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--------------------------------------------------------------- 
My Personal NC Innovations Contacts  

Use the following boxes to write the names and numbers of your NC Innovations contacts- the 
people working with you or your family member 
 
My NC Innovations Service 
Provider’s Name: 

 

My Qualified Professional’s (QP) 
Name: 

 

QP Phone Number: 
 

 

My NC Innovations Service 
Provider’s Name: 

 

QP Phone Number: 
 

 

My Care Coordinator’s Name:  
My Care Coordinator’s Phone 
Number: 

 

Partners Behavioral Health 
Management Access to Care: 

1-888-275-HOPE 

More Information: Consumer Relations:  1-877-864-1454 
Website: www.PartnersBHM.org 

 
You can sign up to receive our 

newsletters and information via email 
by visiting www.PartnersBHM.org and 

clicking on Register. 
 

Keep this Guide where you can easily find it for 
future reference. 
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Welcome to Partners Behavioral Health 
Management! 

 
The NC Innovations Waiver services described in this Guide are available to 

qualified residents of these North Carolina counties: 
 
Elkin Region        Hickory Region  Gastonia Region 

• Iredell • Burke • Cleveland 
• Surry • Catawba • Gaston 
• Yadkin  • Lincoln 

 
Corporate Office:  

901 South New Hope Rd.,  
Gastonia NC 28054 

Administrative Offices:  1-877-864-1454   
Access to Care:  1-888-235-HOPE (4673) • 24 hours a day, 7 days a week 

Website:  www.PartnersBHM.org 

Elkin Regional Office: 
200 Elkin Business Park Dr. 

Elkin NC 28621 

Hickory Regional Office: 
1985 Tate Blvd. SE 
Hickory NC 28602 

Corporate Office: 
901 S. New Hope Rd. 
Gastonia NC 28054 
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Welcome to Partners Behavioral Health Management! 

 
Partners Behavioral Health Management (Partners BHM) is a local governmental agency that 
manages the services delivered under the North Carolina Innovations Waiver for qualified 
residents of eight counties in North Carolina: Burke, Catawba, Cleveland, Gaston, Iredell, 
Lincoln, Surry, and Yadkin.  
 
Our responsibility is to manage public funds to serve the people in this region. Partners BHM 
is dedicated to quality services. We would like to hear from you about your experiences, 
good or bad, about our Provider Network and the care managed by Partners BHM. Your 
feedback will help us make improvements and help us learn what you like about our system 
and about specific providers. We encourage you to contact our Access to Care Call Center at 
any time at 1-877-235-HOPE (4673). 
 
This Guide is designed to provide information that will help you better understand the 
services and supports funded through the NC Innovations Home and Community Based 
Waiver and other helpful information, including: 

• What services you might be eligible for 
• Your rights and responsibilities 
• Person-Centered Thinking and Planning Process 
 

If you have questions concerning NC Innovations, please feel free to contact your Care 
Coordinator or any of the staff listed in this Guide. 
 
It is our privilege to serve you! 
 
Sincerely, 
 
The Caring Professionals of Partners BHM 
 
NOTE:  This Guide is subject to change.  For example, the State intends to implement a 
“resource allocation model,” which is addressed some in this Guide, but which Partners and 
many others have not yet implemented.  So terms like “base budgets” and “add-on service 
budgets” are less meaningful at the time of this printing or posting.  For the most current 
version of this Guide, please see our website, www.partnersbhm.org, or contact us directly. 
  

A Message from Partners Behavioral Health Management Staff…. 
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Important Words to Remember 
 
 
1915(c) – The provision of the Social Security Act that authorizes the NC Secretary of Health and 
Human Services to grant waivers to certain Medicaid statutory requirements so that a State 
may furnish home and community based services to Medicaid beneficiaries who need a level of 
institutional care that is provided in a hospital, nursing facility or Intermediate Care Facility for 
Individuals with Intellectual Disabilities (ICF-IID)) 
 
1915(b) – A provision of the Social Security Act that authorizes the NC Secretary of HHS to grant 
certain waivers of Medicaid statutory requirements. The 1915(b) authority may be used to: 
mandate the enrollment of Medicaid beneficiaries into managed care plans, employ a central 
enrollment broker, use cost savings to provide additional services to Medicaid recipients and/or 
limit the number of providers through selective contracting. Waiver effective under the 
provision of 1915(b) may be effective for a period of two years and may be renewed for 
subsequent two-year periods. 
 
1915(b)/(c) Concurrent waivers – The simultaneous use of the 1915(b) and 1915(c) waiver 
authorities to provide a continuum of services to disabled and/or elderly populations. In 
essence, states use the 1915(b) authority to limit freedom of choice, and 1915(c) authority to 
target eligibility for the program and provide home and community based services. By doing 
this, states can provide long-term services and supports in a managed care environment or use 
a limited pool of providers. A state can implement concurrent waivers as long as all federal 
requirements for both waiver programs are met. 
 
Access to Care Call Center – Access management is a critical function of the Managed Care 
Organization’s (LME/MCO) Pre-paid Inpatient Health Plan (PIHP). The LME/MCO is responsible 
for timely response to the needs of consumers and for quick linkage to qualified providers in 
the network. The LME/MCO maintains a toll free call center to receive all inquiries. The number 
to reach Partners BHM’s Access to Care Call Center is 1-888-235-HOPE (4673). This includes 
information, access to care, emergency, and network provider assistance. 
 
Action - In the case of an Managed Care Organization (MCO) or PIHP, an action is — (1) The 
denial or limited authorization of a requested service, including the type or level of service; (2) 
The reduction, suspension,  or termination of a previously authorized service; (3) The denial, in 
whole or in part, of  payment for a service; (4) The failure to provide services in a timely 
manner, as defined by the State; (5) The failure of an MCO or PIHP to act within the timeframes 
provided in §438.408(b); or (6) For a resident of a rural area with only one MCO, the denial of a 
Medicaid enrollee's request to exercise his or her right, under §438.52(b)(2)(ii), to obtain 
services outside the network.  
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Activities of Daily Living (ADL’s) – Basic personal everyday activities that include bathing, 
dressing, transferring, toileting, mobility and eating. 

 
Add On--Services that are not part of any resource allocation model when implemented. These 
services may be used based on the service definition and your needs. They must be included in 
your individual support plan and approved by utilization review. The total of Base Budget 
services and Add On services may not exceed the annual waiver limit of $135,000 per year.  
Partners BHM is not currently using any Resource Allocation Model. 
 
Agency – An Area Facility as defined by NC General Statute 122C-3 subsection 14A. An Agency 
may deliver a number of services, submit and bill claims under a tax ID number. 
 
Agency With Choice –An Individual/Family Directed Service Model made available to NC 
Innovation Waiver participants who choose to direct some or all of their services. Also known as 
the “co-employment option,” an arrangement wherein an organization (a co-employment 
agency) assumes responsibility for: (a) employing and paying workers who have been selected 
by waiver participants to provide services to them; (b) reimbursing allowable services; (c) 
withholding, filing and paying Federal, state and local income and employment taxes; and, (d) 
sometimes providing other supports to the participant. Under this model, the participant acts 
as the “Managing Employer” and is responsible for hiring, managing, and possibly dismissing 
the worker. The Agency With Choice model can enable participants to exercise choice and 
control over services while relieving them of the burden of carrying out financial matters and 
other legal responsibilities associated with the employment of workers. Under this model, the 
co-employment agency is considered the common law employer of workers who are 
recommended for hire by the waiver participant. 

Adult Care Home-- Adult care homes are residences for aged and disabled adults who may 
require 24-hour supervision and assistance with personal care needs. People in adult care 
homes typically need a place to live, some help with personal care (such as dressing, grooming 
and keeping up with medications), and some limited supervision. Medical care may be provided 
on occasion but is not routinely needed. Medication may be given by designated, trained staff. 
These homes vary in size from family care homes of two to six residents to adult care homes of 
more than 100 residents. These homes were previously called "domiciliary homes." Some 
people refer to them as "rest homes." The smaller homes, with two to six residents, are still 
referred to as family care homes. In addition, there are Group Homes for Developmentally 
Disabled Adults, which are licensed to house two to nine developmentally disabled adult 
residents.  

Adult Developmental Vocational Program (ADVP) – A service providing vocational training and 
developmental activities for adults with developmental disabilities. 
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Alternative Family Living Arrangement (AFL) - An out of home setting where the participant 
receives 24-hour care and lives in a private home environment with a family (or individual) 
where the services are provided to address the care and habilitation needs of the participant. 
Any AFL providing services to a child/children or two or more adults requires a license (as 
defined by NC General Statute 122C-3 27G .5600F). Waiver funding may not be utilized as 
payment for room and board costs. 
 
Americans with Disabilities Act (ADA) – A law that prohibits discrimination on the basis of 
disability in employment, state and local government, public accommodations, commercial 
facilities, transportation, and telecommunications. 
 
Annual Plan – The 12-month period for the Annual Plan/Individual Service Plan (ISP) year that 
runs from the first day of the month following the birth month to the last day of the month of 
the birth month. 
 
Appeal – A request for review of an action, as “action” is defined in this glossary. 
 
Approved Plan of Care – Refers to an approved Individual Support Plan. 
 
Assessment – One or more processes that are used to obtain information about a participant, 
including his/her condition, personal goals and preferences, functional limitations, health status 
and other factors that are relevant to the authorization and provision of services. Assessment 
information supports the determination that a participant requires waiver services as well as 
the development of the service plan. 
 
Authorized Services – Medically necessary services approved by the Managed Care 
Organization. 
 
Back-Up Staffing – Provision for alternative arrangements for service delivery that is critical to 
participant’s well-being in the event that the provider responsible for furnishing the services 
fails to or is unable to deliver them. 
 
Base Budget Services- Base budget services are services that are included in the resource 
allocation model when implemented. (Partners BHM is not currently using the Resource 
Allocation Model).  Base Budget Services include: 
• Community Networking Services 
• Day Supports 
• In-Home Skill Building 
• In-Home Intensive Supports 
• Personal Care 
• Residential Supports 
• Respite 
• Supported Employment. 
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Best Practices – Recommended practices, including Evidence Based Practices, which consist of 
those clinical and administrative practices that have been proven to consistently produce 
specific, intended results, as well as Emerging Practices for which there is preliminary evidence 
of effectiveness in treatment. 
 
Budget Authority – The opportunity through which a waiver participant (consumer) exercises 
choice and control over a specified amount of waiver funds (Participant-Directed budget). 
Under the budget authority, the participant has decision-making authority regarding who will 
provide a service, when the service will be provided, and how the service will be provided 
consistent with the waiver’s service specifications and other requirements. The participant has 
the authority to make changes in the distribution of funds among the waiver services included 
in the Participant Directed budget. Budget changes and the service plan must be synchronized. 
 
CAP – The acronym for the Community Alternatives Program, the State of North Carolina’s 
Home and Community Based 1915(c) Waivers, which provide an alternative to institutional 
care.  
 
CAP/C – The acronym for the Community Alternatives Program for Children – a program that 
offers home care for medically fragile children who otherwise would require hospital or nursing 
facility care. 
 

CAP/Choice – The acronym for the Community Alternatives Program for Disabled Adults who 
choose Participant Direction. 
 

CAP/DA – The acronym for the Community Alternatives Program for Disabled Adults – a 
program that provides home care for adults who otherwise would require nursing facility care. 
 
CAP- I/DD – The acronym for the former Community Alternatives Program for Persons with 
Intellectual/Developmental Disabilities, the waiver that provided home and community-based 
care as an alternative to care in an intermediate care facility for persons with 
Intellectual/Developmental Disabilities (ICF-IID) for individuals who are legal residents of 
counties outside the Managed Care Organization coverage area.  The CAP-I/DD waiver has been 
replaced. 
 

Care Coordination –– The department of the Managed Care Organization that employees or 
contracts for the Care Coordinators who deliver treatment planning and case management 
services. 
 

Care Coordinator – The staff member of the Managed Care Organization who helps you with 
developing your Individual Support Plan (ISP), ensures all needed assessments are conducted, 
coordinates services and monitors to make sure you are healthy and safe 
 

Care Management – Care Management is a function performed by Utilization Management 
(UM). Care Management includes monitoring of a consumer’s care and services to ensure 
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consumers are getting the appropriate service, making progress and meeting goals on their 
Individual Supports Plan. This function is performed at the time of a request for services and 
can occur any time during the current approved authorization. Recommendations are made 
about possible changes that can improve the quality of services received by consumers.  Care 
Management should not be confused with Care Coordination (above) or Case Management 
(below). 
 

Caregiver – A person who helps care for someone who is ill, has a disability, and/or has 
functional limitations and requires assistance. Informal caregivers are relatives, friends, or 
others who volunteer their help. Paid caregivers provide services in exchange for payment for 
the services rendered. 
 

Case Management - Assistance in gaining access to and coordination of needed rehabilitation, 
habilitation, medical, social, educational, and other medically necessary services. Activities 
include: 

• assessment of the eligible individual to determine service needs  
• development of a specific care plan 
• referral and related activities to help the participant obtain needed services, 
• monitoring and follow-up 

In the NC Innovations Waiver, treatment planning and care coordination are provided to the 
participant. 
 
Catchment Area – A geographic service area composed of a defined group of counties. 
 
Capitation Payment – A method of payment for an array of services wherein a single fixed 
payment is made periodically (usually monthly) to a Managed Care Organization on behalf of 
each individual who is enrolled with the provider and for whom the provider is obligated to 
furnish the services included in the array. The state makes the payment regardless of the actual 
number or nature of the services provided. Capitation payment methods are commonly 
employed in managed care arrangements. 
 
CFAC-- The acronym for Consumer and Family Advisory Committee. CFAC membership consists 
of adults and family members of individuals who receive services for mental health, 
developmental disabilities and substance abuse.  The terms for members shall be three years, 
and no member may serve more than two consecutive terms.  A local CFAC shall be a self-
governing and a self-directed organization that advises the governing board of the area 
authority or county program on the planning and management of the local public mental 
health, developmental disabilities, and substance abuse services system.  
 
C.F.R. – Code of Federal Regulations 
 
CMS – The acronym for the Centers for Medicare and Medicaid Services, the Federal agency 
that administers Medicare and Medicaid for the Federal government. 
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Co-payment – The amount that a Medicaid recipient is responsible for paying for certain 
services, such as prescriptions and physician visits. CAP recipients do not pay co-payments. 
 
Common Law Employer – A common law employer-employee relationship generally exists 
when the person for whom services are performed has the authority to control and direct the 
individual who performs the services, not only as to the result to be accomplished but also as to 
the detail and means by which that result is accomplished. 
 
Community Guide-- Community Guide Services provide support to participants and planning 
teams that assist participants in developing social networks and connections within local 
communities. The purpose of this service is to promote self-determination, increase 
independence and enhance the participant’s ability to interact with and contribute to his or her 
local community. Community Guide Services emphasize, promote and coordinate the use of 
natural and generic supports (unpaid) to address the participant’s needs in addition to paid 
services. 
 
County DSS – The county Department of Social Services: the local agency that determines 
Medicaid eligibility, eligibility for other assistance programs, and provides a variety of services 
in the county. 
 
Cost Limit-- The maximum amount of all waiver services plus add on services that you may 
receive annually while participating in NC Innovations. This is up to $135,000 per waiver year. 
 
Criminal Background Check – A process that is undertaken to determine whether a person who 
would provide services has been convicted of a crime. Requirements for conducting criminal 
history/background investigations are typically established under state law/regulations. Under 
such requirements, a human services agency or health care provider must conduct an 
investigation prior to hiring a person or permitting an employee to furnish services directly to 
participants and, in some cases, may prohibit the employment of participants who have been 
convicted of specified crimes. 
 
Crisis Plan – A Crisis Plan is an individualized written plan developed in conjunction with the 
consumer and treatment team. The plan contains information to assist in deescalating a crisis 
as well as clear directives to the individual crisis workers or others involved, crisis plans are 
developed for consumers at risk for inpatient treatment, incarceration, or out-of-home 
placement. 
 
Deductible – see Medicaid Deductible. 
 
Deeming – A Medicaid eligibility term that refers to considering the income and/or resources of 
a Medicaid applicant's parent(s) or spouse as available to the applicant. The income or 
resources are "deemed" to be available to help meet the applicant's needs. 

