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Welcome 
to Partners Health Management! 
The NC Innovations Waiver services described in this Guide are available to 
qualified residents of these North Carolina counties: 

 
 

 
 

 
ADMINISTRATIVE OFFICES: 

901 S. New Hope Road Gastonia, NC 28054 
1-877-864-1454 

Access to Care: 1-888-235-HOPE (4673) 
www.PartnersBHM.org 

http://www.partnersbhm.org/
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A Message from 
Partners Health 
Management Staff… 

Welcome to Partners Health Management! 
 

Partners Health Management (Partners) is a Local Management Entity/Managed 
Care Organization (LME/MCO) that manages the services delivered under the 
North Carolina Innovations Home and Community Based Waiver (NC Innovations) 
for qualified residents who live in our coverage area. Partners currently covers 14 
counties: Burke, Cabarrus, Catawba, Cleveland, Davie, Gaston, Forsyth, Iredell, 
Lincoln, Rutherford, Stanly, Surry, Union and Yadkin.  

 
We manage public funds to ensure whole person care for people who need 
intellectual and developmental disability, mental health and substance use disorder 
services in our region. We are dedicated to offering quality care to our members 
and their families. We would like to hear from you about your experiences, good or 
bad, about the providers in our network and the care managed by Partners. 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 1-877-235-4673. 

 
Partners is recognized across North Carolina for our Partners Community Model 
and our unwavering commitment to the people and families we serve. We value our 
longstanding collaboration with local providers and community stakeholders who 
share our vision for the highest quality care for the people we serve. 

 
This guide is designed to provide information that will help you better understand 
the services and supports funded through NC Innovations. It also provides other 
helpful information, including: 

• Information about available services. 
• Information about member rights and responsibilities. 
• Information about the person-centered thinking and planning process. 

 
If you have questions concerning NC Innovations, please feel free to contact your 
Care Manager or any of the staff listed in this guide. It is our privilege to serve you! 

 
Sincerely, 

The Caring Professionals of Partners 

 
NOTE: This guide is subject to change. For the most current version of this guide, please visit our website, 
www.partnersbhm.org, or contact us directly. 

http://www.partnersbhm.org/


6  

 
 
 
 
 

table of 
contents 

SECTION 1: INTRODUCTION 7 
• The NC Innovations Waiver 8 
• Purpose and Goals 9 
• Waiver Eligibility 9 
• Key Elements of the Waiver 9 

SECTION 2:  REQUESTING WAIVER SERVICES 11 
• Requesting NC Innovations Services 12 
• Waiver Funding Availability 13 
• Waiver Assessments 14 
• Member Responsibilities 15 
• Medicaid 15 

SECTION 3: PLANNING AND CHOOSING YOUR SERVICES 18 
• Managing Your Services 19 
• Planning Your Services 20 
• List of Waiver Services 22 
• Completing Your Individual Support Plan (ISP) 23 
• Advance Directives 25 
• Starting Your Services 27 
• Your Right to Appeal 27 

SECTION 4: NC INNOVATIONS SERVICE LIMITS AND OTHER WAIVER 
REQUIREMENTS 28 

• Annual Cost Limit 29 
• Service Limitations 29 
• Location of Services 30 
• Other Limits 31 
• Home and Community Characteristics 33 
• Electronic Visit Verification 34 

SECTION 5: IMPLEMENTING SERVICES 36 
• Provider Network 37 
• Care Management 40 

SECTION 6: QUALITY ASSURANCE AND IMPROVEMENT 42 

APPENDICES 48 
Appendix A 

Member Responsibilities 49 
Appendix B 

Supports Intensity Scale (SIS®) 51 
Appendix C 

Individual and Family-Directed Services 52 
Appendix D 

Service Definitions 57 
Appendix E 

Appeals 65 
Appendix F 

Advance Directives 69 
Appendix G 

Limits on Sets of Services 71 
Appendix H 

Acronym List, Glossary of Words and Terms to Know 72 



7  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Section 1 

introduction 
This section of the guide introduces the following: 

 
• The NC Innovations Home and Community Based Waiver 
• Purpose and Goals 
• Waiver Eligibility 
• Key Elements of the Waiver 
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What Medicaid Rules 
are Waived for 
NC Innovations? 

STATEWIDE SERVICES 

The Social Security Act requires Medicaid services to be provided on a statewide 
basis. This requirement is waived to limit NC Innovations Waiver participation to le- 
gal residents (for the purpose of Medicaid eligibility) of the PIHP (Prepaid Inpatient 
Health Plan) region. Partners manages the PIHP for residents of Burke, Cabarrus, 
Catawba, Cleveland, Davie, Forsyth, Gaston, Iredell, Lincoln, Rutherford, Stanly, 
Surry, Union and Yadkin counties.  

 
COMPARABLE SERVICES 

The Social Security Act requires a state to provide comparable services in amount, 
duration and scope to all Medicaid recipients. This requirement is waived to allow 
NC Innovations services to be offered only to individuals participating in the NC 
Innovations Waiver. 

 
DEEMING OF INCOME AND RESOURCES 

Medicaid rules require that the income and resources of a spouse/parent be con- 
sidered in determining Medicaid eligibility for a person who resides with a spouse/ 
parent. This action is “deeming” income and resources to the Medicaid recipient. 
The deeming requirement is waived to allow Medicaid eligibility for NC Innovations 
Waiver participation to be considered similar to the methods used for people who 
are residing in Intermediate Care Facility for Individuals with Intellectual Disabilities 
(ICF-IID) group homes or the State Developmental Centers. 

 
 
 

  

 

 
e believe that people with intellectual or developmental disabilities 

home and community-based services (HCBS) waiver for individuals 
with intellectual or developmental disabilities who want to get 

 

Waiver programs give people more choices about what kinds of Medicaid-funded 
services they get and where they can receive them. 
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THE GOALS OF THE NC INNOVATIONS WAIVER ARE: 

• To value and support waiver participants to be fully functioning members of 
their community. 

• To promote promising practices that result in real life outcomes for 
participants. 

• To offer service options that will facilitate each participant’s ability to live in 
homes of their choice, have employment. Engage in a purposeful day of their 
choice and achieve their life goals. 

• To provide the opportunity for all participants to direct their services to the 
extent that they choose. 

• To provide educational opportunities and support to foster the development 
of stronger natural support networks and enable participants to be less 
reliant on formal support systems. 

 
ELIGIBILITY FOR NC INNOVATIONS 

To be eligible for NC Innovations, a person must meet all the criteria below: 
• Have a documented diagnosis of an intellectual disability or a significant 

developmental disability (ID/DD) and have substantial limitations in at 
least three of six major life activity areas (self-care, understanding and using 
language, learning, mobility, self-direction and capacity for independent 
living). 

• Be eligible for Medicaid upon approval for the waiver. 
• Need waiver services in order keep living in the community or to move out of 

an institutional setting, such as an ICF/IID Group Home or State 
Developmental Center. 

• Live in a private living arrangement or a small residential facility (no more 
than six residents) where health and safety can be maintained with waiver 
services and natural supports. 

 
KEY ELEMENTS OF THE WAIVER 

The following basics of the waiver apply to every person who receives waiver 
services. 

 
• MANAGING SERVICES 
The NC Innovations Waiver gives you the opportunity to participate in the 
Individual and Family Directed option and manage your services and budget. There 
are different models from which to choose. You can be the actual employer of your 
staff or share responsibility for supervising your staff with your provider agency. 

 
• MEDICAID 
Everyone who gets waiver services must receive Medicaid. If you are not receiving 
Medicaid when you request waiver services, you will be asked to apply for Medicaid 
at your local Department of Social Services (DSS). It is important that you complete 
your Medicaid application due to waiver-related timelines. For more information 
on eligibility for Medicaid, deductibles and other important information about 
Medicaid, contact your local DSS office. 

 
 
 
 
 
 
 

Purpose and Goals 
of the NC 
Innovations Waiver 

 

 

 

waiver. 
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• CARE MANAGEMENT 
Everyone who receives waiver services is assigned a care manager employed by 
Partners to assist in the waiver planning process. Your care manager is your go-to 
person for waiver and other Medicaid services. 

 
• INDIVIDUAL SUPPORT PLAN (ISP) 
Everyone who receives waiver services has an Individual Support Plan (ISP) that 
includes important information about you, your life goals/dreams and the supports 
needed to help you accomplish your goals. The ISP is developed through a person- 
centered planning process, and you lead the process to the extent you choose. 
Your ISP outlines how you can achieve your goals through the combined support 
of waiver services, other services, supports available in your community, and family 
and friends as natural supports. 

 
• ONE SERVICE MONTHLY 
The NC Innovations Waiver requires that a qualifying waiver service is used at least 
monthly. 
The following services are not applicable as qualifying services to meet this 
requirement: Respite, Assistive Technology Equipment and Supplies, Community 
Transition, Home Modifications and Vehicle Modifications. 
The one exception to monthly service use requirements is if you are under the age 
of 21 with a diagnosis of Autism Spectrum Disorder (ASD) and are actively engaged 
in research-based intervention for the treatment of ASD. 

 
• DOCUMENTATION AND WAIVER LIMITATIONS 
Documentation is required to access and use NC Innovations waiver funds. Partners 
is required to assure that NC Innovations funds are used appropriately and in a way 
that complies with all federal and state regulations. Federal Medicaid requires that 
there be adequate documentation by the provider to support the type of service, 
level of service (individual or group) and amount of service (hours) received. 
Federal Medicaid expects that the services people receive directly match their 
documented need. 
There are also limits on some services and groups of services. See Appendix C for 
additional information about Service Limitations. 

 
• RE-ENROLLMENT IN NC INNOVATIONS 
The NC Innovations Waiver operates on a waiver year that runs from July 1-June 30. 
If you leave NC Innovations during the waiver year, you can re-enter the waiver in 
the same waiver slot you were assigned if you meet the requirements of the waiver 
and you re-enter before the current waiver year ends. 
If you leave NC Innovations and return after the current waiver year has ended, you 
may be unable to re-enter the waiver right away. If funding is not available, you may 
have to wait to re-enter the waiver. 
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Section 2 
 

requesting waiver 
services 

• Requesting NC Innovations Services 
• Waiver Funding Availability 
• Waiver Assessments 
• Member Responsibilities 
• Medicaid 

• Things to Know about Medicaid 
• Medicaid Deductibles 
• Private Health Insurance (including Medicare) 
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SCREENING & ELIGIBILITY DETERMINATION ARE STARTED BY CALLING: 
 

Partners Health Management 
24 Hour Toll-Free HOPE line 

1-888-235-4673 
(TTY Calls 1-800-749-0099) 

 

When you call this number, you will be directed to a qualified I/DD Registry Referral 
Specialist who will work with you to gather the necessary documentation and 
information to determine potential eligibility for the NC Innovations Waiver. 
You will need to provide detailed information about the person who is applying for 
the waiver including: 

• Information and any documentation available about the person’s intellectual 
disability or developmental disability 

• Contact information, including address and phone number 
• Age of the person, including date of birth 
• The person’s living arrangement 
• Other services the person is receiving 

All the information you provide will be reviewed to determine if the person is 
potentially eligible for waiver services. 

 
 
 

Requesting 
NC Innovations 
Services 
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HOW IS THE NUMBER OF INDIVIDUALS WHO CAN PARTICIPATE 
IN NC INNOVATIONS (THE NUMBER OF NC INNOVATIONS SLOTS) 
DETERMINED? 
Each waiver year the NC Division of Health Benefits (DHB) assigns a number of 
waiver slots to each LME/MCO like Partners. The number of NC Innovations slots 
statewide are determined by the amount of funding available in our state’s budget 
for these types of services. Each LME/MCO has a set number of total slots they 
cannot exceed. 
If you receive an Innovations slot and move to another county not managed by 
Partners, your slot transfers to the LME/MCO managing the county of your new 
residence. There are some exceptions to this rule and your care manager will 
assist in identifying if your move will transfer to another LME/MCO or remain with 
Partners. 

 
 

the waiver year is 
July 1st through June 30th 

each year 

 
RESERVED CAPACITY SLOTS 
A small number of slots are set aside each year for certain situations: 

• Emergencies 
• Individuals aging out of the Community Alternatives Program for Children 

(CAP/C) waiver who are eligible for NC Innovations 
• Dependents of military families who were on a comparable waiver program 

transferring from another state or received Innovations services prior to the 
family transferring to another state and are returning to North Carolina 

• Money Follows the Person/Deinstitutionalization funding to assist individuals 
to move from ICF/IIDs or other institutions to the community 

The Registry Team will let you know if any of these situations apply to you. 
Partners determines if an individual meets the criteria for a reserved capacity slot. 
Reserved capacity slots are managed in order of date that the request is confirmed 
to meet the criteria for the reserved capacity request. If an individual meets the 
criteria for a reserved capacity slot and there is no slot available, Partners provides 
the member/legally responsible person with the PIHP grievance process if the 
individual is not eligible for Medicaid. If the individual has Medicaid, the individual is 
given appeal rights. 
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PRIORITIZATION AND REGISTRY OF UNMET NEEDS 
If the individual is determined potentially eligible for waiver funding and funding 
is not available at the time of referral, the individual will be placed on the Registry 
of Unmet Needs. Partners maintains a Registry of Unmet Needs (waiting list) for 
individuals who need NC Innovations Waiver funding. Individuals on the Registry of 
Unmet Needs are also referred to other resources while they are waiting for waiver 
funding. The time and date of the initial contact with Partners is recorded on the 
Registry of Unmet Needs and is used for determining the order of entrance to the 
NC Innovations Waiver. 
If a person’s Medicaid eligibility transfers to another LME/MCO, the date and time 
listed on the original LME/MCOs Registry of Unmet Needs will be transferred to the 
new waiting list. 

 
ACCESS TO WAIVER SLOTS 
When reserved capacity is available, individuals who meet the criteria for reserved 
capacity slots will have first come first serve access to those slots. 
Individuals, who do not access NC Innovations through the reserved capacity slot 
process, access the waiver based on their date of referral (first come, first served 
basis). Available slots are distributed on a per capita basis, geographically among 
the subdivisions of the PIHP areas (counties). Within the subdivisions, the waiver 
funding is distributed by date and time of referral. If a specific subdivision has no 
referrals, the unused waiver slots are reallocated among the remaining subdivisions 
of the PIHP based on the per capita equitable division of individuals waiting. 

