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GENERAL REQUIREMENTS 
 
The Mi Via Waivers (one for Nursing Facility Level of Care and one for Intermediate 
Care Facilities for the Mentally Retarded Level of Care), are approved by CMS.  Mi Via 
provides self-directed home and community-based services to eligible HCBS Waiver 
recipients, who are Disabled or Elderly (D&E), Developmentally Disabled (DD), 
Medically Fragile (MF), those diagnosed with Acquired Immunodeficiency Syndrome 
(AIDS), and those diagnosed with certain Brain Injuries (BI). The Mi Via Service 
Standards set forth for the administration of the Mi Via Waiver, according to 8.314.6 
NMAC. 
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DEFINITIONS AND ACRONYMS 
 
AGING AND LONG TERM SERVICES DEPARTMENT (ALTSD) – Responsible 
for administering Mi Via, the Self-Directed HCBS Waiver for populations that meet 
Nursing Facility Level of Care (Disabled and Elderly, AIDS, and Individuals with Brain 
Injuries).  
 
AIDS WAIVER – A Medicaid Home and Community-Based Services Waiver 
(HCBSW) program for recipients who are diagnosed as having Acquired 
Immunodeficiency Syndrome or AIDS-Related Conditions1 and who meet the level of 
care provided in a hospital or nursing facility.     
 
BRAIN INJURY (BI) – Individuals (through age 64) with an injury to the brain of 
traumatic or acquired origin resulting in total or partial functional disability or 
psychosocial impairment or both.  The term applies to open and closed head injuries 
caused by: an insult to the brain from an outside physical force; anoxia; electrical shock; 
shaken baby syndrome; toxic and chemical substances; near-drowning; infections; 
tumors; or vascular lesions.   
 
BI may result in either temporary or permanent, partial or total impairments in one or 
more areas including, but not limited to: cognition, language, memory, attention, 
reasoning, abstract thinking, judgment, problem solving, sensory perceptual and motor 
abilities, psychosocial behavior, physical functions, information processing, and speech.  
The term “brain injury” does not apply to brain injuries that are congenital, degenerative, 
induced by birth trauma or neurological disorders related to the aging process, or 
chemically caused brain injuries that are a result of habitual substance abuse.  The BI 
participant must have a documented BI diagnosis, as defined by the State. A list of 
applicable International Classification of Disease (ICD 9) codes can be obtained from 
ALTSD or HSD/MAD. 2  
 
BUDGETARY ALLOTMENT – The amount of funding for each participant. The 
participant’s consultant receives the annual individual budgetary allotment from the State 
and informs the participant when the participant is deciding whether to select self-
direction over traditional waiver services and during the planning process.   
  
CENTERS FOR MEDICARE AND MEDICAID SERVICES (CMS) – Federal 
agency within the U.S. Department of Health and Human Services that works in 
partnership with the states to administer Medicaid. CMS must approve all HCBSW 
programs. 

                                                 
1 New Mexico Acquired Immunodeficiency Syndrome (AIDS) or AIDS-Related Conditions Home and 
Community-Based Services Waiver Policies.  735 NMAC. 1995.   
2 Mi Via Self-Directed Waiver Application. 2006.  
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CONSULTANT CONTRACTOR AGENCY (CCA) – The Consultant Contractor 
Agency, under contract with Aging and Long Term Services Department (ALTSD) and 
Human Services Department (HSD), hires individual consultants and trains and certifies 
these consultants to work at the local level and provide supports to individual Mi Via 
participants.  
 
CONSULTANTS – Hired by the CCA to provide support services to assist Mi Via 
participants with understanding the Mi Via requirements and developing and 
implementing the Service and Support Plan and Budget.  Other required responsibilities 
are described in Section VI of the Service Standards.    
 
CONSUMER DIRECTION – Philosophical orientation that emphasizes the ability of 
older persons, individuals with disabilities, including adults and children, and, where 
appropriate, their families, to assess their own needs and make choices about what 
services would best meet those needs.3 Consumer direction and self-direction are 
sometimes used interchangeably.  
 
DEPARTMENT OF HEALTH (DOH) – Responsible for administering the Mi Via 
HCBS Waiver for populations that meet the Intermediate Care Facility for the Mentally 
Retarded Level of Care (ICF-MR) (Developmental Disabilities and Medically Fragile 
Waiver populations).   
 
DEVELOPMENTAL DISABILITIES WAIVER (DD Waiver) – Medicaid HCBSW 
program for individuals who meet the definition of developmental disability and mental 
retardation or a specific related condition as determined by Department of Health (DOH) 
in accordance with approved DD Waiver criteria4 and who meet the level of care 
provided in an Intermediate Care Facility for the Mentally Retarded.  
 
DISABLED AND ELDERLY WAIVER (D and E Waiver) – Medicaid HCBSW 
program for the elderly (age 65 or older) or persons with a disability (blind or disabled) 
as determined by the Disability Determination Unit utilizing Social Security Disability 
guidelines and who meet the required level of care provided in a nursing facility.5  
 
FINANCIAL MANAGEMENT AGENT (FMA) – The FMA sets up individual 
participant accounts, makes expenditures that follow the approved budget, handles all 
payroll functions on behalf of participants who hire service providers and other support 
personnel, provides participants with a monthly report of expenditures and budget status, 
and provides the State with a quarterly and annual documentation of expenditures.    
HOME AND COMMUNITY-BASED SERVICES WAIVER (HCBSW) – Medicaid 
program that provides alternatives to long term services in institutional settings.  The 

                                                 
3 National Council on Disability. Consumer Directed Care: How Well Does It Work? 2004. 
4 New Mexico Developmental Disabilities Home and Community-Based Services Waiver Policies.  8.314.5 
NMAC. 2002.  
5 New Mexico Disabled and Elderly Home and Community-Based Services Waiver Policies.  8.314.2 
NMAC. 2006.   
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federal government “waives” certain statutory requirements of the Social Security Act to 
allow states to provide an array of community-based options through HCBSW programs. 
 
HUMAN SERVICES DEPARTMENT (HSD) – Designated by the Center for 
Medicare and Medicaid Services as the Medicaid-administering agency in New Mexico. 
 
INTERMEDIATE CARE FACILITIES FOR THE MENTALLY RETARDED 
(ICF-MR) – Facilities that are licensed and certified by DOH to provide room and board, 
continuous active treatment and other services for eligible Medicaid recipients with a 
primary diagnosis of mental retardation.6   
 
MEDICALLY FRAGILE WAIVER (MF Waiver) – HCBSW program for recipients 
diagnosed with a developmental disability, developmental delay or who are at risk for a 
developmental delay and diagnosed with a medically fragile condition before reaching 
age twenty-two (22) and who require an ICF-MR level of care and meet other defined 
criteria.7

 
MI VIA – “my path”, “my way”, or “my road”, is the interagency 1915 (c) Medicaid 
Self-Directed HCBS Waiver program through which eligible participants have the option 
to control and direct services, supports, and Medicaid funds, using the essential elements 
of person-centered planning, individual budgeting, participant protections, and quality 
assurance and quality improvement.8

 
PARTICIPANTS in Mi Via – Older persons and individuals with disabilities, including 
children, who meet the eligibility criteria and who have been allocated to receive services 
and support through the program. Where participants are minor children or have 
cognitive impairments, the term “participants” may also include families, e.g., any 
relative, significant other or recognized surrogate decision-maker. 
 
QUALITY ASSURANCE AND QUALITY IMPROVEMENT (QA and QI) – 
Processes required by the state and federal governments whereby the State must provide 
appropriate oversight and monitoring of its HCBSW program(s) so that waiver 
assurances, such as the necessary safeguards to protect the health and welfare of 
participants receiving services, are met and the operation of the program is improved on a 
continual basis.9

                                                 
6 New Mexico Medicaid Long Term Care Services Intermediate Care Facilities for the Mentally Retarded 
Policies.   8.313.2 NMAC.  2000. 
7 New Mexico Medically Fragile Home and Community-Based Services Waiver,  8.314.3 NMAC. 2002. 
8 New Mexico Mi Via Home and Community-Based Services Waiver, 8.314.6 NMAC. 2006. 
9 Independence Plus: A Demonstration Program for Family or Individual Directed Services. Centers for 
Medicare and Medicaid Services. 2004. 
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REPRESENTATIVE – An individual who assists the Mi Via participant to make 
decisions about his/her service needs and budget, and assists the participant to develop 
and implement his/her Service and Support Plan and Budget.  The participant’s 
representative does not have to hold a power of attorney for the participant.  While the 
participant’s representative can be a service provider for the participant, the 
representative cannot serve as the participant’s consultant. If the representative is an 
employee, he/she cannot sign his/her own timesheet.  In that case a responsible party can 
sign the representative’s timesheet. 
 
RE-REVIEW PROCESS – A participant who disagrees with a clinical/medical 
utilization review decision or action on their abstract review, may submit a written 
request for a re-review to Medicaid Utilization Review with the Third Party Accessor. 
 
RECONSIDERATION – Requests must have additional medical/clinical information  
(in addition to the initial and re-review information submitted) in order to meet the 
requirements for the reconsideration process. 
 
SELF-DETERMINATION – Broad concept related to participants’ overall control of 
their lives and ability to take part in society.  Self-determination rests on five basic 
principles: 1) freedom to lead a meaningful life in the community; 2) authority over 
dollars needed for support; 3) support to organize resources in ways that are life 
enhancing and meaningful; 4) responsibility for the wise use of public dollars; and 5) 
confirmation of the important leadership that self-advocates must hold in a newly 
designed system. 10

 
SELF-DIRECTED WAIVER (SDW) PROGRAM, Mi Via – Interagency Medicaid 
HCBSW program, in which eligible participants have the option to control and direct 
services, supports, and Medicaid funds, using the essential elements of person-centered 
planning, individual budgeting, participant protections, and quality assurance and quality 
improvement. 11  
 
SELF-DIRECTION – Process applied to the service delivery system whereby older 
persons, individuals with disabilities, and, where appropriate, families, have control and 
choice in identifying, accessing and managing the services they obtain to meet their 
personal assistance and other health-related needs.12  Self-direction and consumer 
direction are sometimes used interchangeably.   
 
SERVICE AND SUPPORT PLAN (SSP) – Participant plan that contains: (a) the 
waiver services that the participant chooses, the service(s) projected amount, frequency 
and duration, and the type of provider who furnishes each service and (b) the other 

                                                 
10 Center for Self-Determination. www.self-determination.com/publications/principles. 2005.  
11 Independence Plus: A Demonstration Program for Family or Individual Directed Services. Centers for 
Medicare and Medicaid Services.  2004. 
12 Independence Plus: A Demonstration Program for Family or Individual Directed Services. Centers for 
Medicare and Medicaid Services. 2004. 
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services (regardless of funding source, including State plan services) and informal 
supports that complement waiver services in meeting the needs of the participant. 
 
THIRD PARTY ASSESSOR (TPA) – An entity under contract with HSD to provide 
services to the Department relating to initial medical eligibility determination for 
individuals with brain injuries and individuals who are new to HCBSW programs and 
choose Mi Via; reevaluation of medical eligibility for all Mi Via participants; and review 
and approval or denial of Mi Via participants’ individualized Service and Support Plans 
and Budgets. 
 
TRI-AGENCY COUNCIL and TRI-AGENCY POLICY SUBCOMMITTEE  
(TAC/TAPS) – Interagency groups, comprised of representatives from ALTSD, DOH 
and HSD, that provide guidance and direction on matters related to the implementation 
and maintenance of Mi Via.  These groups are convened as needed to meet the needs of 
partners in developing protocols and procedures for Mi Via.  (For more detail, see Mi Via 
Service Standards XI. Mi Via Tri-Agency Council and Tri-Agency Policy Subcommittee)  
 
WAIVER – Federal government has “waived” certain statutory requirements of the 
Social Security Act to allow states to provide an array of home and community-based 
services options through Medicaid as an alternative to providing long- term services in 
institutional settings. 
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I. INTRODUCTION TO MI VIA  
 
A.        Purpose 

 
Mi Via, which means “my path”, “my way”, or “my road”, is the State’s Medicaid 
Self-Directed Home and Community-Based Services (HCBS) Waiver program. 
Mi Via is the implementation of the efforts of many individuals and groups 
statewide, starting in 1999, to realize inclusion of self-direction as an option in 
New Mexico’s HCBS Waivers. The program is administered through a 
partnership among the New Mexico Aging and Long Term Services Department 
(ALTSD), Department of Health (DOH), and Human Services Department 
(HSD).  The Medicaid Mi Via regulations13 and the Service Standards contained 
herein set forth the parameters for the Mi Via program.  
 

B.  Goals for Mi Via 
 
The goals of Mi Via are to provide home and community-based alternatives to 
institutional care that facilitate greater participant choice, direction and control 
over services and supports that are purchased, within an agreed upon Service and 
Support Plan and Budget; and to serve the most people possible within available 
resources.   
 

