. 
 312 W. 8th Ave. Spokane, WA 99204

		T (509) 477-2029
F (509) 477-6827
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		Stevens

		Lorie Sandaine



		NEW Alliance Counseling 
165 E Hawthorne Avenue
Colville WA  99114

		T (509) 685-0680
F (509) 684-5286



		lsandaine@co.stevens.wa.us  



		Thurston

		Jennifer Popchockhakim 





		 DD Program
Thurston County Social Srv
412 Lilly Rd. NE
Olympia WA 98506-5132

		T (360) 867-2597
F  (360) 867-2601



		popchoj@co.thurston.wa.us 



		Wahkiakum

		Julie Johnston



		Human Services Manager
Wahkiakum Co Human Srv
42 Elochoman Valley Road
Cathlamet, WA 98612

		T (360) 795-8630
F (360) 795-6224



		

johnstonj@co.wahkiakum.wa.us



		Walla Walla

		Cynthia Wolski



		DD Program Manager
Walla Walla Co Human Srv

314 W. Main St.
PO Box 1753
Walla Walla WA 99362

		T (509) 524-2939
F (509) 524-2950



		cwolski@co.walla-walla.wa.us 





		Whatcom

		Jessica

Lee

		DD Coordinator
Whatcom Co Health Dept.
Human Services Division
320 South 3rd

Cathlamet, WA 98612

		T (360) 778-6047
F (360) 676-6771



		jllee@whatcomcounty.us





		Whitman

		Janel Goebel

		Whitman Co Developmental Svs
310 North Main Street
Colfax WA 99111

		T (509) 397-6352
F (509) 397-5647



		janelg@co.whitman.wa.us 





		Yakima

		Angela

Colin

		DD Program Manager
Yakima Health District
1210 Ahtanum Ridge Dr.
Union Gap, WA 98903

		T (509) 249-6507
F (509) 249-6607



		angela.colin@co.yakima.wa.us
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		DEVELOPMENTAL DISABILITIES ADMINISTRATION (DDA)

Provider Progress Report of Community Guide and Engagement  Services

		



		

		

		DATE

     



		CLIENT NAME

     

		CLIENT DATE OF BIRTH

     



		CRM NAME

     

		PHONE NUMBER (AND AREA CODE)

     



		SUBMITTED BY:

     

		PROVIDERONE ID

     



		Client goal:  Identify service goal and objectives.



		IDENTIFIED GOAL

     



		Summary of the client’s progress towards achieving the service goals and objectives in measurable terms.  



		Provide specific details about what services were provided.  Provide service dates and total number of service hours provided.



		PROGRESS TOWARD GOAL

		DATE OF SERVICE

		HOURS



		WEEK 1

     

		     

		     



		WEEK 2

     

		     

		     



		WEEK 3

     

		     

		     



		WEEK 4

     

		     

		     



		Total mileage driven (client must be in vehicle) and hours worked

		TOTAL MILEAGE

     

		TOTAL HOURS

[bookmark: Text1]     
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		Community Engagement and Guide Frequently Asked Questions 7.1.19

		



		What are Community Engagement and Community Guide services? 

		Community Engagement and Community Guide are services designed to increase access to community supports and develop creative, flexible, supportive community resources and relationships. Community Engagement and Guide publication





		What is the difference between Community Engagement and Community Guide? 

		Community Guide is available to individuals on the B+ and Core Waiver (who are not receiving residential habilitation services). 

· Community Guide is a short term service.  Short term is typically 90 days, but not limited to 90 days in a plan period if the client has multiple goals or requires intermittent follow up supports. Beginning July 1, 2019 Community Guide services can be utilized throughout the plan year. Start and end dates in the PCSP are not required.



Community Engagement is available to individuals on the IFS waiver. 

· Community Engagement is designed to be utilized throughout the plan year when needed.  Start and end dates in the PCSP are not required. 



		Can Community Engagement or Community Guide be in the PCSP for the plan year? 

		The number of hours and months needed to complete the goal should be individualized and determined by the client, CRM and provider. July 1, 2019 Community Guide services can be utilized throughout the plan year when appropriate. If the identified goal has multiple short term goals, or if skill acquisition takes more than 3 months, start and end dates in the PCSP are not required.  Community Guide services extended through the plan period must include all goals and clear documentation in SER every three months that the CG/CE report was received and reviewed, and the CRMs confirmation that there is justification for continued support. 



** The authorization in P1 is limited to 90 days but the end date can be extended as appropriate (Did you receive the quarterly report? Is the goal continuing and in the PCSP? Etc).**



Community Engagement is designed to be utilized throughout the plan year.  Start and end dates in the PCSP are not required. **Limited to the annual allocation for IFS Waiver*f*





		Can a Community Engagement/Guide provider be reimbursed for mileage?