 
WAIVER ASSESSMENTS 
When funding is available, the following assessments and evaluations will be 
completed or updated to help determine if you qualify for waiver funding and to 
learn more about you and your support needs. Additional assessments may be 
completed if needed. 

• A level of care evaluation is completed to see if you meet the intellectual 
disability or developmental disability requirements of the waiver. The 
evaluation must be completed by a psychologist or a medical doctor and 
must include cognitive and adaptive testing, as well as your diagnosis. Note 
that a school evaluation is not sufficient. Your care manager will review your 
level of care every year to make sure you still qualify for the waiver. 

• A Supports Intensity Scale® (SIS®) assessment is completed by a certified SIS® 
Interviewer to find out what kinds of supports and services you need. 
The SIS® is not a test. It is important to be accurate and honest during 
this assessment. It provides important information for the planning process. 
Your records may be reviewed, and people in your life will be interviewed 
to gather information. You help to choose the people who know you best for 
the interviews. The SIS® will be completed at least every three years for 
adults (16 and over) and every two years for children (15 and under) on NC 
Innovations. The SIS® also may be completed sooner if you have significant 
changes in your medical or behavioral support needs. 
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If you have questions or concerns about your SIS® results, talk to your care 
manager who will link you to the Assessment Specialist that completed the 
SIS®. If your concern is still unresolved after discussing with the Assessment 
Specialist you may also file a grievance if you do not agree with your SIS® 
results. Filing a grievance does not prevent you from arguing that your SIS 
results are incorrect during an appeal of a denial or limited authorization 
of a request for services, or of a reduction, suspension or termination of a 
previously-authorized service. 
For additional information about the SIS®, please see Appendix B. 
• The Health Risk Assessment (also referred to as Risk/Support Needs 

Assessment) is completed to make sure that all support, risks and safety 
needs are addressed in your Individual Support Plan (ISP). These may include 
physical health and/or behavioral health concerns. 

These assessments are used to help inform what supports you need. You and your 
planning team will determine the services that you need. The planning process will 
be explained in more detail in the next section. 

 
MEMBER RESPONSIBILITIES 
To participate in the NC Innovations Waiver, you will be required to sign the 
Member Responsibilities form documenting that you will comply with all the waiver 
requirements. 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 manager 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) 

 
 
 

If you have 
questions or 
concerns about 
your SIS® 
results, talk 
to your care 
manager. 

 
 
 

THINGS TO KNOW ABOUT 

MEDICAID 
 

Everyone in NC Innovations has Medicaid, but not everyone 
on Medicaid participates in NC Innovations. 

• 
If needed, a Partners’ care manager will assist you in making 
a Medicaid application. If you already have Medicaid, Partners 
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 (Social Security Income), 
the application is also an application for Medicaid. 

Individuals apply for SSI at their local Social Security 
Administration office or online. 

• 
It is important that you keep your care manager informed of 

any address change or change with SSI payments. 
These changes can affect Medicaid eligibility and as a result, 

disrupt your NC Innovations services. 
• 

If you plan to move to a county outside Partners’ counties 
area, please notify your DSS Medicaid Case Worker and care 
manager right away. They can assist with transferring your 

NC Innovations slot to avoid a lapse in services. 
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A Medicaid 
deductible 

is like a private 
insurance 

deductible. 

MEDICAID 
Medicaid eligibility is a separate issue from eligibility for NC Innovations. A person 
can be eligible for Medicaid health insurance and not be eligible 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 Department of Social Services (DSS) in the county in which they 
live. 

MEDICAID DEDUCTIBLES 
A Medicaid deductible (also referred to as a spend down) is like a private insurance 
deductible. A deductible applies only when the individual’s income exceeds a set 
limit. 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 DSS and your care manager immediately to talk 
about the possibility of deductible changes. 

• Medicaid will not pay for services while an individual is in deductible status. 
• For individuals participating in the NC Innovations Waiver, the deductible is 

calculated over a six-month period and is divided into six monthly payment 
amounts. 

• NC Innovations funding cannot pay for services anytime Medicaid is not in 
effect due to a deductible. 
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You must keep DSS, your care manager 
and your provider agency informed of 

any private insurance or Medicare coverage 
that you have. 

 
 

MEETING YOUR MEDICAID DEDUCTIBLE 
If you have a Medicaid deductible, your care manager and service providers can 
help you plan to meet your deductible each month. You will not receive Medicaid 
coverage for Innovations or any other Medicaid-funded services until your Medicaid 
deductible is met each month. A Medicaid deductible is met by adding up medical 
costs. Payments for medical care, supplies, prescriptions, services and private 
insurance premiums may apply to your deductible. You will be authorized for 
Medicaid on the date that the bills add up to the amount of the deductible. Copies 
of bills that are used to meet the deductible must be received by DSS before DSS 
can issue your Medicaid coverage. 
Some people meet their deductible by purchasing their medications at the 
beginning of the month. Others choose to be billed and pay 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. 

 
PRIVATE HEALTH INSURANCE (INCLUDING MEDICARE) 
Federal regulations require Medicaid to be the payer of last resort. This means that 
all third-party insurance carriers, including private health insurance carriers and 
Medicare 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 individuals who are eligible for Medicare but 
who have not applied for Medicare. 

• If the provider’s service would have been covered and payable by the private 
plan, but some requirement of the plan was not met, Medicaid will not pay 
for the service. 

You must keep DSS, your care manager and your provider agency informed of any 
private insurance or Medicare coverage that you have. 
If you do not inform them of your private insurance or if you do not cooperate to 
meet private plan requirements, you may be responsible for paying for the service. 
This includes services covered by NC Innovations. 
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Section 3 
 

planning & choosing 
services 

• Managing Your Services 
• Planning Your Services 
• List of Waiver Services 
• Completing Your Individual Support Plan (ISP) 
• Advance Directives 
• Starting Your Services 
• Your Right to Appeal 
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MANAGING YOUR SERVICES 
The NC Innovations Waiver gives you the opportunity to receive Provider-Directed 
Services or to participate in the Individual and Family-Directed Services option 
and manage your services and budget. There are different models from which to 
choose. You can be the actual employer of your staff or share responsibility for 
supervising your staff with your provider agency. 

In 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 three ways: 

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

• Working with an agency that agrees to hire employees referred by you. 
This is known as the Individual and Family-Directed Services – Agency 
with Choice option. The agency with choice retains responsibility for being 
the employer while allowing you to partner in managing the employee’s 
training and supervision. 

• Working with a financial supports services agency and with the support of 
a community navigator, you recruit, hire, train or arrange for training, 
schedule work, evaluate and even terminate the direct service employees. 
This is known as the Individual and Family-Directed Services – Employer 
of Record option. You, as the employer of record (or managing employer), 
fulfill all requirements for managing direct care staff and completing required 
documentation. The financial support services agency is responsible for 
billing, paying salaries and assuring that funds outlined in the ISP are 
managed and distributed as intended. 

For more information, we encourage you to review the Individual and Family 
Directed information in Appendix C. Your care manager can also provide more 
information to help you decide which of these options is best for you. 
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PLANNING YOUR SERVICES 
The next step is planning your services and supports. Planning for your life requires 
tools to help you make decisions about the services and supports you need and 
the resources required to meet those needs. Two tools that are part of the planning 
process are the Individual Support Plan (ISP) and the Individual Budget. You lead 
your planning process with others you choose for your planning team. Planning 
your services is an opportunity to share your strengths, capabilities, desires and 
support needs. 
The planning process helps you 

• Build a roadmap to achieve your life goals. 
• Find out what is working and not working in your life and identify steps to 

change things if needed. 
• Identify and address any risks that affect your health and safety. 

• Identify the paid and unpaid supports that will help meet your needs. 
You (or your legally responsible person) lead the planning process with the 
assistance of your care manager. Your community navigator can help you learn to 
lead the process. 

 
 

The planning team & your care manager 
can help identify supports that are available 

– whether through family, friends, other 
community resources. 

 
The planning process combines information from assessments (for example, 
the SIS®, Health Risk Assessment and any other assessments) with information 
obtained from you, the people who support you, and your planning team. The 
plan is about you and your needs and life goals. Once your needs and life goals 
have been identified, the planning team and your care manager can help identify 
supports that are available to meet those needs – whether through family, friends, 
other community resources or NC Innovations Waiver services. Your care manager 
can help you identify services available under Medicaid to help meet your needs. 
During the planning process, your care manager will explain the different waiver 
services available to you and work with you to develop your Individual Support Plan 
. Your care manager also will explain the requirements in the NC Innovations Waiver 
around those services. 
If you have a community navigator, he or she can help identify other community 
resources to address needs that may not be addressed through Medicaid. 
Your ISP should include the services that you want to request, as well as the length 
of time you want to receive them. Your ISP is a plan for the entire year, and it 
includes services you have requested for the year. If you anticipate needing certain 
services for the entire plan year, your care manager will ensure your ISP reflects 
that information. Your care manager will also explain the options available if your 
needs change. 
Once the plan has been developed, your care manager will review the ISP with you 
before you sign it and make any changes that you request. Your provider(s) will 
sign the plan as their commitment to provide the services you have chosen. If you 
wish to add or change your services during your plan year, you can update your ISP 
at any time by contacting your care manager. 



21  

 
 

The Individual Budgeting Tool provides important information used in the 
planning process. It is used as a guideline for Base Budget services. The 
Base Budget services includes an array of services that would typically 
meet the needs of individuals with support needs like yours. Only Base 
Budget services are included in this amount. The waiver service list on 
page 22 shows whether they are Base or Non-Base Budget services. 

 
• What is an individual budget? 

An individual budget is an amount of waiver funding which would typically be 
needed to support someone with needs like yours. It is not a limit on the amount 
of services you can request or have approved, but it is used as a guideline in the 
planning process. It is important to know that the individual budget does not guide 
the planning for all services. Only certain services, called Base Budget services, 
are included in the individual budget. They are Community Living and Support, 
Community Networking, Day Supports, Respite, and Supported Employment. All 
other services are considered Non-Base Budget services. The individual budget is 
used to help guide the planning for Base Budget services, but those services are 
still available based on your needs, wants and life goals up to the waiver limit. 
• How does the Individual Budgeting Tool work with the planning process? 

o You will participate in a Supports Intensity Scale® interview to assess your 
support needs. 

o You will receive an individual budget as a guideline to help inform the 
planning process. The individual budget is based on an array of services that 
would typically meet the needs of someone with support needs like yours. 

o You choose your life goals based on your needs and wants. You choose the 
services that you want to include in your plan, using all of the tools in your 
toolkit: assessments; the individual budget; information from your friends, 
family and providers; and any other information you want to include to help 
guide the planning process. You meet with your care manager and planning 
team to develop your Individual Support Plan. 

o Your Individual Support Plan will be submitted and reviewed. Once approved, 
your services will begin. 

 

• How does the Individual Budgeting Tool work? 

You will be assigned a category based on your age and living arrangement. There 
are four different categories, based on whether you are a child or adult and 
whether you live in a nonresidential setting (for example, a private home with 
natural supports) or a residential setting (for example, a group home or Alternative 
Family Living setting). 
You will be assigned a level based on your support needs. The level is developed 
using information from the SIS® and other assessments, and it helps to identify 
people who have similar support needs. 

INDIVIDUAL BUDGETING TOOL 
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Each category has seven levels, which represent the funding needed for people 
with similar needs. Each combination has an individual budget assigned to it. The 
individual budget is based on an array of services that would typically be expected 
to meet the needs of someone with support needs, age and a living arrangement 
similar to yours. The individual budget is used to help inform and guide the 
planning process. 
There may be times when you need more services included in your individual 
budget than other individuals may typically need. For example, you may have had 
an unexpected circumstance arise, such as the loss of a primary caregiver. 
You may simply have needs that cannot be met with your individual budget, for 
instance, a significant medical issue not typical of individuals with otherwise similar 
support needs. Regardless of your individual budget, if you need certain services, 
you will receive those services. There are safety nets that can help you receive 
the services you need. It is important for you to know that if you have needs that 
cannot be met within your individual budget, you will be able to receive services 
to meet those needs. During the planning process, your care manager will review 
your individual budget with you. Your individual budget is not a limit on the amount 
of services you can request or receive, but a guideline to assist in the planning 
process. It can be used as a starting point to help develop an array of services 
based on your needs and life goals. 

 
 

If you have needs that you feel cannot 
be met within your individual budget, 
your care manager will help you explore 

ways to address those needs, 
including requesting additional 

NC Innovations services if you wish to do so. 
 
 
 

 
 
 

Each waiver service is categorized as either a Base Budget Service or a Non- 
Base/Add-On Service. Everyone receiving NC Innovations services is assigned an 
individual budget which serves as a planning guideline for base budget services. 
The assigned individual budget is not a limit on the amount of service you can 
request. It is a guideline. You should request the amount of service you feel is 
needed. The Base Budget services and the Non-Base/Add-On services together 
cannot total more than the Waiver Cost Limit of $135,000 per year unless you are 
receiving Supported Living Level 3 and meet the criteria outlined on page 28. 

LIST OF WAIVER SERVICES 
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More information about the service definitions can be found in Appendix D. 

 
 
 
 
 
 

After you have applied for NC Innovations funding, completed the assessments, 
met the eligibility requirements, and been approved for Medicaid, your care 
manager 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. 

 
 
 
 

 
 

 
Community Networking 

 
 

Supported Employment 
 

Community Navigator 
 

NC INNOVATIONS  
WAIVER NON-BASE/ Financial Support Services 

Home Modifications 

Natural Supports Education 
 

Supported Living 
Vehicle Modifications 
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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 with finding information easily. 
• Identify how required emergency back-up services will be furnished for 

workers providing your services. 
• Identify both NC Innovations and non-Innovations services and supports 

you need (e.g., mental health services, physical health services, health related 
resource needs). 

• Provide details about what a crisis looks like and what works best for you 
when and if a crisis occurs. 

• List your long-term life goals and where you are now in achieving them and 
what supports you need in order to achieve them. 

 
 
 

 
Children under 21 may get certain Medicaid services not covered by Partners 
through the Early and Periodic Screening, Diagnosis and Treatment (EPSDT) 
benefit. If you don’t think you or your child are getting the proper care through 
available services, talk to your provider or care manager about getting non-covered 
services or exceeding any benefit limits. Your provider or care manager can help 
locate non-covered services and submit a request to Partners. 

 
 
 

Federal law requires Medicaid to pay for periodic screening, vision, dental and 
hearing services for children under 21 years of age. The services must be medically 
necessary to correct or treat a defect, physical or mental illness, or a condition 
diagnosed by the child’s physician, therapist or other licensed provider. 