C. Philosophy of Self-Direction 
 
Self-direction is a tool that leads to self-determination through which participants 
can begin to re-take control of their lives and have more freedom to lead a 
meaningful life in the community. Within the context of Mi Via, self-direction 
means participants decide the services, supports and goods they need; when those 
services and supports are provided; who provides those services and supports; 
where the services and supports are provided; how the service and supports are 
provided; and who participants want to assist them plan their services, supports 
and goods. Self-direction means participants have more choice, control, 
flexibility, freedom, and responsibility. 
 
State agency program staff working with the Mi Via program shall be 
knowledgeable about and proficient in the philosophy of self-direction.   
 

D. Mi Via’s Guiding Principles  
 
All participants:   
(1) Have value and potential;  
(2) Shall be viewed in terms of their abilities;  
(3) Have the right to participate and be fully included in their communities;                             
            and  
(4) Have the right to live, work, learn, and receive all services and supports             

                                                 
13 Mi Via Home and Community-Based Services Waiver, 8.314.6 NMAC. 2006. 
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            appropriate to their individual needs, in the most integrated settings 
 within their communities.  

 
E.        Education and Outreach 

 
Prior to enrolling in Mi Via and during implementation, participants (or the 
participant’s representative) must have ready access to education, training, 
information, tools, and support related to all aspects of Mi Via so that the 
participant, or participant’s representative, can make informed decisions regarding 
self-direction. A multifaceted approach is utilized to communicate Mi Via 
information, including: written materials, website information, video presentation, 
and community education forums for participants, families, providers and other 
interested parties.  

 
ALTSD shall take the lead, in collaboration with DOH, related to Mi Via on-
going education, training, and information-sharing.  ALTSD, DOH and HSD 
websites and existing information-sharing and training networks shall be used to 
disseminate information, including regularly updated Frequently Asked Questions 
(FAQ’s) on the ALTSD, DOH and HSD websites to address implementation 
issues that arise. 
 
Mi Via Participant Informational Materials shall include, but are not limited to:  

(a.)  Mi Via Brochure 
(b.)  Mi Via FAQ’s 
(c.)  Mi Via Participant Guidebook 
(d.)  Mi Via: Is It Right For You? 
(e.)  Mi Via website: www.MiViaNM.org  
(f.)  Mi Via: Choosing Self-Direction, DVD or VHS  

 
Other resources are also available, such as worksheets, tips and resource lists. 

 
F. Mi Via Compared with Traditional Waivers 

 
ALTSD, DOH and HSD staffs, who work with the HCBS waiver programs, shall 
have information regarding the differences between Mi Via and the traditional 
waiver programs and recognize a waiver recipient’s right to choose between Mi 
Via and the traditional waiver programs.  
  
(1)        Mi Via is different from the traditional HCBS Waivers in the following 

ways: 
 (a)    Mi Via participants can purchase services, supports and goods     

                     that is not available in other Medicaid programs; 
 (b)    Mi Via participants decide what services and supports they  

                     need; 
(c)   Mi Via participants have more freedom in that they have more   

               control over services and supports;   

  2   
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(d)       Mi Via participants decide what their workers do and how                         
               much to pay them within a suggested range of rates (See                
               Appendix H); and Mi Via participants can choose to purchase     
               any of the services available under the entire existing waiver     
               programs, regardless of their disability, and as long as the cost  
               is within their individual budget. 
 

(2) Participants can choose between Mi Via and the traditional waiver 
programs  (Disabled and Elderly (D and E), Developmental Disabilities 
(DD), AIDS, and Medically Fragile (MF) upon receiving an offer for the 
traditional home and community-based services.  

 
G.  Mi Via for Individuals Eligible Under the Brain Injury Category of 

Eligibility 
 

ALTSD, DOH and HSD staffs, who work with the HCBS waiver programs, shall 
have information regarding services in Mi Via for individuals with brain injuries.  

 
(1) Individuals who are eligible for Mi Via under the brain injury category of  
            eligibility have only the Mi Via choice. 
(2) If an individual with a brain injury would prefer to receive traditional            
            waiver services, he/she must register with the applicable traditional waiver  
            program to receive an allocation, and, when it becomes available, must be                       
            determined eligible for that waiver program. 
 

 
. 
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II. Offer for Waiver Services 
 
New Mexico has an offer-for-waiver-services process for participation in and funding of 
Home and Community-Based Services (HCBS) waivers. Current waiver clients can 
choose to transition to Mi Via; new waiver applicants can choose Mi Via after they 
receive an offer for traditional waiver services.  Individuals with brain injuries receive 
services only through Mi Via. 
 
Mi Via participants are enrolled on a first-come, first-served basis until the number of 
unduplicated recipients specified in the Mi Via Home and Community-Based Services 
Waiver application is reached. Individuals with brain injuries may have priority access to 
Mi Via services under certain circumstances, as specified in the Waiver application. 
 
A. Current Waiver Clients Transitioning From Traditional Waivers     

 to Mi Via  
 
(1)   Current Waiver clients (receiving services through D and E, DD, MF or 

AIDS Waivers) who want to participate in Mi Via and/or want more 
information shall be referred to the Consultant Contractor Agency (CCA), 
which contacts the client to provide additional information, including the 
individual client’s budgetary allotment. 

 
(2)   If the client wants to proceed, he/she must sign a Waiver Change Form to 

start the process and a Choosing Mi Via: Understanding Participant 
Responsibilities Consent Form, declaring his/her intent to transfer to Mi 
Via.  At that point he/she commits to enroll in Mi Via, becomes a Mi Via 
participant, and chooses an individual consultant. His/her allocation is 
closed in the traditional waiver and opened in the Mi Via Waiver only after 
the Mi Via SSP/budget is approved and entered in OmniCaid with an 
established start date.   

 
 (3)   The CCA, in collaboration with the participant, shall contact the traditional 

waiver case manager (CM) and a transition meeting shall be arranged to 
exchange pertinent information, assist the client in the transfer, and consider 
a transfer date. The CCA, CM and participant shall coordinate the transition 
processes to ensure that there is no break in services from the traditional 
waiver to Mi Via. 
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B. New Waiver Applicants, Including Individuals Eligible Under    

the Brain Injury Category, Choosing Mi Via 
 

When an individual receives an offer for either the D and E, DD, MF or AIDS 
Waiver programs, he/she is asked to choose either institutional or the Home and 
Community-Based Services (HCBS) Waiver program.  If the individual chooses 
to receive services through the HCBS Waiver, he/she is asked to make a second 
choice between the traditional waiver and Mi Via.  Based on the individual’s 
choice, if the individual is determined to be medically and financially eligible, the 
funding goes with the individual to the traditional waiver or to Mi Via. 

 
For individuals with brain injuries, when the applicant receives an offer for 
waiver services, the individual is asked to choose either institutional or home and 
community- based services.  If the individual chooses to receive services in the 
home and community, he/she is offered the Mi Via Waiver, and, if the individual 
is determined to be medically and financially eligible, the funding goes with the 
individual to Mi Via. 
 

C.       Mi Via Consent   
 

Individuals who want to participate in Mi Via must sign the Choosing Mi Via: 
Understanding Participant Responsibilities Consent Form, declaring his/her 
intent to receive services through Mi Via.  In signing the consent form, the 
individual consents to choosing Mi Via voluntarily, understanding of the budget 
amount, his/her rights and responsibilities, involvement in participant surveys and 
release of information, as applicable.  
 
See Appendix A: Waiver Change Forms and Appendix B: Choosing Mi Via: 
Understanding Participant Responsibilities Consent Form 
 

D. Other Transitions – Approved by TAC January 8, 2008 
New Allocation: No Mi Via Services Utilized - No Eligibility 
Established 

 
     New Allocation, No Mi Via Services Utilized-No Eligibility Established 

If any contractor is notified a participant wants to return back to traditional 
waiver, the contractor will direct the participant to the state agency. 
PARTICIPANT: 
Requests to change from MV to traditional waiver and contacts the state 
agency 
STATE: 
1. Verifies the reason for change proceeds to research the status (enrollment, 

budget, assessment) and informs the participant of the outcome. 
2. Provides MV Participant a waiver change form listing all CMA in 

participant’s county.  (ALTSD WCF) DOH issues PFOC listing all CMA 

  5   



   

within two (2) working days.  DOH issues a WCF for established financial 
and medical eligibility and SSP. 

3. Upon receipt of change form, forwards to the TPA, CDPC and selected 
CMA within two (2) working days.   A fax and mail to CDPC and CMA.  
E-mail to ISD and fax to HE TPA. 

4. Enters information into ALTSD CR2 and DOH enters into CR 
 
CMA: 
 Follows the traditional service standards for proceeding.  

 
ESTABLISHED FINANCIAL AND MEDICAL ELIGIBILITY WITH 
APPROVED SSP AND BUDGET UTILIZATION 

 
ABOVE STEPS 1-4 APPLY 

        
CMA: 
1. Contacts CDPC to discuss and obtain participant information within five (5) 

working days (MAW, LOC, CIA, other assessments and amount of authorized 
budget).  

2. CM gives client Secondary Freedom of Choice form (SFOC) to select Direct 
Service Providers.   

3. Upon receipt of the SFOC’s, CM coordinates an IDT for the development of 
ISP and MAD 046 based on the amount of the authorized budget, adds the 
prorate of 10% and includes on-going case management for the remaining of 
the authorized ISP year. Case manager bills under the administrative cost. 

4. CM collaborates with CDPC for establishment of Mi Via end dates and 
Traditional begin dates.  CM will forward MAD 046 to CDPC 

5. CM submits current LOC, ISP, and MAD 046 to NMMUR for review, 
including the Mi via revised budget 

6. CM receives determination from NMMUR. 
7. CM sends authorized MAD 046 to CDPC 
8. CM sends a CIU to ISD for update of MAAR screen. 
 
CDPC: 
1. Contacts PPL for obtaining a Friendly Family Report. 
2. Contacts participant and informs/educates of the need to prorate budget. 
3. Provides CMA copies of participates information (MAW, LOC, CIA, other 

assessments and amount of authorized budget). 
4. Upon receipt of the MAD046 from CM, revises budget to close Mi Via waiver 

services. 
5. Sends revised Mi Via budget to CM. 
6. Upon receipt of the authorized MAD 046, sends copy to PPL and the TPA. 
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TPA: 
The TPA will conduct a review of each Mi Via participant’s Service and Support 
Plan (SSP) and budget, utilizing:  
a. Documentation from the determination of the participant’s medical eligibility 

level of care;   
b. Service and Support Plan (SSP) authorization review criteria; and  
c. Participant’s allotted budget amount. 
 
SSP utilization review criteria shall be applied, as follows: 
A.  Services, supports and goods identified in the SSP shall be approved if they 

enhance opportunities to achieve outcomes related to living arrangements, 
relationships, inclusion in community activities and work so long as the 
services or items meet the following requirements:  
i. The service or item is designed to meet the participant’s functional, 

medical or social needs and advances the desired outcomes in his/her 
Service and Support Plan;  

ii.  The good or service is documented in the SSP; 
iii. The service or item is not prohibited by Federal and State statutes and 

regulations; and,  
iv. One or more of the following additional criteria are met: 
a.  The service or item would increase the participant’s functioning related to 

the disability;  
b.  The service or item would increase the participant’s safety in the home 

environment; or  
c.  The service or item would decrease dependence on other Medicaid-funded 

services.  
 
B.  Participant-Delegated Goods and Services’ Categories that could be covered, 

include: 
i. Transportation 

a. Non-medical transportation 
b.  Primary vehicle repairs (non-routine) 

ii.  Community-Integration 
a.  Health Club memberships 
b.  Community membership dues 

iii.  Household-related 
a.  Appliances 
b.  Computers and costs related to Internet access 

iv. Technology for Safety and Independence 
 a.  Programmable or voice-activated phones 
 b.  Personal alarms 
 c.  Life lines 
 d.  Cell phones 
 e.  Assistive technology 
 f.  Memory-prompting technology 

v.   Alternative Medicines and Therapies 
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 a.  Music, art, hippo-therapy, and massage therapy (excludes hippo-

therapy covered by State Plan benefits) 
vi.   Health-related Services, Equipment and Supplies  

 a.  Non-covered medical and dental expenses 
 b.  Non-covered durable medical equipment and supplies 
 c.  Exercise equipment 
 d.  Non-covered health-related supplies 

vii.  Personal assistance 
a.  Personal assistance related to the disability that enhances life at home, 

work or in the community 
viii. Coaching of the participant’s parents, spouses, and significant others 
ix.   Resources Facilitation 

 a.  Assistance in identifying and exploring resources to enhance 
functioning and independence  

 
C.  Goods, services and supports that cannot be covered include: 

i. Services covered by the State Plan, Medicare, and other third parties, 
including education, home-based schooling and vocational services 

ii. Services, goods or supports provided to or benefiting persons other than 
the individual participant 

iii.  Room and board 
iv.  Personal items and services not related to the disability 
v.  Experimental treatments as defined by Medicaid regulations 
vi.  Vacation expenses 
vii. Goods or services through another source 
 

Budget review criteria shall be applied as follows: 

A. The current Mi Via rate schedule, as attached, shall be used as a guide in 
evaluating proposed rates for services that are currently covered or similar to 
currently covered services. The participant must justify the Medicaid rates 
when the budget rates exceed the Mi Via rate schedule.  