		Yes, DDA may reimburse a Community Engagement/Guide provider mileage while the client is in the vehicle. Miles are authorized at the IRS mileage reimbursement rate which changes at least annually ($0.58 per mile effective January 1, 2019).  

Authorization Code: SO215; U2  **Mileage must be listed as a separate service in the PCSP and PAN as “Transportation” before it is authorized in P1**





		How many miles should be authorized? 

		The number of miles needed to complete the goal should be individualized and determined by the client, CRM and provider. The amount of service is limited to the aggregate funding or IFS waiver annual allocation.







		How do I include Community Engagement or Community Guide in the PCSP and PAN?

		Both Community Engagement and Community Guide services must be connected to a person centered goal identified in the “other supports tab” in the PCSP. Hours and mileage needed to achieve the goal are agreed upon by the client, CRM and provider and must be included in the PCSP prior to starting the service. 



Community Guide PAN

Community Engagement PAN 





		How do I authorize Community Engagement or Community Guide in Provider One? 

		Community Engagement SA268 Can be authorized for the plan year when it is appropriate.  **Limited to the IFS annual allocation**. 



Community Guide SA260 can be authorized for up to 90 days- per ProviderOne limitations.  The end date on the authorization can be extended throughout the plan year as needed.  **Limited to the aggregate limit of B+ or Core waiver**



		Can someone who lives in an AFH receive Community Engagement or Community Guide Services? 

		Community Engagement is only available on the IFS waiver. An individual residing in an AFH does not qualify for IFS waiver because they do not live in the family home.



If an individual lives in an AFH and is on the B+ waiver they may receive Community Guide after they have exhausted the four hours per month that is available to someone in an AFH through Community Integration.  







		What are the provider qualifications for Community Guide/Engagement? 

		1724xp-12 Community Guide and Engagement Services- Statement of Work



		How often should the CRM receive a written report from the Community Engagement/Guide Provider?

 

		The Community Engagement/Guide Provider must provide a written report regarding the client’s progress to the CRM at least quarterly or more frequently if deemed necessary by DDA.  CRM must review the report, place in client file and SER. 









		What can I do if a Community Guide/Engagement provider has not given me a quarterly report? 

		CRM’s can call the Community Guide/Engagement provider to remind them that a quarterly report is a requirement of their contract, ask the provider to send a report.  If the provider does not send a report within the next 30 days, contact the client/NSA and provider and let them know that you cannot continue to authorize services until a report is received. End the service authorization, and send a provider of choice PAN. Provide a list of Community Guide/Engagement providers to the client/NSA.
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AFH Community Integration, CI Mileage, Medical Mileage


Talking Points for DDA Field Staff





			What is Community Integration?


			Community Integration means being out in the local community and participating in activities that one chooses.  Participating in community activities also means making new connections with people and developing friendships.





			Who can receive Community Integration?


			Community Integration is available to DSHS funded residents in Adult Family Homes.  Community Integration is person-centered and individualized based on each resident’s interests and is intended to be provided individually.  





			Will all residents in AFHs get Community Integration?


			Community Integration is available for DSHS funded AFH residents who have an assessed need for Community integration AND want to participate in their local community.





			How will the CRM/SSS identify an unmet or partially met need for Community Integration?


			Several additional screens have been added to the CARE tool for CRMs/SSS to assess Community Integration needs for AFH residents.   





			How many hours per month of Community Integration can an AFH resident receive?


			DSHS funded AFH residents who have an assessed need for Community Integration and are interested in receiving CI will each receive 4 hours per month.





			What activities are included in the 4 hours of Community Integration per month?


			The 4 hours of AFH staff time per month may include assisting the resident identify, plan, and arrange activities; arranging/assisting the resident to arrange, or providing transportation to/from the activity; accompanying the resident during the activity (if needed); and looking for additional opportunities the resident may want to participate in a community activity.





			What if a resident doesn’t want Community Integration?


			The AFH daily rate for DSHS funded residents will not include Community Integration for those residents who don’t want CI or don’t have an assessed need for CI.





			Does community integration replace the Meaningful Home-Based Activities Pilot?


			No.  AFH residents participating in the Meaningful Home-Based Activities Pilot who have an assessed need for Community Integration may also receive CI.





			Who will provide support for Community Integration?


			AFH providers or their staff will provide support to their DSHS funded residents who have an assessed need for CI.





			What if a resident has family or friends who take them to community activities?