EARLY AND PERIODIC SCREENING, DIAGNOSIS AND TREATMENT (EPSDT) 

WHAT IS EARLY AND PERIODIC SCREENING, DIAGNOSIS AND TREATMENT (EPSDT)? 
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the scope of those listed in 
the Social Security Act (42 

 
 

services are not covered 
under EPSDT. 

 
The service must be medically 

necessary. 
 

be a medical service. 
 

 
 

 
 

The service must be 
recognized as an accepted 

method of medical practice or 
treatment. 

 

be experimental or 
investigational. 

 
For more information on 

manager or your provider 
agency. 

ADVANCE DIRECTIVES 
You have the right to make instructions for your treatment in advance. These legal 
documents, called Advance Directives, have your choices listed if you can’t make 
decisions for yourself. There are three types of advance directives: 

1 | Psychiatric Advance Directives or the Advance Instruction for 
Mental Health Treatment 

2 | Health Care Power of Attorney 
3 | Living Will 

For more detailed information on Advance Directives, please see Appendix F. 
 

PROTECTIONS 
Your care manager 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 manager 
has explained alternative service options 

that may be available. 

 
You should not be asked or told that you must sign an Individual Support Plan that 
you disagree with. However, you do have to have a signed plan of care to receive 
services. 
Your care manager 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 manager has reviewed it with you. 
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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, all plans must be approved prior to services 
beginning. Following any Individual Support Plan or update to the Individual 
Support Plan, services should begin promptly. If services do not begin promptly, it 
may be necessary to revise your Individual Support Plan. 
After you and your team complete the ISP, the following steps must occur. 

• You (or your legally responsible representative, if applicable) will need to 
sign the ISP to show that you agree with the plan. Your care manager will 
review the ISP with you before you sign it and make any changes to your ISP 
that you request. You will not be asked to sign a plan that does not contain 
the services you want to request or the length of time you want to request 
them. You will also not be asked to sign a plan that contains services within 
your Individual Budget if you wish to request additional services more than 
your Individual Budget. You must have a signed ISP to receive services 
through the NC Innovations Waiver, but the plan should contain the services 
you want to request, even if Partners approves different services. You should 
not sign a plan that you disagree with or that does not contain the services, 
duration, or frequency of services you want to request. 

• The ISP and the information used to develop the ISP are sent to the Partners 
Utilization Management (UM) department, and that department determines 
whether requested services are medically necessary to meet your disability- 
specific individualized needs. If UM determines that the array of requested 
services is necessary to meet your needs, the services will be authorized. 

• UM has 14 days to review the request, approve or deny it, or ask for more 
information. 

• If more information is requested, another 14 days may be needed to finish the 
review. You will receive a letter if more information is requested. 

If you have questions about the review process, your care manager will be able to 
help you. 

 
SERVICE AUTHORIZATION 
All NC Innovations Waiver services must be approved in the Individual Support 
Plan and authorized to allow the service to be paid for by Partners. Plan approval 
and authorization is completed by the I/DD Utilization Management staff. You will 
receive a copy of your Individual Support Plan and the authorizations form from 
Partners when the plan is approved. Your provider agency, Agency with Choice or 
Employer of Record is notified by Utilization Management when your services are 
approved (authorized). Your services can begin once the provider agency, Agency 
with Choice or Employer of Record receives the authorization that allows the 
agency to bill Partners for services provided. 
If some services are approved and some are denied, you can receive the services 
that were approved while you appeal the services that were denied. You may also 
make a new request for different services while the appeal is pending. 
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STARTING YOUR SERVICES 
After the ISP has been approved, you will receive a copy of your ISP and 
authorizations. Your provider, Agency of Choice or Employer of Record are 
responsible for the following tasks: 

• Developing short-term goals and training strategies to meet the goals in your 
ISP. 

• Providing staff who meet the qualifications in the waiver service definition; 
the waiver service definitions are in the NC Innovations Waiver at 
https://www2.ncdhhs.gov/ncinnovations. 

• Providing back-up staff when needed. 
• Providing services as shown in your ISP, consistent with the service definition 

and all waiver requirements. 
• Participating with you and your planning team in ISP revisions and 

coordination of services. 
• Maintaining documentation of services to support your progress toward your 

goals. 
• Letting the care manager know of significant changes in your situation, needs 

and service delivery. 
 

YOUR RIGHT TO APPEAL 
If you are a Medicaid recipient and receive a Notice of Action letter from Partners 
letting you know that some or all of your Medicaid benefits have been reduced, 
suspended, terminated or denied, you have the right to appeal the decision. For 
more information on your appeal rights refer to Appendix E. 
If some services are approved and some are denied, you can receive the services 
that were approved while you appeal the services that were denied. You may also 
make a new request for different services while the appeal is pending. 
If Partners Utilization Management department reduces, suspends or terminates 
your services during an existing authorization period, you may possibly continue 
those services and/or an amount of those services, if you request it through 
Partners’ 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. 
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Section 4 

NC Innovations service 
limits & other waiver 
requirements 

• Annual Cost Limit 
• Service Limitations 
• Location of Services 
• Home and Community Characteristics 
• Electronic Visit Verification (EVV) 
• Other Limits 

° Individual/Group 

° Services for School-Age Individuals (Ages 3-21) 

° Relatives/Guardians as Direct Support Employees 
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The NC Innovations Waiver is intended to serve individuals whose needs can be maintained 
in the community without exceeding $135,000 each year. This means that a person 
cannot participate in the waiver if their Innovations service needs cost more than the 
$135,000 limit. Each person using waiver services also has a base budget which serves as 
a guideline for certain services. 
EXCEPTION: The Centers for Medicare and Medicaid Services (CMS) approved a technical amendment to North Carolina’s 
1915(c) Innovations which allows exception to the $135,000 waiver limit. This change became effective May 1, 2020 and allows 
you to exceed the $135,000 waiver cost limit to ensure health, safety and wellbeing, if the follow criteria is met: 

 

 

If you meet these criteria and need to request services and supports which exceed the $135,000 waiver cost limit, your care 
manager will assist you in making this request through the Individual Support Plan or plan update process. Services and 
supports that exceed the $135,000 must be prior approved by Partners and must be related to your needs and not for the 
convenience of the provider agency or caregiver. 

 

SERVICE LIMITATIONS 
There are limits on some waiver services that are written into the service 
definitions. To find out if a particular service has limits, visit the NC Innovations 
Waiver at https://www2.ncdhhs.gov/ncinnovations. There are also limits on some 
sets (groups) of services. These limits are provided in a table in Appendix G of this 
guide. 

 
OTHER TYPES OF LIMITATIONS 

Each service definition has additional limitations that are listed in the waiver and in 
Clinical Coverage Policy 8P. Your care manager 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 the 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. 

 

 

 
• You live independently without family in a home that you own, rent 

or lease. 
• You receive Supported Living Level III. 
• You require 24-hour support. 
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LOCATION OF SERVICES 

Services are provided at locations that best meet your needs with the following exceptions. 
• Services in the Home of a Direct Support Employee-Community Living and Support and Respite services are the only 

services that can be provided in the home of a direct service employee. If your planning team determines that there is 
a unique reason for you to receive a service in the home of a direct service employee, the provider agency, Employer of 
Record or Agency With Choice must complete the Health and Safety Checklist/Justification for Services form prior to 
the delivery of service in that home and every six months afterwards, as long as the service continues to be provided in 
that location. 

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. 

• Services in Institutions – You cannot get NC Innovations services if you are a patient of a hospital, nursing facility or 
ICF/IID facility or if you are incarcerated in a prison or jail. 

• Services Out of State – If you travel out of state and need the services of your NC Innovations Waiver staff, there are 
certain requirements which must be met for your NC Innovations services to be funded through the waiver during your 
trip. Provider agencies, agencies with choice and employers of record assume all liability for their staff when out of 
state. The following criteria must be met: 

 
° Services for participants who have been receiving services from direct care staff 

while in state and who are unable to travel without their assistance. 

° Participants who live in alternative family living homes or foster homes may 
receive services when traveling with their alternative family living or foster 
family out-of-state under these guidelines. 

° Participants who are residing in residential settings can go out of state on 
vacation with their residential provider and continue to receive services if the 
participant’s cost of care does not increase. 

° Written prior approval of this request for their staff to accompany families/ 
participants out-of-state must be received from the supervisor of the staff 
person and the PIHP. 

° Waiver services may not be provided outside of the United States of America. 

° Provider Agencies must ensure that the staffing needs of all their participants 
can be met. 

° Supervision of the direct service employee and monitoring of care must 
continue. 

° The ISP must not be changed to increase services while out of state. 

° Services can only be reimbursed to the extent they would be had they been 
provided in state, and only if they benefit the participant. 

° Respite services are not provided during out of state travel since the 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 of 
the participant, family or staff. 

° Provider agencies, Employers of Record and Agencies with Choice assume all 
liability for their staff when out of state. 
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INDIVIDUAL/GROUP SERVICES 

If a service is offered as both a group and an individual service, you will receive 
the group service unless there is justification in your ISP (such as a letter from your 
doctor) that individual services are necessary to meet your disability-specific needs. 

 
SERVICES FOR SCHOOL-AGE 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: 

• Children can only receive NC Innovations services outside their documented 
school, home school, or homebound school schedule. 

• Services are offered outside of school operational hours, defined as 
documented hours of the local school system, for the grade child would 
attend. 

• For a child that is homeschooled, the family must present a copy of the home 
school certificate and schedule to the care manager. If the family does not 
provide the home school certificate and schedule, then the local school 
system schedule will apply. 

• For a child receiving homebound or services on a modified school schedule, 
the schedule in the Individual Education Plan (IEP) will apply. 

• Educational outcomes are not funded by NC Innovations. 
• Individuals ages 3-21 can receive up to 54 hours/week of services while 

school is in session and up to 84 hours/week when school is not in session, 
within the limits on sets of services. 

 
RELATIVES AS DIRECT SUPPORT EMPLOYEE (RADSE) 

For members who are adults (18 or older), a parent, relative (individuals related by 
blood or marriage) or guardian living in your home can be employed to provide 
Community Living and Support if all of the following criteria are met. 

• The relative or guardian meets the provider qualifications and is the most 
qualified staff the provider has available. 

OTHER 
LIMITS 
THAT 
MAY 

APPLY 
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• A qualified provider who is not a relative or legal guardian is (1) not 
available to provide the service or (2) only willing to provide the service at an 
extraordinarily higher cost than the fee or charge negotiated with the 
qualified relative or legal guardian. 

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

• The Employer of Record, Managing Employer or Representative may not 
provide a service that is self-directed. 

• Provider agencies, Employers of Record and Agencies with Choice must 
notify Partners when they hire a member’s relative in the home to provide up 
to 40 hours per week of Community Living and Supports. 

• It is recommended that a relative living in the member’s home provide 
no more 40 hours per week of service. Partners must approve requests 
for relatives living in the home to provide more than 40 hours per week. In 
exceptional situations, up to 56 hours per week may be approved. 

• When a relative or legal guardian is the service provider, they must be 
monitored on-site at least monthly by the provider agency, Employer of 
Record, Agency with Choice and the care manager. 

• All waiver documentation and monitoring requirements apply to relatives and 
legal guardians. 

• Provider agencies, Employers of Record and Agencies with Choice must 
submit documentation to Partners to demonstrate that the relative or legal 
guardian meets the provider qualifications, along with the justification for 
using the relative or legal guardian as the provider. The request for a relative 
or legal guardian to provide 41 to 56 hours of service per week must be 
approved by Partners prior to service delivery. A grievance may be submitted 
if the request is not approved. 

 

The biological or adoptive parent 
of a minor child, stepparent of a minor child 

or spouse of a waiver participant 
may not be paid to provide waiver services to 

the member/waiver participant. 
 

PAYMENTS TO PROVIDERS 

The type of service received and the frequency or intensity of service is based 
on your needs, not by the need to pay an agency or employee a particular 
reimbursement rate. Providers who accept Medicaid payment may not charge you 
or a member of your family any additional payment for services and/or equipment 
billed to Medicaid. You or your family cannot pay part of the cost of the service 
or equipment. You also cannot be required to sign an agreement that says that 
you cannot change provider agencies as a condition of providing services to you. 
Medicaid funds are never paid directly to members or families/relatives. 
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HOME AND COMMUNITY BASED CHARACTERISTICS (HCBS) 

Home and Community Based Services’ settings requirements apply to Residential 
Supports, Day Supports and Supported Employment. 

The following HCBS Characteristics must be in all settings: 
The setting is integrated in and supports full access of people receiving 
Medicaid HCBS to the greater community. 
Individuals are provided opportunities to seek employment and work in 
competitive integrated settings, engage in community life and control 
personal resources. 
Individuals receive services in the community to the same degree of access 
as people not receiving Medicaid HCBS. 
Individuals select the setting from among available options, including non- 
disability specific settings and an option for a private unit in a residential 
setting (with consideration being given to financial resources). 
Individual rights of privacy, dignity, respect and freedom from coercion and 
restraint are protected. 
Settings optimize, but do not regiment, individual initiative, autonomy and 
independence in making life choices. 
They also facilitate individual choice regarding services and supports and 
who provides these. 

 
 

The following additional HCBS characteristics must be met in provider owned or 
controlled residential settings: 

Provide, at a minimum, the same responsibilities and protections from 
eviction that tenants have under the landlord tenant law for the state, county, 
city or other designated entity. 
Provide privacy in sleeping or living units. 
Provide freedom and support to control individual schedules and activities 
and to have access to food at any time. 

Allow visitors of their choosing at any time. 

Are physically accessible. 

Any modification of these conditions under 42 CFR 441.301(c)(4)(VI)(A) through 
(D) must be supported by a specific assessed need and justified in the person- 
centered service plan. 

 
QUALIFICATIONS OF STAFF PROVIDING NC INNOVATIONS SERVICES 

Direct service employees must be at least 18 years old and have a high school 
diploma or GED. Additional provider qualifications are included in the service 
definitions. 

2 
3 
4 
5 
6 
7 

1 
2 
3 
4 
5 
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Partners is required by the federal government to begin using Electronic Visit 
Verification (EVV) for some Medicaid services. Two NC Innovations Waiver services 
require EVV – Community Living and Supports and Supported Living Periodic. EVV 
helps make sure that people who should receive services actually receive them. 