 
B. If during the utilization review of the SSP and budget, the TPA with the CCA 

may refer decisions to approve or deny a requested good or service to the Tri-
Agency Council.  Utilization of the Tri-Agency Council should be limited to 
requests for goods or services that are not addressed in the service standards.  
Days elapsed while awaiting a decision from the Tri-Agency Council are not 
considered as part of the ten (10) working days allotted to the TPA to 
complete their utilization review.    

 
The TPA will shall make a utilization review decision within ten (10) working days 
of receipt of SSP and Budget. 
 
As part of the written determination notice, the TPA will provide the participant, the 
HSD Income Support Division (ISD), Consultant Contractor Agency (CCA), the 
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appropriate state entity, and the Financial Management Agency (FMA) from the 
CCA, with the SSP and budget approval or denial within two (2) working days from 
the date the determination is completed. 
 
In the event of a denial, the TPA will: 
A.  Provide the participant with information on due process rights and how to request 

a Fair Hearing with HSD; and 

B.  The TPA meets with the CCA to provide the CCA with information on how to 
request a re-review and re-consideration including appropriate timelines. 
 

At any point during the SSP and budget utilization review process, the TPA may 
request additional documentation from the participant.  This request must be made in 
writing and must be submitted directly to the CCA.  The TPA will allow up to fifteen  
(15) working days for additional information to be submitted.  Days elapsed while 
awaiting additional information are not counted as part of the ten (10) working days 
allotted to the TPA to complete the utilization review. 

 
The TPA will make a utilization review decision within seven (7) calendar days after 
the receipt of additional information. 

 
The TPA will verbally notify the participant, ISD, CCA and appropriate State agency 
of the SSP and Budget approval or denial within twenty-four (24) hours and provide 
written notice within two (2) working days after any utilization review decision is 
made. 
 
The TPA will develop and maintain a credentialed and licensed staff to complete the 
Utilization Review (UR) of the participants’ SSP and budget and be able to meet 
required timelines and management requirements.  
 
EXPEDITED MEDICAL ELIGIBILITY WITH APPROVED SSP AND 
BUDGET UTILIZATION 
 

1. An expedited review of participants’ Service and Support Plan (SSP) and budget shall 
be requested, in writing, by HSD, Aging and Long-Term Services Department 
(ALTSD) or Department of Health (DOH) and shall be conducted by the TPA within 
three (3) working days of receipt of the request.  The TPA will conduct an expedited 
review of each Mi Via participant’s SSP and budget, utilizing: 
A.  Documentation from the determination of the participant’s medical eligibility 

level of care;  
B.  SSP utilization review criteria; and  
C.  The participant’s allotted budget amount. 
 
SSP utilization review criteria shall be applied, as follows: 
A.  Services, supports and goods identified in the SSP shall be approved if they 

enhance opportunities to achieve outcomes related to living arrangements, 
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relationships, inclusion in community activities and work so long as the services 
or items meet the following requirements:  
i. The service or item is designed to meet the participant’s functional, medical or 

social needs and advances the desired outcomes in his/her Service and 
Support Plan;  

ii.  The good or service is documented in the SSP; 
iii. The service or item is not prohibited by Federal and State statutes and 

regulations; and,  
iv. One or more of the following additional criteria are met: 

a.  The service or item would increase the participant’s functioning related to 
the disability;  

b.  The service or item would increase the participant’s safety in the home 
environment; or  

c.  The service or item would decrease dependence on other Medicaid-funded 
services. 

B.  Participant-Delegated Goods and Services’ Categories that could be covered, 
include: 

i. Transportation 
a. Non-medical transportation 
b.  Primary vehicle repairs (non-routine) 

ii.  Community-Integration 
a.  Health Club memberships 
b.  Community membership dues 

iii.  Household-related 
a.  Appliances 
b.  Computers and costs related to Internet access 

iv. Technology for Safety and Independence 
 a.  Programmable or voice-activated phones 
 b.  Personal alarms 
 c.  Life lines 
 d.  Cell phones 
 e.  Assistive technology 
 f.  Memory-prompting technology 

v.   Alternative Medicines and Therapies 
 a.  Music, art, hippo-therapy, and massage therapy (excludes hippo-

therapy covered by State Plan benefits) 
vi.   Health-related Services, Equipment and Supplies  

a.  Non-covered medical and dental expenses 
 b.  Non-covered durable medical equipment and supplies 
 c.  Exercise equipment 
 d.  Non-covered health-related supplies 

vii.  Personal assistance 
a.  Personal assistance related to the disability that enhances life at home, 

work or in the community 
viii. Coaching of the participant’s parents, spouses, and significant others 
ix.   Resources Facilitation 
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 a.  Assistance in identifying and exploring resources to enhance 
functioning and independence  

C.  Goods, services and supports that cannot be covered include: 
i. Services covered by the State Plan, Medicare, other third-parties, 

including education, home-based schooling and vocational services 
ii. Services, goods or supports provided to or benefiting persons other than 

the individual participant 
iii.  Room and board 
iv.  Personal items and services not related to the disability 
v.  Experimental treatments as defined by Medicaid regulations 
vi.  Vacation expenses 
vii. Goods or services through another source 

 
Budget review criteria shall be applied as follows: 

A. The current Mi Via rate schedule, as attached, shall be used as a guide in 
evaluating proposed rates for services that are currently covered or similar to 
currently covered services. The participant must justify the Medicaid rates 
when the budget rates exceed the Mi Via rate schedule. 

 
During the utilization review of the SSP and budget, the TPA with the CCA may refer 
decisions to approve or deny a requested good or service to the Tri-Agency Council.  
Utilization of the Tri-Agency Council should be limited to requests for goods or 
services that are not addressed in the service standards.  Days elapsed while awaiting 
a decision from the Tri-Agency Council are not considered as part of the three (3) 
working days allotted to the TPA to complete their utilization review.    
 
At any point during the SSP and budget utilization review process, the TPA may 
request additional documentation from the participant.  This request must be made in 
writing and must be submitted directly to the CCA.  The TPA shall allow up to fifteen 
(15) working days for additional information to be submitted.  Days elapsed while 
awaiting additional information are not counted as part of the three  (3) business days 
allotted to the TPA to complete the utilization review. 
 
The TPA will make a utilization review decision within two (2) working days of 
receipt of SSP and Budget. 
 
The TPA will verbally notify the participant, ISD, CCA and appropriate State agency 
of the SSP and Budget approval or denial within twenty-four (24) hours and provide 
written notice within two (2) working days after any utilization review decision is 
made. 
 
In the event of a denial, the TPA will: 

A.  Provide the participant with information on due process rights and how to 
request a Fair Hearing with HSD; and 
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B.  The TPA meets with the CCA to provide the CCA with information on how 
to request a re-review and re-consideration including appropriate required 
timelines. 

The TPA will develop and maintain a credentialed and licensed staff to complete the 
Utilization Review (UR) of the participants’ SSP and budget and be able to meet 
required timelines and management requirements.  

 
III. Eligibility Determination Process   

 
The Third-Party Assessor (TPA) Contractor completes medical eligibility evaluation and 
re-evaluation determinations.  HSD shall establish and approve the TPA’s scope of work 
including forms, tools, processes, criteria and timeframes to be used. The HSD Income 
Support Division (ISD) determines financial eligibility. 
 

A. Medicaid Eligibility Process for Individuals Applying for a  
           Home and Community Based Services Waiver (D and E, DD,                     
           MF, or AIDS HCBS Waivers) and Choosing Mi Via 
 
In Mi Via, the participant is responsible for initiating and completing the 
Medicaid Eligibility Process, which is a two-step process occurring at the same 
time.  One step is a determination that the participant meets medical Level of Care 
(LOC) eligibility criteria.  Another step is a determination that the participant 
meets financial eligibility criteria.   
 
The Medicaid Eligibility Process occurs after the individual has received an offer 
for waiver services and selected Mi Via on the Primary Freedom of Choice 
(PFOC) form.  The CCA contacts the participant within two to five (2-5) working 
days to establish that the participant is completing the eligibility process, and to 
provide information and assist, if needed.  

 
(1) Medical Eligibility Process – Level of Care (LOC) 
 

(a)  The LOC eligibility process shall begin with the individual taking 
the Long Term Care Assessment Abstract (LTCAA) for Nursing Facilities 
form – ISD 379 (for D&E, AIDS, BI populations); or the Intermediate 
Care Facility for the Mentally Retarded (ICF-MR) Long Term Care 
Assessment Abstract form – MAD 378 and instructions, (for DD) or DOH 
378 and instructions (MF) to his/her health care practitioner (physician, 
certified nurse practitioner, physician’s assistant) for completion, signature 
and date. The applicant shall also obtain a History and Physical Form (H 
&P) from his/her health care practitioner and the health care practitioner 
shall complete the applicable medical documentation. The participant 
must have a physical within the year prior to the medical eligibility 
evaluation, and the Abstract must have been signed no more than three 
months prior to the medical eligibility evaluation.    
 

  12   



   

(b) The individual shall obtain the signed LTCAA form and applicable 
medical documentation pertaining to his/her history and physical from 
his/her health care practitioner and send the signed and dated forms to 
the TPA with any other supporting medical documents. (If the 
individual is unable or finds it difficult to complete any part of the 
LOC process, the consultant is available to assist.) 

(c) The TPA will be notified of the need for a face-to-face assessment by 
ALTSD for applicants new to the Mi Via Waiver for the D&E, AIDS 
or BI populations. The TPA will be notified of the need for a face-to-
face assessment by DOH for applicant/participants new to the Mi Via 
Waiver for the DD or MF populations. 
The Tri-Agency Program Sub-council (TAPS) or the CCA will notify 
the TPA when a current Mi Via participant requires an interim face-to-
face reassessment during the Service and Support Plan (SSP) year 

(d) The TPA will conduct a face-to-face assessment Comprehensive 
Individual Assessment (CIA), in the applicant/participant’s current 
living environment, agreed upon location, or in-patient settings (for 
DD only, a norm referenced, age-appropriate assessment)., and 
provide information in the determination of Medicaid medical 
eligibility for each Mi Via applicant/participant , based on the 
Assessment Tools of the waiver through which the individual is 
applying. (See Attachment ____). The TPA will complete a face-to-
face assessment within thirty (30) calendar days after notification that 
an assessment is required by ALTSD, DOH, the CCA, or TAPS (for 
interim reassessments), and/or receipt of PFOC form. The TPA shall 
provide a summary of the assessment to the CCA for use in developing 
the participant’s Service and Support Plan (SSP) and Budget. 

 
At any point during the face-to-face assessment, the TPA may request 
additional documentation from the applicant/participant in writing. The 
TPA will allow up to fifteen  (15) working days for additional information 
to be submitted.  Days elapsed while awaiting additional information are 
not counted as part of the thirty (30) calendar days allotted to the TPA for 
completion of the assessment. 
 
HSD/MAD will provide the TPA with timely notification of any changes 
to the current Assessment Tools 
 
(e) The TPA shall review the LTCAA, the Comprehensive Individual 

Assessment, a current history and physical form; a norm referenced, 
age-appropriate, assessment (for DD only); and other relevant medical 
information available. The TPA reviewer shall apply the Nursing 
Facility or ICF-MR LOC criteria, as applicable to the individual’s 
population group, to determine the participant’s medical eligibility 
within fourteen (14) working days. At time the TPA might request 
additional information from the applicant/participant in order to 
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approve/deny line items requested. The TPA shall notify the applicant, 
the CCA, applicable State agency and ISD whether the applicant meets 
the medical eligibility criteria within two working days of making the 
determination.   

 
The HSD/MAD policy for Nursing Facility LOC is 8.312.2-UR NMAC 
8.302.5. 
 
The TPA will track when annual face-to-face re-assessments are due for 
participants currently receiving Mi Via Waiver services and ensure that 
the assessment is completed thirty (30) calendar days prior to the 
expiration of the participant’s current LOC. 

 
Nursing Facility (NF) or Intermediate Care Facility for the Mentally 
Retarded (ICF/MR) level of care (LOC) determination to establish Mi Via 
Medicaid medical eligibility 
 

(2)  Medical Eligibility Process – Mentally Retarded (ICF/MR) LOC 
  
Annually, the TPA will conduct a Nursing Facility (NF) or Intermediate 
Care Facility for the Mentally Retarded (ICF/MR) level of care (LOC) 
determination to establish Mi Via Medicaid medical eligibility for each 
applicant. The Medicaid medical eligibility is based on the LOC criteria of 
the waiver through which the applicant is applying, as set forth in 
Attachment __.  The LOC determination shall be completed using the 
following required documents: 
 
a. The appropriate Long-Term Care Assessment Abstract form.  
b.   History and physical (H&P) completed by the applicant’s physician or 

authorized healthcare professional and any other supporting medical 
documentation required by the applicant’s respective waiver.  

c.  The face-to-face assessment, conducted by the TPA, using the 
applicant’s respective waiver Assessment Tools (see Attachment ___).  