			If an AFH resident is interested in more activities in the community beyond what they are doing with family or friends, their Community Integration needs would be assessed as partially met.  The resident can receive 4 hours per month of CI in addition to the activities provided by their natural supports.





			Can an AFH provider “opt out” of providing Community Integration?


			No.  If the DSHS funded AFH resident has an assessed need for Community Integration, the AFH provider must support the resident to meet the assessed need.





			How do CRMs/SSS authorize Community Integration in CARE?


			CARE will include Community Integration in the daily rate for DSHS funded AFH residents who have an assessed need for support and an interest in participating in community activities.  No additional authorization is needed for Community Integration.





			What about mileage for Community Integration activities?


			AFH providers may be reimbursed for up to 100 miles per month for transporting the resident to and/or from Community Integration activities if there is an assessed need for transportation.





			Is the AFH provider required to transport residents to/from community activities?


			The AFH provider is responsible for arranging transportation to and from community integration activities if the AFH provider or their staff does not transport residents who have an assessed need for transportation.  





			How will CRMs/SSS know if residents are getting out into the community?


			The AFH provider’s Negotiated Care Plan must include Community Integration when it is an assessed need.  The AFH provider must track the time spent on CI activities for each client with an assessed need.  





			Can an AFH provider claim the Community Integration mileage reimbursement to pay for a bus pass or to pay for transportation provided by non-AFH staff?


			No.  The AFH provider may be reimbursed up to 100 miles per month for Community Integration mileage ONLY if the AFH provider or their staff transports the client to and/or from Community Integration activities.





			Can an AFH provider claim CI mileage reimbursement to transport residents to:





· Work/bus to go to work?


·  DVR?


· Community Inclusion* Activities?


· Adult Day Health?


· Medical Appointments?


· School?


			No.  The Community Integration mileage reimbursement cannot be claimed for any of these activities.








*Community Inclusion (formerly Community Access) is a waiver service. 





			What is the difference between Community Integration, Community Inclusion, Community Engagement, and Community Guide?


			· Community Integration is available only to DSHS funded AFH residents.


Community Inclusion is a waiver service  available  for DDA clients who are on a Basic Plus or Core waiver and are either over 62 years of age or have an exception for employment support.


Community Engagement is available to DDA clients on the IFS waiver.


Community Guide Services is available to DDA clients on the Basic Plus waiver.  It is also available on the Core waiver for clients in DDA non-residential settings.  Community Guide Services can be used in combination with employment services.





			Is the Community Integration mileage included in the daily rate?


			No.  If the AFH resident has an assessed need for Community Integration mileage, the CRM/SSS will authorize CI mileage separately in ProviderOne.





			Can AFH providers be reimbursed for transporting residents to and/or from medical appointments?


			AFH providers may be reimbursed up to 50 miles per month to transport the resident to/from medical appointments only when Medicaid brokered transportation is unavailable.  The unmet need must be documented in the resident’s CARE assessment. 





			Is medical mileage included in the daily rate?


			No.  If the resident has an assessed need for medical mileage, the CRM/SSS will need to authorize it in ProviderOne.





			What are the monthly documentation expectations for Community Integration, CI Mileage, and Medical Mileage?


			The AFH provider must document all Community Integration activities, CI Mileage, and Medical Mileage that they are claiming reimbursement for.  





If two residents are interested in the same activity and want to participate together, the total time and total mileage must be divided equally between the two residents for documentation purposes.  For example, two residents attend an activity that is a total of 4 hours of AFH staff time and staff transport them 30 miles.  Each resident would have received 2 hours each of CI and 15 miles for CI transportation.  
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			DEVELOPMENTAL DISABILITIES ADMINISTRATION (DDA)


Provider Progress Report of Community Guide and Engagement  Services


			





			


			


			DATE


     





			CLIENT NAME


     


			CLIENT DATE OF BIRTH


     





			CRM NAME


     


			PHONE NUMBER (AND AREA CODE)


     





			SUBMITTED BY:


     


			PROVIDERONE ID


     





			Client goal:  Identify service goal and objectives.





			IDENTIFIED GOAL


     





			Summary of the client’s progress towards achieving the service goals and objectives in measurable terms.  





			Provide specific details about what services were provided.  Provide service dates and total number of service hours provided.





			PROGRESS TOWARD GOAL


			DATE OF SERVICE


			HOURS





			WEEK 1


     


			     


			     





			WEEK 2


     


			     


			     





			WEEK 3


     


			     


			     





			WEEK 4


     


			     


			     





			Total mileage driven (client must be in vehicle) and hours worked


			TOTAL MILEAGE


     


			TOTAL HOURS
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