 
WHAT IS EVV? 

Electronic Visit Verification is a system that uses technology to record and confirm 
information about the delivery of services. This system uses time, date and location 
information from a cell phone, a home phone (land line), or an electronic fob to 
verify that Medicaid services and programs authorized by Partners are received 
by our members. You won’t need to worry about doing anything yourself – your 
provider will handle everything. 

EVV will verify the following information: 
• Date of service. 
• Location of service. 
• Person receiving service. 
• Person providing service. 
• Type of service. 
• Time the service begins. 
• Time the service ends. 

Electronic Visit 
Verification (EVV) 
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ASSISTIVE TECHNOLOGY EQUIPMENT AND SUPPLIES, HOME 
MODIFICATIONS OR VEHICLE MODIFICATIONS 
If you need one of these services, you should contact your care manager to discuss 
your need as soon as it is identified. These services require a multi-step process, 
and it is important that you work closely with your care manager on the requests. 
It is important to remember that NC Innovations funds cannot pay for equipment, 
supplies or modifications that are covered by your private health insurance, 
Medicare or the NC Medicaid State Plan. Please contact your insurance or your 
care manager before making purchases or paying for modifications since private 
insurance companies, Medicare and Medicaid have specific approval processes, 
providers and service limitations that must be followed. 
Your care manager can assist you in requesting the needed equipment/supplies 
or modification from NC Innovations under the applicable service definition, your 
insurance provider, Medicare or from NC Medicaid. If a request is denied, your 
community navigator will assist you in exploring other funding sources for the 
equipment and supplies you need. This may include private foundations, civic 
organizations and/or other community resources. If you do not have a community 
navigator, your care manager can link you with this service. 
Because obtaining the evaluations and other information needed for approval takes 
time, you should let your care manager know your needs as soon as possible so 
that the needed items can be added to your ISP and the supporting documentation 
obtained. 
If you need assistive technology and supplies, or modifications to your home or 
vehicle to increase your health/safety or access, you should let your care manager 
know your needs a soon as possible. Assistive Technology Equipment and Supplies, 
Home Modifications and Vehicle Modifications funded by NC Innovations all 
require prior approval. These services require multiple steps so that the needed 
items can be added to your ISP and the supporting documentation obtained. The 
equipment or supplies cannot be ordered/obtained, and the modifications cannot 
be requested/completed until the Partners Utilization Management department 
authorizes the purchase. Partners cannot pay for an item or modification that you 
obtained prior to approval by UM. 

 
 

STEPS REQUIRED: 

1 | Discuss your needs with your 
care manager and planning team. 

2 | Through your team, identify 
the specialist who needs to further 
assess your needs. 

3 | Participate in the assessment. 

4 | Work with your care manager 
to obtain a statement of medical 
necessity from your physician for 
the specific equipment/supply or 
modification recommended. 

5 | Work with your care manager 
to determine the potential source 
for funding the equipment, supply 
or modification. 

6 | Work with your care manager 
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, supply 
or modification. 

8 | You should always keep in 
close contact with your care 
manager and work with your care 
manager to obtain any additional 
information requested from the 
funding source of your supply, 
equipment or modification. 
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Section 5 

implementing services 
Purpose and Goals of this section of the Guide 
• Provider Network 
• Care Management 
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Partners contracts 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’ 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’ network providers. 

PROVIDER RESPONSIBILITIES 
• Participating in the planning/coordination of services and Individual Support 

Plan (ISP) revisions with you, your care manager and your family. 
• Recruiting appropriate staff and making sure staff are trained and supervised 

in providing services. 
• Implementing the services authorized by Partners 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 manager 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. 

PARTNERS HEALTH 
MANAGEMENT’S 

PROVIDER NETWORK 
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You have the 
right to choose 

and change 
providers at 

any time. 

SELECTING SERVICE PROVIDERS 
During the development of your ISP, you need to decide which service provider 
best meets your needs. Your care manager will provide you with a list of approved 
providers in your area who offer the services you need. Your care manager can 
provide you with information to help you choose a provider (e.g., location, service 
and language). 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? 
• 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? 

 
The providers in Partners’ provider network can change. Providers leave and others 
join. You have the right to choose and change providers at any time. 
Providers are reviewed before becoming approved. They sign a contract or 
agreement with Partners Health Management. Providers are always expected 
to give you high quality services. Providers are also expected to be culturally 
competent. 
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LOCATION OF PROVIDERS 
Most services will be within 30 miles, or about a 30-minute drive, from your home 
in urban areas. In rural areas, the services should be within 45 miles, or about 
a 45-minute drive, from your home. However, some specialty providers may be 
located a greater distance from your home. Your care manager will help you locate 
a provider that can meet your needs as close to your home as possible. You may 
get emergency services at any location that provides emergency care without prior 
approval. 

 
WHAT IF I NEED AN OUT-OF-AREA PROVIDER? 
You may need services from a provider not contracted as part of Partners’ provider 
network, or not located in the counties Partners serves. Partners will work with the 
provider to make sure they are able to offer the services you need. However, if you 
start the service before Partners authorizes it, you may be responsible for paying 
for this service. The cost for the service will not be more than the in-network cost 
for the same service. Ask the provider to make sure they received authorization 
before you start services. Crisis or emergency services do not require prior 
approval. 

 
HOW CAN I CHANGE PROVIDERS OR STOP RECEIVING SERVICES 
COMPLETELY? 
Speak with your care manager or tell your provider directly if you want to pick 
another provider or you are done with services. Your care manager can assist you in 
finding a new provider. 
If you no longer wish to participate in the NC Innovations Waiver, your care 
manager will ask you to sign an update to your ISP showing that you decided to 
voluntarily withdraw from the waiver. 

 
WHAT DO I DO IF MY PROVIDER GOES OUT OF BUSINESS OR STOPS 
OFFERING THE SERVICE I NEED? 
You will be notified by mail before a provider changes services or closes. Partners 
will send a letter to your provider confirming the last day services will be delivered. 
You will receive your letter within 15 calendar days from the date Partners mailed a 
termination letter to your provider or the provider or state terminates the provider 
agreement. 

 
INSURANCE OTHER THAN MEDICAID 
You should tell both Partners and your provider if you have insurance in addition 
to 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 made a payment decision and processed the claim. 
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One critical role of 
your care manager 

is to monitor the 
implementation of 

your ISP and all 
other Medicaid 

services, as well as 
your overall care 

implementation of 
your ISP and all 
other Medicaid 

services, as well as 
your overall care. 

CARE MANAGEMENT 
Everyone who participates in the NC Innovations Waiver receives care 
management. Care managers are trained healthcare professionals who work with 
members, providers and others to: 

• Coordinate, manage/monitor care and transitions across varying levels and 
intensity of services. 

• Connect different components of the healthcare team. 
• Improve outcomes. 
• Promote member self-management, coordination and engagement in 

positive treatment outcomes. 
Core functions of care management include the following: 

Assessment to determine service needs to include, but not be limited to, the 
Health Risk Assessment. 
Working with the ISP planning team to coordinate and document the ISP. 
Asking for services that are requested by the member/legally responsible 
person. 
Making the member aware of the amount of their individual budget and the 
process used to establish this budget and make any needed changes as well 
as the right to request services in excess of his/her budget. 
Monitoring all authorized services to ensure they are provided as described in 
the ISP and they meet the member’s needs. 
Assisting the member with the coordination of benefits through Medicaid 
and other sources to include, if needed, linkage with the local Department of 
Social Services regarding coordination of Medicaid deductibles. 
Responding to any complaints or concerns regarding NC Innovations’ 
services. 
Promoting the empowerment of the member to lead as much of their 
individual support planning, decision making regarding the use of waiver 
dollars, and oversight of waiver services as they choose. 
Obtaining an order from the member’s physician for all needed medical 
supplies and specialized equipment. 
Supporting the member in obtaining all needed information to make an 
informed choice of provider within the Partners’ network, inclusive of 
notifying the Partners Network Management department if providers are 
needed outside of the current Partners’ network. 

One critical role of your care manager is to monitor the implementation of your ISP 
and all other Medicaid services, as well as your overall care. Monitoring will take 
place in all service settings and on a schedule outlined in the ISP. 

 
HOW WILL MONITORING TAKE PLACE? 

• Face-to-face contact with you and members of the ISP team. 
• Telephone contact with you and members of the ISP team. 
• Observation of services. 
• Review of documentation and billing. 

2 
3 
4 
5 
6 
7 
8 
9 

1
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WHY IS MONITORING SO IMPORTANT? 
• To make certain services are provided as outlined in your plan. 
• To make sure you have access to services. 
• To identify problems as they arise so they can be resolved. 
• To make sure the services you are receiving meet your needs. 
• To assure that back-up staffing plans are implemented according to your 

plan. 
• To make sure you are healthy and safe. 
• To make certain you are offered a free choice of network providers. 
• To make sure your non-waiver service needs are being addressed. 

 
HOW OFTEN WILL MONITORING BY MY CARE MANAGER OCCUR? 

• If you are new to the waiver, you will receive monthly face-to-face visits for 
the first six months and then on the schedule in your plan, but 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 plan, but no less than quarterly. 

• If you do not receive a face-to-face visit during the month, your care 
manager will have contact with you by telephone. 

 
WHAT CAN I DO IF I HAVE CONCERNS ABOUT THE SUPPORT I AM 
RECEIVING FROM MY CARE MANAGER? 
If you have questions or concerns about the care management support you are 
receiving, you can speak directly with your care manager, or you can call the care 
manager’s supervisor. 

 
 
 
 

Everyone who 
participates in 
the NC Innovations 
Waiver receives 
care management. 
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quality assurance 
& improvement 

• Grievances 
• Fraud, Waste and Abuse 
• Innovations Stakeholder 
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Partners and the NC Department of Health and Human Services’ (NCDHHS) departments 
that monitor the use of waiver funding want to make sure that you are satisfied with the 
services and support you receive. They also want to make sure that those services are 
helping you make progress with the goals and outcomes in your ISP. 

 

 
 
 
 
 

A grievance will 
be resolved no 

later than 
90 days 
from when 

Partners 
received it. 

You, your family, and/or your guardian will be asked to participate in some or all the 
following quality processes: 

• Care management monitoring visits to your home and to other places you 
receive services. 

• Customer satisfaction surveys. 
• Reviews by Partners’ Quality Management department of the services you 

receive. 
 

GRIEVANCES 
Grievances (also called concerns or complaints) express your dissatisfaction with 
matters involving Partners or providers in its network. You may file a grievance 
about any matter other than the official action to deny, reduce, suspend or 
terminate services. 
You, or anyone else on your behalf, can make a complaint. Some examples of 
grievances are as follows: 

• Concerns about staff not keeping an appointment. 
• Staff not being respectful to you. 
• Not having a provider who speaks your language. 
• Dissatisfaction with quality of care or access to services. 
• Attitude of providers. 
• Billing and financial issues. 

 
HOW DO I FILE A GRIEVANCE? 
When possible, discuss your concerns directly with your provider. However, Partners 
is aware that there are times when issues cannot be resolved. If you feel you are 
unable to discuss your concerns with your provider, or if issues cannot be resolved, 
call Partners at 1-888-235-4673. Partners can help you file your grievance. 
Your grievance will be handled by Partners’ legal staff. Partners works to resolve 
concerns as fairly and quickly as possible. You will receive a written or oral 
confirmation the resolution process has started within five working days from the 
time Partners receives your complaint. 
A grievance will be resolved no later than 90 days from when Partners received 
it. You will also receive written notification of the resolution in this 90-day period. 
Additional time—up to 14 additional days—may be added for special circumstances. 
You, someone on your behalf, or Partners can request additional time if more 
information is needed and the delay is in your best interest. 
In most cases, Partners can resolve concerns within a much shorter time frame. 
However, our highest priority is to assure a thorough process with the best possible 
outcome while staying in compliance with various rules, regulations and laws. 
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If you are a member, or acting on behalf of a member, and would like an extension 
to the resolution of the grievance, submit the request by calling 1-888-235-4673. 
You may also submit the request in writing to the following address: 

Partners Health Management 
c/o Grievances 
901 S. New Hope Road 
Gastonia, NC 28054 

Please make sure you include the grievance reference number located at the top of 
the Grievance Acknowledgement letter. 
If you have concerns about the status of a grievance, please contact the Partners’ 
Legal department at 704-884-2650. 

 
WHAT IF I AM NOT SATISFIED WITH THE RESOLUTION OF MY 
GRIEVANCE? 
If you are unhappy with the outcome of your grievance, you can appeal the 
decision. You will be given instructions for filing an appeal in the letter you receive 
from Partners. Your appeal goes to a panel selected by Partners’ Chief Executive 
Officer (CEO). The panel will make a recommendation to the Chief Executive 
Officer for a final decision. The CEO’s decision is final and is not subject to appeal 
to the Office of Administrative Hearings (OAH) or any other forum under the NC 
Administrative Appeals Act. 

 
FRAUD, WASTE AND ABUSE 
HOW DO I REPORT PROVIDER FRAUD AND ABUSE? 
Medicaid fraud and abuse are planned deceptions or misrepresentation resulting in 
a benefit such as payment or coverage. Examples of Medicaid fraud and abuse are 
when: 

• An individual does not report all income when applying for Medicaid. 
• An individual does not report other insurance when applying for Medicaid. 
• Someone uses another person’s Medicaid card with or without permission. 
• A provider’s credentials are not accurate. 
• A provider bills for services they didn’t deliver. 
• A provider performs and bills for services not medically necessary. 

You are encouraged to report Medicaid fraud and abuse. Reporting Medicaid fraud 
or financial abuse will not interfere with your access to health care. If you want to 
report fraud or abuse, you can remain anonymous. However, sometimes to conduct 
an effective investigation, Partners may need to contact you. Your name will not 
be shared with anyone who is being investigated. (In rare cases involving legal 
proceedings, Partners may have to reveal who you are.) 
You can report fraud and abuse by doing any of the following: 

• Call Partners’ 24-hour toll-free Compliance AlertLine at 1-866-806-8777 
• Visit https://partnersbhm.alertline.com 
• Call the Medicaid Fraud, Waste and Program Abuse Tip Line at 

(877) DMA-TIP1 OR 1-877-362-8471. 