 
HSD/MAD will notify the TPA timely of any changes to the Assessment 
Tools via a Letter of Direction (LOD). 

 
The TPA will make a LOC determination within ten (10) working days 
after receipt of all completed required documents. 
 
At any point during the LOC determination process, the TPA may request 
additional documentation from the applicant.  This request must be made 
in writing to the applicant.   The TPA will allow up to fifteen (15) working 
days for additional information to be submitted.  Days elapsed while 
awaiting additional information are not counted as part of the ten (10) 
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working days allotted to the TPA to complete the level of care 
determination.   
 
The TPA will make a LOC determination within seven (7) calendar days 
after the receipt of additional information 

 
The TPA will notify the applicant, ISD office, CCA and appropriate state 
entity in writing of the level of care eligibility determination within two 
(2) working days of completing the determination. In the event of a denial, 
as part of the written determination notice the TPA will: 
 
a.  Provide the applicant with information on due process rights and how 
to request a Fair Hearing with HSD; and 
b.  Provide the CCA with information on how to request a re-review and   
re-consideration including required timelines. 
 
The TPA will develop and maintain a credentialed and licensed staff to 
determine LOC of a applicant and be able to meet required timelines and 
management requirements. 

 
The TPA will notify the applicant, the CCA, the ISD office, and the 
appropriate state entity, that a new LOC is due; at least ninety (90) 
calendar days in advance of the expiration date of the current LOC. The 
TPA will include a copy of the applicable LOC abstract form (and 
instructions, if applicable) with the notice sent to the applicant.  If 
important information is missing, The TPA will send follow up letters to 
the applicant sixty (60) calendar days and forty-five (45) calendar days 
prior to expiration date of the current LOC informing them what is still 
missing for their LOC reassessment.  The notice will emphasize the 
applicant’s responsibility in obtaining any missing documentation for this 
process.  The TPA will send a “Last Chance” letter to the applicant thirty 
(30) calendar days prior to the LOC expiration informing them what is still 
missing and that their services will lapse if they do not respond or take 
steps to get all missing information in to the TPA by the appropriate due 
date. 
 

Medical Eligibility Process – Mentally Retarded (ICF/MR) Expedited (LOC) 
 

The TPA will conduct an expedited Nursing Facility (NF) or Intermediate 
Care Facility for the Mentally Retarded (ICF/MR) Level of Care (LOC) 
determination to establish Mi Via Medicaid medical eligibility for each 
applicant.  The Medicaid medical eligibility is based on the LOC criteria 
of the waiver through which the applicant is applying, as set forth in Chart 
2.1. The LOC determination shall be completed using the following 
required documents: 
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a. The appropriate Long-Term Care Assessment Abstract form.  
b.  History and    Physical (H&P) completed by the applicant’s 

physician or authorized healthcare professional, and any other 
medical documentation required by the applicant’s respective 
waiver.  

 c.  The face-to-face assessment, conducted by the TPA, using the 
applicant’s respective waiver Assessment Tools (see Attachment )  

 
HSD will notify the TPA of any changes to the Assessment Tools via a 
Letter of Direction 
 
The appropriate state entity will notify the TPA of an expedited LOC 
determination, and shall be conducted within five (5) working days of the 
request and the receipt of all completed required documents. 
 
At any point during the LOC determination process, the TPA may request 
additional documentation from the applicant.  This request must be made 
in writing to the applicant.   The TPA will allow up to fifteen (15) working 
days for additional information to be submitted.  Days elapsed while 
awaiting additional information are not counted as part of the five (5) 
working days allotted to the TPA to complete the level of care 
determination. 

 
The TPA will make a LOC determination within two (2) working days 
after the receipt of additional information.   

 
The TPA will verbally inform the applicant, CCA and the appropriate 
State entity, of the level of care eligibility determination within twenty-
four (24) hours of its completion. 

 
The TPA will notify the applicant, ISD office, the CCA and appropriate 
State agency in writing of the level of care determination within two (2) 
working days of completing the determination. 
 
In the event of a denial, as part of the written determination notice, the 
TPA will: 
a.  Provide the applicant with information on due process rights and 

how to request a Fair Hearing with HSD; and 
b.  Provide the CCA with information on how to request a re-view and 

re-consideration including required timelines. 
 
The TPA will develop and maintain a credentialed and licensed staff to 
determine LOC of a applicant and be able to meet required timelines and 
management requirements. 
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(3)  Financial Eligibility Process 
(a) The financial eligibility process shall begin when the individual 

makes and attends an appointment with the local County Income 
Support Division (ISD) office to apply for and verify financial 
eligibility. ISD will schedule an interview with the participant to 
determine financial eligibility within ten (10) working days of 
receipt of the PFOC form. 

(b)   ISD makes a financial eligibility determination after receiving all 
required documentation. Financial eligibility determination must 
occur within ninety (90) calendar days of application for Medicaid 
Waiver services.  

 
(4) Medicaid Eligibility Notification 

(a)  ISD documents the outcome of the financial eligibility and medical 
eligibility on the Medical Assistance Worker Notification of 
Action Letter (MAW) ISD 160 form.  

(b) ISD notifies the CCA via the MAW letter when medical and 
financial eligibility is approved. The CCA sends the MAW letter to 
the TPA.  

 
B. Medicaid Eligibility Process for Individuals Applying for Mi Via  
           Under the Brain Injury Category of Eligibility 
 
In Mi Via, the participant is responsible for initiating and completing the 
Medicaid Eligibility Process, which is a two-step process occurring at the same 
time. One step is a determination that the participant meets medical Level of Care 
eligibility criteria. Another step is a determination that the participant meets 
financial eligibility criteria.   
 
The Medicaid Eligibility Process shall occur after the individual has received an 
offer for waiver services, initiated by receipt of a packet from the ALTSD 
Resource Center, and has chosen Mi Via (selected on the Primary Freedom of 
Choice form).  The CCA shall contact the participant within two to five (2-5) 
working days of their receipt of the Primary Freedom of Choice form to establish 
that the participant is completing the eligibility process, and to provide 
information and assist, if needed. (If the individual is unable or finds it difficult to 
complete any part of the Medicaid Eligibility Process, a Brain Injury Guide (BIG) 
may also be available to assist. 

 
(1) Medical Eligibility Process – Level of Care (LOC) 

(a)  The LOC process shall begin with the participant taking the Mi 
Via Brain Injury Internal Classification of Disease (ICD9) code 
form or other ICD9 diagnosis documentation to his/her health care 
practitioner (i.e., physician, certified nurse practitioner or 
physician’s assistant) for completion, date and signature. This form 
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is then submitted by the participant to the Third-Party Assessor 
(TPA).  

 
ALTSD shall notify the TPA when a review is required for each 
applicant/participant.  The applicant/participant is to submit written 
evidence of the ICD-9 code diagnosis directly to the TPA.   
 
The TPA conducts a review of the competed form and the 
International Classification of Diseases, Version Nine (ICD-9) 
diagnoses within two (2) working days of receipt of the 
applicant/participants for Mi Via Brain Injury (BI) services to 
determine whether the ICD-9, code submitted for the 
applicant/participant is a valid Mi Via BI diagnosis by credentialed 
and licensed reviewers.   The list of valid Mi Via ICD-9 codes (see 
Attachment ___) is supplied to the applicant/participant with the 
determination letter (see Attachment ___) and to the CCA for 
appropriate coordination. 
 
Should a denial occur after the ICD9 review process, the TPA will 
notify the applicant/participant information on their due process 
rights, and how to request a Fair Hearing with HSD as part of the 
written determination notice.  
 
HSD/MAD will make timely notification to the TPA when updates 
to the ICD-9 codes are required. 
 
At any point during the ICD-9 code review, the TPA may request 
in writing additional documentation from the applicant/participant.  
The TPA shall allow up to fifteen (15) working days for additional 
information to be submitted. Days elapsed while awaiting 
additional information are not counted as part of the two (2) 
working days allotted to the TPA to complete the ICD-9 code 
review. 

 
(b) The LOC eligibility process shall continue with the individual 

taking the Long Term Care Assessment Abstract (LTCAA) for 
Nursing Facilities form – ISD 379 to his/her health care 
practitioner (physician, certified nurse practitioner, or physician’s 
assistant) for completion, date and signature.  The participant also 
shall obtain a History and Physical (H and P) form from his/her 
health care practitioner and the health care practitioner shall 
complete the applicable H and P form with date and signature.  
The H&P shall be within one (1) year and the LOC within three (3) 
months of granting acceptance in the Mi Via program. 
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(c) The individual shall obtain the signed LTCAA form and H and P 
form from his/her health care practitioner, or the health care 
practitioner may send the signed and dated forms to the TPA with 
any other supporting medical documents.  

 
(d) The TPA shall meet with the applicant to complete a face-to-face 

Universal Assessment, in collaboration with the participant. The 
Assessment must occur within thirty (30) calendar days of 
verification of the ICD9 code. The TPA shall provide a summary 
of the assessment to the participant and to the CCA within two (2) 
working days for use in developing the participant’s Service and 
Support Plan (SSP) and Budget, if the participant is found eligible. 

 
(e) The TPA sends the LOC Abstract to the participant, CCA, the state 

(ALTSD) and ISD within two (2) working days.  
 
(f) The TPA shall review the Long Term Care Assessment Abstract, 

the Universal Assessment, the current history and physical 
documentation; and other relevant medical information available. 
The TPA reviewer shall apply the Nursing Facility LOC criteria to 
determine the participant’s medical eligibility.  The TPA shall 
notify the applicant, CCA, ISD, and ALTSD or DOH whether the 
applicant meets the medical eligibility criteria within two (2) 
working days following the level of care medical eligibility 
determination. 

 
The TPA will ensure that individuals that complete assessments meet 
minimum qualifications that include: 
a. Bachelors degree in a health related field; and 
b. At least one year experience with the population that they are 

assessing. 
 

The TPA is to maintain a network of qualified individuals to assess the 
needs of a applicant/participant and be able to meet required timelines and 
management requirements. 

 
Medical Eligibility Process – Expedited Level of Care (LOC) 

 
The TPA will be notified verbally or in writing of the need for an 
expedited face-to-face assessment by the Aging and Long-Term Services 
Department (ALTSD) for applicant/participants new to the Mi Via Waiver 
for the D&E, AIDS or BI populations. The Department of Health (DOH) 
will notify the TPA of the need for a face-to-face assessment for 
applicant/participants new to the Mi Via Waiver for the DD or MF 
populations.   
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The Tri-Agency Program Sub-council (TAPS) or the CCA will notify the 
TPA when a current Mi Via applicant/participant requires an interim 
expedited face-to-face reassessment during the Service and Support Plan 
(SSP) year. 

 
The TPA will complete an expedited face-to-face assessment within ten 
(10) working days after notification that an expedited assessment is 
required by ALTSD, DOH, or the CCA for new assessments, or by the 
TAPS r the CCA for interim reassessments. 
 
At any point during the face-to-face assessment, the TPA may request 
additional documentation from the applicant/participant in writing. .  The 
TPA will allow up to fifteen (15) working days for additional information 
to be submitted.  Days elapsed while awaiting additional information is 
not counted as part of the ten (10) working days allotted to the TPA to 
complete the assessment. 

 
The TPA will provide the applicant/participant, CCA, ISD office, and 
appropriate state entity, with a copy of the assessment findings within two 
(2) working days of the level of care medical eligibility determination 

 
The TPA will ensure that individuals that complete assessments meet 
minimum qualifications that include: 
a. Bachelors degree in a health related field; and 
b. At least one year experience with the population that they are 

assessing. 
 
The TPA will maintain a network of qualified individuals to assess the 
needs of a applicant/participant and be able to meet required timelines and 
management requirements. 

 
The HSD/MAD policy for LOC is 8.312.2-UR NMAC 8.302.5. 

 
(2) Financial Eligibility Process  

 
(a)  The financial eligibility process shall begin when the individual 

makes and attends an appointment with the New Mexico Human 
Services Department local County Income Support Division (ISD) 
office to apply for and verify financial eligibility. 

(b)  ISD makes a financial eligibility determination after receiving all 
required documentation. Financial eligibility determination must 
occur within ninety (90) calendar days of application for Medicaid 
Waiver Services. 

  
(3) Medicaid Eligibility Notification 
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(a) ISD documents the outcome of the financial eligibility and medical 
eligibility on the Medical Assistance Worker Notification of 
Action Letter (MAW) ISD160 form.  

(b)  ISD notifies the CCA via the MAW letter when medical and 
financial eligibility is approved. The CCA sends the MAW letter to 
the TPA. 

 
C. Eligibility Reevaluation Processes 

 
Medicaid Eligibility Reevaluations shall occur every 12 months (or sooner if there 
are indications that the individual’s condition/level of care has changed).  The 
TPA shall use a tracking system to ensure that Medicaid eligibility reevaluation 
LOC reevaluations are completed on an annual basis and according to the 
timeliness requirements.  The participant’s consultant shall contact the participant 
to remind him/her that the medical and financial eligibility reevaluation process 
must begin immediately.   
 