 
Denial of Service – A determination made by the LME/MCO in response to a Network 
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Provider’s request for approval of services of a specific duration and scope which:  
• Disapproves the request completely; or 
• Approves provision of the requested services(s), but for a lesser scope or duration than 

requested by the provider; (an approval of a requested service which includes a 
requirement for a concurrent review by the LME/MCO during the authorized period 
does not constitute a denial); or 

• Disapproves provision of the requested service(s), but approves provision of an 
alternative service(s). 

 
Deinstitutionalization – The reduction in the number of participants residing in institutions. For 
Innovations purposes, it also includes movement from a community ICF-IID group home. 
 
Developmental Day Center – A day program designed to provide habilitative services to 
children with developmental disabilities. 
 
Developmental Disabilities (DD) – A severe chronic disability of a person which:  

• Is attributable to a mental or physical impairment or combination of mental or physical 
impairments; 

• Is manifested before the person attains age 22, unless the disability is caused by a 
traumatic head injury and is manifested after age 22; 

• Is likely to continue indefinitely; 
• Results in substantial functional limitations in three or more of the following areas of 

major life activity: self-care, receptive and expressive language, capacity for 
independent living, learning mobility, self-direction and economic self-sufficiency. 

 
Discovery – Engaging in activities to collect data about the conduct of processes, the delivery of 
services, and direct participant experiences in order to assess the ongoing implementation of a 
waiver, identifying both concerns as well as other opportunities for improvement. Examples of 
discovery activities include, but are not limited to, monitoring, complaint systems, incident 
management systems, and regular systematic reviews of critical processes such as participant-
centered planning and level of care determinations. Discovery activities are usually designed to 
identify problems that may require remediation and sometimes lead to systemic 
changes/improvements. 

 
Division of Health Care Regulation (DHSR) – Division located in the NC Department of Health 
and Human Services. This is the agency that licenses home care agencies, certifies home health 
agencies, and performs a variety of licensure, service monitoring, and health planning activities. 
 
DHHS – North Carolina Department of Health and Human Services. 
 
DMA – The acronym for the North Carolina Division of Medical Assistance located in the 
Department of Health and Human Services. This agency operates the Medicaid program for 
North Carolina. DMA administers the NC Innovations Waiver and the NC MH/DD/SAS Health 
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Plan. 
 
DME – The acronym for Durable Medical Equipment. 
 
DMH/DD/SAS – The acronym for the North Carolina Division of Mental Health, 
Developmental Disabilities, and Substance Abuse Services in the Department of Health and 
Human Services. DMH/DD/SAS works with DMA in the administration of the NC Innovations 
Waiver and NC MH/DD/SA Services Health Plan. 
 
DOS – The acronym for date of service: the date that a service is provided to a Medicaid 
recipient. 
 
DSS – An acronym used in two ways. Depending on the context, it may refer to the North 
Carolina Division of Social Services in the Department of Health and Human Services. This is 
the agency that administers public assistance programs (other than Medicaid) and service 
programs for children and adults. It may also refer to the county department of social services 
located in each county in the State. 
 
Eligibility – The determination that an individual meets the requirements to receive services as 
defined by the payer. 
 
Early and Periodic Screening, Diagnosis and Treatment (EPSDT) – Medicaid’s comprehensive 
child health program for individuals under the age of 21. EPSDT is authorized under §1905(r) of 
the Social Security Act and includes the performance of periodic screening of children, including 
vision, dental, and hearing services. §1905(r)(5) of the Act required that any medically 
necessary health care service that is listed in §1905(a) of the Act be provided to an EPSDT 
beneficiary even if the service has not been specifically included in the State plan. Federal 
EPSDT regulations are located in 42 CFR §441.50 et seq. 
 
Employer Of Record – The participant direction opportunity by which the individual exercises 
choice and control over individuals who furnish waiver services authorized in the service plan. 
Under the employer authority, the individual may function as the co-employer (managing 
employer) or the common law employer of workers who furnish direct services and support to 
the individual. 
 
EPSDT – See Early and Periodic Screening, Diagnosis and Treatment. 
 
Fair Hearing – The administrative procedure established in §1902(a)(3) of the Social Security 
Act and further specified in 42 CFR Subpart E (42 CFR §431.200 through §431.246) that affords 
individuals the statutory right and opportunity to appeal adverse decisions regarding Medicaid 
eligibility or benefits to an independent arbiter. An individual has the opportunity to request a 
Fair Hearing when denied eligibility, when eligibility is terminated, or when denied a covered 
benefit or service. 
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Fee-for-Service – A method of making payment directly to health care providers enrolled in the 
Medicaid program for the provision of health care services to recipients based on the payment 
methods set forth in the State plan and the applicable policies and procedures of the NC 
Division of Medical Assistance (DMA). 
 
Freedom of Choice – The right afforded an individual who is determined to be likely to require 
a level of care specified in a waiver to choose either institutional or home and community-
based services, as provided in §1915(c)(2)(C) of the Social Security Act and in 42 
CFR §441.302(d). 
 
Free Choice of Providers – As specified in §1902(a)(23) of the Social Security Act and 42 
CFR §431.51, the right of a Medicaid beneficiary to obtain Medicaid services from 
any institution, agency, pharmacy, person, or organization that is (a) qualified to furnish 
the services; and (b) willing to furnish them to the beneficiary. Free choice of provider may be 
limited under a waiver granted under §1915(b) of the Social Security Act. §1915(c) of the Social 
Security Act (the statute authorizing the HCBS waiver program) does not grant the Secretary of 
Health and Human Services the authority to waive §1902(a)(23) of the Act. 
 
Grievance – An expression of dissatisfaction by or on behalf of a participant about any matter 
other than an action, as “action” is defined in this glossary. The term is also used to refer to the 
overall system that includes grievances and appeals handled at the MCO level and access to the 
State fair hearing process. (Possible subjects for grievances include, but are not limited to, the 
quality of care or services provided, and aspects of interpersonal relationships such as rudeness 
of a provider or employee, or failure to respect the participant’s rights). 
 
Grievance Procedure – The written procedures pursuant to which participants may express 
dissatisfaction with the provision of services by the LME/MCO and the methods for resolution 
of Enrollee complaints by the LME/MCO. 
 
Habilitation – Services that are provided to assist a participant to acquire a variety of skills, 
including self-help, socialization and adaptive skills. Habilitation is aimed at raising the level of 
physical, mental, and social functioning of a participant. Habilitation is contrasted to 
rehabilitation, which involves the restoration of function that a person has lost. 
 
HCBS – The acronym for Home or Community-Based Services. HCBS references services not 
otherwise furnished under the State's Medicaid Plan, but are furnished under a waiver granted 
by CMS under Section 1915(c) of the Social Security Act. 
 
Health Assessment – The systematic collection of subjective and objective information used to 
determine the client's health status and need for medical care in relation to developmental, 
physiological, preventive, and psychological life processes. 
 
Hearing – A formal proceeding before an Office of Administrative Hearing Law Judge in which 
parties affected by an action or an intended action of DMA shall be allowed to present 
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testimony, documentary evidence and argument as to why such action should or should not be 
taken. 
 
HIPAA –Acronym for the Health Insurance Portability and Accountability Act of 1996. 
 
HIT – Acronym for Medicaid's coverage of Home Infusion Therapy. HIT coverage includes 
enteral therapy (EN), total parenteral therapy (TPN), antibiotic therapy, pain management 
therapy and chemotherapy for cancer. See the Medicaid Community Care Manual located at 
http://www.ncdhhs.gov/dma/mp/ for details. 
 
Home Care Agency – An agency that is licensed by the Division of Health Service Regulation 
(DHSR) to provide home care services and directly related medical supplies and appliances to an 
individual at his/her home. Home care services include nursing care; physical, occupational, or 
speech therapy; medical social services; "hands-on" in-home aide services; infusion nursing 
services; and assistance with pulmonary care, pulmonary rehabilitation, or ventilation. 
 
Home Care Licensure Rules – The regulations for the licensing of home care agencies in North 
Carolina Administrative Code, Title 10: Chapter 3, Subchapter 3L, which are administered by 
DHSR. Licensure subjects all home care agencies to meet certain basic requirements relating to 
the structure of the agency, personnel qualifications and supervision, client rights, 
client records, quality assurance and functions of various types of personnel. 
 
Home Health Agency – An agency that is Medicare-certified and licensed by DHSR to provide 
home care services and medical supplies. See the Medicaid Community Care Manual for 
additional information about covered home health services. 
 
Homebound – The term used to describe the status of a person in regard to the person's ability 
to leave home. It relates to eligibility for Home Health Services. See the Medicaid Community 
Care Manual for details. 
 
Hospice – Medicaid's all-inclusive coverage of care related to a patient's terminal illness or a 
provider of this care, depending upon its use in the sentence. When used in this Guide to 
designate a provider of Hospice care, it refers to an agency that is Medicare-certified and 
licensed by DFS to provide hospice care. See the Medicaid Community Care Manual for details. 
 
ICF-IID – The acronym for Intermediate Care Facility for Individuals with Intellectual 
Disabilities; a licensed facility that provides care and treatment for individuals with mental 
retardation and certain developmental disabilities. 
 
IDEA – The Individuals with Disabilities Education Improvement Act of 2004. 
 

IEP – The acronym for Individualized Education Program which is developed in a meeting that 
includes the child’s parent(s), the child (when appropriate), one regular education teacher, one 
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special education teacher, a representative of the local education agency, an individual who can 
interpret evaluation results, and others with special expertise about the child. 
 
IFSP – The acronym for Individualized Family Service Plan. 
 
IN Indicator – The initials in the CAP block on the Medicaid ID card that identifies the individual 
as a participant in the Community Alternatives Program for Persons with Intellectual/ 
Developmental Disabilities. 
 

Incident – an unusual occurrence as defined in the Area Program Service Manual (APSM) 30-1. 
Incidents are reported as Level I, Level II, or Level III as defined in APSM 30-1. 
 
Individual Budget Amount – As used in the waiver application, the term “Individual Budget 
amount” means a prospectively-determined amount of funds that the state makes available for 
the provision of waiver services to a participant. The IBA may encompass all waiver services or a 
subset of waiver services. An IBA may serve as the basis for but is not necessarily synonymous 
with the term “Participant Directed budget” when a waiver provides for the Budget Authority 
participant direction opportunity. 
 
Initial ISP Plan of Care Year – Describes the 12-month period used for planning services on the 
Initial Plan of Care. It begins the month of the NC Innovations effective date and ends the last 
day of the birthday month.  For example, if the NC Innovations effective date is November 1, 
and the participant’s birthdate is January 9th, the Initial ISP year is November 1st through 
January 31st. 
 
Individual/Family Direction – The name for Participant Directed Services in the NC Innovations 
Waiver Provision of the opportunity for a waiver individual to exercise choice and control in 
identifying, accessing, and managing waiver services and other supports in accordance with 
their needs and personal preferences. 
 
Innovations Level of Care-- The prior approval assessment form/process completed by a 
psychologist or physician to determine eligibility for the Innovations waiver.  Participants in the 
Innovations waiver must meet the Intermediate Level of Care for Individuals with Intellectual 
Disabilities (ICF-IID level of care) 
 
Institution – In the context of the waiver application, a hospital, nursing facility or ICF/IID for 
which the state makes Medicaid payment under the State plan. 
 
Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) – A public or 
private facility that provides health and habilitation services to individuals with mental 
retardation or related conditions (e.g., cerebral palsy). The ICF/MR benefit is an optional 
Medicaid service that is authorized in §1905(d) of the Act. ICF/MR facilities have four or 
more beds and must provide active treatment to their residents. 
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ISP-- The acronym for Individual Support Plan. The document that includes important 
information about the participant, the life goals that he/she wants, and the steps that he/she 
and his/her planning team need to take to get there. It also outlines support needs and includes 
a combination of paid, natural supports from family and friends, and community supports.  
 
LEA – The acronym for the Local Education Agency (i.e., school system). 
 
Least Restrictive Environment – The least restrictive/intensive setting of care sufficient to 
effectively treat a consumer. 
 
Level of Care – The specification of the minimum amount of assistance that an individual must 
require in order to receive services in an institutional setting under the State plan. 
 
LME/MCO - Local Management Entity/Managed Care Organization, a local political subdivision 
of the State of North Carolina as established under NC General Statute 122C. Partners 
Behavioral Health Management is an LME/MCO and manages the Prepaid Inpatient Health Plan 
(PIHP) for Medicaid recipients in Burke, Catawba, Cleveland, Gaston, Iredell, Lincoln, Surry and 
Yadkin counties. 
 
LPN – The acronym for Licensed Practical Nurse. In this Guide, it refers to a practical nurse 
licensed to practice in North Carolina. 
 
Medicaid – The joint federal and state program to assist states in furnishing medical assistance 
to eligible needy persons. Federal law concerning the Medicaid program is located in Title XIX of 
the Social Security Act. Within broad national guidelines established by federal statutes, 
regulations, and policies, each state (1) establishes its own eligibility standards; (2) determines 
the type, amount, durations, and scope of services; (3) sets the rate of payment for services; 
and (4) administers its own program. 
 
Medicaid Deductible ("Deductible") – The amount of medical expenses for which the individual 
is responsible before Medicaid will pay for a covered service.  
 
Medicaid Identification (MID) Card – The Medical Assistance Eligibility Certification card issued 
by DMA to Recipients eligible for Medicaid coverage.  
 
Medicaid for Infants and Children (MIC) – A program for medical assistance for children under 
the age of 19 whose countable income falls under a specific percentage of the Federal Poverty 
Limit and who are not already eligible for Medicaid in another category. 
 
Medicaid for Pregnant Women (MPW) – A program for medical assistance for pregnant 
women whose income falls under a specified percentage of the Federal Poverty Limit and who 
are not already eligible in another category. This is part of the Baby Love Program. 
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Medical Assistance (Medicaid) Program – DMA’s program to provide medical assistance to 
eligible citizens of the State of North Carolina, established pursuant to Chapter 58, Articles 67 
and 68 of the North Carolina General Statutes and Title XIX of the Social Security Act, 42 U.S.C. 
1396 et. se. 
 
Medical Record – A single complete record, maintained by the Provider of services, which 
documents all of the treatment, plans developed for and behavioral health services received by 
the participant. 
 
MID – The acronym for Medicaid Identification Number; the individual identification number 
assigned to each Medicaid recipient. It consists of nine digits and an alpha suffix. 
 
MQB – The acronym for to Medicare Qualified Beneficiaries. Medicaid covers out-of-pocket 
Medicare expenses for persons who are entitled to Medicare Part A under the Social Security 
Administration's guidelines and who meet the income and resources requirements of the 
program. It will not pay for any medical service that Medicare does not cover or any expense 
not related to Medicare coverage. 
 
Natural Resource Linking – Processes that maximize the use of family and community support 
systems to optimize functioning. 
 
Natural Supports -- Individuals who provide support to a person without payment.  Natural 
supports may include parents, siblings, extended family members, neighbors, and/or co-
workers.  
 
NCAC – The acronym for the North Carolina Administrative Code; the state regulations. 
 
Network Provider – A provider of behavioral health services that meets the LME/MCO’s criteria 
for enrollment, credentialing and/or accreditation requirements and is under written 
agreement to provide services. 
 
North Carolina Innovations Waiver – The 1915 (c) Home and Community Based Waiver that 
provides support and care for people with intellectual and other related developmental 
disabilities who are at risk for institutional care in an Intermediate Care Facility for Individuals 
with an Intellectual Disability (ICF-IID) who are legal residents of the counties that are a part of 
the LME/MCO catchment area. NC Innovations can also provide funding for people to return to 
their home and communities from ICF-MRs. 
 
North Carolina Innovations Effective Date – The date that the participant's coverage for NC 
Innovations Waiver services begins. It is the latest of three dates:  

• The Medicaid application date;  
• The NC Innovations Level of Care approval date 
• The date of deinstitutionalization 
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North Carolina Innovations Indicator – The initials (IN) in the CAP block on the Medicaid ID 
card that identifies the individual as a participant in the NC Innovations Waiver. 
 
North Carolina Mental Health/Developmental Disabilities/Substance Abuse Services Health 
Plan (NC MH/DD/SAS Health Plan) – A 1915(b) Medicaid Managed Care Waiver for Mental 
Health and Substance Abuse allowing for a waiver of freedom of choice of providers so that the 
LME/MCO can determine the size and scope of the provider network. This also allows for use of 
Medicaid Funds for alternate services. 
 