 
 
 
 
 
 

 

or complaint) by: 
Visiting www.partnersbhm.org/ 
feedback and completing the 

online form 
 

 
• 

 
grievances@partnersbhm.org 

• 
Mailing a letter 

 

c/o Grievances 

Gastonia, NC 28054 
 

http://www.partnersbhm.org/
mailto:grievances@partnersbhm.org
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INNOVATIONS STAKEHOLDER 
As a member, there is a committee you can join to share your thoughts on how we 
are doing. It is free to join. 
The Innovations Stakeholder Committee meets up to four times per year and can be 
joined in person, by video or by phone. Would you like to become involved? Please 
call Member Engagement at 704-884-2729 or send an email to memberquestions@ 
partnersbhm.org. 

 
NC MEDICAID OMBUDSMAN 
The NC Medicaid Ombudsman is a resource you can contact if you need help 
with your health care needs. The NC Medicaid Ombudsman is an independently 
operated, nonprofit organization whose only job is to ensure that individuals and 
families who receive North Carolina Medicaid and NC Health Choice get access to 
the care that they need. The NC Medicaid Ombudsman can: 

• Answer your questions about benefits. 
• Help you understand your rights and responsibilities. 
• Provide information about Medicaid and Medicaid Managed Care. 
• Answer your questions about enrolling with or disenrolling from a health 

plan. 
• Help you understand a notice you have received. 
• Refer you to other agencies that may be able to assist you with your health 

care needs. 
• Help to resolve issues you are having with your health care provider or health 

plan. 
• Be an advocate for members dealing with an issue or a complaint affecting 

access to health care. 
• Provide information to assist you with your appeal, grievance, mediation or 

fair hearing. 
• Connect you to legal help if you need it to help resolve a problem with your 

health care. 
You can contact the NC Medicaid Ombudsman at 1-877-201-3750. 

 
 
 
 
 

The Innovations 
Stakeholder 
Committee meets 
up to four times 
per year and can be 
joined in person, by 
video or by phone 
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MOVES AND TRANSFERS 
NC Innovations Waiver participants are currently legal residents (for the purpose of 
Medicaid eligibility) of the Partners’ region. The Partners region currently includes: 
Burke, Cabarrus, Catawba, Cleveland, Davie, Forsyth, Gaston, Iredell, Lincoln, 
Rutherford, Stanly, Surry, Union and Yadkin counties. If you move to another county 
in the state outside this region and become a legal resident of another area, you are 
eligible to continue your participation in NC  Innovations with the Local 
Management Entity/Managed Care Organization (LME/ MCO) responsible for the 
county to which you are moving. Your care manager works with you in transferring 
your NC Innovations slot and services to the LME/ MCO that you are moving to 
and terminates you from Partners’ NC Innovations. 
The care manager provides the receiving LME/MCO with all requested information 
needed with your written consent. 
It is important that you apply to have Medicaid transferred to your new county of 
residence as soon as you move. The date of Medicaid transfer is the date the NC 
Innovations slot is transferred from LME/MCO to LME/MCO. It may take more than a 
month for the Medicaid to transfer. Your Partners’ care manager will work with you 
thru your transition to assure there is not a lapse in services. 

 
Burke 
Cabarrus 
Catawba 
Cleveland 
Davie 

Forsyth 
Gaston 
Iredell 
Lincoln 
Rutherford 

Stanly    
Surry 
Union 
Yadkin 

 

 

TERMINATIONS FROM NC INNOVATIONS 
A person must be terminated from NC Innovations for one of the following reasons: 

• Department of Social Services terminates Medicaid Eligibility. 
• The person-centered ISP is not approved (which can be appealed). 
• Placement in an ICF-IID, in skilled nursing, or in a PRTF facility. 
• Relocation out-of-state. 
• Death. 
• Non-use of at least one waiver service (other than Assistive Technology, 

Community Transition, Home Modifications, Vehicle Modifications or Respite) 
each month. 

• Voluntary withdrawal. 
• No longer meeting ICF Level of Care as determined by Utilization 

Management (which can be appealed). 
 

When involuntary terminations from NC Innovations are necessary: 
Appeal rights are provided to the individual or legal guardian in writing by the 
agency terminating them from NC Innovations and/or Medicaid. 
For most terminations, the effective date is the last date of the month. 
All terminations are coordinated with the local Department of Social Services. 



 

 
 

OTHER SERVICES THAT MIGHT MEET YOUR NEEDS 
If you are terminated from NC Innovations, you should ask your care manager 
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 people 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’ website at 
www.partnersbhm.org. 

 
TERMINATIONS FROM NC INNOVATIONS 
NC Innovations operates on a waiver year that runs from July 1-June 31. If you leave 
NC Innovations during the waiver year, you can re-enter the waiver if: 

1. You re-enter before the current waiver year ends. 
2. You continue to meet the requirements of the waiver. 

If you leave NC Innovations and return after the current waiver year has ended, 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. 

http://www.partnersbhm.org/
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MEMBER RESPONSIBILITIES NORTH CAROLINA INNOVATIONS WAIVER 
I understand that enrollment in the North Carolina (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 
Individuals with Intellectual Disabilities (ICF-IID). My Medicaid eligibility must continue in North Carolina for 
me to continue to be eligible for the NC Innovations waiver 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 
qualifying 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 have been determined necessary to improve/support my disability. 

• I understand that members in the NC Innovations waiver live in private homes or in residential 
facilities which meet waiver requirements and services must also meet the home and community 
characteristics defined in the waiver 

• I understand if I choose to move to a facility during my participation in the waiver that is larger than 6 
beds or does not meet the home and community characteristics defined in the waiver, 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 (unless I am 
utilizing Supported Living Level 3). 

• I understand that at any time during my plan year, the total of my waiver services cannot exceed 
$135,000 or I will no longer be eligible for the waiver. The only exception is that individuals utilizing Supported Living 
Level 3 may request medically necessary services that exceed the typical $135,000 Waiver limit. 

• 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 Manager will explain the planning 
process and the establishment of my Individual Budget Guideline to me. My ISP will be re-developed 
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 Manager 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 (SIS®) no less frequently than every 2 years (children) or 3 years (adults); 
° NC Innovations Risk/Support Needs Assessment; and 
° Level of Care. 

• I understand that the total of my waiver services cannot exceed $135,000 when I enter the waiver (unless I am 
utilizing Supported Living Level 3). 

• I understand that at any time during my plan year, the total of my waiver services cannot exceed 
$135,000 or I will no longer be eligible for the waiver. The only exception is that individuals utilizing Supported Living 
Level 3 may request medically necessary services that exceed the typical $135,000 Waiver limit. 
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APPENDIX A: 
MEMBER RESPONSIBILITIES 

 

• 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 Manager will explain the planning 
process and the establishment of my Individual Budget Guideline to me. My ISP will be re-developed 
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 Manager 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 (SIS®) no less frequently than every 2 years (children) or 3 years (adults); 
° NC Innovations Risk/Support Needs Assessment; and 
° Level of Care. 

• I understand that the SIS assessment is a requirement and failure to comply may result in termination 
of Innovations Waiver services. 

• I understand that my ISP will be monitored by my Care Manager, and that I can contact my Care 
Manager 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 Partners Health Management Provider Network. 
• I understand that I am required to meet with my Care Manager for care coordination activities in 

the home and/or all settings where services are provided. The Care Manager will schedule meetings as 
often as needed in order to ensure appropriate service implementation and member’s needs are met. I 
may also request meetings. 

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

• I understand that I am required to give adequate notice to the Care Manager of any change in 
address, phone number, insurance status, and/or financial situation prior to or immediately following 
the change. I understand that I must notify DSS of these changes. 

• I understand that I am required to give adequate notice to the Care Manager 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 continued Medicaid eligibility to ensure my continued Medicaid eligibility. 

• I understand that I will be provided a copy of educational information about the NC Innovations waiver 
to assist with my understanding the services available through the NC Innovations waiver and 
guidelines that need to be followed to ensure continued waiver eligibility. 

• I understand that Partners Health Management is responsible for ensuring an adequate network of 
provider  agencies is available to promote choice for the member. 

• I understand that (Partners Behavioral Health Management) will make a Care Manager available to 
provide care management supports which include: 

1. Assessment to determine service needs to include but not be limited to the NC Innovations Risk/ 
Support Needs Assessment (or approved assessment) 

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

3. Requesting services that are requested by the member. 
4. Making the member aware of the amount of their Individual Budget and the process used to 

establish this budget and make any needed changes as well as the right to request services in 
excess of his/her budget. 

5. Monitoring all authorized services to ensure that they are provided as described in the ISP and 
meet the member’s needs. 
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6. Assisting the member with the coordination of benefits through Medicaid and other sources to 
include, if needed, linkage with the local Department of Social Services regarding coordination of 
Medicaid deductibles. 

7. Responding to any complaints or concerns regarding NC Innovations services. 
8. Promoting the empowerment of the member to lead as much of his/ her Individual Support 

Planning, decision making regarding the use of waiver dollars and oversight of waiver services as 
they choose. 

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

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

 
 
 
 
 

Name of Member 
(or Authorized Representative) 

 
 
 

Signature of Member Date 
(or Authorized Representative) 
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WHAT IS THE SUPPORTS 
INTENSITY SCALE®? 

 
 
 
 
 

 
THE INTERVIEW 

 
 
 

 
WHAT KIND OF 

QUESTIONS WILL 
BE ASKED? 

 
 

TIPS FOR A 
SUCCESSFUL 
INTERVIEW 

North Carolina uses a standardized assessment tool that focuses on the supports 
needed by a person to be more independent in their community. The Supports 
Intensity Scale® (SIS®) is a required assessment tool that measures daily support needs 
of someone who is receiving, or waiting to receive, intellectual and developmental 
disability (I/DD) services in the NC Innovations Waiver. Unlike traditional assessments, 
the SIS® focuses on what supports a person needs, on a daily basis, to live as 
independently as possible within his or her community. A trained professional 
with developmental disability experience conducts the SIS® assessment. Your SIS® 
assessment will be used as a part of the Person-Centered Planning process when 
developing your Individual Support Plan. The SIS® is a valid and reliable assessment tool 
developed by the American Association on Intellectual and Developmental Disabilities. 

 
An assessment specialist will use a tool to measure an individual’s support needs 
during a two to three hour face-to-face small group interview. At least two other 
people (respondents) who can provide information about the individual’s support 
needs will also participate. The respondents may be family members, advocates, a 
service provider or anyone else that knows the individual well. The interview will be 
held in a location that offers privacy and comfort. The interview can be conducted 
in the home, in a day program or another place where the person is comfortable. 

 
Some questions will be about supports needed at home, in the community, with 
friends and at school or work. Other questions will focus on health and safety 
needs, and medical and behavioral supports. The interviewer will want to know 

• The type of support needed (monitoring, demonstrating, physically assisting). 
• How often support is needed (weekly, daily, hourly). 
• How much time is needed (total time per day). 

 
BEFORE THE INTERVIEW 

• Think about who knows the individual the best and ask them to attend the 
interview. 

• Think about the individual’s support needs: What type? How often? How 
much time? 

DURING THE INTERVIEW: 
• Do not underestimate support needs. 
• Keep an open mind about things an individual cannot do now but may do in 

the future. 
• If you disagree or don’t understand something that is said, speak up. 
• If you need a break, please let someone know. 

AFTER THE INTERVIEW: 
• Your care manager will share a report with you. 
• If you have concerns or questions about the interview process, contact your 
care manager or the assessment specialist who completed your interview. 

 
You can learn more about the process by viewing the video at http://aaidd.org/sis. 

 
 

http://aaidd.org/sis
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The NC Innovations Waiver provides individuals with a choice about how they want to 
receive services. Individual and Family-Directed Supports is a meaningful option for 
the individuals receiving services and their families. Individuals, parents of children and 
legally responsible persons for individuals have the option of directing one or more NC 
Innovations Waiver services through the Agency with Choice (AWC) or Employer of 
Record (EOR) models. 

SERVICES THAT CAN BE SELF-DIRECTED 
Individuals and families may choose to self-direct one or more of the below listed 
services. In addition to self-directing some services, individuals and families may 
also continue to receive other provider directed services. Services that can be self- 
directed are: 

• Community Living and Support. 
• Community Networking. 
• Individual Goods and Services (in conjunction with at least one other self- 

directed service). 
• Natural Supports Education. 
• Respite. 
• Supported Employment. 
• Supported Living – Periodic. 
• Supported Living (Levels 1-3). 

If at least one service is self-directed, the member may also have access to the 
service Individual Goods and Services. 
A member in Individual and Family Directed Services may withdraw from the 
option at any time by notifying the care manager and returning to Provider 
Directed Services. 
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APPENDIX C: 
INDIVIDUAL AND FAMILY-DIRECTED SERVICES 

 
 

TWO MODELS OF INDIVIDUAL AND FAMILY-DIRECTED SERVICES 
There are two options for you to direct your own services: Agency with Choice 
(AWC) and Employer of Record (EOR). The chart below highlights some key 
differences between the AWC and EOR models. 

 
 

AGENCY WITH CHOICE (AWC) 

A provider agency and a “Managing Employer” are 
required to self-direct services under the AWC model. 

 

The provider agency must be contracted with Partners 
as an Agency with Choice (AWC) provider. The AWC 
serves as the employer for employees providing 
services to the member. 

 
A Representative may also be chosen or assigned to 
assist the Managing Employer. 

 

The Managing Employer must be one of the following 
individuals: 

• The member 
• The parent(s) of a member who is under 18. 
• The member’s legally appointed guardian. 

No entity or other individual may be the Managing 
Employer. 

 

Managing Employer (and Representatives, if any) may 
not provide any paid services to the member 

 
The Managing Employer and Agency with Choice 
work together to perform required tasks such 
as training employees, writing job descriptions, 
developing short-range goals for services received, 
ensuring that employees document services delivered. 

EMPLOYER OF RECORD (EOR) 

An Employer of Record (EOR) is required to self- 
direct services under this model. 

 

Under this model, the EOR has authority over 
employees and the budget. The EOR also assumes the 
other responsibilities associated with the member’s 
self-direction of services. 

 
A Representative may also be chosen or assigned to 
assist the EOR. 

 

The EOR must be one of the following individuals: 

• The member. 
• The parent(s) of a member who is under 18. 
• The member’s legally appointed guardian 

No entity or other individual may be the EOR. 
 