As with the initial Medicaid eligibility process, the participant is responsible for 
initiating and completing the reevaluation process, and there are two steps that 
occur at the same time: the medical eligibility reevaluation process and the 
financial eligibility reevaluation process.   

 
(1)  Medical Eligibility Reevaluation Process – Level of Care 

 
(a) The TPA shall notify the participant and the CCA approximately 
90 calendar days prior to the expiration of the current LOC that a new 
LOC is due and shall send the participant the appropriate Long Term Care 
Assessment Abstract (LTCAA) form – ISD 379 (for D&E, AIDS, BI 
populations); or the Intermediate Care Facility for the Mentally Retarded 
(ICF-MR) Long Term Care Assessment Abstract form – MAD 378 and 
instructions, (for DD) or DOH 378 and instructions (MF) to his/her health 
care practitioner (physician, certified nurse practitioner, physician’s 
assistant) for completion, date and signature.   

 
(b) The participant shall take a History and Physical (H and P) form to 
his/her health care practitioner and the health care practitioner shall 
complete the applicable medical documentation. The participant must 
have had a physical within the year prior to the medical eligibility 
evaluation, and the Abstract must have been signed no more than three 
months prior to the medical eligibility evaluation.  All documents require 
the signature of the provider rendering the service and the date the service 
was obtained. 
 
(c) The individual shall obtain the signed and dated LTCAA form and 
applicable medical documentation pertaining to his/her History and 
Physical form from his/her health care practitioner and sends all signed 
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and dated forms to the TPA with any other supporting medical documents. 
(If the individual is unable or finds it difficult to complete any part of the 
LOC process, the consultant is available to assist.) 
 
(d) The TPA shall meet with the applicant to complete a face-to-face 
Comprehensive Individual Assessment (CIA), and, for DD only, a norm 
referenced, age-appropriate assessment. The TPA shall provide a summary 
of the assessment to the participant and consultant for use in developing 
the participant’s Service and Support Plan (SSP) and Budget. 

 
(e) The TPA shall review the Long Term Care Assessment Abstract, 
the Client Individual Assessment, a current history and physical form; a 
norm referenced, age-appropriate assessment (for DD only); and other 
relevant medical information available. The TPA reviewer shall apply the 
Nursing Facility or ICF-MR LOC criteria, as applicable, to the 
individual’s population group, to determine the participant’s medical 
eligibility. The TPA shall notify the applicant, consultant CCA, applicable 
state agency and ISD whether the applicant meets the medical eligibility 
criteria within two (2) working days of making the determination.   
 

(2) Financial Eligibility Reevaluation Process  
 

(a) The financial eligibility reevaluation process shall begin when the 
individual makes an appointment with the New Mexico Human Services 
Department local County Income Support Division (ISD) office. 
 
(b) The participant completes an ISD/HSD application (MAD 381) 
and brings it to their appointment. 

 
(c) The participant provides all requested documentation to the ISD 
caseworker within ten (10) working days from the application 
appointment interview. 
 
(d) The ISD caseworker processes the case to completion within thirty 
(30) calendar days from the budget start date. 

 
(e) ISD makes a financial eligibility determination after receiving all 
required documentation. Financial eligibility determination must occur 
within ninety (90) calendar days of application for Medicaid Waiver 
services. 

 
 

(3) Medicaid Eligibility Reevaluation Notification 
 

(a) ISD documents the outcome of the financial eligibility and medical 
eligibility on the MAW letter.  
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(b) ISD notifies the participant, TPA and CCA when medical and 
financial eligibility reevaluation are approved. 

 
D. Role of the Third-Party Assessor 

 
The TPA is under contract with HSD to provide the following services to the 
Department relating to:   
 
(1.) Initial medical eligibility determination for individuals new to HCBS 

Waivers who choose Mi Via and for individuals with brain injuries;  
 
(2.) Review and approval of all Mi Via participants’ individualized Service 

and Support Plans and Budgets;  
 
(3.)       Notifying the participant and CCA approximately ninety (90) calendar 

days prior to the expiration of the current LOC that a new LOC is due and 
shall send the participant the appropriate forms, as outlined in Section IV 
Eligibility Determination Process; and 

 
(4.)       Medical eligibility reevaluation assessments and determinations of all Mi 

Via participants. 
 
 
IV. Support Contractors 
 

A. Consultant Contractor Agency (CCA) 
 
The CCA, under contract with ALTSD and HSD, shall employ individual 
consultants and train and certify these consultants to work at the local level and 
provide supports to individual Mi Via participants. 

 
(1) Consultant Qualifications  
 

Consultants must meet the following qualifications:  
 

(a) Be 18 years of age or older;  
 
(b) Complete a required training course on Mi Via; 
 
(c) Demonstrate an understanding of the Mi Via program; and  
 
(d) Pass a criminal background check and abuse registry screen.   

 
(e) Parents, spouses, and legal guardians cannot be consultants for  
            their respective child/spouse or the participant under guardianship. 
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(2) Consultant Training  
 

Consultant training shall be conducted by the CCA and must include: 
 

(a) Mi Via guiding principles for self-direction;  
 
(b)  Role of the participant in the person-centered planning process; 
 
(c) Available Mi Via service and support options; 
 
(d) Locating and securing services and supports;   
 
(e) Development and management of the individual budget; and 
 
(f) Knowledge about community resources and how to seek out          

resources. 
 
(3) Consultant Competencies  
 

Individual consultant competencies must include: 
 

(a) Strong interpersonal skills, knowledge of how to listen to and 
communicate with individual participants, and knowledge of how 
to generate trust;  

 
(b)  Demonstrated knowledge about the populations who will 

participate in Mi Via; and 
 
(c)   Demonstrated knowledge about community services and resources 

and how to help participants seek them out.  
 

(4) Consultant and Participant Relationship 
  

Consultants shall:  
 

(a) Support the participant in self-direction; 
 

(b) Assist the participant in understanding Mi Via; and  
 

(c)    Assist the participant in developing and implementing his/her      
            person-centered Service and Support Plan and Budget.  

 
(5) Required Consultant Services 
 

Required consultant services shall include: 
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(a) Sharing information with the participant regarding the range and 

scope of choices and options, and rights, risks, and 
responsibilities associated with self-direction; 
  

(b)  Assisting the participant during development of his/her Service 
and Support Plan, including:  

 
(i) Assistance in identifying needs and preferences;  

 
(ii) Assistance in defining desired outcomes;  

 
(iii) Assistance in identifying natural supports;  

 
(iv) Assistance in identifying services and supports to be   
            purchased by the participant; 

 
(v) Assistance with identifying providers of services and         
           goods; and  

 
(vi) Assistance with identifying options for provider training.  

 
(vii) Assisting the participant in identifying an Employer of 

Record (EOR), completing the Employer of Record 
Designation form, and forwarding the form to FMA within 
two (2) working days of completing the EOR cover sheet in 
order to facilitate seamless start-up. 

   
(viii) If necessary provide the participant with the request for 

legally responsible individual form and include with the 
SSP for submission to the TPA. 

 
(c) Assisting the participant during development of the participant’s 

individual budget; 
 
(d) Forwarding the SSP, Budget and supporting documentation, in 

collaboration with the participant, to the TPA for review within 
two (2) working days of completing the SSP. 

 
(e) Delivering a properly completed budget to the FMA. 
 
(f)       Conducting quality assurance activities, including:  
 

(i)   Ensuring that all applicable procedures related to Service and   
       Support Plan and Budget development occur;  
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(ii)   Monitoring implementation of the plan;  
 
(iii) Communicating with the financial management agent (FMA)    
       to monitor appropriate use of the authorized Budget, according     
       to the Service and Support Plan and Budget;  
 
(iv) Supporting the participant in developing and implementing  
      his/her individual quality assurance plan; and  
 
(v)  Supporting the participant in revising his/her Service and  
      Support Plan and Budget, as indicated, to meet the participant’s     
      changing needs and communicating effectively with the FMA  
      in accordance with established business rules  
 

(6) Consultant and Participant Contacts 
  

(a) At no cost to the participant, the consultant shall contact the 
participant a minimum of 20 contacts per year shall be available 
with the consultant. (See Number 9 in this section for a definition 
of a contact). The CCA shall review and make decisions regarding 
any requests for more than 20 contacts per year. In the event that 
the CCA has questions about such a request, the CCA shall refer 
the request to the Tri-Agency Council for guidance.    

 
(b) The consultant is required to contact the participant a minimum of  

four (4) times/ plan year, including two (2) face-to-face contacts.  
 

(7) Other Consultant Services 
 

(a) The consultant shall be available to: 
 

(i)  Assist, as requested by the participant, in navigating his/her     
      medical and financial eligibility processes; 
 
(ii) Assist, as requested by the participant, during development of      
      an emergency and back-up plan; 
 
(iii) Assist, as requested by the participant, in accessing Medicaid  
      services; and 
 
(iv) Assist, as requested by the participant, by providing technical    
       support during implementation of the Service and Support  
       Plan and Budget. 
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(8) Consultant vs. Intensive Case Management Services 
 

All Mi Via participants shall receive consultant services outside their 
budgets.  Mi Via participants can choose to purchase intensive case 
management services; if chosen, the participant shall include this service 
in his/her Service and Support Plan and Budget.  
 
See Appendix D: Consultant and Intensive Case Manager Comparison  

 
(9) Definition of Participant Contact 
 

The consultant shall assist the participant during the Service and Support 
Planning (SSP) and Budget development process and shall monitor, in 
collaboration with the participant, the implementation and effectiveness of 
the SSP and Budget during the year.   

 
(a)  A contact shall involve two categories of activity:   

 
(i)  Completion of one of seven specific required “routine” events 

that involve multiple interactions to accomplish the task at 
hand; and  

 
(ii) A separate interaction initiated by the participant or a follow-up 

contact from the consultant (not involving a routine event).   
 

(iii) As an example, the SSP and Budget development process shall 
be viewed as an event.  This means that all of activities 
surrounding the event, e.g., phone calls, meeting(s) and e-mail 
messages, shall be included in one event and the entire event 
shall be counted as one contact with each activity recorded 
separately with the date and time spent as part of the event.   

 
(iv) Other additional interactions initiated by the participant or 

consultant that involve phone calls, meetings, or e-mail 
messages to implement the SSP and Budget or problem-solve.  
The delivery of services and supports shall be recorded as 
separate, additional contacts (each interaction would be a 
separate contact).   

 
(b)  Required Contacts/Events (completion of each one of the seven 

events is counted as one contact) shall include: 
 

(i)  Information and Eligibility Support:  This involves assisting an 
individual who is ready to commit to participate in Mi Via.  
The consultant shall answer any questions about Mi Via and 
assist the participant in completing the Choosing Mi Via: 
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Understanding Participant Responsibilities Consent Form. For 
those individuals establishing or reestablishing eligibility, the 
consultant shall provide information and guidance for potential 
participants through the financial and medical eligibility 
processes, as necessary, including assisting with obtaining the 
MAW letter. 

 
(ii) Transition Meeting and Enrollment:  These two activities can 

occur during one meeting.  The participant wants to transition 
from traditional waiver services to Mi Via and signs the 
enrollment paperwork for the CCA.  The consultant orients the 
participant to Mi Via and explains the philosophy of self-
direction and the person-centered planning process.  The 
Service and Support Plan and Budget planning meeting, which 
includes the participant, consultant, and the involvement of and 
exchange of information with the participant’s traditional case 
manager, is scheduled, including the date, time and place.   

 
(iii) Service and Support Plan (SSP) and Budget:  The expected 

outcome of the planning process and meeting(s) shall be the 
design and writing of the SSP and Budget.  The budget may 
also be developed at the same time as the SSP or may be 
developed at a separate meeting, depending on the needs of the 
participant. If development of the budget occurs at a separate 
meeting, writing the budget is viewed as a separate event and 
recorded as a contact. 

 
(iv) SSP and Budget Revisions:  A change in the SSP or Budget 

can be done by phone unless it involves an amendment and 
“big change”, and in-person problem-solving is needed.   If a 
SSP or Budget must be amended, all of the interactions 
required to complete the amendment shall be counted as one 
contact, with the contact counted when the revised SSP and/or 
Budget is/are written. 

 
(v) SSP and Budget Denials and Appeals:  If a SSP and/or Budget 

are rejected by the TPA, additional revision and resubmission 
may be necessary or the appeal process may be initiated.  SSP 
and/or Budget denials are considered an event because of the 
consultant’s involvement in the process. 

 
(vi) Visit: The consultant is required to make two in-person visits 

with the participant during the year. One in-person visit would 
most likely involve development of the SSP and Budget.  The 
other visit must be to monitor the effectiveness of the SSP and 
Budget, review the effectiveness of the Emergency and Back-
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up Plan, and assure that services, supports and goods are 
purchased and received according to the SSP and Budget. A 
monitoring visit would be considered an event and counted as 
one contact (even if additional phone calls were involved). 

