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NORFOLK DEPARTMENT OF HUMAN SERVICES CONNECTS ELIGIBLE
CITIZENS TO FEDERAL, STATE AND LOCAL RESOURCES FOR FOOD,
HEALTHCARE, CHILDCARE, CASH ASSISTANCE, WORKFORCE
DEVELOPMENT, AND ENERGY AND UTILITIES ASSISTANCE.
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WHAT YOU NEED TO KNOW ABOUT DISABLED
MEDICAID




MERRIAM-WEBSTER DEFINES DISABLED AS BEING IMPAIRED OR LIMITED
BY APHYSICAL, MENTAL, COGNITIVE, OR DEVELOPMENTAL CONDITION
AFFECTED BY DISABILITY.




DMAS USES THE SAME “DISABLED” DEFINITION THAT THE SOCIAL
SECURITY ADMINISTRATION (SSA) USES FOR THE FOLLOWING:

DISABLED 18 AND OLDER
DISABLED UNDER 18




18 OR OLDER

THE SSA DEFINES “BEING DISABLED” AS AN INDIVIDUAL’S INABILITY
TO DO ANY SUBSTANTIAL GAINFUL ACTIVITY OR WORK BECAUSE OF
A SEVERE MEDICALLY DETERMINABLE PHYSICAL OR MENTAL
IMPAIRMENT OR COMBINATION OF IMPAIRMENTS.

THIS IMPAIRMENT(S) HAS LASTED OR IS EXPECTED TO LAST FOR A A
CONTINUOUS PERIOD OF NOT LESS THAN 12 MONTHS, OR THE
IMPAIRMENT |IS EXPECTED TO RESULT IN DEATH.




CHILD UNDER 18

THE SSA DEFINES “BEING DISABLED” AS HAVING A MEDICALLY
DETERMINABLE PHYSICAL OR MENTAL IMPAIRMENT OR
COMBINATION OF IMPAIRMENTS THAT CAUSES MARKED AND SEVERE
FUNCTIONAL LIMITATIONS. THESE LIMITATIONS MUST HAVE LASTED
OR BE EXPECTED TO LAST FOR APERIOD OF NOT LESS THAN 12
MONTHS OR THE IMPAIRMENT IS EXPECTED TO RESULT IN DEATH.




CHILD UNDER 18 CONTINUED

HOWEVER, A CHILD CANNOT BE FOUND DISABLED IF, AT
APPLICATION THE CHILD IS PERFORMING SUBSTANTIAL GAINFUL

ACTIVITY OR WORK AND IS NOT CURRENTLY ENTITLED TO
SUPPLEMENTAL SECURITY INCOME (SSI) BENEFITS.




AGED (65 AND OLDER), BLIND, OR DISABLED INDIVIDUALS
MEDICALLY NEEDY

AUXILIARY GRANT (AG)
MEDICAID WORKS PROGRAM
HOSPICE

PLAN FIRST - VIRGINIA'S FAMILY PLANNING SERVICES PROGRAM :
EMERGENCY SERVICES FOR NON-CITIZENS 2




INDIVIDUALS WHO ARE ELIGIBLE FOR MEDICARE PART A AND WHO MEET
ONE OF THE FOLLOWING COVERED GROUPS MAY RECEIVE LIMITED
MEDICAID COVERAGE. MEDICAID PAYS THE MEDICARE COSTS ON BEHALF
OF THESE MEDICARE BENEFICIARIES AS INDICATED BELOW:

QUALIFIED MEDICARE BENEFICIARIES (QMB)
SPECIAL LOW-INCOME MEDICARE BENEFICIARIES (SLMB)

QUALIFIED INDIVIDUALS (QI)
QUALIFIED DISABLED AND WORKING INDIVIDUALS (QDWI)




CUSTOMERS CAN APPLY FOR DISABLED MEDICAL ASSISTANCE THREE (3) WAYS

LOCAL DEPARTMENT OF HUMAN SERVICES/SOCIAL SERVICES IN PERSON
ONLINE

WWW.COMMONHELP.VIRGINIA.ORG
WWW.COVERVA.ORG

BY PHONE g
855-242-8282 |
855-635-4370



http://www.commonhelp.virginia.org/
http://www.coverva.org/

RECEIVED

REVIEWED (NEEDED VERIFICATION(S) REQUESTED)
EVALUATED

APPROVED OR DENIED

NORFOLK




A SUBMITTED APPLICATION IS ASSIGNED TO AWORKER WHO WILL REVIEW
IT AND VERIFY THAT ALL INFORMATION NEEDED IS RECEIVED:

NON-FINANCIAL
RESOURCES (ASSETS)
INCOME

APPENDIX D
ADULT/CHILD DISABILITY REPORT '




SOCIAL SECURITY NUMBER
VIRGINIA RESIDENCY

UNITED STATES CITIZENSHIP/ IMMIGRATION STATUS
IDENTITY




ALL RESOURCES MUST BE REPORTED

MONEY ON HAND
CHECKING/SAVINGS ACCOUNT
SAFE DEPOSIT BOX
STOCKS/BONDS

CERTIFICATES OF DEPOSIT -
TRUSTS




PRE-PAID BURIAL PLANS
VEHICLES/BOATS

LIFE INSURANCE POLICIES
REAL PROPERTY

NORFOLK




ALL INCOME RECEIVED MUST BE LISTED ON THE APPLICATION

EARNED INCOME (WAGES AND SELF-EMPLOYMENT)

UNEARNED INCOME (SOCIAL SECURITY, RETIREMENT PENSIONS, CERTAIN
VETERAN’S BENEFITS, ALIMONY, ETC.)
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COMPLETE APPENDIX D IF APPLYING FOR MEDICAID COVERAGE FOR:

DISABLED INDIVIDUAL
65 YEARS OR OVER

ANY ADULT/CHILD IN NEED OF LONG-TERM CARE SERVICES (NURSING
FACILITY OR COMMUNITY BASED CARE)




APPENDIX D GATHERS ADDITIONAL INFORMATION NEEDED TO
DETERMINE MEDICAID ELIGIBILITY

APPENDIX D IS NOT A STAND-ALONE APPLICATION

THE APPLICANT MUST SUBMIT APPENDIX D ALONG WITH THE MEDICAID
APPLICATION




AN ELIGIBILITY DETERMINATION WILL BE MADE WITHIN 45 CALENDAR
DAY S

NOTICE OF APPROVAL OR DENIAL PROVIDED

APPLICANT HAS ARIGHT TO FOLLOW THE APPEAL PROCESS IF THEY DO
NOT AGREE WITH THE ELIGIBILITY DECISION MADE




DISABILITY DETERMINATION SERVICES, COMMONLY CALLED DDS, IS A
STATE AGENCY THAT IS CONTRACTED BY THE SOCIAL SECURITY
ADMINISTRATION (SSA) TO MAKE THE MEDICAL DECISION OF INDIVIDUALS

APPLYING FOR SOCIAL SECURITY DISABILITY BENEFITS.

DDS ALSO MAKES THE MEDICAL DECISION FOR MEDICAID IN THE
COMMONWEALTH OF VIRGINIA.




ADULT/CHILD DISABILITY REPORT

Form Approved
SOCIAL SECURITY ADMINISTRATION OMB No. 0960-0579

For SSA Use Only- Do not write in this box.

DISABILITY REPORT Related SSH

Humber Holder

Anyone who makes or causes fo be made a false statement or representafion of matsrial fact for uss in derenmmng a
payment under the Social Security Act, or knowingly conceals or fails to disclose an event with an intent to affect a
inffial or continued right fo payment. commits a crime punishable under Federal law by fins, imprisonment, or both, "and
may be subject to administrative sanctions.

:Esgu are filling out ¢ ort for someons elss, pisass provids information about him or her. Wen a qusstion
A" OF “your,” it EVErS 1o the. person who i appiyin for Gisabiliy bencits.

SECTION 1 -INFDRMATIOI‘I ABOUT THE DISABLED PERSON

1.A. Name (First, Middle Initial, Last) B. Social Security Number

1.C. Mailing Address (Street or PO Box) Include apartment number or unit if applicable.

City State/Province | ZIP/Postal Code |Cour|try (If not USA)

1.D. Email Address

1.E. Daybme Phone Number, including area code, and the 10D and country codes f you Iive outside the USA
or Canada. Phone number

[]Check this box if you do not have a phone or a number where we can leave a message .

1.F. Altemate Phone Number - another number where we may reach you, if any.