 
 

EOR (and Representatives, if any) may not provide 
any paid services to the member 

 
 

The Employer of Record, with support from a 
Community Navigator, is responsible for performing 
required tasks such as training employees, writing 
job descriptions, developing short-range goals for 
services received, ensuring that employees document 
services delivered. 
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APPENDIX C: 
INDIVIDUAL AND FAMILY-DIRECTED SERVICES 

 
 

ASSISTANCE WITH INDIVIDUAL AND FAMILY-DIRECTED SUPPORTS 
It takes time for individuals and their families to learn the requirements and feel 
confident about directing their own services. Partners is committed to assisting 
individuals and/or their legally responsible person in acquiring the skills needed 
to direct services and to handle the responsibilities that come with self-direction. 
Several resources will be available to assist you to learn to self-direct services. 
These include: 

• A care manager. 
• A representative. 
• A Community navigator. 
• An Agency with Choice provider. 
• A financial support services agency 

 
CARE MANAGER 
Care management is provided to all individuals participating in the NC Innovations 
Waiver. The Care Manager offers the member/LRP the option to receive more 
in-depth information on the Self-Direction Models from a Community Navigator 
provider when the member first enters the NC Innovations Waiver and annually 
thereafter. When the individual is self-directing one or more services, the 
responsibilities of the care manager include: 

• Completing the Individual and Family-Directed Services Assessment which 
assists you to know what areas, if any, you may need support as an employer. 

• Helping you identify a representative, when one is requested or needed. 
• Providing any assistance needed so you may select an Agency with Choice 

provider. 
• Linking you with the Financial Support Services Agency if you choose the 

Employer of Record model. 
• Completing your Individual Support Plan (ISP) or update(s) to reflect your 

decision to self-direct one or more services. 

REPRESENTATIVE 
There is an assessment used to provide you with information about the 
responsibilities of the Employer and determine if you need/want assistance with 
any of those duties. Employers may also choose a representative to assist with the 
responsibilities of directing services. The representative should be someone the 
member trusts and is interested in the well-being of the person. Representatives 
must meet the following requirements: 

• Demonstrate knowledge and understanding of the person’s needs and 
preferences and respect those preferences. 

• Show a commitment to follow the individual’s wishes while using sound 
judgment to act on the person’s behalf. 

• Agree to a pre-determined level of involvement and contact with the person. 
• Be at least 18 years of age. 
• Be willing and able to comply with the NC Innovations Waiver requirements. 
• Be approved by the individual and his/her legally responsible person to act 

as a representative. 
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All new 
Employers of 

Record receive 
three months 
of enhanced 

training/ 
support  from 
a Community 

Navigator. 

THE REPRESENTATIVE MAY NOT: 
• Be paid for being the representative. 
• Provide paid services or supports to the member (except for guardianship 

services). 
• Be employed by any agency providing paid services (except for guardianship 

services) to the member. 
• Have a history of physical, mental or financial abuse. 
• Be on the N.C. Health Care Personnel Registry for inflicting abuse. 

It is important to know that Partners makes the final decision about whether 
a representative is needed and whether to approve the person the EOR/ 
Managing Employer chooses to be the representative. An individual who needs 
a representative to self-direct services will continue receiving provider directed 
services until a qualified representative is identified and approved by Partners. 

 
COMMUNITY NAVIGATOR SERVICES 
The Community Navigator assists the employer in learning how to self-direct 
their services. Community Navigators are available to answer questions and offer 
suggestions. The Community Navigator provides assistance and support (rather 
than direction and management) throughout the process. 
Community Navigators can support employers with tasks such as strategies to 
recruit/hire staff, understanding documentation requirements and ensuring that 
they are met, locating training resources for employees, developing short-range 
goals, understanding the individual budget and how to work effectively with the 
Financial Support Services Agency. 
All new Employers of Record receive three months of enhanced training/support 
from a Community Navigator. Upon completion of the training, the Community 
Navigator will assess the EORs for understanding of the core elements of being an 
Employer of Record. 
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AGENCY WITH CHOICE PROVIDER (AWC MODEL) OR FINANCIAL 
SUPPORT SERVICES (EOR MODEL) 

 

 
MORE INFORMATION ON INDIVIDUAL AND FAMILY-DIRECTED 
SERVICES 

If you would like more information about Individual and Family-Directed Services, 
please speak with your care manager. You can ask your care manager for 
information about Individual and Family-Directed Services at any time during the 
plan year. 

 
 
 
 

AGENCY WITH CHOICE MODEL  

Support: Agency with Choice Provider 
EMPLOYER OF RECORD MODEL  

Support: Financial Support Services Agency 
 

The Agency with Choice Provider serves as the 
Common Law Employer. The Common Law Employer 
is the individual who must be recorded by and 
registered with federal and state agencies.  

Agency with Choice providers work with you to hire 
and manage employees providing services. 
 

 
The Employer of Record is the Common Law Employer with 
federal and state agencies. The Common Law Employer is the 
individual who must be recorded by and registered with 
federal and state agencies The EOR is responsible for 
supervising and managing all employees. The EOR is 
responsible for hiring and managing employees. 

 
The Agency with Choice Provider performs the 
financial functions in the Agency with Choice model. 
Examples of some of the AWC provider tasks include 
processing your employee’s payroll, deducting 
required taxes, and maintaining worker’s 
compensation insurance. 

 
The Employer of Record works with the Financial Support 
Services Agency to manage their employees and their 
individual budgets. The Financial Support Services Agency is 
responsible for tasks such as managing payroll for your 
employees, deducting all required taxes prior to issuing 
paychecks to employees, ordering employment related 
supplies, and paying invoices for other expenses such as 
training employees, requesting criminal background or 
driver’s license checks, requesting health registry checks and 
facilitating worker’s compensation application on behalf of 
the Employer of Record. 
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NC Innovations Waiver Service Definitions, including limitations and provider requirements, are included 
in the waiver and in NC Medicaid Clinical Coverage Policy 8P. The information included here is an 
overview of each NC Innovations service and whether it is a “Base” or “Non Base” service. This section 
does not include the complete service definitions. 
If you have questions, your care manager can also provide additional information about any services 
. If you are self-directing your services, your Community Navigator can provide a copy of service 
definition(s) for the services you are self-directing 

 
 
 
 
 

A direct support 
professional assists 

you in learning 
new skills and/or 

supports you in 
activities that are 

individualized and 
aligned with your 

preferences. 

ASSISTIVE TECHNOLOGY EQUIPMENT AND SUPPLIES (NON-BASE/ 
ADD-ON SERVICE): 
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. Examples of items covered include daily living aids, items to help you 
control your environment, positioning systems and alert systems. 
You can spend up to $50,000 on this service and Home Modifications combined 
over the duration of the waiver for this service (five years). The limit does not 
include nutritional supplements and monthly alert monitoring system charges. 

 
COMMUNITY LIVING AND SUPPORT (BASE SERVICE): 
Community Living and Support is an individualized service that enables you to 
live successfully in the home of your family or natural supports and be an active 
member of your community. A direct support professional assists you in learning 
new skills and/or supports you in activities that are individualized and aligned with 
your preferences. The involvement of unpaid supports is an important aspect to 
ensure that achieved goals are practiced and maintained. 

• Areas of skill acquisition may include interpersonal, independent living, 
community living, self-care and self-determination. 

• Areas of support include assistance in monitoring a health condition, nutrition 
or physical condition; incidental supervision; daily living skills; community 
participation; interpersonal skills and technical assistance to unpaid supports 
who live in your home to assist you with maintaining skills you have learned. 

• Community Living and Supports Exceptional Needs may be used to meet 
exceptional, short-term situations that require services beyond 12 hours per 
day. 

This service may be provided in your home or in the community. This service 
includes transportation to/from your home or any community location where you 
are receiving services. 
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COMMUNITY NAVIGATOR (NON-BASE SERVICE/ADD-ON SERVICE): 
This service helps you discover and express your interests, become an active 
participant in the life of your community and helps you locate community resources. 
You should request Community Navigator Services if you need help in any of the 
following areas: locating and obtaining community resources, building community 
connections, getting advocacy services, self-directing waiver services, renting or 
purchasing your own home, and/or support with your planning team meetings. Some 
of the things that Community Navigator services can help you with are listed below: 

• Preparing for and participating in planning meetings. 
• Developing life goals based on your talents and interests. 
• Advocating for yourself. 
• Locating non-Medicaid community resources. 
• Learning about your rights and self-determination. 
• Successfully self-directing services. 

COMMUNITY NETWORKING (BASE SERVICE): 
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 services are not provided in homes, 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 are listed below: 

• Participate in an integrated class. 
• Join a group. 
• Do volunteer work in your community. 
• Learn to use public transportation. 
• Take classes on self-determination and take part 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 up to $1,000 per year (excludes 

hotel, meals, transportation to the conference or day care fees). 
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COMMUNITY TRANSITION (NON-BASE/ADD-ON SERVICE): 
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 [NON-BASE/ADD-ON SERVICE]): 
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 activities in your life. It can 
also help prevent you from needing institutional placement or hospitalization. Crisis 
Services are available to help you 24 hours per day, seven days per week. 

 
THERE ARE THREE TYPES OF CRISIS SERVICES THAT CAN HELP YOU: 
PRIMARY CRISIS RESPONSE: Your current provider of Direct Care Services (i.e. 
Community Living and Supports, Community Networking Services, Day Supports, 
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, and 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 which 
required 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 require a period of structured support. The service takes 
place in a licensed facility or licensed private home respite setting, separate from your 
living arrangement. 
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DAY SUPPORTS (BASE SERVICE): 
Day Supports help 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 to and 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 services must be justified in your 
Individual Support Plan (ISP), and the justification must be 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 are other individuals receiving services. 

 

 
FINANCIAL SUPPORT SERVICES (NON-BASE/ADD-ON SERVICE): 
Financial Support Services help you make sure that funds for self-directed services 
are managed and distributed as intended. This service is only available to you if you 
decide to self-direct your services and want to be the Employer of Record. Financial 
Support Services help with the following tasks. 

• Bill for services that you self-direct. 
• Pay your employees and the required employment taxes. 
• Help you obtain supplies and facilitate/provide training needed by your 

employees. 
• Obtain background checks when you are hiring new employees. 
• Process your application for Workers Compensation Insurance. Give you a 

monthly report about payments for services billed and payments of waiver 
expenses. 
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HOME MODIFICATIONS (NON-BASE/ADD-ON SERVICE): 
Home Modifications are physical modifications to the private home owned by you 
or your 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 repair of home modifications. Modifications must be recommended 
by an appropriate professional and your physician. Examples of items covered are 
listed below: 

• Ramps. 
• Lifts. 
• Grab Bars. 
• Modification to bathrooms. 
• Widening of doorways. 

This service only includes modifications to existing rooms in your home. It cannot 
be used to convert a room into a different type of room or to add square footage 
to your home. You can spend up to $50,000 on Home Modifications and Assistive 
Technology Services and Equipment combined over the duration of the waiver. 

 
INDIVIDUAL GOODS AND SERVICES (NON-BASE/ADD-ON SERVICE): 
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. 
• The item or service would promote inclusion in your community. 
• The item or service would increase your safety in your home environment. 
• You do not have the funds to purchase the item or service. 

NATURAL SUPPORTS EDUCATION (NON-BASE/ADD-ON SERVICE): 
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, 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 and the workplace, 
as well as 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 team members 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. These trainings 
will 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 specialized equipment so that your family could support you in using 
the equipment, rather than a provider. 

 
 
 
 
 
 
 
 
 

You can spend up to 
$50,000 on Home 
Modifications 
and Assistive 
Technology Services 
and Equipment 
combined over the 
duration of the 
waiver. 
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RESIDENTIAL SUPPORTS (NON-BASE/ADD-ON SERVICE): 
Residential Supports consist of individually designed training activities, assistance 
and supervision. 
Residential Supports include: 

• Habilitation Services aimed at assisting you to acquire, improve, and retain 
skills in self-help, general household management, meal preparation, personal 
finance management, socialization and other adaptive areas. Training 
outcomes focus on allowing the participant to improve his/her ability to reside 
as independently as possible in the community. 

• Assistance in activities of daily living when you are dependent on others to 
ensure health and safety. 

• Assistance, support, supervision and monitoring that allow you to participate 
in home life or community activities. Transportation to and from the residence 
and points of travel in the community is included to the degree that they are 
not covered by another funding source. Transportation to and from a licensed 
day program is the responsibility of the Residential Supports provider. 

Residential Supports are provided in a licensed/unlicensed community residential 
setting. Facility capacity for all newly developed facilities is three beds or less. Facility 
capacity for existing residential facilities is six beds. Facilities greater than six beds 
that were “grandfathered” into the waiver at the time of the PIHP transition from 
CAP-I/DD to NC Innovations may continue to provide Residential Supports. 
Residential Supports may additionally be provided in an Alternative Family Living 
(AFL) situation. The site must be the primary residence of the AFL provider (includes 
couples and single persons) who receive reimbursement for the cost of care. These 
sites must be licensed whenever supporting one or more minors or more than one 
adult. All AFL sites will be reviewed using an AFL checklist for health and safety 
related issues. Alternative Family Living residential support providers are limited to 
three beds or less. 
Residential Supports are provided in residential settings which demonstrate a home 
and community character. A home and community environment is characterized by 
an environment like a home, provides full access to typical facilities in a home such 
as a kitchen with cooking facilities, small dining areas, provides for privacy, visitors 
at times convenient to the individual and easy access to resources and activities 
in the community. Group homes should be located in residential neighborhoods in 
the community. Meals are served family style, and individuals access community 
activities, employment, schools or day programs. Each facility must ensure to 
everyone the right to live as normally as possible while receiving care and treatment. 
Home and Community Character will be monitored by Partners through on-going 
monitoring. Care managers will monitor the Home and Community Character of the 
residential setting during care management monitoring. Results of the monitoring will 
be reported to Partners and NC Medicaid. 
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RESPITE (BASE SERVICE): 
Respite Services provide periodic support and relief to your primary caregiver(s) 
from the responsibility of your care. Your primary caregiver(s) is the person primarily 
responsible for your care and supervision and must live in your home. This service 
allows your caregiver(s) to have planned relief time. Respite services are also available 
to provide temporary relief if you live in an Alternative Family Living (AFL) setting. 
Respite may include services in your home and services in the home of caregivers or 
facilities. Respite Services can include overnight, weekend care and emergency care. 
The person providing your Respite cannot provide care for your siblings or any other 
family member while providing respite services for you. 

 
SPECIALIZED CONSULTATION SERVICES (NON-BASE/ADD-ON 
SERVICE): 
Specialized Consultation Services provide training and technical assistance in 
one of the following specialty areas: 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 professional to carry out therapeutic 
interventions and increase the effectiveness of the specialized therapy. The 
Specialized Consultation provider may also recommend assistive technology, home 
modifications or vehicle modifications. 