OT – The acronym for occupational therapy or occupational therapist, depending upon its use 
in the sentence. When used in this Guide to designate an occupational therapist, it refers to 
one licensed to practice in North Carolina. 
 
Participant – a person approved to receive services under the NC Innovations Waiver. 
 
Participant Directed Budget – An amount of waiver funds that is under the control 
and direction of the waiver participant when a waiver makes available the Budget 
Authority participant direction opportunity. Sometimes called the “Individual Budget.” 
 
Participant Directed Service – A waiver that the state specifies may be directed by 
the participant using the Employer of Record, the Budget Authority or both. 
 
Participant Direction – Provision of the opportunity for a waiver participant to exercise choice 
and control in identifying, accessing, and managing waiver services and other supports in 
accordance with their needs and personal preferences. 
 
PCS – The acronym for Personal Care Services – a home care service that provides in-home aide 
services to meet the individual's medically related personal care needs. (See the Medicaid 
Community Care Manual for details.) 
 
Person-Centered Planning – A process for planning and supporting the participant receiving 
services that builds upon the participant’s capacity to engage in activities that promote 
community life and that honor the participant’s preferences, choices and abilities. The person-
centered planning process involves the family, friends and professionals as the participant 
desires or requires. The resulting treatment document is the Person-Centered Plan. 
 
PIHP – Prepaid inpatient health plan.  It is a technical term under federal regulation regarding 
managed care.  In North Carolina, “PIHP” and “LME/MCO” are often used interchangeably.  The 
terms basically refer to an entity that manages the provision of  medical services to participants 
under contract with the state agency, and on the basis of prepaid capitation payments, or other 
payment arrangements that do not use state plan payment rates; manages, arranges for, or 
otherwise has responsibility for the provision of any inpatient hospital or institutional services 
for its participants; and does not have a comprehensive risk contract. Partners BHM is a PIHP 
and LME/MCO. 
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Primary Care Provider (PCP) – A licensed medical practitioner responsible for supervising, 
coordinating and providing initial and primary care to a participant, for initiating referrals for 
specialist care, and for maintaining the continuity of patient care; a General Medical 
Practitioner, an Internist, a Pediatrician, an Obstetrician/Gynecologist, a Family Practitioner, a 
Physician's Assistant, or a Family Nurse Practitioner. For children with special health care needs, 
a specialist may perform as a Primary Care Physician. 
 
Primary Diagnosis – The most important or significant condition of an individual at any time 
during the course of treatment in terms of its implications for the individual’s health, medical 
care and need for services. 
 
Prior Authorization – The act of authorizing specific services before they are rendered. 
 
Private Home -- The home that an individual owns or rents in his or her own right or the home 
where a waiver participate resides with other family members or friends.  A private residence is 
not a living arrangement that is owned or leased by a service provider 
 
Provider Network – The agencies, professional groups, or professionals under contract to the 
LME/MCO that meet LME/MCO standards and that provide authorized Covered Services 
to eligible and enrolled persons. 
 
PT – The acronym for physical therapy or physical therapist, depending upon its use in the 
sentence. When used in this manual to designate a physical therapist, it refers to one licensed 
to practice in North Carolina. 
 
QP/Qualified Professional – Any individual with appropriate training or experience as specified 
by the NC General Statutes or by rule of the NC Commission on Mental Health, Developmental 
Disabilities and Substance Abuse Services in the fields of mental health or developmental 
disabilities or substance abuse treatment or habilitation, including physicians, psychologists, 
psychological associates, educators, social workers, registered nurses, certified fee-based 
practicing pastoral counselors, and certified counselors. (NC General Statute 122C-3) 
 
Quality Assurance/Quality Improvement – The process of assuring that health care services 
provided to participants are appropriate, timely, accessible, available and medically necessary. 
 
Reconsideration Review – A review of an LME/MCO managed care action (e.g., denial) 
performed by an independent clinician.  The Participant affected by an action or an intended 
action by the LME/MCO, shall be allowed to timely request a Reconsideration Review, and to 
present information as to why such action should or should not be taken.. The Reconsideration 
decision is subject to appeal through the Office of Administrative Hearings (OAH). 
 
Registry of Unmet Needs - A registry that contains a list of individuals who are waiting for 
funding for identified needs.  
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Residential Setting - Any setting, other than the natural or private home, where an individual 
lives (i.e. Group homes and Alternative Family Living (AFL) homes). 
 
Resource Allocation Model—A managed care system that identifies early the amount of 
funding that is available to plan for habilitation and support services within an Individualized 
Budget when implemented.  The Resource Allocation Model consists of Base Budget service 
and Add-on service budget amounts, with flexibility for medical necessity and unique 
circumstances. The maximum amount allowable per waiver year is $135,000.  Partners BHM is 
not currently using any Resource Allocation Model. 
 
Risk Assessment - An assessment of factors that if unaddressed might pose a high threat to an 
individual’s health and welfare.  These include health and behavioral risk.  
 
RN – The acronym for Registered Nurse. In this Guide it refers to a registered nurse licensed to 
practice in North Carolina. 
 
Slot – The term used by DMH/DD/SAS in reference to the annual allocation of the number of 
individuals that may be served in NC Innovations. CMS allows North Carolina to serve a given 
number of individuals each waiver year in NC Innovations. DMH/DD/SAS refers to this 
allocation as the number of slots available for the year. 
 
Service Location – Any location at which a participant obtains any Covered Services from a 
LME/MCO Provider. 
 
Consumer Service Records Manual-- The DMH/DD/SAS document that provides the 
requirements for maintenance of client information, documentation of service provision and 
confidentiality requirements. 
 
SIS -- The acronym for Supports Intensity Scale. The SIS is a planning tool specifically designed 
to measure the level of practical supports required by a person with an intellectual disability 
(i.e., mental retardation) to lead a normal, independent, and quality life in society. 
 
SNAP - The acronym for Support Needs Assessment Profile. The NC-SNAP is a needs 
assessment tool that, when administered properly, measures an individual's level of intensity of 
need for developmental disabilities (DD) supports and services. This tool will slowly be 
transitioned out and replaced by the Supports Intensity Scale (SIS). 
 
State – State of North Carolina. 
 
State Plan – The State Plan submitted under Title XIX of the Social Security Act, Medical 
Assistance Program for the State of North Carolina and approved by CMS. 
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Social Security Income – Also referred to as SSI. It is direct, monthly cash payments to provide 
minimum income for individuals who meet financial needs test and are elderly, blind, or have a 
disability. 
 
Spend down – Medicaid term used to indicate the dollar amount of charges a 
Medicaid consumer must incur before Medicaid coverage begins during a month. 
(See Deductible.) 
 
Third-Party Billing – Services billed to an insurance company, Medicare or another agency. 
 
TPL/Third Party Resource – Any resource available to a participant for payment of expenses 
associated with the provision of Covered Services, other than those exempt under Title XIX of 
the Act, including but not limited to, insurers, tortfeasors, and worker’s compensation plans.   
 
Utilization Management (UM) – The process of evaluating the necessity, appropriateness, and 
efficiency of behavioral health care services against established guidelines and criteria. 
 
Utilization Management Authorization - The process of evaluating the medical necessity, 
appropriateness and efficiency of behavioral healthcare services against established guidelines 
and criteria and to ensure that the client receives necessary, appropriate, high quality care in a 
cost effective manner. 
 
Utilization Review – A formal review of the appropriateness and medical necessity 
of behavioral health services to determine if the service is appropriate, if the goals are being 
achieved, or if changes need to be made in the Person Centered Plan or services and supports 
provided. 
 
Waiver – The home and community-based services waivers granted by the Centers 
for Medicare and Medicaid Services that allows North Carolina to operate the 
Community Alternatives Programs and NC Innovations Waivers. 
 
Waiver Year – The 12-month period that CMS uses to authorize, monitor, and control waiver 
programs and expenditures. The waiver year begins on the effective date of the waiver 
approval and includes the 12 months following that date. If a subsequent waiver renewal is 
approved with a different effective date, the waiver year changes to coincide with the renewal 
effective date.   
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Helpful Information 
 
What if I Have Insurance Other Than Medicaid? 
You should tell both your Care Coordinator and your service provider if you have insurance 
other than Medicaid. This could include Medicare or private insurance. Federal regulations 
require Medicaid to be the “payer of last resort.” Medicaid pays for services after your other 
insurance has processed the claim and made a payment determination. 

Description of Services 
There are three primary levels of service that are based on need, treatment history and the 
state’s definition of medical necessity. The levels of service are: 
 

∼ Basic Benefits 
 Provide brief interventions for acute (Immediate but short-term) needs 
 Are available through a simple referral from a provider in the Partners BHM 

Network or Access Call Center 
 Are not typically assigned to a Care Coordinator 

∼ Enhanced Benefits 
 Are accessed through the participant’s person-centered planning process 
 Provide a range of services and supports that 

a) Are appropriate for participants seeking to recover from severe forms of 
mental illness and substance abuse/addiction, and/or 

b) Address the needs of participants with intellectual/other developmental 
disabilities 

 Are highly coordinated to ensure the participant receives the proper services but 
without duplication of services 

∼ Crisis Services 

 In cases where the care that is needed is emergent, or an emergency situation, 
an expedited request for authorization if necessary, is available 24 hours a day 7 
days a week. Medical necessity criteria must be established by the provider 
along with other clinical information. Partners BHM has created an environment 
that supports rapid access for many crisis services to divert from unnecessary 
inpatient hospitalization. 
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Early and Periodic Screening, Diagnosis, and 
Treatment (EPSDT) 
 

What is Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)? 
Federal law requires Medicaid to pay for certain services for children under 21 years of age, 
regardless of whether or not the state’s Medicaid Plan usually covers those services. The 
services must be medically necessary and must not be considered to be experimental. The 
specific language in the law says that the services must “Correct or ameliorate a defect, 
physical, or mental illness, or a condition identified through screening.” This means the service 
must be necessary to improve or maintain an individual’s health in the best condition possible, 
to compensate for a health problem to prevent it from getting worse, or to prevent the 
development of additional health problems.  

 

For more information on Early and Periodic Screening, Diagnosis, and Treatment (EPSDT), 
please call the toll free Partners BHM Access to Care Number at 
1-877-235-HOPE (4673) or talk with your health care provider.  
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Coordination of Care 
 
COORDINATION OF CARE  
Partners Behavioral Health Management recognizes that people often experience multiple 
problems. To provide coordinated care, Partners BHM ensures that participants are connected 
with the services and supports to address all of their needs. There are several models that are 
used to accomplish these goals: 
 
Person-Centered Thinking and Planning 
Person-Centered Thinking and Planning is a tool of the NC MH/DD/SAS Health Plan that helps 
Participants exercise choice and responsibility in the development and implementation of their 
care plans. It helps define what is important to and for the person, and it allows individuals to 
have real and honest discussions with their clinical teams about their desires, needs and 
supports. It can occur annually or anytime an individual experiences significant life changes. The 
Person-Centered Thinking and Planning helps individuals reach their potential by:  

• Ensuring that the individual has maximum social participation and inclusion in the 
community 

• Providing an opportunity for participants to guide their care plans, with assistance from 
family, friends and professional service providers  

• Incorporating a variety of supports, including training, therapy, treatment and other services 
needed to achieve the individual’s personal goals  

• Drawing upon a diverse mix of resources, including paid and natural supports to best meet 
the individual’s goals  

 
The Individual Support Plan (ISP) should clearly express the voice of the participant. All plans:  

• Are respectful of the person and those who support the person  
• Are easy to read and understand, and use everyday language  
• Are written so information is located easily  
• Use complete thoughts but not necessarily complete sentences  
• Have enough detail and/or enough examples to be easily understood by someone newly 

present in the individual’s life  
 
The phases of completing the Person-Centered Thinking and Planning Process are:  

• Gathering information/assessment  
• Organizing the information for team review/team meeting  
• Developing the Individual Support Plan (ISP)  
• Implementing the Individual Support Plan (ISP) 

 

Partners Behavioral Health Management believes that individuals will have more success at 
achieving goals by taken responsibility for treatment and helping providers know what works 
for the individual. In developing your Individual Support Plan (ISP), participants should consider:  
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• What has been happening in your life over the past year?  
• What do you want your life to look like?  
• Do you want to volunteer or work at a paid job?  
• Where do you want to live and with whom?  
• What would make where and how you live better?  
• What supports do you need to maintain the important things in your life?  
• What would you change about your life if you could?  
• What part of the day do you like best and why?  
• Do you have enough money to pay for all the activities you would like to do?  
• What kind of person makes the best support person for you?  
• How is your health? Do you have concerns about your general health?  

 

System of Care Approach (SOC) 
What is a System of Care Approach to Services?  
System of Care (SOC) is a nationally recognized best practice approach to service delivery in 
one’s own community. SOC organizes and coordinates services and resources into a 
comprehensive and interconnected network. The System of Care mission is to work in 
partnership with individuals and families who need services and/or resources from multiple 
human service organizations to be safe and successful at home, school, work, and in the 
community. Coordinating services and supports leads to improved outcomes for people and 
helps prevent the duplication of services for authorized care among agencies.  
 
Community Collaboratives are an integral part of the System of Care. They are diverse groups 
that bring together individuals, families, agencies, private providers, independent practitioners, 
community organizations and the faith-based community to network, share and learn. 
Participants work together to address complex physical, emotional, behavioral, social, and 
educational and safety needs for individuals and families.  
 
In each county, there may be separate Community Collaborative meetings that focus on 
children’s mental health and substance use needs; on adults’ mental health and substance use 
needs; and on the needs of individuals with Intellectual and/or Developmental Disabilities. 
Partners BHM has a System of Care Coordinator who organizes the monthly meetings in each 
county within the catchment area.  
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Another essential part of the System of Care is the Child and Family Team and the Individual 
Support Team, which:  

• Is selected by the family/individual  
• Is made up of professionals, family members, friends and community supports who are 

interested in supporting the goals of the child and family or individual  
• Differs from person to person depending on the goals identified by the Individual 

Support Plan (ISP) 
• Can meet as needed  
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What is a Medicaid HCBS Waiver? 

Purpose and Goals of this section of the Guide:  

• Background information about Medicaid HCBS Waivers 

• Introduction to the NC Innovations Waiver 

 

  

Section 1 
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Medicaid Home and Community Based Services (HCBS) Waivers 
 
Medicaid is a federal program originally designed to provide medical care and institutional 
services for people. It has many rules that control how services are delivered. Waivers allow 
the state to have some of the Medicaid rules “waived” or not are required, so that there is 
more choice about how and where services are provided. 
 
What Rules are “Waived”? 
These are the rules that are not required under the North Carolina Innovations Waiver: 

• Services are provided outside of institutions; and 
• “Deeming of Income and Resources”: This means that the income and resources of the 
individual is considered in determining Medicaid eligibility rather than considering the 
income of the individual’s parent or spouse. 

 
This usually means the individual is Medicaid eligible regardless of their family or spouse’s 
income or age. There are exceptions to this and your local Department of Social Services 
(DSS) is the expert to talk to about this issue. 

 
Services do not have to be provided in every county of the state. North Carolina Innovations 
Waiver Services are available in the Partners Behavioral Health Management area, which 
includes Burke, Catawba, Cleveland, Gaston, Iredell, Surry, and Yadkin counties.
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NC Innovations is a Home and Community-Based Services (HCBS) Waiver.  
NC Innovations provides services to individuals of all ages, starting at birth. 
 
Waiver Year 
NC Innovations operates on a waiver year that runs from August 1 through July 31. If you 
leave NC Innovations during the waiver year, you can re-enter the waiver if you re-enter 
before March 31 of the same waiver year, provided you continue to meet the requirements of 
the waiver. If you leave NC Innovations and return after the new waiver year begins, you may 
be unable to enter the waiver right away. If funding is not available, you could have to wait to 
re-enter the waiver. 
 
Purpose and Goals  
The NC Innovations Waiver is designed to provide an array of community based services and 
supports to promote choice, control, and community membership. 
 
Support to Achieve Your Life Goals and Personal Outcomes 
NC Innovations provides you with help to develop a plan to achieve personal life goals 
and outcomes that are meaningful to you. 
 
Support to Be a Member of Your Community  
Many people with intellectual/other developmental disabilities receive services that 
separate them from the larger community. We want you to be a member of your 
community. We want to provide you with opportunities to live, work, and build relationships 
with people who do not have disabilities. 
 
