Provider Exceptional Rate
 Request Template
DBHDD Region:   
                           Individual Name:                                                              Provider:                                                                      
                                                   
Submission Date to Region Field Office:                   
Requested Start Date of Exceptional Rate:      
Requested End Date of Exceptional Rate:      













Service Requesting Exceptional Rates: (check all that apply)  
	     Community Access Group
	
	
	   
	Overnight Respite
	

	     Community Living Support Services
	
	
	   
	Specialized Medical Equipment
	

	     Community Residential Alternative  
	
	
	     
	Specialized Medical Supplies  
	

	
	
	
	
	
	


Exceptional Rate Request/ Basis of Funding Request to Support as documented in the Clinical Review: (check all that apply)  
    Extraordinary Staffing Requirements: Enhanced paraprofessional, direct care staffing ratios either shared or one on one service delivery related to the direct care of the participant.      Medical           Behavioral
Extraordinary Placement Circumstances: (check one)   

    The individual is currently in an institution and unable to move to the least restrictive alternative in the community due to needed services requiring rate(s) 
         Above the established maximum rate(s)

    The extent of an individual participant’s needs presents imminent risk of institutionalization (i.e., the only options are institutionalization or enhanced waiver   
        service delivery beyond that provided by the established Medicaid maximum rate.

Assessed Exceptional Needs of the Participant:  Choose one of the following Tools 
	Health Risk Screening Tool (HRST) (with RN approval signature) Check One 
	OR
	Supports Intensity Scale (SIS) (with RN approval signature) Check One

	    A rating of 4 on Eating or Toileting in the HRST Category I 

            Functional Status
	
	    A rating of 2 on Lifting and/or Transferring, Turning or Positioning, 

            or Seizure Management  Section

	     A rating of 4 on Self Abuse or Aggression Toward Others                     Property in the HRST Category II – Behaviors
	
	    A rating of 2 on Prevention of Assaults/Injuries to Others, Prevention of                 Property  Destruction, or Prevention of Tantrums/Outbursts Section 3B

	     Any rating of 4 on Treatments in the HRST Category III –  

            Physiological, 
	
	    Total SIS rating of at least a 6 that includes a minimum of one rating of a 2 in the

            SIS Section 3A OR 3B

	    Four or more ratings of 4 overall on the HSRT, 


	
	


Exceptional Rate Template – Specific Service Provision-Community Residential Alternative and Community Living Support Services 
Budget Attached
	
	Specific Service:                                                                                                                           

Provider Name for CRA:      
Provider Number CRA:       
Provider Number CRA Nursing:        
Type of Residential Setting:     PCH     CLA     Host
Provider Name for CLS:      
Provider Number CLS:       
Provider Number CLS Nursing:      
Living Situation:      Live on own      Live with Family/Caretaker
  
	Projected

Rate:      


	
	Staffing Summary:                                                                     


	


Exceptional Rate Template –Specific Service Provision-Community Access Group 
Budget Attached
	
	 Provider Name for CAG:                                                                                                 

 Provider Number CAG:                                                                                                

  
	Projected

Rate:      


	
	Staffing Summary:                                                  


	


Exceptional Rate Template –Specific Service Provision-Specialized Medical Supplies

SMS Itemized Budget Attached
	 Provider Name for SMS:                                                                                               

 Provider Number SMS:                                                                                                

  
	Projected

Annualized Amount:      



Exceptional Rate Template –Specific Service Provision-Specialized Medical Equipment

SME Itemized Budget Attached
	 Provider Name for SME:                                                                                               

 Provider Number SME:                    
  
	Projected

Annualized Amount:      



	                                                                                                                        Important Information:  Read Only
Exceptional Rate Determination: An exceptional rate for a waiver service is based on assessed exceptional needs of the participant that require enhanced waiver service delivery beyond that provided by the established Medicaid maximum rate for that service. Any exceptional rate cannot provide for room and board and related items. The exceptional rate must derive from the enhanced service delivery specific to the exceptional needs of the participant, which include one or more of the following: Failure by the provider to deliver services as approved will result in recoupment.
· Extraordinary Staffing Requirements: Additional paraprofessional, Specialized Direct Care, Nutritionist or Language Interpreter staffing requirements and duties for support, which include enhanced paraprofessional and direct care staffing ratios 

KEY:  HOW TO FIND DOCUMENT IN CASE MANAGEMENT INFORMATION SYSTEM (CIS)
Name of Document

Coding of Document in CIS

Crisis Plan

CP, Date Range, Initial of Last First Name

Enhanced Medical Supports Review

EMSR, Date Range, Initial of Last First Name
Enhanced Behavior Supports Review
EBSR Date Range, Initial of Last First Name
Behavior Support Plan current within year

BSP, Date Range, Initial of Last First Name

Other Protocol Plans:  Example:  Safety or Medical Plan current within year

SP or MP, Date Range, Initial of Last First Name

Approved Exceptional Rate

ER Approved Date Range, Initial of Last First Name




	Additional Comments:       



Exceptional Rate Request Packets are to be submitted within 5- 10 days of receipt of *Enhanced Clinical Support Review* from Regional Field Office.  Exceptional Rate Request Packets are not accepted before the provider has reviewed the Clinical Support Review and Individual Support Plan.
Is Waiver of Standards Required?     .  If yes, please attach approval letter with the exceptional rate packet.

Please select Request Packet to Regional Field Office.  (Incomplete packets are not accepted and will be returned):
    Initial

        Provider Exceptional Rate Packet:
	
	     Exceptional Rate Request Template            
	    
	Exceptional Rate Budget Request
	    
	Crisis Plans and if applicable Safety Plans/BSP Plans etc with required signatures 

	
	     Behavioral Support Plan with required  

         signatures

	    
	RN signature review verification of selected tool (HRST or SIS) 
	
	


     Renewal: 
         Provider Exceptional Rate Packet 
Please note 120-90 days prior to the ISP, the updated selected tool (HRST or SIS) reflecting need in CIS, Crisis Plan, and if applicable Safety Plans/updated BSP notification forwarded to the Regional ER box and I&E Manager.
	
	     Exceptional Rate Request Template               Exceptional Rate Budget Request              RN Signature Verification Review of 
                                                                                                                                                              selected tool (HRST or SIS)  

	     
	RRN Signature verification of Review of HRST
	
	

	     Changes in Supports to Existing Exceptional Rate: 
          Provider Exceptional Rate Packet.

          Please note this requires an updated selected tool (HRST or SIS) reflecting the change in CIS
                Exceptional Rate Request Template                 Exceptional Rate Budget Request
Provider Contact Person:                                                                                                                                                                                                                                                                                    Provider Contact Numbers:         Office                             Cell

	                
	     
	
	Title:       

	
	
	


2