 
SUPPORTED EMPLOYMENT SERVICES (BASE SERVICE): 
Supported Employment Services provide you with assistance in choosing, acquiring, 
and maintaining a job in settings with people who do not have disabilities. 
The primary goal of Supported Employment is competitive employment, which is 
defined as a job that pays at least minimum wage, for which anyone can apply and is 
not specifically set aside for people with disabilities. Supported Employment services 
must be provided in integrated work settings where the individual works alongside 
people who do not have disabilities or in a business owned by the individual. 
Supported Employment does not occur in licensed community day programs or in 
licensed residential facilities as the place of service 
INITIAL 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, job 
interview skills and help in learning skills necessary for keeping the job. 

• Assisting you in developing and operating a small business that you own. 
• Transportation between work/home or between activities related to 

employment. 
LONG TERM FOLLOW-UP SERVICES INCLUDE: 

• Ongoing help to maintain your employment. 
• Consultation with your employer to address any problems or needs you may 

have. 
• Transportation between work/home or between activities related to 

employment. 
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SUPPORTED LIVING (NON-BASE/ADD-ON SERVICE): 
Supported Living provides a flexible partnership that enables individuals ages 18 
and older to live in their own homes with individualized assistance from an agency. 
Supported Living is not provided in a home where you live with family members, 
unless such family members are also receiving Supported Living or are a spouse 
or minor child. A person’s own home is defined as the place you live and in which 
you have all the ownership or tenancy rights and responsibilities under the law. A 
Supported Living home may have no more than three residents, including any live-in 
caregiver who is providing supports. 
SUPPORTED LIVING SERVICES INCLUDE: 

• Assistance with activities of daily living and other activities essential to your 
health and safety. 

• Training activities and supervision to allow participation in home life or 
community activities. 

• Assistance with monitoring health status and physical condition. 
• Non-medical transportation related to goals and objectives. 

 
VEHICLE MODIFICATIONS (NON-BASE/ADD-ON SERVICE): 
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. Vehicle Modifications include the things listed below: 

• Modification of vehicle doors. 
• Replacement of door handles. 
• Installation of a raised roof. 
• Installation of lifts. 
• Installation of devices for securing wheelchairs or strollers. 
• Modification of adapted steering, acceleration, signaling, and breaking devices. 
• Installation of handrails and grab bars. 
• Modification of seats. 
• Modification (raising or lowering)the floor of the vehicle. 

Modification to safety and security features. You can spend up to $20,000 on Vehicle 
Modifications over the duration of the waiver (five years). 

 
 
 
 
 
 
 
 
 

You can spend up to 
$20,000 on Vehicle 
Modifications over 
the duration of the 
waiver (five years). 
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An appeal means a 
request to review a 
denial, reduction, 

suspension or 
termination of a 

service. 

WHAT IF I AM DENIED SERVICES? 
You may disagree with Partners’ decision regarding a request to authorize services. 
If you are a Medicaid recipient and receive a Notice of Action letter from Partners 
letting you know that some or all of your Medicaid benefits have been reduced, 
suspended, terminated or denied, you have the right to appeal the decision. 
However, you cannot request an appeal for a service no longer offered in the 
Partners’ Medicaid Benefit Plan. 
You have the right to appeal a decision about your services. 

 
WHAT IS AN APPEAL? 
An appeal means a request to review a denial, reduction, suspension or termination 
of a service. 

 
WHAT HAPPENS TO MY SERVICES IF I CHOOSE TO APPEAL? 
If Partners terminates, suspends or reduces your current Medicaid services before 
the end of the originally authorized period, you may continue to receive those 
Medicaid services if: 

• You request a Reconsideration Review within 10 calendar days from the date 
on the Notice of Action letter or intended effective date of Partners’ 
proposed action. 

• The services were ordered by an authorized provider. 
• You request for your services to continue. 

If all the above conditions are met, you may continue to receive your current 
services until: 

• You withdraw your request for a Reconsideration Review. 
• Ten days after the decision date, unless you request a state fair hearing with 

the North Carolina Office of Administrative Hearings within these 10 days. 
• A state fair hearing decision is made in Partners’ favor. 
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REQUEST A RECONSIDERATION REVIEW OF PARTNERS’ DECISION 
You must request a Reconsideration Review within 60 days from the date on 
your Notice of Action letter stating your benefits will be reduced, suspended, 
terminated or denied. Call 704-884-2650 or 1-888-235-HOPE (4673) and ask for 
a Reconsideration Review. These requests are accepted orally and in writing, and 
Partners’ staff are here to help you. 

• The member, legally responsible person, a provider or other designated 
personal representative, acting on behalf of the member and with the member 
or legally responsible person’s signed consent may request an appeal. They 
may also request a state fair hearing on your behalf and act as your authorized 
representative in doing so, with your permission. In addition, Partners’ staff can 
help you file an appeal. If you have any questions or need assistance, you can 
call the Appeals Department at 704-884-2650. 

• Submit your request by fax, mail, or in person or tell Partners over the 
phone if you would like a Reconsideration Review. (Unless you are requesting 
an expedited review, requests made over the phone also require written 
confirmation to be submitted). 

• Once the Appeals department receives your request, Partners will send you a 
letter within one business day letting you know your request has been 
received. If you requested an expedited appeal, you will receive a telephone 
call the same day Partners receives this request and a written follow-up from 
Partners. 

• You have the right to submit any additional information you think supports 
your request for Medicaid services. 

• You have the right to review any information used during the reconsideration. 
• Partners will make a decision and tell you about that decision within 30 days 

of receiving your request for reconsideration. Partners may grant an expedited 
review if health and safety are concerns. Expedited reviews will take place 
within 72 hours of the request. Contact Partners at 704-884-2650 to request 
an expedited review. 

• The 30-day timeframe for standard appeals and the 72-hour timeframe 
for expedited appeals can be extended for an additional 14 days. You or 
your provider acting on your behalf can request an extension. Partners may 
also request an extension from the Division of Health Benefits if there is need 
for additional information and the extension is in your best interest. If Partners 
requests an extension, we will inform you in writing and try to inform you 
verbally. 

• If Partners denies a request to expedite an appeal, Partners must decide on 
the appeal within the standard timeframe of 30 days from when the appeal 
was requested. Partners must attempt to notify you verbally and provide a 
written notice within two calendar days. The written notice must include the 
decision, the reason for the decision, your grievance rights, and how to make 
that request. 
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WHAT IF I DO NOT AGREE WITH PARTNERS’ OUTCOME REGARDING 
THE RECONSIDERATION REVIEW DECISION? 
You may appeal to the North Carolina Office of Administrative Hearings. 

• The letter informing you of the Reconsideration Review decision will include a 
State Fair Hearing Request form. 

• You must use this form to file an appeal with the North Carolina Office of 
Administrative Hearing (OAH) within 120 days from the date of the review 
decision. 

• You will be offered the opportunity to have your appeal case mediated. In 
mediation, a third party works with those involved to reach a solution. 

• If you accept mediation, it must be completed within 25 days of your request 
to OAH. 

If you decline mediation or if your mediation is unsuccessful, you will have a hearing 
before an administrative law judge. After the hearing, the administrative law judge 
will make a recommendation regarding your appeal. 
To learn more about the North Carolina Office of Administrative Hearings appeals 
process, visit www.ncoah.com or call 919-431-3000. At any time during the appeal 
process, you may represent yourself or you may retain an attorney to represent you. 

 
WHAT IF I DON’T AGREE WITH THE NORTH CAROLINA OFFICE OF 
ADMINISTRATIVE HEARINGS DECISION? 
Appeal that decision to NC Superior Court. 
You will need to retain an attorney to help guide and represent you through the 
Petition for Judicial Review process. Free Legal Aid may be available to assist you. To 
locate an attorney near you, call 1-800-662-7660. 

 
WHAT IF I LOSE MY APPEAL? 
The decision of the Superior Court is the final decision. 
If the final decision is not in your favor, Partners has the right to recover the cost of 
the services furnished to you during the appeal process. 

 
TIPS & REMINDERS 

• 
Keep letters and records 

• 
Make notes of dates and 

keep track of time limits for 
responses 

• 
Read information carefully – 
pay attention to details and 

deadlines 
• 

Take each step as outlined 

http://www.ncoah.com/


69  

APPENDIX E: 
APPEALS 

 
 

TIMELINES 
• If a Medicaid service is denied, you will be notified in writing when the decision 

is made. 
• You have 60 days from the date of the Notice of Action letter to request a 

Reconsideration Review. 
• If a Medicaid service is reduced, suspended or terminated, you will be notified 

10 days in advance of the decision taking effect (when there is an authorization 
in place). 

• You must file an appeal within 10 days of the date Partners mails your 
notification of reduction, suspension or termination to be eligible for 
continuation of the Medicaid services in question. 

• Partners will notify you within 30 days of the Reconsideration Review decision. 
• An expedited Reconsideration Review may be requested for your health or 

safety. An expedited reconsideration will be reviewed within 72 hours. 
• You can file an appeal with the North Carolina Office of Administrative 

Hearings within 120 days from the date of the Notice of Resolution letter. 
Contact Us If you have questions, call 704-884-2650 or 1-888-235-HOPE (4673). 
Please mail or deliver forms to: 

Partners Health Management 
Attn: Appeals Unit 

901 S. New Hope Road 
Gastonia, NC 28054 

Please fax forms to 704-884-2720. 
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WHAT IF I CAN’T MAKE A DECISION ABOUT MY CARE? 

You have the right to make instructions for your treatment 
in advance. These legal documents, called Advance 
Directives, have your choices listed if you can’t make 
decisions for yourself. There are three types of advance 
directives: 

1 | Psychiatric Advance Directives or the Advance Instruction for Mental 
Health Treatment. 

2 | Health Care Power of Attorney. 
3 | Living Will. 

You can find forms for these at https://www.sosnc.gov/divisions/advance_ 
healthcare_directives. If you do not have internet access, please call 1-888- 
235-HOPE (4673) to request copies. State law, https://www.ncleg. net/ 
EnactedLegislation/Statutes/HTML/ByArticle/Chapter_122C/Article_3.html, allows 
you the right to make Advance Directives. 
Find more information on Advance Directives on the North Carolina Division of 
Health Benefits webpage: https://dma.ncdhhs.gov/advanced-directives. You can 
also find information in the article on Advance Directives at https://medicaid. 
ncdhhs.gov/medicaid-bulletin-article-advanced-directives-aug-2009. 
Psychiatric Advance Directives or the Advance Directive for Mental Health 
Treatment is a legal document with your instructions for the type of mental health 
treatment you want to receive if you are in a crisis and unable to make decisions for 
yourself. These instructions give information about: 

• What you think helps calm you. 
• How you feel about seclusion or electric shock treatments. 
• What medicines you do not want to take. 
• Which doctor you want to oversee your treatment. 

Your service provider or care manager should be able to assist you in the 
development of this document. 
A Health Care Power of Attorney allows you to designate someone who can make 
decisions for you if you are unable to make your own choices about treatment. 
A Living Will is a document telling others you want to die a natural death if you are 
incurably sick and cannot receive nutrition or breathe on your own. 
You must write and sign these documents while you are able to understand your 
condition and treatment choices and are able to make your wishes known. You 
must have two qualified people witness you signing your forms. You must have the 
Living Will and the Health Care Power of Attorney notarized by a licensed Notary 
Public. 

 
 

http://www.sosnc.gov/divisions/advance_
http://www.ncleg.net/
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WHAT DO I DO WITH MY ADVANCE DIRECTIVES? 
You should keep a copy in a safe place and give copies to your family, your treatment 
team, your doctor and the hospital where you are likely to receive treatment. You 
can also have your Advance Directives filed in a national database or registered with 
the North Carolina Advanced Health Care Directive Registry, which is part of the 
Department of the North Carolina Secretary of State (www.sosnc.gov). There is a $10 
fee to register an Advance Directive. The fee includes the registration, a revocation 
form, registration card and password. You can use the revocation form at any time if 
you change your mind. 

You have the right to file a grievance if you feel your Advance Directives are not being 
followed according to law. You can file a grievance with the North Carolina Division 
of Health Service Regulation, Mental Health Licensure and Certification Section by 
calling 1-800-624-3004 or 919-855-4500. 

 
HOW LONG DO MY ADVANCE DIRECTIVES STAY ACTIVE? 
Your Advance Directives are active until you cancel them. You may cancel or change 
them at any time. If you cancel or change your Advance Directives, be sure to tell 
anyone who has a copy. 
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NC INNOVATIONS WAIVER LIMITS ON SETS OF SERVICES 
There are limits on some sets (groups) of services. These limits are included in the 
table below. 

 
 
 

PARTICIPANT 
AGE/STATUS 

LIVING IN RESIDENTIAL SETTING, 
INCLUDING ALTERNATIVE FAMILY LIVING 
(AFL) HOMES 

LIVING IN PRIVATE HOME 

 
No more than 40 hours per week of any 
combination: 

 
No more than 84 hours per week of any 
combination: 

Adult (ages 22 
and older) 

• Community Networking. 
• Day Supports. 

• Community Living and Support.* 
• Community Networking. 

 • Supported Employment Services. • Day Supports. 
 May receive up to one daily unit of 

Residential Supports. 
• Supported Employment. 

 
No more than 20 hours per week of any 
combination: 

No more than 54 hours per week of any 
combination: 

 
Child during 
school year 
(through age 
21) 

• Community Networking. 
• Day Supports. 
• Supported Employment Services. 
May receive up to one daily unit of 
Residential Supports. 

• Community Living and Support.* 
• Community Networking. 
• Day Supports. 
• Supported Employment. 

 
No more than 40 hours per week of any 
combination: 

 
No more than 84 hours per week of any 
combination: 

 • Community Networking. • Community Living and Support.* 
 • Day Supports. • Community Networking. 
Child when 
school is not in 
session ** 

• Employment Services. 
May receive up to one daily unit of 
Residential Supports 

• Day Supports. 
• Supported Employment. 

 
*Note: A child or adult living in a private home may receive up to 12 additional hours per day of Community Living and Support based on 
the criteria outlined in the service definition. 

** 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 (i.e. for children living in private homes, up to 6 additional hours of service per day school is closed). 