 
(vii) Annual Review and SSP Revision or Rewrite:  the SSP and 
        Budget shall be reviewed annually as part of the eligibility 
        reevaluation process. The Emergency and Back-up Plan shall 
        also be reviewed at this time. 
 

(c)   Anticipated Contacts (completion of each one of the following 
anticipated interactions is counted as an individual contact) shall 
include: 

 
(i)  Participant Phone Calls:  If the participant calls to ask a 

question about a particular topic, or to problem-solve unrelated 
to the initial planning process, each individual phone call shall 
be recorded as a contact.  

 
(ii) Consultant Phone Calls:  When the consultant calls the 

participant to ask a question or obtain information after the 
monthly Family Friendly Report on the budget is received, to 
discuss a potential health or safety issue, or to follow-up 
regarding an issue raised by a service provider, each phone call 
shall be recorded as a contact. 

   
 (iii) Resource Management:  When the participant calls or e-mails  
          the consultant with questions about community resources, this   
          shall be recorded as a contact. 

 
(10)      Consultant Documentation 

 
(a)  Consultants shall record the date, the content or description of an 

activity, and the amount of time required by an activity on an 
Activity and Contact Log.  

 
(b)  The multiple interactions required to complete an event also shall 

be recorded on the Activity and Contact Log (with the contact 
counted when the event is completed). 

 
(11) Consultant Contractor Agency (CCA) Reimbursement 
 

The CCA shall be reimbursed, according to the terms of the contract 
between the CCA and HSD and ALTSD.  The CCA shall invoice HSD 
and shall be reimbursed for the following:   
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(a)  A per member/per month fee for each enrollee. 
 
(b) Payment shall begin on the first day of the month following the 

date the participant signs the “Choosing Mi Via: Understanding 
Participant Responsibilities” Consent Form, in which the 
participant commits to enroll in Mi Via. (see Appendix B)  

 
B. Financial Management Agent (FMA) Contractor 
 
The FMA shall assist the participant with employer-related functions and make 
expenditures on behalf of the participant.  The FMA shall be independent of the 
entities/persons delivering services or supports to avoid conflicts of interest. 
 

 
(1) Required Financial Management Agent Services 
 

Based on the participant’s individual approved Service and Support Plan 
(SSP) and Budget and upon confirming Medicaid eligibility, the FMA 
shall: 
(a) Set up each participant with a unique Employer Identification 

Number that allows participant-specific accounting to occur. The 
EIN shall be established within two (2) working days of receiving 
the Employer of Record (EOR) Designation Form. 

 
(b)       Make expenditures that follow the authorized budget, including 

processing and paying invoices for goods and services approved 
in the service plan and captured in the approved budget;  

 
(c) Handle all payroll functions on behalf of participants who hire 

service providers and other support personnel, including 
collecting and processing timesheets of support workers, 
processing payroll, withholding, filing and payment of applicable 
federal, state and local employment-related taxes and insurance; 

 
(d) Answer inquiries and solve related problems;  

 
(e) Disburse funds for the payment of participant-directed services 

under an agreement with the Medicaid agency or operating 
agency;  

 
(f) Execute and hold Medicaid provider agreements as authorized 

under a written agreement with Medicaid. i.e., PPL oversees the 
employer-employee agreement and provider/vendor/participant 
agreement that are agreements through which a provider is 
deemed eligible for payment in lieu of the typical Medicaid 
provider agreement,  
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(g) Track and report on employee payment disbursements and 

balances of participant funds, including providing the participant 
with a monthly report of expenditures and budget status, and the 
State with a quarterly documentation of expenditures;  

 
(h) Assist participant in verifying support worker citizenship status; 

and 
 

(i) Confirm that providers meet required qualifications.   
 
(2)     Criminal Background Checks 

 
The FMA shall complete the criminal history and/or background investigation, 
pursuant to 7.1.9 NMAC and in accordance with NMAC 1978 Section 29-17-1 
of the Caregivers Criminal History Screening Act, for service providers, as 
chosen by the participant, and verify completion for existing Medicaid providers 
that enroll with the FMA.  The FMA shall bill Medicaid for the cost of the 
background checks for new providers and Medicaid shall reimburse the FMA. 

 
(3)    Abuse Registry Checks 
 
The FMA shall check the Department of Health Employee Abuse Registry, 
pursuant to 7.1.12 NMAC Employee Abuse Registry, to determine whether a 
provider of health care and services and employees of these providers who are 
not licensed health care professionals or certified nurse aides, when chosen by a 
participant, is registered, and, if so, the participant cannot employ that 
individual. 

 
(4) Financial Management Agent (FMA) Contractor Reimbursement 

 
The FMA shall be reimbursed, according to the terms of the contract between the 
FMA and HSD and ALTSD.  The FMA shall invoice HSD and shall be 
reimbursed, as follows:  

  
(a) An administrative fee shall be paid for start-up deliverables during 

the initial implementation of Mi Via. 
 
(b) A per member/per month fee shall be paid for each enrollee when 

the FMA receives the employer packet and sets up the individual’s 
account.  
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(c) For claims previously paid by the FMA, on behalf of the Mi Via 
participant, to the participant’s service workers, independent 
contractors and vendors, from which the Mi Via participant 
purchased services, supports and goods, as identified in the 
participant’s approved SSP and Budget. 

 
See Appendix E: Payment Request Forms 
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V. Covered Services, Supports, and Goods 
 
In Mi Via, the participant shall decide which services, supports, and goods he/she wants 
to purchase, within the available budget and scope of services.  Participants may choose 
from Services, Supports and Goods, called Participant-Delegated Goods and Services, 
not currently covered in the traditional waivers and from any of the traditional waiver 
services.   
 

A. Mi Via Participant-Delegated Goods and Services 
 Participant-delegated goods and services shall enhance opportunities to achieve 
outcomes related to living arrangements, relationships, inclusion in community 
activities or work. 

  
(1) Covered Participant-Delegated Goods and Services  
            Participants can choose to purchase, within their approved SSP and 

Budget, participant-delegated services, supports and goods 
related to increasing function/safety with respect to the 
participant’s needs, which may include but not be limited to: 

 
Category Some, But Not All, Examples 

Transportation 
 

• Non-medical transportation 
• Vehicle modifications and repairs 
• Equipment repairs 

Community-participation  
 

• Health club memberships 
• Community membership dues 
• Recreational activities 
• Creative arts 

Household-related 
 

• Appliances 
• Computers and costs related to internet access 
• Adapted or specialized furniture 

Technology for safety and 
independence 
 

• Programmable or voice-activated phones 
• Personal alarms 
• Life lines 
• Cell phones 
• Assistive technology 
• Memory-prompting devices, or assistance-type goods and services 

Specialized toys 
Alternative medicine and 
therapies 
 

• Play therapy 
• Hippo-therapy (horse-back riding) 
• Massage therapy 
• Native healing 

Health-related services, 
equipment and supplies 
 

• Chiropractic services 
• Non-covered medical and dental supplies 
• Non-covered durable medical equipment 
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Category Some, But Not All, Examples 
• Exercise equipment 
• Non-covered health-related supplies  
• Tier III Crisis Services 

Resource  facilitation 
 

• Help with linking to sources and/or advice that would improve your 
ability to do things at home and in your community 

• Help facilitate implementation of action steps in the SSP 
• Assist participants with the identification of and linkage to 

community resources, including recreational, social, career 
activities and educational activities. 

Coaching/education for your 
parent(s), spouse and others 
who are close to you 

• Educational opportunities (not covered by other public programs) 
that assist participants and those close to them to achieve goals 
established in the SSP 

 
 
 
(2) Participant-Delegated Goods and Services Provider and Vendor Qualifications   
 

(a)  Individual and agency vendors who typically provide the service, support 
and goods in the community shall qualify, according to the goods, services 
and supports needed.  The vendor’s qualifications shall be verified by the 
participant and confirmed, as appropriate, by the FMA. 

 
(3)  Non-Covered Participant-Delegated Goods and Services 
 

Services, supports and goods not covered in Mi Via under Participant-delegated 
Goods and Services shall include: 

   
  (a)   Services covered by the State Plan, Medicare, other third-parties, 

including education, home-based schooling and vocational services;  
 
  (b) Services, goods or supports available through another source; 
 
  (c)  Services, goods or supports provided to or benefiting persons other than 

the individual participant; 
 
  (d)  Room and board; 
 
  (e)   Personal items and services not related to the disability; 
 
  (f)  Experimental goods/services, as defined in 8.325.6 NMAC;  
 
  (g)  Vacation expenses; and 
             
            (h)        Routine vehicle maintenance. 
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B. Mi Via Traditional Waiver Services 
 
(1) Covered Traditional Waiver Services  
Participants can choose to purchase, within their approved SSP and Budget, any of the following traditional waiver services.  
 
  

Waiver Service or Good Provider Type/ Qualifications 
Homemaker/companion services are provided on an episodic or 
continuing basis that enable participants to accomplish tasks that they would 
normally do for themselves if they did not have a disability.  The services are 
not intended to replace supports available from a primary caregiver. Children 
who receive homemaker/companion services through the State Plan, including 
EPSDT program or Medicaid school-based services, would not be able to 
purchase duplicate homemaker/companion services through Mi Via. The types 
of assistance available include: 
 (1)     personal care (e.g., hygiene/grooming, bathing, showering, dressing, 
shaving, oral care, nail care, perineal care, toileting); bowel and bladder 
elimination; catheter care and colostomy care; skin care; support for the self-
administration of medication; mobility assistance (e.g., ambulation, transfer); 
(2)     assistance with therapeutic activities or an individualized exercise 
program; 
(3)     meal preparation (e.g., preparation, eating or feeding supports); 
(4)     minor maintenance of assistive devices (e.g., changing batteries on a 
communication board, routine cleaning of equipment) and minor wheelchair 
maintenance; 
(5)     household services (e.g. mopping, dusting, vacuuming, bed making, 
changing linen, laundry, cleaning bathroom, cleaning the kitchen area); 
(6)     support services that promote participants’ independence (e.g., 
accompaniment or assistance with transportation, shopping, errands, 
translating/interpreting); 
(7)     mobility training including the use of public transportation services; 

Homemaker/companion services may be provided by 
independent homemaker and/or companion providers or 
personal care agencies. 
 
(1)     Individual homemaker and companion workers 
must possess the following qualifications: 
(a) be 18 years of age; 
(b) demonstrate the capacity to perform required tasks; 
(c) be able to communicate successfully with the 
participant; and 
(d) pass a criminal background check. 
 
(2)     The Mi Via participant or his representative shall 
evaluate the homemaker/companion worker’s training 
needs, provide or arrange for training, as needed, and 
supervise the worker.   
 
Training expenses will be paid by the participant with his 
agreed upon individual budgetary allotment, if the 
participant cannot provide the training directly to the 
homemaker/companion and there is no other means 
available for the training. 
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Waiver Service or Good Provider Type/ Qualifications 
(8)     activities of daily living to support the individual in the work place or at 
the site of community inclusion activities; 
(9)     visual monitoring of the individual at the worksite or community 
inclusion site due to a condition that interferes with the maintenance of a job 
due to behavioral or medical issues, or health and safety concerns; 
(10)     integration of therapy plans into daily routines including work and 
community inclusion settings; 
(11)     non-medical transportation to enable recipients to gain access to waiver 
and other community services, activities, and resources; and 
(12)     chore services (e.g. intermittent major household tasks that must be 
performed seasonally or in response to some natural or other period event 
including: outdoor activities such as yard work and snow shoveling; indoor 
activities such as window washing, cleaning of attics/basements, cleaning 
carpets, rugs and draperies, and refrigerator/freezer defrosting; and the 
necessary cleaning of vehicles, wheelchairs and other adaptive equipment or 
home modifications). 
Adult day health services are generally provided for two or more hours per 
day on a regularly scheduled basis, for one or more days per week, by a 
licensed adult day health facility that offers health and social services to assist 
participants to achieve optimal functioning.  Nursing services and skilled 
maintenance therapies (physical, occupational and speech) may be provided 
within the adult day health setting.  Transportation to and from the facility is 
not included in the rate for this service. 
 

Adult day health must be licensed by Department of 
Health (DOH) as an adult day care facility pursuant to  
7.13.2 NMAC and meet all requirements and regulations 
set forth by DOH as an adult day health center pursuant 
to 7.13.2 NMAC. 

Community living services are individually tailored supports that assist 
participants with the acquisition, retention, or improvement in skills related to 
living independently in the community.  Supports include adaptive skill 
development, assistance with activities of daily living, community inclusion, 
transportation, adult educational supports, and social and leisure skill 
development.  Services include personal care; assistance with money 

There are three types of community living services:   
(1) Family living;  
(2) Supported living; and 
(3) Independent living.   
 

Community living service providers must meet all 
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Waiver Service or Good Provider Type/ Qualifications 
management; maintaining social, spiritual and individual relationships; 
reminding, observing, and monitoring medication and pharmacy needs; 
providing assistance with self-administration of medication, medication 
administration, including the use of certified medication aides; nutritional 
counseling; assistance to participants who require a wheelchair for mobility and 
need physical assistance for bathing, dressing, and transfers.   
 