Ahsmate phone number

1.G. Can you speak and understand English? [Ires  [1Ho

If no, what language do you prefer?
If you cannot speak and understand English, we will provide an interpreter, free of charge.

1.H. Can you read and understand English? [0 Yes [] Mo

1.1. Can you write more than your name in English? [Jyes [] Mo

1.J. Have you used any other names on your medical or educational records? Examp\ea are maiden name, other
married name, or nickname. O O M

If yes, please list them here:

SECTION 2 - CONTACTS

Give the name of someone (other than your doctors) we can contact who knows about your medical condiions, and
«can help you with your claim.

Z.A. Name (Firet, Middle Initial, Last) | 2.B. Relationship 1o you

2.C. Daytime Phone Number (as described in 1.E. above)

2.D. Mailing Address (Street or PO Box) Include apartment number or unit if applicable.

City State/Province ZIP/Postal Code | Country (If not USA)
ZEE. Can this person speak and understand English? [ ves L[] Mo

If no, what language is preferred?
Form SSA-3368-BK (10-2015) UF (10-2015) Page 1

Destroy Prior Editions

Form Approved
SOCIAL SECURITY ADMINISTRATION ‘OMB No. 0960-0577
Form $SA-3820-BK (03-2017) UF Page 10f 12
DISABILITY REPORT - CHILD
SECTION 1 - INFORMATION ABOUT THE CHILD
A. CHILD'S NAME (First, Middle Initial, Last) B. CHILD'S SOCIAL SECURITY NUMBER
T. YOUR NAME (Ff agency, provide name of agency and contact person)
YOUR MAILING ADDRESS (Number and Street, Apt. No. (if any). P.C. Box, or Rural Route)
cIy STATE ZIP CODE
'YOUR EMAIL ADDRESS (Optional)
D. YOUR DAYTIME PHONE HUMBER (If you do not have a phone numbsr where we can reach you, give us
a daytime number where we can leave a message for you.)
Area Code Number [] vourNumber  [| Message Number [ ] Nene
E. What is your relationship to the child?
F. Canyou speak and understand English?  [] YES [ ] NO
1f "MO", what is your preferred language?
HOTE: If you cannot speak and understand English, we will provide you an interpreter, fres of charge. If you
cannot speak and understand English, is thers someons we may contact who speaks and understands
English and will give you messages?
[ YES (Enter name, address, phene number, relationship) [[] NQ
HAME RELATIONSHIP TO CHILD
ADDRESS
(Number, Street, Apt. No. (if any), P.O. Box, or Rural Route)
DAYTIME
PHONE
City State 2P Area Code Number
Can you read and understand English? [] YES [] NO
G. Does the child livewithyou? [[] YES [[J NO  [f"NO", with whom does the child live?

HAME RELATIONSHIP TQ CHILD
ADDRESS
(Number, Street, Apt. No. (if any), P.O. Box, or Rural Route)
DAYTIME
PHONE
City State  ZIP Arsa Code Number

Can this person speak and understand English? [ ] YES [] NG
If "NQ", what is this person's preferred language?
Can this person read and understand English?  [] YES [ NO

NE-0Z8E-VSS Wiod - Py - uodey Alqesig

AT




AUTHORIZATION TO DISCLOSE INFORMATION

Formn Approved
WHOSE Records to be Disclosed OMEB No. 0B50-0623
[HANE [Frel, Modie, Last, Sutig

AT

sEN | [Bmh:lai ) 2

AUTHORIZATION TO DISCLOSE INFORMATION TO
THE SOCIAL SECURITY ADMINISTRATION (SSA)
** PLEASE READ THE ENTIRE FORM, BOTH PAGES. BEFORE SIGNING BELOW ™
1 voluntanly authorize and request disclosure (including paper, oral, and electronic interchange): .
WHAT ~All my medical racords; also education records and other information related to my ability to
gerfonn tasks. This |nc\ucbs specific permission to release'
1. All records and other my treatment, and «care for my i
including , and not limited to :
iatric or other mental i L {exchedes ° " as defined in 45 CFR 184.501) .

abuse. al ism, or ofher substance sbuse 3

Sickle cell anemia

disease; and tests for or records of HIVIAIDS

FRecords indicate of or
Generelated impaiments (inchuding genetc test results)
2. Information about how w impairment(s) affects my ability to canq:letetasks and activities of daily living. and affects my ability to work.