Note: If individual is 18 or older and has graduated (graduation with a degree/occupational course of study/GED indicating a standard 
course of study) then the individual may access the adult level of limits on sets of services. 
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Acronym: a word 
(such as NATO) 
formed from the 

initial letter or 
letters of each of 

the successive parts 
or major parts of a 

compound term 
also : an 

abbreviation (such 
as FBI) formed 

from initial letters 

WHAT THE ACRONYMS MEAN 
AFL Alternative Family Living 
AWC Agency with Choice 
CM Care Manager 
CMS Centers for Medicare & Medicaid Services 
DHB Division of Health Benefits 
DHHS Department of Health and Human Services 
DSS Department of Social Services 
EOR Employer of Record 

EPSDT Early and Periodic Screening, Diagnosis, and Treatment (< age 21) 
EVV Electronic Visit Verification 
HCBS Home and Community Based Services 

ICF or ICF-IID Intermediate Care Facility (for Individuals with Intellectual Disabilities) 
I/DD Intellectual/Developmental Disability 
IDEA Individuals with Disabilities Education Act 
IFDS Individual and Family-Directed Services 
ISP Individual Support Plan 

LME Local Management Entity 
MCO Managed Care Organization 
MH/DD/SA Mental Health, Developmental Disability, Substance Abuse 

PIHP Prepaid Inpatient Health Plan 
PRTF Psychiatric Residential Treatment Facility 
SIS® Supports Intensity Scale® 
SNF Skilled Nursing Facility 

SSA Social Security Administration 
SSI (Social Security) Supplemental Security Income 
UM Utilization Management 

 

 

 
ACRONYM LIST AND GLOSSARY OF WORDS & TERMS TO KNOW 
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GLOSSARY OF WORDS AND TERMS TO KNOW 

“Add On”: Services that are not part of the Base Budget. 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 the Utilization Management Department. 
The total of Base Budget and non- Base Budget services may not exceed the annual 
waiver limit of $135,000 per year. 

Advance Directive: A set of directions about the medical and behavioral health care 
you want if you ever lose the ability to make decisions for yourself. 

Alternative Family Living (AFL): An out-of-home setting where you receive 24-hour 
care and live in a private home environment with a family (or individual) where the 
services are provided to address your care and habilitation needs. Any AFL providing 
services to a child/children or two or more adults requires a license (as defined by NC 
General Statues 122C-3 27G .5600F). Waiver funding may not be utilized as payment 
for room and board costs. 

Base Budget Category: 

Base Budget Services include: 
• Community Living and Supports. 
• Community Networking Services. 
• Day Supports. 
• Respite. 
• Supported Employment. 

Care Manager: A qualified developmental disability professional at Partners who 
assists by developing the person-centered Individual Support Plan (ISP), coordinating 
services, and monitoring to assure quality services are being delivered and that health 
and safety needs are addressed. 

Centers for Medicare and Medicaid Services (CMS): The unit of the Federal 
Department of Health and Human Services that administers the Medicare and 
Medicaid programs. 
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Community Supports: Organizations that provide support to a person. Community 
Supports may include advocacy organizations, community service organizations, 
faith-based organizations, civic organizations, and/or educational organizations. 

Cost Limit: The maximum amount of all waiver services (Base Budget plus other NC 
Innovations services) that an individual may receive annually while participating in the 
NC Innovations Waiver. For NC Innovations this is $135,000 per waiver year. The 
waiver allows you to exceed the $135,000 waiver cost limit to ensure health, 
safety and wellbeing if you live independently without family in a home you own, 
rent or lease; you receive Supported Living Level III; you require 24-hour 
support. 

County Department of Social Services (DSS): The local (county) public agency that 
is responsible for determining eligibility for Medicaid benefits and for other assistance 
programs. 

Department of Health and Human Services (DHHS): The state agency that includes 
the Division of Health Benefit. The website for North Carolina’s DHHS is www.ncdhhs. 
gov/. 

Developmental Center: A state operated ICF-IID facility (institution) that provides 
health and habilitation services to individuals with intellectual and/or other 
developmental disabilities. The Developmental Center for the Partners catchment 
area is The J. Iverson Riddle Center located in Morganton. Referrals to Developmental 
Centers can be made only by the Managed Care Organization (Partners). NC 
Innovations funding cannot be used while in a Developmental Center. 

Electronic Visit Verification (EVV): Electronic Visit Verification is a system that 
uses technology to record and confirm information about the delivery of services. 
This system uses time, date and location information from a cell phone, a home 
phone (land line), or an electronic fob to verify that Medicaid services and programs 
authorized by Partners are received by our members. You won’t need to worry about 
doing anything yourself. Your provider will handle everything. 
EVV will verify: 

• Date of service. 
• Location of service. 
• Person receiving service. 
• Person providing service. 
• Type of service. 
• Time the service begins. 
• Time the service ends. 

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. 

HCBS Waivers: Home and Community Based Services Waivers that allow states that 
participate in Medicaid to develop alternatives for individuals who would otherwise 
require care in institutions. NC Innovations is one of North Carolina’s HCBS waivers. 

 
Habilitation Service: A service that assists an individual in learning or improving skills, 
including self-help, socialization, and other adaptive skills directed at maximizing an 
individual’s independent functioning. 
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Institution: For purposes of NC Innovations, an institution is defined as a 
residential facility that is licensed and funded as an ICF-IID (Intermediate Care 
Facility/Mental Retardation). NC Innovations funding cannot be used in  an 
institution, including ICF-IID, hospitals, Skilled Nursing Facilities, or 
State Developmental Centers. 

 

Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF- 
IID): A licensed facility that provides care and active treatment for individuals 
with intellectual disability and certain other developmental disabilities. This is the 
institutional placement that is waived when the NC Innovations Waiver is chosen 
instead. ICF-IID facilities have four or more beds (most have six, some more than 100) 
and must provide active treatment to residents. 

Least Restrictive Environment: The least restrictive/intensive setting of care 
sufficient to effectively and safely support an individual. Supporting an individual in 
the environment that is least restrictive is considered best practice. 

Legal Guardian or Legally Responsible Person: A person who has been appointed 
by a court of law to act as decision-maker for an individual deemed unable to make 
decisions on their own behalf. Parents of children under 18 are their children’s legally 
responsible person, unless those rights have been taken away by the court. Once 
a person turns 18, they legally become their own guardian unless the court deems 
otherwise and appoints a guardian representative (most often a family member or 
friend unless there is no one available in which case a public employee is appointed). 

Limits on Sets of Services: A maximum amount of a designated group of services 
that an individual can receive under a waiver. 

Medicaid: The joint federal and state program to assist states in furnishing medical 
assistance (health insurance) to financially eligible individuals. Federal law concerning 
the Medicaid program is located in Title XIX of the Act. NC Innovations services are 
provided under the Medicaid program. All NC Innovations participants have Medicaid 
coverage. 

Medically Necessary Treatment: In order for NC Innovations to cover (pay for) 
treatment (services) those services must be deemed medically necessary. This means 
treatment and services must be: 

• Necessary and appropriate for the prevention, diagnosis, palliative, curative, or 
restorative treatment of a mental health or substance abuse condition. 

• Consistent with Medicaid policies and National or evidence based standards, 
North Carolina DHHS defined standards or verified by independent clinical 
experts at the time the procedures, products and services are provided. 

• Provided in the most cost effective, least restrictive environment that is 
consistent with clinical standards of care. 

• Not provided solely for the convenience of the individual, family members, 
custodian or provider. 

• Not for experimental, investigational, unproven or solely cosmetic purposes. 
Furnished by or under the supervision of a licensed professional (as relevant) 
under State law in the specialty for which they are providing service and in 
accordance with Title 42 of the Code of Federal Regulations, the Medicaid 
State Plan, the North Carolina Administrative Code, Medicaid medical coverage 
policies, and other applicable Federal and state directives. 

• Sufficient in amount, duration and scope to reasonably achieve their purpos. 

• Reasonably related to the diagnosis for which they are prescribed regarding 
type, intensity, and duration of service and setting of treatment. 

 
 
 
 
 
 
 
 
 
 

In order for NC 
Innovations to cover 
treatment those 
services must be 
deemed medically 
necessary. 
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NC Innovations 
services are 

provided under the 
Medicaid program. 

Within the scope of the aforementioned guidelines, medically necessary treatment 
shall be designed to: 

• Be provided in accordance with the person-centered Individual Service Plan 
which is based upon a comprehensive assessment, and developed in 
partnership with the person receiving services (or in the case of a child, the 
child and the child’s family or legal guardian) and the community team. 

• Conform with any advanced medical or mental health directives that have 
been prepared. 

• Respond to the unique needs of linguistic and cultural minorities and furnished 
in a culturally relevant manner. 

• Prevent the need for involuntary treatment or institutionalization. 

Medicare: Medicare is health insurance for people age 65 or older, under age 65 ith 
certain disabilities, and any age with End-Stage Renal Disease (ESRD) (permanent 
kidney failure requiring dialysis or a kidney transplant). While NC Innovations services 
are not provided under the Medicare program, some NC Innovations participants may 
have Medicare coverage in addition to Medicaid coverage. 

NC Innovations Level of Care: The document used in the NC Innovations Waiver 
that records the specification of the minimum amount of assistance an individual 
must require in order to receive services in an institutional setting under the State 
Medicaid Plan. For the NC Innovations Waiver the institutional level of care setting 
that corresponds to the level of care that must be met for NC Innovations participants 
is the Intermediate Level of Care for individuals with Intellectual Disability and related 
conditions. 

NC Innovations Waiver: The NC Innovations Waiver is a means of funding 
services and supports for individuals with intellectual disabilities and other related 
developmental disabilities who are at risk for institutional care in an Intermediate Care 
Facility for Individuals with Mental Retardation (ICF-IID) but who chose instead to 
remain in their own home and community. NC Innovations is authorized by a Medicaid 
Home and Community-Based Services (HCBS) Waiver granted by the Centers for 
Medicare and Medicaid Services (CMS) under Section 1915 (c) of the Social Security 
Act. Federal, State and Local dollars fund Medicaid Waivers. The NCDDMHSAS Health 
Plan functions as a Prepaid Inpatient Health Plan (PIHP) through which all mental 
health, substance abuse and developmental disabilities services are authorized 
for Medicaid participants in Burke, Cabarrus, Catawba, Cleveland, Davie, Forsyth, 
Gaston, Iredell, Lincoln, Rutherford, Stanly, Surry, Union and Yadkin counties. 
CMS approves the services provided under NC Innovations, the number of individuals 
that may participate each year, and other aspects of the program. The waiver can be 
amended with the approval of CMS. CMS may exercise its authority to terminate the 
waiver whenever it believes the waiver is not being managed by the MCO properly 
The Division of Health Benefits (DHB), the State Medicaid agency, operates the 
NC Innovations Waiver. DHB contracts with Partners to arrange for and manage 
the delivery of services and perform other waiver operational functions under the 
concurrent 1915 (b)/(c) waivers. DHB directly oversees the NC Innovations Waiver, 
approves all policies and procedures governing waiver operations and ensures that 
the NC Innovations Wavier assurances are met. 

NC Medicaid (Division of Health Benefits): The state agency responsible for 
Medicaid- funded services and the administration of the NC Innovations and NC MH/ 
DD/SAS Health Plan. The website for North Carolina’s Division of Medical Assistance 
is www.ncdhhs.gov/dma/index.htm. 

http://www.ncdhhs.gov/dma/index.htm
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Natural Supports: People who provide support, care, and assistance to a person 
with a disability without payment for that support. Natural Supports may include 
parents, siblings, extended family members, neighbors, church members, and/or 
co-workers, etc. 

Non-Base Services: Services, also referred to as Add Ons that are not part of the 
Base Budget. 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 the 
Utilization Management Department. The total of Base Budget and Non- Base Budget 
services may not exceed the annual waiver limit of $135,000 per year. 

Person-Centered Plan: The document that includes important information about the 
participant, their life goals, and the steps that they and the planning team need to 
take to get there. It also identifies support needs, and includes a combination of paid, 
natural supports from family and friends, and community supports. 

Prepaid Inpatient Health Plan (PIHP): Partners Health Management, as do all 
NC Managed Care Organizations (MCOs) functions as a Prepaid Inpatient Health 
Plan (PIHP) through which all mental health, substance abuse and developmental 
disabilities services are managed and authorized for Medicaid participants in the 
counties of Burke, Cabarrus, Catawba, Cleveland, Davie, Forsyth, Gaston, Iredell, Lincoln, 
Rutherford, Stanly, Surry, Union and  Yadkin.  

Private Home: The home that an individual owns or rents in his or her own right or 
the home where a waiver participant resides with other family members or friends. 
A living arrangement (house or apartment) that is owned or leased by a service 
provider is not a private residence. 

Provider Network: The agencies or professionals under contract with Partners to 
provide authorized services to eligible individuals. 

Registry of Unmet Needs: A registry that contains a list of individuals who are 
waiting for NC Innovations funding for identified needs. 

Risk Support Needs Assessment: An assessment of factors that, if unaddressed, 
might pose a high threat to an individual’s health and welfare. These include: health 
risk (medical conditions that require continuing care and treatment); behavioral 
risk (behaviors or conditions that might cause harm to the person or others); and 
personal safety risk, (e.g., ability to make safe evacuation independently). 
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Service Limit: The maximum amount of a specific service that can be received under 
NC Innovations waiver. 

Slots: The annual allocation of the number of individuals that may be served in NC 
Innovations. The Center for Medicare & Medicaid Services (CMS) allows North Carolina 
to serve a given number of individuals on NC Innovations each waiver (calendar) year. 
This number is the number of slots available for that year. 

State Plan: The term that refers to the State Medicaid Plan for Medicaid for the State 
of North Carolina that is approved by the Center for Medicare & Medicaid Services 
(CMS). 

Supports Intensity Scale® (SIS®): A nationally recognized assessment that measures 
the level of supports required by people with disabilities to lead normal, independent, 
quality lives in their home community. 

Utilization Management department (UM): The department at Partners responsible 
for approving Individual Support Plans and authorizing medically necessary services. 
UM reviewers work in the UM department. 

Waiver Year: The 12-month period that the Center for Medicare & Medicaid Services 
(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. For NC Innovations this is July 1 to June 30. 

 
  



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

® 

 
 

Customer Services: 1.888.235.HOPE (4673) Administrative Offices: 1.877.864.1454 
Website: www.partnersbhm.org 

Email: questions@partnersbhm.org 
 

901 S. New Hope Road 
Gastonia, NC 28054 
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