Homemaker/companion services cannot be provided to individuals who receive 
community living services. 
 
(1)     Community living services includes three types of living arrangements: 
(a)     supported living services are typically provided in a home setting of four 
(4) or fewer individuals and must be available up to 24 hours-a-day. 
(b)     family living services may be furnished by a companion, surrogate, 
foster, or natural family member who meets the requirements and is approved 
to provide family living services in the individual's home or the home of the 
family living services provider.  Substitute care is a component of family living 
services that provides relief for the caregiver and must be provided in 
accordance with DDSD DDW definitions and standards. 
(c)     independent living services are designed to increase or maintain the 
participant’s skills and independence and promote self-advocacy.  Independent 
living services are for people who need less than 24-hour staff support per day.  
Services include 24-hour on-site response capability to meet a participant’s 
scheduled or unpredictable needs and to provide supervision, safety and 
security. 
(2)     Payment for community living services does not include the cost of room 
and board, the cost of building maintenance, upkeep and improvement, other 
than such costs for modifications or adaptations to a residence required to 
assure the health and welfare of residents, or to meet the requirements of the 
applicable life safety code. 

qualifications set forth by the DOH/Developmental 
Disabilities Supports Division (DDSD), developmentally 
disabled waiver (DDW) definitions and service standards 
and be accredited by an approved organization in 
accordance with the DDSD accreditation policy. 
 
(1) Family living service providers: 
(a)  Family living services for adults:  Service providers 
for adults must meet the qualifications for staff set forth 
by the DOH/DDSD, DDW service definitions and 
standards. 
(2) Supported living service providers must meet the 
qualifications for residential facility staff set forth by the 
DOH/DDSD, DDW service definitions and standards. 
(3) Independent living service providers must meet 
qualifications for residential facility staff set forth by the 
DOH/DDSD, DDW service definitions and standards. 
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(4)  Supported or independent living services may not be provided in 
conjunction with respite services   Family living services may be provided to 
individuals who receive respite services, but the services may not be billed for 
the same time period as respite. 
 
Adult day habilitation services are intended to provide meaningful day 
and individualized activities that support the participant’s definition of a 
meaningful day.  Adult day habilitation services enable the participant to 
increase or maintain their capacity for independent functioning and decision-
making. 
 (1)     Adult habilitation services consist of a daily program of functional and 
meaningful activities that assist with acquisition, retention, or improvement in 
self-help, socialization and adaptive skills that take place in a non-residential 
setting, separate from the participant’s private residence or other residential 
living arrangement.  Adult day habilitation services include: 
(a)     participation in adult education; 
(b)     identification of community resources and connections; 
(c)     development of pre-vocation skills; 
(d)     opportunities to pursue hobbies and recreation/leisure or other interests; 
(e)     transportation during adult day habilitation services; 
(f)     personal care and activities of daily living; 
(g)     assistance with self-administration of medication, 
reminding/observing/monitoring of medication and pharmacy needs, and 
medication administration, including the use of certified aides; 
(h)     nursing oversight and direct care; 
(i)     integration of therapy plans; and 
(j)     nutritional counseling. 
 

Adult day habilitation providers must meet all 
qualifications set forth by the DOH/DDSD, DDW 
service definitions and standards and be accredited by an 
approved organization in accordance with the DDSD 
accreditation policy. 
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Supported employment services consist of intensive, ongoing supports 
that enable participants for whom competitive employment at or above the 
minimum wage is unlikely or participants, who may be able to work in a 
competitive work environment but who, because of their disabilities, need 
supports to perform in a work setting. 
 (1)     Supported employment is conducted in a variety of settings, particularly 
work sites where persons without disabilities are employed.  Supported 
employment activities are designed to increase or maintain the participant’s 
skill and independence, and may include: 
(a)     career exploration; 
(b)     career enhancement; 
(c)     job development; job placement, 
(d)     on-the job training and support; 
(e)     self-employment; 
(f)     job coaching; 
(g)     job site analysis; 
(h)     skills training; 
(i)     benefits counseling; 
(j)     employer negotiations; 
(k)     co-worker training, 
(l)     vocational assessment; 
(m)   arrangement of transportation; 
(n)     medication administration; 
(o)     nursing support while at the work place; 
(p)     integration of therapy plans; 
(q)     assistance with the use of assistive devices and medical equipment; and 
(r)     personal care activities. 
 (2)     Supported employment consists of individual supported employment, 
self-employment and group supported employment models. 
 

Individual supported employment, customized supported 
employment and group supported employment providers 
must meet all qualifications set forth by the DOH/DDSD, 
DD Waiver service definitions and standards and be 
accredited by an approved organization in accordance 
with the DDSD accreditation policy. 
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(a)     Individual supported employment offers one-to-one support to 
participants placed in jobs in the community and support is provided at the 
work site as needed for the individual to learn and perform the job.  Participants 
must have the opportunity for integration into work settings where most of the 
people in the work setting are not disabled.  Individual supported employment 
may include competitive jobs in the public or private sector, and self-
employment.  The service delivery model for individual supported employment 
includes a job coach, and job developer. 
(i)     The job coach provides:  training, skill development and employer 
consultation that an individual may require while learning to perform specific 
work tasks on the job; co-worker training; job site analysis; situational and/or 
vocational assessments and profiles; integration of therapy plans related to the 
workplace; education of the individual and co-workers on rights and 
responsibilities; medication administration; and benefits counseling. 
(ii)     The job developer provides:  initial development of an employment 
action plan; job development activities; employer negotiations and job 
restructuring; job sampling; and placement in a job related to the individual’s 
desired outcomes. 
(b)     Self-employment (customized) services assist the individual to gain self-
employment or engage in other entrepreneurial initiatives.  The service delivery 
model for self-employment services includes a business consultant.  The 
business consultant assists the individual with: 
(i)     development of a business plan; location of business loans and leverage of 
other financial resources; 
(ii)     marketing, advertising, obtaining a business license, permits, tax 
registration and other legal requirements for a business enterprise; and 
(iii)     banking services, financial management and the development and 
maintenance of information management systems necessary for business 
operations. 
 

  40 



   

Waiver Service or Good Provider Type/ Qualifications 
(c)     Group supported employment provides onsite supervision of 
individuals working as a group (two or more individuals with one job coach) in 
community-based employment settings. 
 
Respite is a flexible family support service.  The primary purpose of respite is 
to provide support to the individual and give the primary, unpaid caregiver time 
away from their duties. 
 (1)     Respite services include: 
 (a)     assistance with routine activities of daily living (e.g., bathing, toileting, 
preparing or assisting with meal preparation and eating); 
(b)     enhancing self-help skills; 
(c)     providing opportunities for leisure, play and other recreational activities; 
(d)     assisting the individual to enhance self-help skills, leisure time skills and 
community and social awareness; 
(e)     providing opportunities for community and neighborhood integration and 
involvement; and 
(f)     providing opportunities for the individual to make his own choices with 
regard to daily activities. 
(2)     Respite services may be provided in the individual’s home, the provider’s 
home, in a community setting of the family’s choice (e.g. community center, 
swimming pool, and park), at a center in which other individuals are provided 
care, or in an institution, as necessary.  
(3)     Respite services cannot be provided in conjunction with supported or 
independent living.  Respite may be provided to individuals in family living, 
but the service may not be billed for the same time period as family living. 
 

Respite services may be provided by eligible homemaker 
and companion providers; or licensed registered or 
licensed practical nurses, as appropriate. 
 
Other standards include: Workers must be 18 years of 
age or older, demonstrate capacity to perform required 
tasks, be able to communicate successfully with the 
participant, and pass a criminal background check and 
abuse registry screen. The participant or his/her 
representative evaluates training needs, provides or 
arranges for training, as needed, and supervises the 
worker. 
 

Assisted living is a residential service that includes personal care and 
supportive services (homemaker, chore, attendant services, meal preparation), 
including companion services; medication oversight (to the extent permitted 
under state law); and 24-hour, on-site response capability to meet scheduled or 

Assisted living providers must be licensed as an adult 
residential care facility by DOH pursuant to 7.8.2 
NMAC, and meet all the requirements and regulations set 
forth by DOH as an adult residential care facility 
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unpredictable participant needs and to provide supervision, safety and security. 
(1)     Services also include social and recreational programming.  Coverage 
does not include 24-hour skilled care or supervision or the cost of room or 
board. 
(2)     Nursing and skilled therapy services are incidental, rather than integral, to 
the provision of assisted living services.  If services are provided by third 
parties, they must be coordinated with the assisted living provider. 
(3)     Participants who access this service cannot utilize personal 
care/homemaker, environmental modifications, emergency response, or adult 
day health services. 

pursuant to 7.8.2 NMAC et seq. 
 
 

Behavior support consultation services consist of functional support 
assessments, positive behavioral support plan development, and training and 
support coordination for an individual related to behaviors that compromise an 
individual’s quality of life.  Factors that compromise an individual’s quality of 
life include behaviors that: interfere with forming and maintaining 
relationships,  integrating into the community, or completing activities of daily 
living; or pose a health and safety risk to the individual or others. 
(1)      Behavior support consultation: 
(a)     informs and guides the participant’s service and support providers toward 
understanding the contributing factors to the individual’s behavior.  These 
factors include: 
(i)     genetic and genomic predisposition; 
(ii)     developmental and physiological compromises; 
(iii)     residual impact of abuse and trauma; 
(iv)     co-occurring developmental disabilities and mental illnesses; 
(v)     communicative intent; and 
(vi)     environmental issues. 
(b)     identifies support strategies to ameliorate contributing factors with the 
intention of enhancing functional capacities, adding to service provider 
competency to predict, prevent and respond to interfering behavior and 

Behavior support consultation providers must meet all 
qualifications set forth by the DOH/DDSD, DDW 
definitions and service standards. 
 
(1)     Providers of behavior support consultation services 
must possess qualifications in at least one of the 
following areas: licensed psychiatrist, licensed clinical 
psychologist, licensed psychologist associate, (masters or 
Ph.D. level), a licensed independent social worker 
(LISW), licensed master social worker (LMSW), 
licensed professional clinical counselor (LPCC), licensed 
professional counselor (LPC), licensed psychiatric nurse 
(MSN/RNCS), licensed marriage and family therapist 
(LMFT), or licensed practicing art therapist (LPAT). 
 
(2)     Providers of behavior support consultation must 
maintain a current New Mexico licensure with their 
professional field licensing body. 
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potentially reducing interfering behavior(s); 
(c)     supports effective implementation based on a comprehensive functional 
assessment and subsequent Service and Support Plan (SSP); 
(d)     collaborates with medical and ancillary therapies to promote coherent and 
coordinated services addressing behavioral issues, and to limit the need for 
psychotherapeutic medications; and 
(e)     monitors and adapts support strategies based on the response of the 
individual and his service and support providers. 
(2)     Based on the individual’s SSP, services are delivered in an 
integrated/natural setting or in a clinical setting. 
(a)     Integrated support model:  Strategic prevention and intervention 
support activities within the behavior support consultant’s scope of service are a 
usual and vital aspect of all interactions between the individual and his/her 
service and support providers as opposed to discrete, separate individual 
treatment or therapy.  The prevention and intervention support activities are 
provided within the natural contexts of an individual’s life (such as home, day 
habilitation site, vocational site, community locations, or at the SSP meetings). 
(b)     Non-integrated support activities:  Support interventions within the 
behavior support consultant’s scope of service when provided at a behavior 
support consultant’s office or any location that an individual would not 
otherwise visit, if they did not have an appointment with the behavior support 
consultant.  Non-integrated support activities also include services that are 
delivered in an isolated, non-integrated manner. 
 
Environmental modification services include the purchase or installation 
of equipment, or making physical adaptations to an individual’s residence that 
are necessary to ensure the health, welfare and safety of the individual or 
enhance the individual’s level of independence. 
(1)     Adaptations include the installation of ramps and grab-bars; widening of 
doorways or hallways; installation of specialized electric and plumbing systems 

Environmental modification providers must possess an 
appropriate plumbing, electrician, or contractor license. 
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to accommodate medical equipment and supplies; lifts or elevators; 
modification of bathroom facilities (roll-in showers, sink, bathtub, and toilet 
modifications, water faucet controls, floor urinals and bidet adaptations and 
plumbing); turnaround space adaptations; specialized accessibility, safety 
adaptations/additions; trapeze and mobility tracks for home ceilings; automatic 
door openers/doorbells;  voice-activated, light-activated, motion-activated and 
electronic devices; fire safety adaptations; purchase and installation of air 
filtering devices, heating or cooling adaptations; glass substitute for windows 
and doors;  modified switches, outlets or environmental controls for home 
devices; and alarm and alert systems or signaling devices. 
(2)     All services shall be provided in accordance with applicable federal, state 
and local building codes. 
(3)     The environmental modification provider must ensure proper design 
criteria are addressed in planning and design of the adaptation, provide or 
secure licensed contractor(s) or approved vendor(s) to provide construction or 
remodeling services, provide administrative and technical oversight of 
construction projects, provide consultation to family members, waiver 
providers and contractors concerning environmental modification projects to 
the individual’s residence, and inspect the final environmental modification 
project to ensure that the adaptations meet the approved plan submitted for 
environmental adaptation. 
(4)     Environmental modifications are managed by professional staff available 
to provide technical assistance and oversight to environmental modification 
projects. 
(5)     Excluded are those adaptations or improvements to the home that are of 
general utility and are not of direct medical or remedial benefit to the 
participant.  Adaptations that add to the total square footage of the home are 
excluded from this benefit except when necessary to complete an adaptation. 
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Emergency response services provide an electronic device that enables a 
participant to secure help in an emergency at home and avoid 
institutionalization.  The participant may also wear a portable “help” button to 
allow for mobility.  The system is connected to the participant’s phone and 
programmed to signal a response center when a “help” button is activated.  The 
response center is staffed by trained professionals.  Emergency response 
services include: 
(1)     installing, testing and maintaining equipment; 
(2)     training participants, caregivers and first responders on use of the 
equipment; 
(3)     twenty-four (24) hour monitoring for alarms; 
(4)     checking systems monthly or more frequently, if warranted by electrical 
outages, severe weather, etc.; and 
(5)     reporting participant emergencies and changes in the participant’s 
condition that may affect service delivery. 