Support to Live Where You Choose  
We want to support you to live in the community where you choose and with the people you 
choose. This includes choosing where you want to live and who you want to live with. This 
can include living with your family, living with people you are not related to, or living 
independently in a home of your own. 
 
Support to Work or Have Day Activities That Are Meaningful to You  
Daytime activities can include attending school, participating in a community activity or 
working at a job that is meaningful to you. We want to support you to participate in 
activities and functions of community life that are also chosen by people without disabilities. 
We want your work or day activities to be linked to your life goals and personal outcomes. 
 
 
 

NC Innovations Waiver 
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Service Options  
NC Innovations provides the opportunity to choose two different service delivery options to 
provide your services. The two options are: 

• to use a provider agency or  
• to be the co-employer of staff with an agency.  

We want to help you manage your services to the degree you desire. 
 
Give Opportunities to Develop Natural, Unpaid, and Community Support Networks  
We want to provide you with educational opportunities and support to help you develop 
strong natural support networks. We want you to be more independent and less reliant on 
formal services. 
 
Basic Service Elements  
The common service elements on this and the following pages must be included in all waiver 
supports and services provided through the NC Innovations Waiver. 
 
Care Coordination 
Individuals in this waiver receive Care Coordination through the Partners BHM I/DD Care 
Coordination Unit (CCU). Care Coordination Services are completed by a Care Coordinator. 
It is important that you stay in frequent contact with your Care Coordinator, especially if 
your needs change. You are responsible for immediately notifying your Care Coordinator of 
any emergency situation that could affect your life and require a change in your Individual 
Support Plan. Emergency situations may also include the death of your primary caregiver, 
the need for assistance during the illness of your primary caregiver, or following your own 
hospital stay. You should also notify your Care Coordinator of changes to your address or 
phone number. 
 

Your Care Coordinator can assist you in the following ways: 
• Help you document your needs to obtain services. 
• Help you with preparing your NC Innovations Base Budget , and in developing your 

Individual Support Plan (ISP) 
• Help you find out about choices for services and coordinate them for you 
• When you start services, check to make sure that they meet your needs and that you are 

happy with them 
• Check to make sure that you are healthy and safe 
• Help you receive information on directing your own services 
• Help you with problems or complaints about services or crisis situations, if necessary 

 
Person Centered Planning 
All individuals who receive NC Innovations funding have an Individual Support Plan (ISP). Your 
ISP includes important information about you, your life goals, and the steps that you and your 
planning team need to take to get there. Your plan outlines your support needs, and in 
addition to NC Innovations Services, includes a combination of Medicaid Services, natural 
supports from family and friends, and community supports.  
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You and your planning team create your ISP and revise it when needed. Your Plan is 
developed through a Person Centered Planning Process. This planning process identifies your 
strengths, capabilities, desires, and support needs. It helps you develop a vision for your life. 
The Person Centered Planning Process helps you: 

• Create services and supports to meet your needs 
• Be a part of your community by using natural and community supports 
• Lead the planning process to the degree that you, your 

parent, guardian, or representative choose to lead it 
• Develop action plans to address things that need to change or remain the same in 

your life 
 

Base Budgets 
All individuals receiving NC Innovations funding have Base Budgets. Your Base is an important 
tool for you to use to make decisions regarding your needs for NC Innovations services. The 
Base Budget is the funding that is available to pay for Base Services you need and is typically 
the funding to plan and pay for needed base budget waiver services. However, it is a planning 
guideline and not a “hard limit.”  A process is used to make sure that everyone’s budget is fair 
and equitable based on others with similar needs.  Individuals will receive the permitted 
services if medically necessary.  The Base Budget funds the following services: 

• Community Networking 
• Day Supports 
• In-Home Intensive Supports 
• In-Home Skill Building 
• Personal Care Services 
• Residential Supports 
• Respite 
• Supported Employment 

 
Services that are not funded by the Base Budget, but are considered “Add Ons” are: 

• Assistive Technology, Equipment and Supplies 
• Community Guide 
• Community Transition 
• Crisis Services 
• Financial Support Services 
• Home Modifications 
• Individual Goods and Services 
• Natural Supports Education 
• Specialized Consultation Services 
• Vehicle Modifications. 

 
“Add-Ons” are preventative, crisis, and/or equipment and supplies that are available based 
on individual need. The Base Budget services and the “Add On” services together cannot 
total more than the Waiver Cost Limit of $135,000 per year. A chart showing Base Budget 
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Services and “Add On” Services can be located in Appendix D. 
 
When you are determined as eligible for the NC Innovations Waiver, you will receive a letter 
telling you the amount of your Base Budget. You will not receive information about your Base 
Budget until you are determined eligible. Each year you remain on the NC Innovations Waiver 
you will receive another letter telling you the amount of your Base Budget.  

 
Your Care Coordinator is available to assist by: 
• Answering questions about your Base Budget  
• Helping you request needed changes to Base Budget.  
• Helping you request any services that are outside the Base Budget. 
 
Documentation and Waiver Limitations  
Many people do not like paperwork, but documentation is required to access and use federal 
waiver funds. Partners BHM is required to assure that NC Innovations funds are used 
appropriately and in a way that meets federal and state requirements. For example, your 
direct service worker cannot transport you to and from school because this is not allowed in 
home and community based waivers since the school system receives federal funds to provide 
transportation to/from school.  
 
Federal Medicaid requires that there be adequate documentation to support the type of 
service, level of service (individual or group) and amount of service (hours) that you receive. 
Federal Medicaid expects that the services people receive match their documented needs. NC 
Innovations funds cannot be used for services and supports that are not included in the 
approved NC Innovations Waiver. There are also limits on some services and groups of 
services. 
 
Quality Assurance and Improvement  
Partners BHM, and the state and federal government departments that monitor the use of 
waiver funding, want to make sure that you are satisfied with the services and support you 
receive. We also want to make sure that your services are helping you make progress with 
the goals and outcomes in your Individual Support Plan (ISP). 
 
As an individual receiving waiver services, you, your family, and/or guardian will be asked 
to participate in some or all of the following quality processes: 
• Care Coordination monitoring visits to your home and to other places you receive services 
• Consumer Satisfaction Surveys 
• Reviews from Partners BHM Quality Management Department about the services 

you receive  
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How Do I Access and Receive Waiver 
Services? 

 
Purpose and Goals of this section of the Guide: 
 

• How to apply for NC Innovations funding 
 

• Innovations Eligibility 
 

• Level of Care Assessment 
 

• Support Needs Assessment 
 

• Risk Assessment 
 

• How to apply for Medicaid 
 

Section 2 
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If eligible, an individual must be enrolled with Partners BHM to receive NC Innovations Waiver 
services.  
 
To enroll in services: 

• Call the Partners BHM’s Access to Care Call Center toll free number 1-888-235-4673 
(TTY calls: 1-800-749-6099). This call center is open 24 hours per day, 7 days per week, 
365 days per year with trained staff who can provide assessment and assist in making 
referrals and applications for needed services. If you have an emergency need and 
cannot reach your Care Coordinator, you can always call this number for assistance. 

OR 
• You can contact a Comprehensive Community Provider or a Critical Access 

Behavioral Health Agency (CABHA) to assist you with enrollment. You can call 1-888-
235-4673 for the list of CCP/CABHA in your area. 
 
 

Freedom of Choice 
If you choose to apply for NC Innovations services, this means you choose those services 
rather than placement in an ICF-IID institutional facility. You will sign the “Freedom of 
Choice Statement”, because, as someone who meets the criteria to enter an ICF-IID 
facility, you are free to choose between ICF-IID Institutional services and NC Innovations 
Waiver services. Partners BHM Access to Care Call Center is available to assist you with 
entering NC Innovations: Access to Care Call Center Staff - Call 1-877-235-HOPE (4673). 

 
Participant Responsibilities 
The Care Coordinator will assist you in reviewing and signing the Participant Responsibilities 
form. This form outlines the responsibilities of each NC Innovations Waiver participant and 
important waiver policies that the person needs to be aware of before they agree to 
participate in the waiver. Your Care Coordinator will discuss the form with you when you 
enter the waiver and each year you continue to receive waiver services. The form is signed 
each year that you are on the Waiver. (See Appendix A) 
 

Qualifying for NC Innovations 
A person who has an intellectual disability or a condition that results in the same needs as 
someone who has an intellectual disability may be eligible for NC Innovations. 
 

How to Apply for NC Innovations Funding 
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NC Innovations Eligibility Criteria 
You may be eligible for NC Innovations if you: 
• Are eligible for Medicaid, based on assets and income of the applicant, 

whether he/she is a child or an adult; 
• Are a resident of one of the eight Partners BHM counties that participates in 

the NC Innovations Waiver (Burke, Catawba, Cleveland, Gaston, Iredell, 
Lincoln, Surry, Yadkin); 

• Desire to participate in NC Innovations rather than live in an institution; and/or 
• Require/use NC Innovations services, as specified in your Individual Support 

Plan (ISP), and use at least one NC Innovations service monthly. 
 

AND 
 

• Your health, safety, and well-being can be maintained in the community under NC 
Innovations within the $135,000 waiver cost limit. 
 

     AND 
• Effective April 1, 2010, new NC Innovations participants must live with private 

families or in living arrangements with six or fewer persons unrelated to the 
owner of the facility. 

• You meet the requirements for ICF-IID level of care. 
 

Living Arrangements 
• You cannot enter the NC Innovations Waiver if you live in a facility larger than six 

beds. 
• If you were participating in the NC Innovations waiver on April 1, 2008 and were 

living in a facility larger than six beds, you may, for a limited amount of time, 
continue to receive NC Innovations Services. 

• Before you move to any facility larger than six beds, you should talk with your 
Care Coordinator because the move could make you ineligible to receive NC 
Innovations Services. 

• There will be no new admissions to facilities larger than six beds. 
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You must: 
• Require active treatment (Active treatment refers to aggressive, consistent 

implementation of a program of specialized and generic training, treatment and health 
services. Active treatment does not include service to maintain generally independent 
persons who are able to function with little supervision or in the absence of a continuous 
active treatment program.) 

 
AND 
 

Have a diagnosis of mental retardation OR a condition closely related to mental retardation 
defined here: 

A. Mental Retardation is a disability characterized by significant limitations both in 
intellectual functioning and in adaptive behavior as expressed in conceptual, practical 
and social skills. The mental retardation must occur before the age of 18. 

B. Persons with closely related conditions refer to individuals who have severe, chronic 
disability that meets ALL of the following conditions: 
−  Is attributable to Cerebral palsy or epilepsy 

Or 
−  Any condition, other than intellectual disability found to be closely related to mental 

retardation because the condition results in impairment of general functioning or 
adaptive behavior similar to a person with intellectual disability 

a.  Is manifested before the person reaches the age of 22; 
b.  Is likely to continue indefinitely 

And 
c.  Results in substantial functional limitations in 3 or more of the following areas 

of life activity: 
−  Self-care 
−  Understanding/use of language 
−  Learning 
−  Mobility 
−  Self-direction 
−  Capacity for independent living 

 
The Discovery Process 
During the Discovery Process, assessments will be completed to make sure you are eligible 
for NC Innovations and to help determine your needs. 
 

Determining ICF-IID Eligibility/Level of Care Evaluation 
• If you apply for NC Innovations Waiver funding, your level of care assessment is 

completed by a psychologist, psychological associate, or a physician (MD) based on 

ICF-IID Level of Care 
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your disability. Partners BHM will make the arrangements for your evaluation or will 
send these professionals a form to complete. 

• If your disability is an intellectual disability or a disability related to intellectual disability, 
a psychologist or psychological associate will complete your assessment. An adaptive 
behavior assessment and IQ test will be completed, or if you have a current evaluation, 
the assessment will be reviewed and an update completed. 

• If the condition is cerebral palsy, epilepsy, or a condition closely related to one of these 
two disabilities, a primary care physician will assess your level of care. 

• Once the psychologist, psychological associate, or physician has completed your initial 
eligibility assessment, the Partners BHM I/DD Utilization Management Department 
authorizes this care. Each year your level of care is reviewed by your Care Coordinator 
and a determination is made about your continued eligibility for the level of care required 
for participation in NC Innovations. 

 
Supports Need Assessment 
Partners BHM will arrange for your support needs to be assessed using the following tools: 
• North Carolina Supports Needs Assessment Profile (NC-SNAP): The NC-SNAP is a needs 

assessment tool that, when administered properly, measures an individual’s level of 
intensity of need for intellectual and/or developmental disabilities (I/DD) supports and 
services. The NC-SNAP assesses level of intensity of need in the areas of Daily Living 
Supports, Health Care Supports, and Behavioral Supports. The NC-SNAP will be utilized 
annually until the Supports Intensity Scale is fully implemented. 

• Supports Intensity Scale (SIS). The SIS is an important tool to assist your planning team 
in identifying services and supports that meet your needs, including issues with physical 
limitations and/or medical needs. The SIS is an interview that focuses on the support 
needs of a person with an intellectual and/or developmental disability. You assist in 
determining the people who will be interviewed. The people to be interviewed could be 
your neighbor, friends, or providers. The people you select must have known you for at 
least three months. The SIS Interviewer may also review your records to obtain 
additional information needed to complete the SIS. 

 
The SIS is completed at a minimum of every three years for adults and every two years for 
children in the NC Innovations Waiver. If you believe your support needs have changed, you 
should talk with your Care Coordinator. 
 
Upon completion of the SIS, your care coordinator will provide you a family friendly copy of 
the assessment report. Your care coordinator will also have you sign SIS Report Checklist 
that states you received a copy of the SIS report and includes the name of the SIS evaluator 
that completed the SIS should you have any questions or concerns about the SIS results. If 
you have any questions or concerns about the SIS assessment report, you should contact the 
SIS evaluator at the number provided to you on the SIS Report Checklist within 10 days of 
receiving your copy of the SIS assessment report.  
 
If you disagree with the results of the SIS assessment report, you should contact your care 
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coordinator and notify the SIS evaluator that completes your SIS assessment. SIS Assessment 
results may be adjusted if it is determined that particular support needs were not accurately 
captured. In the event that you are not satisfied with the results of the SIS assessment or if 
you feel that your concerns and questions have not been addressed you have the right to file 
a grievance. Failure to file a grievance does not prevent you from challenging the SIS during 
an appeal of any managed care action. 
 

 
Risk/Support Needs Assessment 
A Risk/Support Needs Assessment is completed by your Care Coordinator. Your Care 
Coordinator makes sure these risks and needs are addressed in your Individual Support Plan 
and as needed, in a Crisis Plan. Potential risks and safety considerations can include health, 
medical and/or behavioral areas of concern. 

 
Waiver Funding and Prioritization for Funding 
Individuals are prioritized for funding based on the date of their referral to the NC 
Innovations Waiver (See Appendix B). 
 
If funding is not available for needed Innovations Services at the time of enrollment and the 
individual is potentially eligible for the NC Innovations Waiver, the person is placed on the 
Registry of Unmet Needs until funding is available. People with emergency needs are offered 
emergency reserved capacity funding, if available. A person is considered to have emergency 
needs when: 
 

The individual is at significant, imminent risk of serious harm because the primary 
caregiver(s) support system is/are not able to provide the level of support necessary to 
meet the person’s basic needs. 

And/or: 
The individual requires protection from confirmed abuse or exploitation; 

And: 
The Support Intensity Scale shows needs that can be addressed through waiver services; 

And: 
The person is in need of at least one waiver service through the NC Innovations 
Waiver; 

And: 
The person is able to be supported in a private home or facility with six (6) beds or less; 

And: 
There are no other service systems to meet the identified need. 

Or: 
The individual has identified support needs to support a child or family member when 
that child or family member has been determined by the County Department of Social 
Services to be at imminent risk of coming into the custody of the agency. 