Copies of triennial assessments, hological and
speech eva]uat\ons aﬂd any umerl'enonis Mnaﬂn%elpevalm Iunﬂlm a]suteac rs” observations and evaluations. o

4. Information created within 12 months after the date this authorization is signed, as well as past information.

FROM WHOM
- All medical sources (hospials, dlinics, labs, |[TIS BOX TO BE COMPLETED BY SSA/DDS (= needed) Addwonal infonmabon to saentiy
shysicians psychoogsss et incuding lthe subject (e.0.. other names used). the specic Source. or the matenal to be disclosed:

mw. md VA hB.ilil cale bulmes
achers,

;
ﬁ
;a
]
5

my
{family, neighbors, friends, public officiais)
TOWHOM  The Social Security Administration and to the State agency i to pr
- determi senvices’). including contract copy services. and doctors or pmtessmnajs consulted dmng the ;
prooess. [Alsa, for mimatenal G o the LS, Deparament of Se Fma,;n Senice Post]
PURPOSE Dewemunmmyehghlltybrbeneﬁ(s.|rdudngbd:maﬂewrhnedeﬁeddwmp:m\emsihat £
¥ themseives would not meet SSA's defintion of disabiity; and whether | can manage such benefits.
|:| Distermining whether | am capable of managing benefits ONLY (check only if this applies) -
EXPIRES WHEN This authorization is good for 12 months from the date signed (below my signature) =
? |auhorize the use of 3 copy (induging electronic copy) of ths form for the disclosure of e information described sbove,
- | understand that thers are- ‘which this o other parties (see page 2 for detals) X.
T | e virae to S5A oy souross ook s Sufhonzaben .zawl:lne[seepage 2 for details).
+  SSAwill give me a copy of this form f | ask; | may ask the source 1o allow Me to iNspact or get 3 copy of materal to be disclosed. -+
| have read both pages of this form and agree to the disclosures above from the types of sources listed. *
PLEASE SIGN USING BLUE OR BLACK INK ONLY(IF nof signed by subject of disclosure, specify basis for aufhority fo sign
INDIVIDUAL a2 [] Parent of minor [ Guardian [ Other personal representative

SIGN B - {explan)

FarenEguardisnpersonal represenimeve sign
nare = tat zignacures requines oy St law)
Date Signed Strest Address -

Phone Nurmber (with area code ) City |9_1|E |Z'IP

WITNESS | know the parsan signing this farm or am safisfied of this person's i
TFHM “Winess sign here (2.9, ¥ sighed wih ~X above)
SIGH p SIGH B
Phone Nurmb=r (or Aodress) Phione Number (or AJdress)

TH generslond specel fon T disck »as‘ Top=d To comply with Tz provisions regarding disdosurs of medical, educational, and
mPL‘IU@TE![‘HI‘PM',L 160 and 164; 42 U.S. Code MW‘QWRMZIHUSMM

?332 JBCRTQTﬁ 20 U.S. Code section 339['FERF'A',| 34 CFR parts 99 and 300; and State law.

Form SSA-827 (11-2012) e (11-2012) Use 4-2000 and Later Editions Until Supply = Exhausted Pagelof2




DDS DISABILITY DETERMINATION MADE WITHIN 90 CALENDAR
DAYS

IF THE DISABILITY DETERMINATION TAKES LONGER THAN 90 DAYS
DDS WILL NOTIFY THE APPLICANT

THE LOCAL DEPARTMENT OF SOCIAL SERVICES DOES NOT

DETERMINE WHETHER OR NOT AN INDIVIDUAL MEETS THE 8
DISABILITY REQUIREMENTS x




DDS DETERMINES WHETHER OR NOT AN INDIVIDUAL IS DISABLED
AS DEFINED BY SSA BY EVALUATING A SERIES OF FACTORS IN

SEQUENTIAL ORDER
DEPARTMENT OF MEDICAL ASSISTANCE SERVICES IS DIRECTED TO
ADOPT ANY SSA DECISION(S) MADE WITHIN THE PAST 12 MONTHS.

