Request for Medicaid Waiver

1. Date submitted to DMA:_______

2. Proposed Waiver Title:_____ 

3. Division(s) Proposing Waiver:___________________________________

4. Briefly describe the intent/purpose of this waiver.  Please note what would be accomplished under this waiver, what federal regulations need to be waived, the target audience and whether this waiver would apply statewide or to some portion thereof.  Also note why existing waivers of Medicaid services do not meet the needs of this project.  (500 word maximum)

5. Is the purpose of the waiver to expand Medicaid to a new group of eligibles or to create additional coverage and benefits for existing eligibles?

6. ___ existing eligibles

7. ___ new eligibles

8. ___ both

9. List the target population and the number of potential eligibles expected to be served annually by this waiver: ________________________________________

10. Provide evidence of research (needs assessment) done to assess the need for a new waiver:_______________________________________________ 

11. Indicate the estimated fiscal impact in terms of service and administrative costs to Medicaid and the amount and source of the state match (include the basis for your estimation): 

12. Medicaid $____________

A. State Match $__________  Source of State Match: ___________________

B. Basis for estimation: ___________________________________________

13. Will this waiver also require a rule change or a change in state statutes: 

14. ___will require a rule change and statutory change

15. ___will require a rule change only 

16. ___will require a statutory change only

17. ___no rule or statutory change required

18. Has a similar waiver been implemented in other states?  If so, please attach a list of those states, what they did, how the program was evaluated and any other relevant information related to the waivers’ success or failure: ____________________________________________________________

19. List all Divisions impacted by your waiver request: ____________________

20. Timeframe for implementation:____________________________________

21. Are there any known IT or system changes that would be needed to implement  this waiver?  Please note which system(s) would be impacted (e.g. MMIS, HSIS, EIS, FSIS, etc.):  _____________________________________________________________

22. Will your division be able to assume the role of lead agency* at the State level for day-to-day operations of the waiver?  Describe the staff resources that your division will commit to lead agency operations and the types of activities they will carry out.  (500 word maximum)
Division Director’s Signature:____________________________________________

Division Contact Name, Number and Email:______________________________

Submit to Judy Walton @ the Division of Medical Assistance

For questions call 855-4111

*  Lead agency responsibilities involve activities such as training case managers, reviewing plans of care, monitoring waiver program activities, and consulting with case managers on a day-to-day basis.  Specific lead agency activities vary from waiver to waiver and will be defined in a memorandum of agreement between DMA and the lead agency.  In all cases, DMA is ultimately responsible to CMS for the operation of the waiver.  Therefore, DMA will oversee lead agency operations to ensure that all requirements and assurances in the waiver are met.  DMA may revoke lead agency status at anytime that DMA determines that waiver requirements are not being met effectively.
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