 
There is also limited reserved capacity funding for individuals transferring from CAP-I/DD to 
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NC Innovations and individuals aging out of the CAP-C Waiver who meet the ICF-MR eligibility 
criteria. Limited reserved capacity is also available for children transitioning from an ICF-MR 
residential facility to the community. When funding is available, funding is assigned 
geographically based on Medicaid per capita population in each of the counties where NC 
Innovations is operating. 
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Applying for Medicaid 
Medicaid eligibility is a separate issue from eligibility for NC Innovations. Your county 
Department of Social Services (DSS) is the local expert in Medicaid eligibility. If you receive 
Supplemental Security Income (SSI), you automatically receive Medicaid in North Carolina. 
Everyone who receives NC Innovations services must be determined eligible for Medicaid by 
the DSS in the county in which they live. Only people whose Medicaid is from one of the eight 
counties in the Partners BHM catchment area (Burke, Catawba, Cleveland, Gaston, Iredell, 
Lincoln, Surry or Yadkin) can participate in the NC Innovations Waiver through Partners BHM. 
Medicaid eligibility is usually linked to the income and resources of the individual. 
 
Tips When Applying for Medicaid 
• Not everyone on Medicaid participates in NC Innovations. 
• If needed, a Partners BHM staff person will assist you in contacting the 

Department of Social Services and completing a Medicaid application. If you 
already have Medicaid, a Partners BHM staff person can assist you in 
contacting DSS to let them know that you are applying for NC Innovations. 

• It is important that you provide DSS with all of the information they need to 
process or update your Medicaid application and that you read and respond 
to all letters they send you. It is important that you keep DSS informed of any 
changes in your place of residence. When an individual applies for SSI, the 
application is also an application for Medicaid. Individuals apply for SSI at 
their local Social Security Administration office. 

• It is important that you keep your Care Coordinator informed of any address change or 
change with SSI payments as these changes can disrupt the waiver indicator on your 
Medicaid card. 

• Because the Social Security Administration is unable to discuss individual situations 
with Partners BHM staff, you or your payee may need to be on the telephone with 
your Care Coordinator if you need assistance with your Medicaid. 

 
Medicaid Deductibles 
A Medicaid deductible (also referred to as a "spend down") is similar to a private 
insurance deductible. It is the amount of medical expenses for which the individual is 
responsible before Medicaid will pay for covered services. 

• Unlike private insurance, the Medicaid deductible is based on income; therefore, the 
amount is not the same for each person. 

• DSS will tell you if you have a deductible. If you receive an inheritance or a large sum 
of money, contact your Care Coordinator immediately to talk about the possibility of 
deductible changes. 

• Medicaid will not pay for services while an individual is in deductible status. 
• For NC Innovations Waiver participants, the deductible is calculated over a six-

month time period, and is divided into six monthly payment amounts. 

How to Apply for Medicaid 
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Meeting Your Medicaid Deductible 
Your Care Coordinator can help you plan to meet your deductible each month. You will not 
receive Medicaid coverage until you are billed for Medicaid services in the amount of your 
deductible. Copies of bills that are used to meet the deductible must be received by DSS 
before DSS can issue your Medicaid coverage. Some individuals meet their deductible by 
purchasing their medications at the beginning of the month. Others choose to be billed for 
the first days of their NC Innovations services from a provider agency. If you choose this 
option, you should remember that you are expected to pay the provider agency for the 
services you receive before your Medicaid coverage begins. If you do not pay the bill for 
these services, the provider agency may choose to discontinue your services. 
 

Co-Payments 
Some Medicaid coverage (Medicare Part D) requires a co-payment by the Medicaid recipient. 
The indicator in the waiver block in the Medicaid eligibility system alerts the provider agency 
to any exemption from co-payments that may be waived if you are a NC Innovations Waiver 
participant and do not receive Medicare. 

• Visits to physicians, dentists and optometrists, as well as prescriptions, are examples 
of services that may require a co-payment. 

• If you receive NC Innovations and do not receive Medicare, you are exempt from 
these co-payments. If you receive Medicare and do not have prescription drug 
coverage, you should ask your Care Coordinator for information about Medicare 
Prescription Drug coverage. 

• As a NC Innovations participant, you are also exempt from the eight-prescription limit 
per month, unless you also receive Medicare. 

• If a provider agency or pharmacy is not aware of the exemption, you should suggest 
that the provider agency or pharmacy contact Partners BHM or refer to the Medicaid 
Pharmacy Clinical Coverage Policy 9. 

 
Third Party Liability 
Federal regulations require Medicaid to be the “payer of last resort.” This means that all third 
party insurance carriers, including Medicare and private health insurance carriers must pay 
before Medicaid pays. If the Medicaid payment for a service is more than the third party 
insurance carrier will cover, then Medicaid will pay the difference up to the Medicaid payment 
amount. If the insurance payment is more than the Medicaid payment amount, Medicaid will 
not pay any additional amount.  
 
Medicaid denies payments for: 

• Recipients who are eligible for Medicare but do not apply for Medicare.  
• Services denied by private health plans if you do not meet your private health plan’s 

requirements. 
•  Provider’s service would have been covered and payable by the private plan, but some 

requirement of the plan was not met.  
 
You must keep DSS, your Care Coordinator, and your provider agency informed of any private 
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insurance or Medicare coverage that you have. If you do not inform these individuals and 
agencies about your private insurance or if you do not cooperate in any way in meeting any 
private plan requirement, you may be responsible for paying for the service. This 
responsibility includes payments for NC Innovations services. 
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Completing Your Individual Support 
Plan and Choosing the Services That 

Are Right for You 

Purpose and Goals of this section of the Guide: 

• Completing the Individual Support Plan 

• Using Resources and Choosing Waiver Services 

• Waiver Services and Provider Qualifications 

• Waiver Service Options 

 

 

 

 

Section 3 
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After you have applied for NC Innovations Services, completed the assessments, met the 
eligibility requirements, and been approved for Medicaid, your Care Coordinator will: 

• gather and organize information for you and your planning team 
• ask you, your family, and the legally responsible person, if applicable, who you want 

included in your planning team and what part you want to take in leading the 
planning meeting 

• document the results of your planning meeting after the team develops the plan 
 
Your ISP should: 

• Have enough detail that someone new in your life can understand your plan 
• Identify any natural, unpaid, and community supports that help meet your needs 
• Include a schedule of when you need support and the kinds of support you need 

at different times of day 
• Clearly demonstrate medical necessity for services you need 
• Assist others involved in your life to understand your wants, desires, and needs 
• Help identify risks that are present 
• Reflect the decisions you make 
• Be respectful of you and those who support you 
• Be easy to read and user friendly using simple everyday language 
• Assist people who support you to find information easily 
• Identify how required emergency back-up services will be furnished for workers 

providing your services 

Completing Your Individual Support Plan (ISP) 
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When developing your Individual Support Plan (ISP), you may choose the type of services 
needed to assist you in accomplishing the life goals you identify. The services you choose are 
typically within your individual budget amount. However, as described earlier, individual, base 
and add-on budgets are planning guidelines and not a “hard limit.” You will receive the 
permitted services if medically necessary. 

Remember that NC Innovations is not intended to replace or duplicate services and resources 
that are already available to you. For example, if you have been visiting your grandmother one 
evening a month while your parents attend a meeting, you would not need to receive a service 
instead of your visit with your grandmother. The next pages in this Guide will provide you with 
information about NC Innovations Services so that you can work with your team to choose the 
ones that will best meet your needs. 

What You Need to Know About Services 

NC Innovations Services are intended for you to continue living in and participating as an active 
member of your home community. It is important to understand that there are a variety of 
special limitations and restrictions on services, as well as exceptions, including “EPSDT” for 
young adults described elsewhere in this Guide. It is important that you discuss each service 
you need to use with your Care Coordinator. Remember that the cost of Base services and 
Add-on services cannot exceed $135,000, which is the maximum amount allowable for the 
waiver year (sometimes called the “Individual Cost Limit” in the NC Innovations Waiver).  

 

 

 

 

 

 

 

 

 

 

Using Resources and Choosing Waiver Services 
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NC Innovations Waiver Limits on Sets of Services 

 

Participant 
Age/Status 

Living in Residential Setting, 
including Alternative Family Living 

(AFL) H  

Living in Private Home 

Adult No more than 40 hours per 
week any combination: 

•  Community Networking 
•  Day Supports and/or 
•  Supported Employment 
 Services 

May receive up to one daily unit 
of Residential Supports 

No more than 84 hours/week any 
combination: 

• Community Networking 
• Day Supports 
• Supported Employment 

and/or 
• In-Home Skill Building 
• Personal Care 

Child during 
school year 

No more than 20 hours per 
week any combination: 

• Community Networking 
• Day Supports and/or 
• Supported Employment 

Services 
May receive up to one daily unit 
of Residential Supports 

No more than 54 hours/week any 
combination: 

• Community Networking 
• Day Supports 
• Supported Employment 

and/or 
• In-Home Skill Building 
• Personal Care 

Child when 
school is not 
in session 

No more than 40 hours per week 
of any combination: 

•  Community Networking 
•  Day Supports and/or 
•  Employment Services 

May receive up to one daily unit 
of Residential Supports 

No more than 84 hours/week of any 
combination: 

•  Community Networking 
•  Day Supports 
•  Supported Employment 

and/or 
•  In-Home Skill Building 
•  Personal Care 
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Services Not Subject to Limits on Sets of Services 
 

Additional 
Services 
contained in the 
Individual 
Budget 

  • Respite 

Additional 
 

• Assistive Technology • Assistive Technology 
Add On to  Equipment/Supplies  Equipment/Supplies 
Individual 
Budget • Community Guide • Community Guide 

 • Community Transition • Crisis Services 
  Services • Home Modifications 
 • Crisis Services • Natural Supports 
 • Natural Supports 

 
 Education 

 • Specialized Consultation • Specialized 
  Services  Consultation Services 
    V hi l  M difi ti  Available to • Financial Support Services • Financial Support 
participants Who • Individual Goods and  Services 
Self-
Direct 
services 

 Services • Individual Goods and 
Services 

 

Note: An adult or child with intensive support needs may receive Daily Residential 
Supports in 1 of 4 levels, based on the intensity of support needs. An adult or child living 
in a private home may receive up to 12 hours/day of In Home-Intensive Supports. 

 

The total of your Base and “Add-On” services cannot exceed the Waiver Cost Limit of 
$135,000 per year (See Appendix D for a list of Base Services and “Add-On” Services). If 
another Medicaid or other available service will meet your needs instead of a NC Innovations 
service, the other service must be used. You may not receive NC Innovations Services if you are 
a patient of a hospital, nursing facility, ICF-IDD facility or if you are incarcerated in a prison or 
jail. 
 

Medicaid Payments to Providers 
Services are not determined by the need to pay an agency or employee a particular 
reimbursement rate. Providers who accept Medicaid payment may not charge you or a 
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member of your family any additional payment for services and/or equipment billed to 
Medicaid. This applies to all NC Innovations services and equipment, and regular Medicaid 
services and equipment. You or your family cannot pay part of the cost of the service or 
equipment. You cannot be required to sign an agreement that says that you cannot change 
provider agencies as a condition of providing services to you. 
 
Individual/Group Services 
If a service has a group rate, you receive group services unless there is justification in your 
Individual Support Plan (ISP) that individual services are necessary to meet your disability 
specific needs. In locations such as day or after-school programs, you will usually receive 
group services. If Individual Services are approved, it is expected that you will change to group 
services as soon as group services can meet your needs. Your planning team will have to 
gather additional information if you are requesting individual services when you are in a 
situation where there is a group of other individuals. 
 
Services for Individuals Ages 3-21 
Federal regulations require that NC Innovations Services are not to be used as a replacement 
for educational services funded under the Individuals with Disabilities Education Act (IDEA). 
The following policy applies to school-aged individuals ages 3-21: 
• NC Innovations Services are offered outside of school operational hours, and are defined 

as the documented hours of the school system for the grade the child would attend. 
• The family of children who are home schooled must present a copy of the home school 

certificate and schedule to the Care Coordinator. If the family does not provide the home 
school certificate and schedule, then the local school system schedule will apply. 

• The schedule in the Individual Education Plan for homebound children will apply. 
• Children can only receive services outside their documented school, home school, or 

homebound school schedule. 
• Educational outcomes are not funded by NC Innovations. 
• For individuals ages 3-21, when school is not in session for part of a week, the limits on 

sets of services are prorated to accommodate the school being closed for part of the 
week. 

 
Early and Periodic Screening, Diagnosis and Treatment (EPSDT) 
Early and Periodic Screening, Diagnosis and Treatment (EPSDT) is Medicaid’s Comprehensive 
Child Health Program for individuals under 21. EPSDT is authorized under the Medicaid Act and 
includes periodic screening of children, including vision, dental, and hearing services. The Act 
requires that any medically necessary health care service that is listed in the Act be provided to 
an EPSDT beneficiary even if the State Medicaid Plan does not cover those services. Your Care 
Coordinator can provide you with additional information about EPSDT. 
 
Equipment and Supplies 
If you need equipment or supplies, you should discuss your needs with your Care Coordinator. 
Your Care Coordinator can assist you in obtaining the equipment and supplies you need. It is 
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important to remember that NC Innovations funds cannot pay for equipment or supplies that 
are covered by your private health insurance, Medicare, or the State Medicaid Plan, even if the 
private insurance company, Medicare or the State Medicaid Plan (Division of Medical 
Assistance/DMA) deny your request for a covered item or supply. Private insurance companies, 
Medicare, and the DMA have specific approval processes, providers, and service limitations 
that must be followed. The Division of Medical Assistance (DMA) also has a process to request 
equipment and supplies that are not on Equipment and Supply Covered Items Lists. Your Care 
Coordinator can assist you in requesting “Non-Covered Items” from The Division of Medical 
Assistance (DMA). 
 
Requesting equipment and supplies from your insurance provider, Medicare or from the 
Division of Medical Assistance can take a long time. Your Care Coordinator does not have 
control over the approval process but will try to assist you in every way possible. It is important 
for you to keep good records and follow up on any requests to obtain additional information 
from your insurance carrier or the Division of Medical Assistance (DMA). 
 
Some equipment and supplies are covered under specific NC Innovations service definitions. 
Each definition has a list of covered items and conditions for approval of those items. Because 
obtaining the evaluations and other information needed for approval takes time, you should 
let your Care Coordinator know your needs as soon as possible so that the needed items can 
be added to your Individual Support Plan and the supporting documentation obtained. The 
request requires approval from Partners BHM Utilization Management and once approval is 
obtained, Partners BHM will order the approved equipment. Partners BHM cannot order the 
equipment until the approval is obtained. Partners BHM cannot pay for an item that you 
obtained prior to approval by Utilization Management. 
 
Not every item or supply that you may need is covered by private insurance, the State 
Medicaid Plan, EPSDT or NC Innovations. If you need an item not covered by one of these 
funding sources, your Care Coordinator can refer you to a Community Guide to assist you in 
locating possible other funding sources such as private foundations, churches, civic 
organizations, and/or other community resources. 
 
Steps To Obtain Equipment and Supplies 
1. Discuss your needs with your Care Coordinator and planning team. 
2. Through your team, Identify the specialist who needs to further assess your 

equipment needs. 
3. Participate in the assessment. 
4. Work with your Care Coordinator to obtain a statement of medical necessity from 

your physician for the specific equipment or supply recommended. 
5. Work with your Care Coordinator to determine the potential source for funding the 

equipment or supply. 
6. Work with your Care Coordinator to submit the request and required documentation 

for your insurance company, Medicare, Medicaid or NC Innovations. 
7. Participate in training to learn to use your new equipment or supply. 
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8. You should always keep in close contact with your Care Coordinator, and work with 
your Care Coordinator to obtain any additional information requested from the 
funding source of your supply or equipment. 

 
 
Location of Services 
Services are provided at locations that best meet your needs. However, some services must 
be provided at a specific location. Refer to the service definition for specific information 
about any limitation on where a service can be provided.  
 
If you determine that there is a unique reason for you to receive services in the home of a 
direct service employee, the Provider Agency or Employer of Record is required to complete a 
Health and Safety Checklist/Justification Form. You will be asked to sign this checklist. You 
should consider the provision of services in the direct service employee’s home very carefully. 
While the checklist covers basic health and safety concerns, it does not provide for an 
independent review or cover the same areas that formal licensure of service locations covers. 
Some type of goals cannot be trained in your direct service employee’s home. For example, 
you may not do your direct service employee’s housekeeping to learn housekeeping skills. The 
only services that can be provided in the home of a direct service employee are Personal 
Care Services and Respite Services. Sometimes your provider’s home must be licensed for 
you to receive services there. 
 
Qualifications of Staff Providing NC Innovations Services 
The NC Innovations Supplement to the PBH Provider Manual contains provider qualifications 
for each NC Innovations Service. Direct service employees must be at least 18 years old and 
have a high school diploma or GED.  
 