IF AN APPLICANT ALLEGES A CONDITION THAT IS NEW OR IN
ADDITION TO CONDITION(S) ALREADY CONSIDERED BY SSA, ADDS

REFERRAL IS MADE




TO BE ELIGIBLE FOR MEDICAID PAYMENT OF LONG-TERM CARE, AN
INDIVIDUAL MUST BE ELIGIBLE FOR MEDICAID.

LTC IS CONSIDERED FULL MEDICAID COVERAGE

COPAYMENT DEPENDS ON GROSS INCOME

THE MEDICAID NON-FINANCIAL ELIGIBILITY REQUIREMENTS APPLY TO :
ALL MEDICAID APPLICANTS AND RECIPIENTS

HAVE TO MEET RESOURCE GUIDELINES




LTC SERVICES INCLUDES COVERAGE FOR INDIVIDUALS IN NURSING
FACILITIES AS WELL AS INDIVIDUALS SEEKING COMMUNITY BASED
CARE (CBC)

PRE-ADMISSION SCREENING

MEETING LEVEL-OF-CARE REQUIREMENTS SUCH AS BATHING,
CLOTHING, FEEDING ETC. IN ORDER TO RECEIVE WAIVER SERVICES




FEDERAL REQUIREMENT THAT THE INDIVIDUAL BE AT RISK OF

INSTITUTIONALIZATION WITHIN 30 DAYS IF WAIVER SERVICES ARE
NOT PROVIDED

APPLICATION PROCESS IS WITHIN 45 DAYS

CONTACT LOCAL DEPARTMENT OF HUMAN SERVICES/SOCIAL R
SERVICES FOR DETAILS IF MEDICAID LONG-TERM CARE SERVICES
ARE NEEDED.




HOME AND COMMUNITY-BASED WAIVERS

VIRGINIA PROVIDES AVARIETY OF SERVICES (SUCH AS PERSONAL CARE)

UNDER HOME AND COMMUNITY-BASED WAIVERS TO SPECIFICALLY
TARGETED INDIVIDUALS.

EACH WAIVER PROVIDES SPECIALIZED SERVICES TO HELP ELIGIBLE

INDIVIDUALS REMAIN IN THEIR COMMUNITIES. THESE INDIVIDUALS
RECEIVE ACUTE AND PRIMARY MEDICAL SERVICES FROM A MCO AND
WAIVER SERVICES (AND THE RELATED TRANSPORTATION) THROUGH THE |

FEE-FOR-SERVICE PROGRAM. THE WAIVERS ARE:




HOME AND COMMUNITY-BASED WAIVERS CONTINUED
ELDERLY OR DISABLED WITH CONSUMER DIRECTION (EDCD) WAIVER

PROVIDES SUPPORTS IN THE COMMUNITY FOR INDIVIDUALS WHO ARE
ELDERLY OR HAVE A DISABILITY. INDIVIDUALS MAY CHOOSE TO RECEIVE
AGENCY-DIRECTED SERVICES, CONSUMER-DIRECTED SERVICES OR A
COMBINATION OF THE TWO AS LONG AS IT IS MEDICALLY APPROPRIATE AND
DUPLICATE SERVICES ARE NOT PROVIDED. |




HOME AND COMMUNITY-BASED WAIVERS CONTINUED

INDIVIDUAL AND FAMILY DEVELOPMENTAL DISABILITY (DD)
SUPPORT WAIVER

PROVIDES SUPPORTS IN THE COMMUNITY RATHER THAN IN AN
INTERMEDIATE CARE FACILITY. THE DD WAIVER SERVES 2
INDIVIDUALS 6 YEARS OF AGE AND OLDER WHO HAVE A RELATED

CONDITION AND DO NOT HAVE ADIAGNOSIS OF INTELLECTUAL
DISABILITY, AND WHO: |




HOME AND COMMUNITY-BASED WAIVERS CONTINUED

INDIVIDUAL AND FAMILY DEVELOPMENTAL DISABILITY (DD)
SUPPORT WAIVER

MEET THE INTERMEDIATE CARE FACILITY FOR INDIVIDUALS
WITH/INTELLECTUAL DISABILITIES LEVEL OF CARE CRITERIA

ARE DETERMINED TO BE AT IMMINENT RISK OF PLACEMENT

ARE DETERMINED THAT COMMUNITY-BASED CARE SERVICES
UNDER THE WAIVER ARE THE CRITICAL SERVICES THAT ENABLE
THE INDIVIDUAL TO REMAIN AT HOME RATHER THAN BEING

PLACED IN AN IMMEDIATE CARE FACILITY




WAIVERS CONTINUED
INTELLECTUAL DISABILITY (ID) WAIVER

PROVIDES SUPPORTS IN THE COMMUNITY RATHER THAN IN AN IMMEDIATE
CARE FACILITY FOR INDIVIDUALS WHO ARE UP TO 6 YEARS OF AGE WHO
ARE AT DEVELOPMENTAL RISK AND INDIVIDUALS AGE 6 AND OLDER WHO

HAVE AN INTELLECTUAL DISABILITY.