Services in Residential Facilities 
If you are new to NC Innovations, you may only live in a residential facility that serves six or 
fewer people who are unrelated to the proprietor. The facility must meet Home and 
Community Based living standards. The following information applies to you if you are 
considering moving to larger facility: 
• If you are currently living in a facility with six or fewer beds or in a private home and 

decide to move to a facility with more than six beds, you are no longer eligible for the 
waiver. You should discuss this with your Care Coordinator before you move into the 
larger facility. 

• NC Innovations services are not provided in ICF-IID residential facilities. 
• New facilities to the NC Innovations Waiver may only have a capacity of three beds or 

less. 
• If you were receiving CAP-IID services in a county transitioning to NC Innovations and 

are living in a facility with ten or fewer beds, you may receive NC Innovations services. 
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General service descriptions are included in the following pages of this Guide. Complete Service 
Definitions, service limitations, and provider requirements are printed in the Partners BHM NC 
Innovations Manual that is posted on the Partners BHM website (www.partnersbhm.org).  
 
Your Care Coordinator can also provide additional information about any service you want to 
discuss. If you are self-directing your services, you should use the Partners BHM website to 
obtain a copy of the complete service definition(s) that you are self-directing. You may also ask 
your Community Guide for a copy of the complete service definition(s) that you are self-
directing. 
 
Assistive Technology Equipment and Supplies (Equipment and Supply Service, Add on 
outside of the Base Budget):  
This service covers purchases, leasing, shipping costs, and as necessary, repair of equipment 
required to enable you to increase, maintain or improve your ability to perform daily life tasks. 
Equipment is recommended by a professional and your physician. You can spend up to $15,000 
over the duration of the waiver for this service (five years). The limit does not include 
nutritional supplements and monthly alert monitoring system charges. The list of items 
covered includes, certain daily living aids, items to help you control your environment, some 
types of positioning systems, and some types of alert systems. If you need equipment or 
supplies, let your Care Coordinator know and they can help you determine if it can be covered 
by NC Innovations or Medicaid. If the item is not covered by NC Innovations or Medicaid as a 
covered or non-covered service, they can refer you to a Community Guide who can help you 
locate community resources that may be able to meet your needs. 
 
Community Guide (Support Service, "Add On" outside of the Base Budget):  
One of the most important roles of Community Guides is advocacy. You should request 
Community Guide Services if you need help locating and obtaining community resources, 
need advocacy services, or need help in developing natural, unpaid, and community 
resources. These services also support you or your representative, if you decide to direct your 
own waiver services. Community Guide Services help you gain community connections. 
Community Guides can help you find options for renting or purchasing your own home and 
assist you with locating services for that home or purchasing items approved under the 
Community Transition service definition. They can help you prepare for and participate in 
meetings with your planning team. 
 
Community Networking Services (Habilitation Service, funded within the Base Budget):  
Community Networking services provide activities that support you in creating a day that is 
personally meaningful to you, and with persons who are not disabled. Community Networking 
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Services are not provided in your home, anyone else’s home, residential programs or day 
programs. This service can help you develop meaningful community relationships with non-
disabled individuals, and help you develop supports from people who are not paid to help 
you. Community Networking Services help you be more independent and take part in the 
community in ways that are valued by other members of your community. Some of the things 
that Community Networking Services can help you do: 
• Participate in classes at the community college, for example take a class in 

photography 
• Participate in community classes to develop hobbies, leisure or cultural interests, for 

example take a class to learn to knit where you would meet other people who later 
decide to meet weekly at a community center where everyone could work on their 
own knitting project at the same time 

• Perform volunteer work such as stocking food at a Food Pantry 
• Join a group that meets on a regular basis in the community, for example, a group that 

meets at a coffee shop every morning to discuss community events 
• Learn to use public transportation 
• Take classes on self-determination and participating in a self-advocacy group 
• If you are a child, provide staffing support for you to go to an after-school program 

that is designed for children who do not have disabilities 
• Pay for you to attend a class or conference (but not the hotel, meals, transportation to 

the conference or day care fees) up to $1,000 per year 
 

Community Transition (Equipment and Supply Service, "Add On" outside of the Base 
Budget):  
Community Transition funds are one-time, set-up expenses for adult individuals to live in 
homes of their own. It can help you if you are moving from a Developmental Center 
(institution), community ICF-IID Group Home, nursing facility or other licensed living 
arrangement (such as a group home, foster home, or alternative family living home) to a living 
arrangement where you are directly responsible for your own living expenses. The lease must 
be in your name or that of your legal guardian or representative or you must own the home. 
Community Transition Services can pay for security deposits, essential furnishings, window 
coverings, food preparation items, sheets, towels, and deposits for utilities, including 
telephone, electricity, heating, and water. Community Transition can only be used once. The 
lifetime limit of the waiver for this service is $5,000. 
 
Crisis Services: Primary Response; Behavioral Consultation; Out of Home (Support Service, 
"Add On" outside of the Base Budget):  
Crisis Services help you if there is a situation that presents a threat to your health and safety 
or the health and safety of others. This service could help you if you are at risk for losing your 
job, your home, or other important activity in your life, and help prevent you from needing 
institutional placement or hospitalization. Crisis Services are available to help you 24 hours 
per day, seven days per week.  
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There are three types of Crisis Services that can help you: 
• Primary Crisis Response: Your current provider of Direct Care Services (i.e. Community 

Networking Services, Day Supports, In-Home Intensive Supports, In-Home Skill Building, 
Personal Care, Respite, Supported Employment, or Residential Supports), or other 
Provider Agencies have trained staff who are available to provide “first response” crisis 
services to you in the event of a crisis. They can help evaluate what type of help you 
need, contact other agencies to help you, help staff or caregivers work with you during 
the crisis. 

• Crisis Behavioral Consultation: Psychologists or Psychological Associates are available 
to you if you have challenging behaviors that have resulted in a crisis situation requiring 
the development of a Crisis Support Plan. 

• Out of Home Crisis: Out of Home Crisis is a short-term service that can help you if you 
experience a crisis and requiring a period of structured support. The service takes place 
in a licensed facility or licensed private home respite setting, separate from your living 
arrangement. 

 
Day Supports (Habilitation Service, funded within the Base Budget):  
Day Supports provide assistance to you with obtaining, keeping, or improving self-help, 
socialization and adaptive skills. Day Supports are furnished in and by licensed day programs, 
including sheltered workshops and developmental day after school programs. Day Supports 
help you attain or maintain the most skills that you can learn. It is important to note, Day 
Supports cannot be used for the delivery of vocational services (i.e. sheltered workshops).  
 
Your Day Supports provider is responsible for transporting you from your home to/from the 
day supports facility. Usually you receive Day Support Services in a group. One-on-one Day 
Support Services are available only if you have special needs that require individual support. 
Your need for individual group services must be justified in your Individual Support Plan (ISP) 
and the justification must be needed based on your disability. If Individual Services are 
approved, it is expected that you will change to group services as soon as group services can 
meet your needs. Your planning team will have to gather additional information if you are 
requesting individual services when you are in a situation where there is a group of other 
individuals. 
 
Home Modification (Equipment and Supply Service, "Add On" outside of the Base Budget):  
Home Modifications are physical modifications to the private home owned by you or your 
family (natural or foster family) that are needed to ensure your health, welfare, and safety or 
to help you be more independent. Items that are portable may be requested if you live in a 
home that is rented by you or your family. This service covers purchases, installation, 
maintenance, and the repair of home modifications. Equipment is recommended by an 
appropriate professional and your physician. The list of items covered includes: 

• ramps 
• grab bars 
• lifts  
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• modifications to bathroom facilities 
• widening of doorways 
• specialized accessibility/safety adaptations.  

 
The adaptations cannot add total square footage to your home and cannot be used to 
convert a room into a different type of room. The adaptations are limited to $20,000 over the 
duration of the waiver (five years).  
 
Individual Goods and Services (Habilitation, Support, and/or Equipment and Supply Service, 
"Add On" outside of the Base Budget): 
Individual Goods and Services are available to you if you self-direct one or more services. The 
cost cannot exceed $2,000 each year. They include services, equipment or supplies that 
address an identified need in your Individual Support Plan and meet the following 
requirements: 
• The item or service would decrease your need for other Medicaid services; 

AND/OR 
• Promote inclusion in your community; 

AND/OR 
• Increase your safety in your home environment; 

AND 
• You do not have the funds to purchase the item or service. 
 
Natural Supports Education (Support Service, "Add On" outside of the Base Budget):  
Natural Supports Education provides training to your family and your natural support network 
in order to educate and train them about the nature and impact of your disability, on 
strategies for helping you, and specialized equipment and supplies you use. 
 
Natural Supports are relationships with people that include coworkers, classmates, activity 
individuals, neighbors, family, and others. These relationships are typically developed in the 
community through associations in schools, the work place, and participation in clubs, 
organizations, and community activities. Natural Supports are different for every person; they 
help you develop a sense of social belonging, dignity and self-esteem. Your natural supports 
are not paid to teach you skills but are people who do things with you without pay. You also 
contribute to the relationship as both people in the relationship support each other. 
 
This service will also pay for up to $1,000 for enrollment fees and materials related to 
attendance at conferences and classes by your primary caregiver that help your caregiver 
develop skills to support you in having greater access to the community. Natural Supports 
Education can help you gain more natural and community supports so that you are 
potentially less reliant on formal waiver services. For example, you might receive formal 
services from a provider to help you use new equipment. Natural Supports Education could 
be used to train your family in learning to help you use the equipment so that they could 
support you in using the equipment rather than the provider. 
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Personal Care Services (Support Service, funded within the Base Budget):  
Personal Care Services help you with eating, bathing, dressing, personal care, hygiene, and 
other activities of daily living. Personal care services also help you to maintain skills gained 
during training services. This service also includes housekeeping chores, such as bed making, 
dusting, and vacuuming, if these are incidental to your care and are essential to your health 
and welfare rather than your family’s needs. Personal Care Services also include assistance 
with the monitoring of your health and assisting you with transferring, walking, and use of 
special mobility devices. 
 
Residential Supports (Habilitation Service, funded within the Base Budget): 
Residential Supports consist of individually designed training activities, assistance and 
supervision. Residential Supports are provided in licensed/unlicensed community residential 
settings that include group homes, and alternative family living homes. Residential Supports 
include: 

• Habilitation Services that assist you in obtaining, improving and retaining self-help 
skills, general household management; meal preparation skills; personal financial 
management skills; and socialization skills 

• Assistance and support in activities of daily living to ensure your health and safety 
• Transportation to/from your residence and community activities  

 
In-Home Skill Building (Habilitation Service, funded within the Base Budget):  
In-Home Skill Building provides training to enable you to acquire and maintain skills, which 
support you to be more independent. In-home skill building provides additional support to 
your family and natural supports and consists of an array of services that are needed to 
maintain your life in the community. As you gain skills and become more independent, you 
should need fewer hours of this service. In-home skill building consists of: 

• Training and supporting you to develop and maintain personal relationships 
• Skill building to help you learn community living skills, such as shopping, recreation, 

personal banking, grocery shopping, and other community activities 
• Training to help you learn therapeutic exercises, supervision of self-administration of 

medication, and other services that are essential to your health care at home, including 
transferring, ambulation, and using special mobility devices 

• Transporting you to activities where you are receiving In-Home Skill Building. 
 

In-Home Skill Building services cannot be provided in the home of a direct support 
employee. 
 
In-Home Intensive Supports (Support Service, funded within the Base Budget):  
In-Home Intensive Support is available to support you in your private home if you need 
extensive supervision and support. Training, support and/or supervision are provided to 
assist you with positioning, intensive medical needs, elopement and/or behaviors that 
would result in injury to you or other people. In-Home Intensive Supports are used to 
exceed the limits on sets of services in your base budget. 
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If approved for this service, your Individual Support Plan (ISP) would include a fading plan 
or a plan for obtaining assistive technology to reduce the amount of In-Home Intensive 
Supports. You may be approved to receive this service only if you have exceptional medical 
or behavioral support needs on your Supports Intensity Scale (SIS) assessment or the North 
Carolina Support Needs Assessment Profile (NC-SNAP) until the Supports Intensity Scale 
(SIS) is fully implemented. You would also need to be approved for this service every 90 
days. This service can only be provided in your private home. 
 
Respite: Individual, Group, Nursing, Facility (Support Service, funded within the Base 
Budget):  
Respite Services provide periodic support and relief to your primary caregiver(s) from the 
responsibility of your care. Respite cannot be used by individuals living in a residential 
setting, including those in alternative family living homes. Respite service enables your 
caregiver(s) to meet or participate in planned or emergency events, and to have planned 
time for him/her and/or family members.  
 
Respite may include services in your home and services in the home of caregivers or 
facilities. Respite Services can include overnight, weekend care; emergency or continuous 
care up to 10 consecutive days. The primary caregiver is the person principally responsible 
for your care and supervision and must maintain his/her primary residence at your address. 
Your Respite Care Provider cannot provide care for your siblings or any other family 
member while providing respite services for you. 
 
Specialized Consultation Services (Support Service, "Add On" outside of the Base Budget):  
Specialized Consultation Services provide training and technical assistance in a specialty area. 
The specialty areas are psychology, behavior intervention, speech therapy, therapeutic 
recreation, augmentative communication, assistive technology equipment, occupational 
therapy, physical therapy or nutrition. Family members and other paid/unpaid caregivers are 
trained by a certified, licensed, and/or registered professional, or qualified assistive 
technology professionals to carry out therapeutic interventions, to increase the effectiveness 
of the specialized therapy, and to participate in your team meetings. This service is very 
important as it can help your family, caregivers, and paid service providers learn how to 
provide the right supports for you. 
 
Supported Employment Services, Initial & Long Term Follow-Up (Habilitation Service, 
funded within the Base Budget):  
Supported Employment Services provide you with assistance in choosing, acquiring, and 
maintaining a job in settings with people who do not have disabilities. Before you can receive 
Supported Employment Services funded by NC Innovations, you must first use any services 
that Vocational Rehabilitation offers you. 
 
Supported Employment Services include: 

• Pre-job training to prepare you to engage in work that may include career counseling; job 
shadowing; assistance in the use of educational resources; training in resume 
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preparation; job interview skills; and assistance in learning skills necessary for keeping 
the job. 

• Training and support to obtain employment in a group such as an enclave or mobile 
crew. (Groups of workers with disabilities who work in a business in the community.) 

• Assisting you in developing and operating a small business that you own. 
• Training and support to complete job training or maintaining employment. 
• Transportation between work/home or between activities related to employment. 
• Consultation with your employer to address any problems or needs you may have. 

 
Vehicle Modifications (Equipment and Supply Service, "Add On" to the Base Budget):  
Vehicle Modifications are devices, service or controls that can help you increase your 
independence or physical safety by enabling your safe transport in and around the 
community. The installation, repair, maintenance, and training in the care and use of vehicle 
modifications are included. You or your family must own or lease the vehicle being modified. 
The vehicle must be covered under an automobile insurance policy that provides coverage 
sufficient to replace the adaptation in the event of an accident. Modifications do not include 
the cost of the vehicle or lease. The modification must be recommended by an appropriate 
professional and by your physician. Modifications include: door handle replacements; door 
modifications; installing a raised roof; lifting devices; devices for securing wheelchairs or 
scooters; adapted steering, acceleration, signaling, and breaking devices; handrail and grab 
bars; seating modifications; lowing of the floor of the vehicle; and safety/security 
modifications. Vehicle Modifications are limited to $20,000 over the duration of the waiver 
(five years). 
 
Service Delivery Options 
When developing your Individual Support Plan (ISP) and choosing your services, you can 
choose how you want to manage your services. You can choose to manage your services in one 
of two ways: 
 

• Selecting a provider agency to deliver your services. This is known as Provider Directed 
Services. 

• Self-directing your services and becoming the co-employer of the workers with a 
provider agency. This is known as the Individual and Family Directed Services - Agency 
with Choice Option. 

 
When it is time to develop your Individual Support Plan (ISP), your Care Coordinator will 
provide you with more information so that you can decide which option or combination of 
options works best for you. 
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Approval of Your Individual 
Support Plan and Service 

Authorization  

Purpose and Goals of this section of the Guide: 

• Submitting the Individual Support Plan to Utilization 
Management for Review 

• Service Limitations 

• Utilization Criteria 

Section 4 
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When your Individual Support Plan (ISP) is completed, you (or your legally responsible person, if 
applicable,) will be asked to sign the ISP. Your Care Coordinator requests approval of the Plan 
from I/DD Utilization Management, including approval of requested services. 
 
Information that the Care Coordinator submits to Utilization Management includes: 

• Contact information for the Care Coordinator 
• Individual Support Plan, including Crisis Plan, as applicable 
• Individual Budget 
• Level of Care 
• Risk/Support Needs Assessment 
• Additional Assessments by the appropriate professional, as needed 
• Positive Behavior Support Plan, if applicable 
• Physician Orders, as applicable 
• Service specific information such as fading plans and details about equipment being 

requested 
• Plan for how any requested equipment will be utilized with training outcomes, as 

applicable 
 

Your care coordinator will assure that the request for services is made in a manner consistent of 
the individual’s desires and that those desires are reflected in the individual’s Individual 
Support Plan.  
 
Your care coordinator will discuss the duration of services expected by the individual and will 
assure that the proposed Individual Support Plan includes the services and the duration of 
those services that the individual believes they need. Should those services and/or duration of 
those services not be approved by the Utilization Management Department, you will be 
notified in writing of your due process rights (appeal rights).  
 
Individuals participating in NC Innovations can make a new request for services at any time by 
requesting a revision to the Individual Support Plan. You are encouraged to plan for the entire 
plan year for services and supports you think you will need at the annual plan meeting.  
 
Protections for Individuals Participating in NC Innovations 
Your care coordinator cannot tell you that you cannot request a particular service, or an 
amount, frequency, or duration of a service within a plan year. 

Submitting your Individual Support Plan (ISP) to 
Utilization Management for Review 
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Your care coordination may provide you education on the service limits. However, you have the 
right to request any service, any amount of service, and any duration of service you choose. 
 
You should not sign, nor should you be asked to sign, an Individual Support Plan that does not 
include the services you wish to request, even if your care coordinator has explained alternative 
service options that may be available.  
 
You should not be asked or told that you have to sign an Individual Support Plan that you 
disagree with. However, you do have to have a signed plan of care in order to receive services.  
 
Your care coordinator will review the draft of your Individual Support Plan with you and offer to 
make any requested changes before you sign the Individual Support Plan. You should not sign a 
blank or incomplete Individual Support Plan. You should not sign an Individual Support Plan 
unless your care coordinator has reviewed it with you.  
 
 
How long does it take to get the Individual Support Plan approved? 
From the date the information is submitted, Partners BHM I/DD Utilization Management 
Department has 14 days to review it and approve, deny, or request additional information. If 
additional information is requested, then up to an additional 14 days may be needed to 
complete the review. You will receive a letter notifying you if the LME/MCO extends the 
timeframe, giving the reason for the decision to extend the timeframe and informing the 
Participant of the right to file a grievance if he or she disagrees with that decision.   I/DD 
Utilization Management authorizes medically necessary services that are needed to ensure 
your health, safety, and wellbeing so you can participate in NC Innovations.
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Denial of Services/Appeal Rights 
If any service is denied, reduced or terminated, you will be offered your appeal rights. Appeal 
rights are mailed to you or your guardian, if applicable. For more information on your appeal 
rights refer to the Consumer/Enrollee Handbook for either the NCMH/DD/SAS Health Plan or 
Partners BHM. Watch your mailbox for your decision notice and appeal instruction.   
 
Remember to notify your Care Coordinator and your local Department of Social Services (DSS) 
if your mailing address changes or there are changes in your guardianship status.  The 
LME/MCO will never retaliate against an enrollee in any way if an enrollee chooses to appeal.  
Care Coordinators can assist enrollees with the forms needed to file an appeal.  The North 
Carolina MH/DD/SAS Health Plan requires that you go through the local reconsideration 
process prior to the appeals process. Reconsideration is an opportunity for you to work with 
Partners BHM to present additional information and/or clarify new information regarding the 
denied service.  
 
If some services are approved and some are denied, the enrollee can receive the services that 
were approved while the enrollee appeals the services that were denied. The enrollee may 
also make a new request for different services while the appeal is pending, if the enrollee 
wishes to do so.   
 
If Partners BHM’s Utilization Management Department reduces, suspends, or terminates your 
services during an existing authorization period, you may possibly continue those services 
and/or amount of those services if you request it through Partners BHM’s Appeal Department 
AND if the requirements are met as set forth in 42 CFR 438.420. The enrollee will be sent a 
detailed, written notice about that process before any services are reduced, suspended, or 
terminated. 
 
Limits on Sets of Services (Appendix C) 
Limits on Sets of Services are the maximum amounts of services for individuals with 
exceptional disability needs. Individuals have the right to request any service and amount of 
services they believe they need. Limits on Sets of Services apply to the following NC 
Innovations Services: 

• Community Networking Services 
• Day Supports 
• In-Home Skill Building 
• In-Home Intensive Supports 
• Personal Care 
• Residential Supports 
• Supported Employment 

 
 

Other Types of Limitations 
Each service definition has additional limitations that are listed in the NC Innovations waiver. 

62 
 



Your Care Coordinator can help you understand the limits that apply to the services you are 
requesting. These limits include: 

• Services that cannot be provided at the same time of day as other services 
• Services that cannot be provided on the same day as other services 
• Services that cannot be provided if you receive other services 
• Services that can only be provided if you self-direct services 
• Services that have spending limits per year or over the duration of the NC 

Innovations Waiver (five years) 
• Services that cannot be provided in certain locations 
• Services that have other conditions on their use 
 

Partners BHM is allowed, by contract with the Division of Medical Assistance (DMA), to set 
Utilization Criteria for services approved by the Partners BHM Utilization Management. 
Intellectual/Developmental Disability Care Managers will review the information submitted by 
your Care Coordinator against a set of criteria that includes: 

• Information that clearly states why the service/equipment is related to your disability 
• Utilization Management Criteria 
• Practice Guidelines 
• Individual Support Plan approval criteria 
 

If you have specific questions or would like to see this criteria, your Care Coordinator or 
someone from the I/DD Utilization Management Department will assist you. 
 
Service Authorization 
All NC Innovations Waiver services must be approved in the Individual Support Plan (ISP) and 
authorized to allow the provider agency or the Agency of Choice to bill Partners BHM. Plan 
approval and authorization is completed by the I/DD Utilization Management staff. You will 
receive a copy of your Individual Support Plan (ISP) and the approval letter from your Care 
Coordinator when the Plan is approved. Your Provider Agency is notified by Utilization 
Management when your Services are approved (authorized). Your services can begin once the 
Provider Agency or Agency With Choice receives the authorization that allows the agency to 
bill Partners BHM for services provided.   
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Implementing Services 
 

Purpose and Goals of this section of the Guide 
• Information about Partners Behavioral Health 

Management’s Provider Network 

• How to Start Your Services

Section 5 
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Partners Behavioral Health Management maintains a provider network by contracting with 
qualified providers who are culturally competent, demonstrate competencies in best practices 
and assure that services are delivered in a timely and appropriate manner. The network is 
geographically and clinically diverse to ensure adequate access to all services covered through 
NC Innovations. Partners BHM network providers will also ensure your health and safety as well 
as demonstrate ethical and responsible practices. Your satisfaction and achievement are the 
priority of the Partners BHM network providers. 
 

Provider Responsibilities 
• Participating in the planning/coordination of services and Individual Support Plan 

(ISP) revisions with you, your Care Coordinator, and your family 
• Recruiting appropriate staff and making sure staff are privileged, trained, and 

supervised in providing services 
• Implementing the services authorized by the Partners BHM Utilization Management 

Department 
• Developing short-term goals as well as training strategies/task analysis to achieve your 

goals 
• Monitoring services to ensure that they are consistent with your ISP 
• Reviewing and maintaining documentation of services that is adequate to support 

progress 
• Notifying the Care Coordinator of significant changes in your situation, needs and 

service delivery 
• Billing Medicaid for services as ordered and provided 
• Providing back-up staff when the scheduled direct service employee is unavailable 

 
Selecting Service Providers 
During the development of your Individual Support Plan (ISP), you need to decide which 
service provider best meet your needs. Your Care Coordinator provides you with a list of 
approved providers in your area who offer the services you need. You need to decide which 
one(s) will be the best for you. Some questions you might want to ask provider agencies are: 
• Do you provide the services I need? 
• How do you train your employees? 
• Can I meet with the worker before he or she is placed in my home? 
• Who do I call if I am having problems with a worker? 
• What can I do to help the provider agency know what my needs are? 

Partners Behavioral Health 
Management’s Provider Network 
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• What are the steps to follow if the worker does not show up for work and I need a 
substitute? 

• Will you train your employees throughout the year as it relates to the method we are 
using (for example, training on how to handle a certain behavior, etc.)? 

• Do you provide the supplies needed for short range goals (for example, if the 
objective is to put together a puzzle, do you provide the puzzle)? 

• Do you have people qualified to provide more than one service? Which ones? 
• How frequently and by what method is the employee supervised by your agency? 

When will you do the home visits to observe services? 
• Will the agency call me to notify me of the home visit? 

 
Starting Your Services 
Implementation of the Individual Support Plan (ISP) is a shared responsibility of the 
members of the team. Services must be implemented within 45 days of Initial 
Individual Support Plan (ISP) approval. 
 
Timelines 
Your initial ISP must be submitted for approval within 60 days of the Level of Care 
Determination date. Your annual Individual Support Plan (ISP) will be effective the first day of 
the month following your birth month. For the initial, annual and updated Individual Support 
Plan (ISP), all plans must be approved prior to services beginning.  Following any Individual 
Support Plan (ISP) or update to the Individual Support Plan (ISP), services should begin 
promptly. If services do not begin promptly, it may be necessary to revise your Individual 
Support Plan (ISP). 
 
After Your Individual Support Plan (ISP) is approved... 
• The provider agency develops short-term goals and task analysis/strategies to assist 

the staff to consistently implement long-range outcomes. 
• If you are the Employer of Record, you will develop short-term goals and task 

analysis/strategies to assist the staff to consistently implement long-range outcomes. 
• Back-up staffing will be identified in the event that a direct service employee is 

unable to assist the person due to staff absence. 
• DSS is notified by Partners BHM so that the NC Innovations indicator can be placed 

on your Medicaid record.
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NC Innovations Policies 
and Procedures 

 
Purpose and Goals of this section of the Guide: 
• Monitoring of Services by the Care Coordinator 

• Use of One Waiver Service Per Month 

• Out of State Services 

• Family Members as Providers 

• Other Helpful Information 
o Absences and Terminations 
o Moves and Transfers 
o Other State Medicaid Waivers 

 

Section 6 
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Your Care Coordinator is responsible for monitoring the implementation of your Individual 
Support Plan (ISP) and all other Medicaid services provided to you as well as your overall care. 
Monitoring will take place in all service settings and on a schedule outlined in the Individual 
Support Plan (ISP). 
 
Monitoring Methods 
• Face-to-face contact with you and members of the Individual Support Plan (ISP) team 
• Telephone contact with you and members of the Individual Support Plan (ISP) team 
• Observation of services 
• Review of documentation and billing 
 
What Is Monitored? 
• That services are provided as outlined in your Individual Support Plan (ISP) 
• That you have access to services 
• Identification of any problems that may arise and resolving those problems 
• That services meet your needs 
• That back-up staffing plans are implemented 
• That you are healthy and safe 
• You are offered a free choice of network providers 
• That your non-waiver service needs have been addressed 
 
Care Coordinator Individual Monitoring Schedule 
• If you are new to the waiver, you receive monthly face-to-face visits for the first six months 

and then on the schedule in your Individual Support Plan (ISP), no less than quarterly. 
• If your services are provided by guardians and relatives living in your home, you will receive 

monthly face-to-face visits. 
• If you live in a residential program, you will receive monthly face-to-face visits. 
• If you choose to self-direct your services, you will receive monthly face-to-face visits. 
• If you are not listed in one of the above categories, you will receive face-to-face visits on 

the schedule in your ISP, no less than quarterly. 
• If you do not receive a face-to-face visit during the month, your Care Coordinator will have 

contact with you by telephone. 
 
 
 

Monitoring of Services By Your Care Coordinator 

68 
 



 
 
NC Innovations individuals must use one waiver service each month to remain eligible for 
the waiver. Your Individual Support Plan (ISP) must contain at least one NC Innovations 
Service that can be provided each month. If you do not use a waiver service each month, you 
will be notified of this by the Utilization Management Department. If you do not use a waiver 
service within the next 30 days of the notification, you may be terminated from the waiver. 
Partners BHM consults with the Division of Medical Assistance (DMA) prior to terminating you 
for non-use of waiver services. If you are terminated from the waiver, you will be given your 
appeal rights. It is important for you to carefully review this information. 
 
If you are removed from NC Innovations due to non-use of services, you may request to re-
enter NC Innovations at the completion of any termination or appeal process. If the request is 
made within the same waiver year, a plan to bring you back on the waiver will be developed. 
If the request to re-enter the waiver is made in a new waiver year, you may be placed on the 
Registry of Unmet Needs if no waiver funding is available at the time of your application. 
  

Use of One Waiver Service Per Month 
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If you decide to travel out of state and need the services of your NC Innovations staff, these 
guidelines are used to decide if NC Innovations services can be funded through the waiver 
during your trip. Provider agencies and Agencies With Choice assume all liability for their staff 
when out of state. You must meet all of the following criteria: 
• You must have been receiving services from direct care staff while in state and must be 

an unable to travel without their assistance. 
• You must be traveling with your caregiver. 
• If you live in a residential facility, your staff cannot be paid to travel with you. 
• If you live in alternative family living (AFL) homes or foster homes, you may receive 

services when traveling with your alternative family living (AFL) or foster family out of 
state. 

• Written prior approval to request for staff to accompany individuals/families out of 
state must be received from the supervisor of your staff person and Partners BHM. 

• NC Innovations Services may not be provided outside of the United States of 
America. 

• Your Provider Agencies must ensure staffing needs of all their individuals can be met. 
• Supervision of the direct service employee and monitoring of care must continue. 
• Your Individual Support Plan (ISP) must not be changed to increase services while out 

of state. 
• Your services can only be reimbursed to the extent they were provided within the 

state’s boundaries and for your benefit. 
• Respite services are not provided during out of state travel since your caregiver is 

present during the trip. 
• If licensed professionals are involved, Medicaid cannot waive other state’s licensure 

laws. A NC licensed professional may or may not be licensed to practice in another 
state. 

• Medicaid funds cannot be used to pay for room, board, or transportation costs for you, 
your family, or staff. 

  

Out of State Services 
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The biological or adoptive parent of a minor child, stepparents of a minor child, or spouse of a 
waiver Participant may not be paid to provide waiver services to a waiver Participant. Per 
CMS policy and the NC Innovations waiver, it is not simply a choice for you or your family to 
have a relative or guardian provides services. There are specific criteria that must be met, 
based on waiver policy for a family member to be used. Remember that a relative or guardian 
living in your home can be employed to provide services if all of the criteria below are met. It 
is the responsibility of your provider agency, or the Managing Employer if your services are 
Self-Directed to make sure that the criteria are met. 
 
The following policy applies to legal guardians, parents of adult individuals and other relatives 
who live in the home of the individual: 

• The waiver services that these relatives or legal guardians may provide are: In-Home 
Skill Building, In Home Intensive Supports, Personal Care Services and Residential 
Supports. 

• The relative or legal guardian must meet the provider qualifications for the service. 
• A qualified provider who is not a relative or legal guardian is  

a)  not available to provide the service or  
b)  is only willing to provide the service at an extraordinarily higher cost that the 

fee or charge negotiated with the qualified family member or legal guardian. 
Remember that your Provider Agency must document these reasons and 
obtain approval from Partners BHM before you start to provide services. 

• The relative or legal guardian is not paid to provide any service that they would 
ordinarily perform in the household for an individual of similar age who does not 
have a disability. 

• The Managing Employer in an Agency with Choice model may not provide a service 
that is self-directed. 

• Ordinarily, no more than 40 hours of service per week or seven daily units per week 
may be approved for service provision between all relatives who reside in the same 
household as the waiver Participant. Additional service hours furnished by a relative 
or legal guardian who resides in the same household as the waiver Participant may 
be authorized to the extent that another provider is not available or are necessary to 
assure the Individual’s health and welfare. 