WAIVERS CONTINUED
TECHNOLOGY ASSISTED (TECH) WAIVER

PROVIDES CARE IN THE COMMUNITY FOR INDIVIDUALS WHO ARE
DEPENDENT UPON TECHNOLOGICAL SUPPORT AND REQUIRE
SUBSTANTIAL, ONGOING NURSING CARE.




WAIVERS CONTINUED

DAY SUPPORT (DS) WAIVER FOR INDIVIDUALS WITH INTELLECTUAL
DISABILITY (ID)

PROVIDES HOME AND COMMUNITY-BASED SERVICES TO
INDIVIDUALS WITH INTELLECTUAL DISABILITIES WHO HAVE BEEN
DETERMINED TO REQUIRE THE LEVEL OF CARE PROVIDED IN AN
ICF/11D AND ARE ON THE WAITING LIST FOR THE ID WAIVER.




WAIVERS CONTINUED
ALZHEIMER’S ASSISTED LIVING (AAL) WAIVER

IS AVAILABLE ONLY TO INDIVIDUALS WHO LIVE IN A LICENSED
ASSISTED LIVING FACILITY, ARE AUXILIARY GRANT (AG) RECIPIENTS,
AND HAVE A DIAGNOSIS OF ALZHEIMER’S DISEASE OR A RELATED

DEMENTIAWITH NO DIAGNOSIS OF MENTAL ILLNESS OR .
INTELLECTUAL DISABILITY. i




Department of Medical Assistance Services
Summary Report on Medicaid and CHIP Expenditures - August, FY2017