• When a relative or legal guardian is the service provider, Provider Agencies, and/or 
the Managing Employers, as appropriate, monitor the relative or legal guardian’s 
provision of services on-site, at a minimum of one time per month. 

• When a relative or legal guardian is the service provider, the Care Coordinator 
monitors the relative’s provision of services on-site at a minimum of one time per 
month. 

Family Members As Providers 
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• Payments are only made for services authorized by Partners BHM in the 
Individual Support Plan (ISP). 

• For NC Innovations Waiver services, the same monitoring procedures apply to 
parents and legal guardians as apply to provider agencies to ensure that 
payments are made only for services rendered. 

• Provider agencies and Managing Employers (through the Agency with Choice) submit 
documentation to the Partners BHM Provider Network Department to demonstrate 
that the relative or legal guardian meets the qualifications to provide the service 
along with the justification for using the relative or legal guardian as the service 
provider rather than an unrelated provider. The request must be approved prior to 
service provision by the relative or legal guardian. Requests that are not approved 
may be grieved by the provider agency or Managing Employer through the Agency 
with Choice. Individuals or family members/guardians dissatisfied with the decision 
may file a grievance with Partners Behavioral Health Management. 

 
If your guardian or family member is approved to provide services to you, they may only work 
with you on goals/activities specified in your Individual Support Plan (ISP) during the time 
Medicaid is being billed. They may not care for others during this time. You (the Individual) 
must be present when they are providing services.
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Absences, Movement from Catchment Area and Terminations 
If you are absent from NC Innovations services, your Care Coordinator may need to take 
certain actions. The action needed depends on the nature of the absence. If you are 
hospitalized, placed in an ICF-IID, ICF, or Skilled Nursing facility, admitted to a rehabilitation 
facility, admitted to a state psychiatric facility, or will be absent for 30 days or more, the 
Department of Social Services (DSS) will direct the Care Coordinator about continuing 
Medicaid eligibility. You should keep your Care Coordinator informed of all absences or 
anytime you are admitted to a hospital or institution. 

Movement to another part of North Carolina 
NC Innovations Waiver participants are currently legal residents (for the purpose of Medicaid 
eligibility) of the Partners BHM region, which includes the following counties: Burke, 
Catawba, Cleveland, Gaston, Iredell, Lincoln, Surry, and Yadkin. If you move to another 
county in the state outside this region and become a legal resident of another area, you are 
no longer eligible for NC Innovations. Your Care Coordinator works with you in referring you 
to the Managed Care Organization (MCO) to which you are moving and terminates you from 
NC Innovations through Partners BHM. The Care Coordinator provides the receiving Managed 
Care Organization (MCO) with all requested information needed. 

The receiving Managed Care Organization (MCO) may be able to assist you in receiving 
funding and participation in the NC Innovations waiver in their region. Entrance to the 1915 
(c) waiver is dependent on funding and slot availability. Partners BHM will make every effort 
to transition a person moving to another catchment area; however, Partners BHM cannot 
guarantee that you will receive funding when you move out of the area where the NC 
Innovations waiver operates through Partners BHM. 

 

 

 

 

Other Helpful Information 
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Terminations from NC Innovations 
Terminations may be due to a variety of reasons. Keep the following in mind:  

• You will be given your appeal rights in writing by the agency terminating you 
from NC Innovations and/or Medicaid 

• For most terminations, the effective date is the last date of the month 

• All terminations are coordinated with DSS 

• You may be terminated for one of the following reasons: 

− DSS terminates Medicaid Eligibility 

− Your Individual Support Plan is not approved 

− You need to seek placement in an ICR-IID Facility 

− You move to a county outside of the Partners Behavioral Health 
Management catchment area 

− The individual dies 

− Other NC Innovations terminations as specified in the notification 
letter 

− Failure to use a waiver service each month 

Other State Waivers that might meet Your Needs 
The State of North Carolina has two other 1915(c) waivers or Community Alternatives 
Programs. Your Care Coordinator can assist you if you have questions about any of the other 
state waivers. The other waivers in North Carolina are: 

• CAP-C-Community Alternatives Program for Children -- provides an alternative to 
nursing facility and hospital care for individuals up to 21 years of age who live in a 
private residence who have complex medical needs (medically fragile) and who have 
been ruled disabled by Disability Determination Services. 

• CAP-DA-Community Alternatives Program for Disabled Adults - provides an 
alternative to nursing facility care for persons with disabilities who are age 18 and 
older and who live in a private residence. CAP-DA includes the CAP Choice Option. 

You may only receive funding from one waiver at a time. If you feel that your level of care 
has changed or if your county of residence has changed and that you need the services of 
one of the other waivers, tell your Care Coordinator who will work closely with the other 
waiver program to coordinate a possible transfer to the other waiver. 
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Other Services That Might Meet Your Needs 

If you are terminated from NC Innovations you should ask your Care Coordinator about the 
other services for which you may be eligible that could meet your needs. The available 
services will vary from person to person since some individuals will no longer have Medicaid 
coverage when they are terminated from NC Innovations. The Department of Social Services 
(DSS) will inform you if you will continue to have Medicaid coverage. 

For more information, visit the Partners BHM website at www.partnersbhm.org. 

Suggestions About Improvements to NC Innovations 

Your suggestions about improvements to the NC Innovations Waiver are always welcome. 
Some operational procedures can be changed by Partners BHM; others require the approval 
of the state or CMS. Please tell your Care Coordinator if you have suggestions about waiver 
improvements. If your Care Coordinator is unable to help you, he/she can direct you to the 
person who can help you. Partners BHM will communicate notices of change and 
amendments to this Guide as they occur. 

The Partners BHM NC Innovations Operations Manual provides detailed 
information on the services, and provides information on the funding, utilization 
management, monitoring, and quality assurance processes. It also has complete 
provider qualifications for each service. If you are directing your own service, 
make sure you obtain a copy of the complete service definition for services you 
are directing. The Policy can be located online at 
http://www.ncdhhs.gov/dma/lme/Final_NC_Innovations_Manual_06252012.pdf 

http://www2.ncdhhs.gov/dma/mp/8P.pdf 
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Client:                           Record Number: 

               Last  First  Middle 

 

PARTICIPANT RESPONSIBILITIES of NC INNOVATIONS WAIVER 

I understand that enrollment in the NC Innovations Waiver is voluntary. I also understand 
that if enrolled I will be receiving Waiver services instead of services in an Intermediate Care 
Facility for the Mentally Retarded (ICF-IID). My Medicaid eligibility must continue to come 
from Burke, Catawba, Cleveland, Gaston, Iredell, Lincoln, Surry, and Yadkin counties for me 
to continue to be eligible for the NC Innovations Waiver through Partners BHM and I must 
continue to meet all other waiver eligibility criteria. 

 I understand that by accepting NC Innovations Waiver funding that I am in need of 
waiver services to prevent an immediate need for ICF-IID facility services. 

 I understand that to maintain my eligibility for this waiver I require the provision of 
at least one waiver service monthly and that failure to use a waiver service 
monthly will jeopardize my continued eligibility for the NC Innovations Waiver. The 
services approved in my Individual Support Plan (ISP) have been determined 
necessary to improve/support my disability. 

 I understand that participants of the NC Innovations Waiver, effective April 1, 2011, 
will live in private homes or in residential facilities licensed for six beds or less. 

 I understand if I choose to move to a facility that is larger than six beds during my 
plan year, I will no longer be eligible for the waiver. 

 I understand that the total of my waiver services cannot exceed $135,000 when I 
enter the waiver. 

 I understand that at any time during my plan year, the total of my waiver 
services cannot exceed $135,000 or I may no longer be eligible for the waiver. 

NC Innovations Waiver 

Appendix A: Participant Responsibilities 
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 I understand if I select the NC Innovations Waiver, I will have an Individual 
Support Plan (ISP) developed that reflects services to meet my needs. My Care 
Coordinator will explain the planning process and the establishment of my 
individual budget to me. My ISP will be redeveloped annually prior to my birth 
month. I understand the NC Innovations Waiver will deliver services according to 
my ISP. 

 I understand that I may be required to pay a monthly Medicaid deductible if that 
is part of my financial eligibility for waiver services. My Care Coordinator can 
assist me in obtaining information on Medicaid deductibles from my local 
Department of Social Services. 

 I understand that I will cooperate in the assessment process to include, but not 
be limited to, Supports Intensity Scale (no less frequently than every three 
years), Risk/Support Needs Assessment, Level of Care and Essential Lifestyle 
Planning Assessment. 

 I understand that my Individual Support Plan (ISP) will be monitored and reviewed 
by my Care Coordinator, and that I can contact my Care Coordinator at any time if I 
have questions about my ISP, individual budget or the services that I receive. 

 I understand that I have the right to choose a provider within the Partners BHM 
Provider Network. 

 I understand that I am required to meet with my Care Coordinator for care 
coordination activities in the home or wherever my family member lives and/or all 
settings where services are provided to allow my Care Coordinator access to all 
settings where services are provided. The Care Coordinator will schedule 
meetings as often as needed in order to ensure appropriate service 
implementation and that my needs are met. I may also request meetings. 

 I understand that I am required to notify the Care Coordinator of any concerns 
regarding services provided. 

 I understand that I am required to give adequate notice to the Care Coordinator of 
any change in address, phone number, insurance status, and/or financial situation 
prior to or immediately following the change. 

 I understand that I am required to give adequate notice to the Care Coordinator of 
any behavior or medication changes as well as any change in health condition. 

 I understand that I am required to attend appointments set by the Department of 
Social Services (DSS) to determine Medicaid renewals to ensure my continued 
Medicaid eligibility. 
 

 I understand that I will receive a copy of the NC Innovations Participant/Family 
Guide to assist with my understanding of the services available through the NC 
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Innovations Waiver and guidelines that need to be followed to ensure continued 
eligibility. 

 I understand that Partners BHM is responsible for ensuring that an adequate 
network of provider agencies is available to promote choice for the participant. 

 I understand that Partners BHM will make a Care Coordinator available to provide 
care coordination supports which include: 

1. Assessment to determine service needs to include, but not be limited to, 
the Risk/Support Needs Assessment and Essential Lifestyle Planning 
Assessment. 

2. Working with the Individual Support Planning Team to coordinate and 
document the Individual Support Plan (ISP). 

3. Requesting all services that are wanted by the participant and are listed 
in the Individual Support Plan (ISP). 

4. Making the individual aware of the amount of their Individual 
Budgets and the process used to establish this budget and make any 
needed changes. 

5. Monitoring all authorized services to ensure that they are provided 
as described in the Individual Support Plan (ISP) and meets the 
individual’s needs. 

6. Assisting the individual with the coordination of benefits through 
Medicaid and other sources to include, if needed, linkage with the 
local Department of Social Services (DSS) regarding coordination of 
Medicaid deductibles. 

7. Responding to any complaints or concerns and reach resolution 
within 30 days of the complaint regarding NC Innovations services. 

8. Promoting the empowerment of the participant to lead as much of 
his Individual Support Planning, decision-making regarding the use 
of waiver dollars and oversight of waiver services as he chooses. 

9. Obtaining an order from the participant’s physician for all needed 
medical supplies and specialized equipment. 

10. Supporting the Individual in obtaining all needed information to 
make an informed choice of provider within the Partners BHM 
network, inclusive of notifying the Partners BHM Network 
Management Department if providers are needed outside of the 
current Partners Behavioral Health Management Network. 
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Name of Individual Date 
 
 
                                                                                                    

 Date 
Signature of Individual Date 
 
 
 

 
Name of Legally Responsible Person Date 
 
 
 

                                                                                                    
Signature of Legally Responsible Person Date 
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Individuals are prioritized for funding based on the date of their referral to the NC 
Innovations Waiver. 

If funding is not available for needed Innovations Services at the time of enrollment and the 
individual is potentially eligible for the NC Innovations Waiver, the person is placed on the 
Registry of Unmet Needs until funding is available. People with emergency needs are offered 
emergency reserved capacity funding, if available. A person is considered to have emergency 
needs when: 

 The individual is at significant, imminent risk of serious harm because the primary 
caregiver(s) support system is/are not able to provide the level of support necessary 
to meet the person’s basic needs. 

And/or: 
 The individual requires protection from confirmed abuse or exploitation; 

And: 
 The Support Intensity Scale shows needs that can be addressed through waiver 

services; 
And: 

 The person is in need of at least one waiver service through the NC 
Innovations Waiver; 

And: 
 The person is able to be supported in a private home or facility with six (6) beds or 

less; 
And: 

 There are no other service systems to meet the identified need. 
Or: 

 The individual has identified support needs to support a child or family member 
when that child or family member has been determined by the County Department 
of Social Services to be at imminent risk of coming into the custody of the agency. 

There is also limited reserved capacity funding for individuals transferring from catchment 
area to another and individuals aging out of the CAP/C Waiver who meet the ICF-IID eligibility 
criteria. Limited reserved capacity is also available for children transitioning from an ICF-IID 
residential facility to the community. 

When funding is available, funding is assigned geographically based on Medicaid per 
capita population in each of the counties where NC Innovations is operating. 

Appendix B: Waiver Funding and Prioritization for Funding 
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NC Innovations Waiver  Limits on Sets of Services 

 

Participant 
Age/Status 

Living in Residential Setting, 
including Alternative Family 

Li i  
  

Living in Private Home 

Adult No more than 40 hours per 
week any combination: 

•  Community Networking 
•  Day Supports and/or 
•  Supported 
 Employment Services 

May receive up to one daily 
unit of Residential Supports 

No more than 84 hours/week any 
combination: 

•  Community Networking 
•  Day Supports 
•  Supported  Employment 
and/or 
•  In-Home Skill Building 
•  Personal Care 

Child during 
school year 

No more than 20 hours per 
week any combination: 

•  Community Networking 
•  Day Supports and/or 
•  Supported 
 Employment Services 

May receive up to one daily 
unit of Residential Supports 

No more than 54 hours/week any 
combination: 

•  Community Networking 
•  Day Supports 
•  Supported  Employment 
and/or 
•  In-Home Skill Building 
•  Personal Care 

Child when 
school is not in 
session 

No more than 40 hours per 
week of any combination: 

•  Community Networking 
•  Day Supports and/or 
•  Employment Services 

May receive up to one daily 
unit of Residential Supports 

No more than 84 hours/week of any 
combination: 

•  Community Networking 
•  Day Supports 
•  Supported  Employment 
and/or 
•  In-Home Skill Building 
•  Personal Care 

 

Appendix C 
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Services Not Subject to Limits on Sets of Services 
 
 

Additional Services contained 
in the Individual Budget 

  • Respite 

Additional Services • Assistive Technology • Assistive Technology 
Add On to  Equipment/Supplies  Equipment/Supplies 
Individual Budget • Community Guide • Community Guide 

 • Community Transition • Crisis Services 
  Services • Home Modifications 
 • Crisis Services • Natural Supports 
 • Natural Supports 

d  
 Education 

 • Specialized 
l  

• Specialized 
  Services  Consultation Services 
   

• Vehicle Modifications 

Available to • Financial Support 
 

• Financial Support 

participants Who • Individual Goods and  Services 
Self-Direct service(s)  Services • Individual Goods and 

Services 

 

Note: An adult or child with intensive support needs may receive Daily Residential 
Supports in one of four levels, based on the intensity of support needs. An adult or child 
living in a private home with extensive needs, may receive up to 12 hours/day of In 
Home-Intensive Supports. 
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NC Innovations Waiver Base 
Budget Services and Services Outside the Base Budget 

 

NC Innovations Base Budget Services 

 Community Networking 

 Day Supports 

 In-Home Intensive Supports 

 In-Home Skill Building 
 Personal Care Services 

 Residential Supports 

 Respite 
 Supported Employment 

NC Innovations Waiver Add On Services  

 Assistive Technology Equipment and Supplies 

 Community Guide 

 Community Transition 
 Crisis Services 

 Financial Support Services 
 Home Modifications 
 Individual Goods and Services 

 Natural Supports Education 

 Specialized Consultation Services 
 Vehicle Modifications 
 

Appendix D 
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Notes 
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Customer Services: 1.888.235. HOPE 
Adminstrative Offices:  1.877.864.1454 

Website:  www.partnersbhm.org 
Email: questions@partnersbhm.org 

 
 

Corporate Office: 
901 S. New Hope Rd., Gastonia NC 28054 
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