Official Fumnding Fimal Funded August August FY % Chamge Balance Remaining
Forecast Adjustments Appropriation Growth FY2016 FY2047 Amount
General Medical Care: MCOs 3,386 152,613 0 3,386,152 613 T% 532 002,303 559 593 200 59 2 826 550 413 83%
Capitation Payments: Low-Income Adults & Children 1,785,852,438 o 1,785,852 436 5% 272,875,800 279,772,670 26| 1,505,879, 757 24 3%
Capitation Payments: Aged. Blind & Disabled 1.267.583.656 0 1.267.583.856 3% 202,260,881 226,284,358 96| 1.141,200.298 B23%
Capitation Payments: Duals/CCC Program 222 016,521 o 322,918,521 4%, 50,265,752 53,538,163 96| 268,380,358 23%
MCO Pharmacy Rebates {00.000.000} (1] {B0.000.000) —43% [1] [1] 0% (90.000.000) 100%
General Medical Care: Fee For Service 1,653,620, 705 (34,991 _533) 1,618,629 172 1% 297 202 323,176,866 A2%)] 1,295 452 306 B80%
Impatient Hospital F05.890,250 {15.350.618) 380,539,831 -5 77,580,900 84,481,924 2% 206,007,707 T7.8%
Owutpatient Hospital 106.315.722 [5] 108.315.722 -3%% 20,024.421 22.181.345 1196 84, 134377 TO%
FPhysician/Practitioner Services 121,181,198 654 682 121.835.881 -5 24,553,855 24,501.011 0% 87,334,870 S0%
Clinic Services ‘80.831.875 [v] 80.831.876 -2% 18,907.6587 26,945.020 A2%| 53.885.047 58 7%
FPharmacy 132.801.768 1] 132.801.768 22% 19.385.8675 21,764.353 129 111.037.416 B4%
FFS Pharmacy Rebates (71.881.528) [1] (71.881.526) 50% (24,341 .051) ] -100%| (71.881.526) 100%
Medicare Premiums Part A & B 288.790.637 1] 288.790.837 % 42607774 45,5687.058 15%| 248.812.578 B4%
Medicare Fremiums Fart D 2321.324,830 [s] 221.324.930 196 47.200.915 36,302,200 2495 185.022 640 24%
Dental 161.320.268 (3.53B8.023) 157.7862.245 3% 29,073.881 29.727.536 29| 128.054.700 B1%
Tramsportation ‘89,322,047 o B8.323 047 2% 13,221,847 7.238.844 —4196 81.483.203 1%
Al Orther 117.805.524 (16.748.573) 101.0568.851 -13%: 18, 167.985 20.548.575 13%| 80.510.376 B0%
Behavioral Health & Rehabilitative Sernvices TE7_ 680 604 11,844 543 799,525 146 9% 127 927,539 145 925 361 14%| 653 599 7RSS B82%
MH Case Managemsnt 81,116,765 o 81,118,766 -59% 15,382 11D 17,220,508 1396 683,708,258 TO%
MH Residential Services 30.456,.560 o 30.458.560 15%; 4,030,007 6,181.855 539 24 374705 B0%
MH Rehabilitative Services 560,645,456 11,844 542 £81,490,098 10%| 90,657,743 100,790,508 1196 480,700,492 23%
Early Intervention & EFSDT-Authorzed Services 106,460,822 [v] 108.460.822 3% 17.857.670 21.632.492 2196 84.828.330 B0%
Long-Term Care Senices 2 657,021, 501 12265 298 2669286 799 &% 453 356,007 A5, 767,450 3% 2203 519 349 82 6%
MNursing Facility 207,560,364 o 207,560,354 Exd 138,205,154 138,857,820 0% G68,702.535 52.8%
Private ICF/MRs 115,120,855 0 115,180,955 % 20.233.813 17.687.053 -15%%| O7.502.002 25%
PACE ‘56,458,805 0 508,450,005 8% 11,772,136 8,743,752 -2 57,718,123 BT %
HCBC Waivers: Personal Support 235,140,085 {13.021.734) 821.227.381 5% 140,970,202 153.515.708 06| B687.711.655 21%
HCBC Waivers: Habilitation G80.747.025 38.1456.502 718.883.527 113 117.564.544 121,261.535 336 5688.631.892 B3%
HCBC Waivers: Mursing, EMVAT, Adult Day Care, Alzheimers 87287778 2.485 540 B80.773.318 A0 11.558.702 12,820,508 1196 76.843.810 26%
HCBC Waivers: Case Management & Support 84.827.370 (15.445.010) 48,182,360 -30% 12.451.366 12871137 336 38.311.232 T4%
Indigent Care S16. 170,712 516,170,712 -4%) 80 397 288 129,428 330 61 %a| 386 741 782 To5%:
Total Medicaid Expenditures $9.000,646,135 {$10,881,693) $8.989,764,442 5% $1,420,885,806 $1.623,891,807 14% $7,365,872,635 B1.9%
Mental Health Services CSA 71,713,945 71,713,945 —20%,| 7,837,795 16,923,786 5% 54,790,159 T
Fedsral Funds 43.187.748 43.187.748 -3 &,918.888 2,461,893 -5 34,725,855 S0%
State Fumds 28.526.197 28.528.197 -35%, 2.018.808 2.461.803 -5 20,064,304 TO%
MHMR Facility Reimbursements (45607) 151,698,269 (17.008_121) 134,690,148 —28%, 29,447,185 22 674,860 2% 112,015,288 83 2%
Federal Funds T5.848.135 (12.504.061) 53.345.074 -37%| 14, 723.583 11.337.430 -23%| 52,007 644 2. 1%
State Fumds T5.840.135 (4.504.0G1) T1.345.074 -1796| 14.723.583 11.337.430 -39 80.007.644 24.1%
Total Medicaid Program (456) $9,152,344 408 $43,824,131 $9,196,168,535 4% $1,468,170,766 $1,663,490,453 13% $7,532,678,082 B1.9%
Federal Funds 4.400.922.781 17.720.866 4.508.852 447 5% T12.948.882 822.448.458 159 3.688,205.980 21.8%
Special Funds. 245,848,632 18,236,320 265,084,852 -39 365,084,052 100.0%
State Fumds 4.314.572.085 7.858.145 4,322 .431.140 436 755,221,004 841.043.003 1196 3.481. 387,147 20.5%
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