Emergency response providers must comply with all 
laws, rules and regulations of the New Mexico State 
Corporation Commission for telecommunications and 
security systems. 
 
 

Community access services are skilled interventions that involve training 
of participants and community members, ongoing assessment of the 
community’s social environment, and the development and implementation of 
strategic, individualized habilitation activities.  Services are designed to 
promote maximum participation in community life, support individuals in 
achieving their desired outcome, promote self-advocacy, and enhance a 
participant’s ability to control his environment through focused teaching of 
adaptive skills, self-help and socialization skills.  Services are provided in 
integrated settings with persons who are not disabled.  Community access 
services cross the life span from children to adults. 
(1)     Community access services include: 
(a)     an assessment of the individual’s needs and desires related to community 
access; 
(b)     development of a community resource action plan within the Service and 
Support Plan (SSP); 

Community access providers must meet all qualifications 
set forth by the DOH/DDSD DDW service definitions 
and standards and be accredited by an approved 
organization in accordance with the DDSD accreditation 
policy. 
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(c)     identification of available community resources; 
(d)     facilitation of inclusion of individual within a community group or 
volunteer organization: 
(e)     opportunities for the participant to join formal/informal associations, 
community groups; and 
(f)     provide opportunities for inclusion in a broad range of community 
settings. 
(2)     Community access services provide: 
(a)     opportunities to pursue social and cultural interests; 
(b)     choice-making; 
(c)     medication administration; 
(d)     nutritional counseling; 
(e)     volunteer time in the community and opportunities to engage in 
meaningful social roles; 
(f)     assisting participants to develop social roles valued by non-disabled 
members of the community; and 
(g)     assisting with the development of natural supports within integrated 
settings. 
 
Private duty nursing for adults includes activities, procedures, and 
treatment for a physical condition, physical illness or chronic disability.  
Services include medication management, administration and teaching; 
aspiration precautions; feeding tube management; gastrostomy and 
jejunostomy; skin care; weight management; urinary catheter management; 
bowel and bladder care; wound care; health education; health screening; 
infection control; environmental management for safety; nutrition management; 
oxygen management; seizure management and precautions; anxiety reduction; 
staff supervision; and behavior and self-care assistance. Children receive this 
service through EPSDT. 
 

Direct nursing services are provided by individuals who 
are currently licensed as registered or practical nurses by 
the New Mexico State Board of Nursing.   
 
Nurses must have a minimum of one year of supervised 
nursing experience, in accordance with the New Mexico 
Nursing Practice Act. 
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Extended state plan skilled therapy services for adults include 
physical therapy, occupational therapy or speech language therapy.  Services 
are provided when State Plan skilled therapy services are exhausted.  Adults on 
the waiver access therapy services under the State Plan for acute and temporary 
conditions that are expected to improve significantly in a reasonable and 
generally predictive period of time.  Therapy services provided to adults under 
Mi Via focus on maintenance, community integration, socialization and 
exercise, or enhance support and normalization of family relationships. Services 
include: 
 (1)     physical therapy:  Diagnosis and management of movement 
dysfunction and the enhancement of physical and functional abilities.  Physical 
therapy addresses the restoration, maintenance and promotion of optimal 
physical function, wellness and quality of life related to movement and health.  
Physical therapy activities include: 
(a)     increase, maintain or reduce the loss of functional skills; and/or 
(b)     treat a specific condition clinically related to an individual’s 
developmental disability; and/or 
(c)     support the individual’s health and safety needs; and/or 
(d)     identify, implement, and train on therapeutic strategies to support the 
individual and their family or support staff consistent with the individual’s 
Service and Support Plan (SSP) desired outcomes and goals. 
(2)     occupational therapy:  Diagnosis, assessment and management of 
functional limitations intended to assist adults to regain, maintain, develop and 
build skills that are important for independence, functioning and health. 
(a)     Occupational therapy services typically include: 
(i)     customized treatment programs to improve one’s ability to perform daily 
activities; 
(ii)     comprehensive home and job site evaluations with adaptation 
recommendations; 
(iii)     skills assessments and treatment; 

Physical and occupational therapists, speech/language 
pathologists, and physical therapy assistants must possess 
a therapy license in their respective field, from the New 
Mexico Regulation and Licensing Department.   
 
Certified occupational therapy assistants must possess an 
occupational therapy assistant certification from the New 
Mexico Regulation and Licensing Department.  
 
Speech clinical fellows must possess a clinical fellow 
license from the New Mexico Regulation and Licensing 
Department. 
 
. 

  47 



   

Waiver Service or Good Provider Type/ Qualifications 
(iv)     assistive technology recommendations and usage training; and 
(v)     guidance to family members and caregivers. 
(b)     Occupational therapy services: 
(i)     increase, maintain or reduce the loss of functional skills; and/or 
(ii)     treat specific conditions clinically related to an individual’s 
developmental disability; and/or 
(iii)     support the individual’s health and safety needs; and/or 
(iv)     identify, implement, and train therapeutic strategies to support the 
individual and their family or support staff consistent with the individual’s SSP 
desired outcomes and goals. 
(3)     speech and language pathology:  Diagnosis, counseling and instruction 
related to the development and disorders of communication including speech 
fluency, voice, verbal and written language, auditory comprehension, cognition, 
swallowing dysfunction, oral pharyngeal or laryngeal, and sensor motor 
competencies. 
(a)     Speech language pathology is also used when an individual requires the 
use of an augmentative communication device. 
(b)     Services are intended: 
(i)     to improve or maintain the individual’s capacity for successful 
communication or to lessen the effects of individual’s loss of communication 
skills; and/or 
(ii)     to improve or maintain the individual’s ability to eat foods, drink liquids, 
and manage oral secretions with minimal risk of aspiration or other potential 
injuries or illness related to swallowing disorders.   
(iii)     activities include identification, implementation and training of 
therapeutic strategies to support the individual and their family or support staff 
consistent with the individual’s SSP desired outcomes and goals. 
(iv)     based upon therapy goals, services may be delivered in integrated natural 
setting, clinical setting or in a group. 
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(4)     individual integrated therapy model:  Interventions within the licensed 
therapist’s scope of service when provided within the natural contexts of an 
individual’s life (such as home, day habilitation site, vocational site, community 
locations or at SSP planning meetings).  This model does not include services 
provided in an isolated, non-integrated manner unless a direct skilled therapy 
services is provided and applied to a functional activity/routine in collaboration 
with a caregiver during the same session. 
(5)     individual clinical model:  Interventions within the licensed therapist’s 
scope of service when provided in a clinic setting such as a therapy clinic or 
therapist’s office or when services are delivered in an isolated, non-integrated 
manner.  A clinical context would include any location that an individual would 
not otherwise visit, if they did not have a therapy appointment. 
(6)     group integrated therapy model:  Integrated therapy services delivered 
in a group with a ratio of two (2) or three (3) individuals to one therapist 
designed to benefit the individuals involved due to a group context.  The 
purposes may include, but are not limited to teaching caregivers strategies and 
techniques for supporting several individuals to participate in an activity/routine 
that naturally occurs with small groups (in the home, day habilitation site, 
vocational site or community location) or to teach and practice opportunities for 
physical and communication interaction in a small group context.  The context 
of the group must reflect the context of a naturally occurring activity/ routine, 
i.e., yoga group instruction; social interaction; leisure activity; etc. 
(7)     group clinical model:  Therapy services delivered in a clinical setting, in 
a group with a ratio of three (3) or two (2) individuals to one therapist designed 
to benefit the individuals involved due to a group context.  Purposes may 
include, but are not limited to teaching individual strategies and techniques to 
participate in an activity/routine that naturally occurs with small groups, or to 
teach and practice opportunities for physical and communication interaction in 
a small group context.  A clinical setting would include any location an 
individual would not otherwise visit, if they did not have a therapy 
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appointment.  
Extended state plan skilled therapy services for children include 
physical therapy, occupational therapy or speech language therapy.  Services 
are provided when State Plan skilled therapy services are exhausted.  EPSDT 
covers skilled and rehabilitative therapy services with no limits, as long as the 
service is medically necessary.  Mi Via allows participants, who are children, to 
receive additional therapy services that do not meet the EPSDT criteria for 
medical necessity but instead focus on community integration, socialization and 
exercise, or enhance support and normalization of family relationships.  
Therapy services include: 
 (1)     physical therapy:  Services delivered by a licensed physical therapist to 
provide the following services not covered by the State Plan under EPSDT 
requirements, nor through an Individual Education Plan through the Medicaid 
School-Based Services program: 
(a)     physical therapy interventions to promote participation in recreation 
and/or community integration activities as defined in the Mi Via Waiver 
Service Standards; 
(b)     adaptation of exercise equipment and associated training for family 
members or other support persons to promote ongoing fitness of the child; 
(c)     assessment for appropriate environmental modifications in the home as 
described in Mi Via Waiver Service Standards; 
(d)     recommending equipment, and/or techniques, and/or therapy 
interventions to increase family/caregiver ability to provide support for the 
child’s comfort and convenience or to increase the independence of the 
individual in non-medically related daily life activities; 
(e)     interventions for children with swallowing disorders to prevent aspiration 
in accordance with the team approach described in DOH aspiration prevention 
policy and procedures, as appropriate to the therapist’s scope of practice; 
(f)     coordination with other therapists serving the child through EPSDT, 
and/or the Medicaid School-Based Services program, and/or with other 

Physical and occupational therapists, speech/language 
pathologists, and physical therapy assistants must possess 
a therapy license in their respective field, from the New 
Mexico regulation and licensing department.   
 
Certified occupational therapy assistants must possess an 
occupational therapy assistant certification from the New 
Mexico Regulation and Licensing Department.  Speech 
clinical fellows must posses a clinical fellow license 
from the New Mexico Regulation and Licensing 
Department. 
 
. 
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disciplines; and 
 (g)     associated evaluation, assessment and training of child, family and/or 
other caregivers related to above activities. 
(2)     occupational therapy:  Services delivered by a licensed occupational 
therapist to provide the following services not covered by the State Plan under 
EPSDT requirements, nor through an Individual Education Plan in the 
Medicaid School-Based Services program: 
(a)     occupational therapy interventions to promote participation in recreation 
or community integration activities as defined in the Mi Via Waiver Service 
Standards; 
(b)     adaptation of exercise equipment and associated training for family 
members or other support persons to promote ongoing fitness of the child; 
(c)     assessment for appropriate environmental modifications in the home as 
described in the Mi Via Waiver Service Standards; 
(d)     recommending equipment, and/or  techniques, and/or therapy 
interventions to increase family/caregiver ability to provide support for the 
child’s comfort and convenience or to increase the independence of the 
individual in non-medically related daily life activities; 
(e)     interventions for children with swallowing disorders to prevent aspiration 
in accordance with the team approach described in DOH aspiration prevention 
policy and procedures, as appropriate to the therapist’s scope of practice; 
(f)     coordination with other therapists serving the child through EPSDT, 
and/or the Medicaid School-Based Services program, and/or with other 
disciplines; and 
(g)     associated evaluation, assessment and training of child, family or other 
caregivers related to above activities. 
(3)     speech language pathology:  Services delivered by a licensed speech 
language pathologist to provide the following services not covered by the State 
Plan under EPSDT requirements, nor through an Individual Education Plan in 
the Medicaid School-Based Services program: 
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(a)     speech language interventions to promote participation in recreation 
and/or community integration activities as defined in the Mi Via Waiver 
Service Standards; 
(b)     interventions for children with swallowing disorders to prevent aspiration 
in accordance with the team approach described in DOH’s aspiration prevention 
policy and procedures, as appropriate to the therapist’s scope of practice; 
(c)     recommending equipment, and/or techniques, and/or therapy 
interventions to increase family/caregiver ability to facilitate communication or 
to increase the independence of the individual in non-medically related daily 
life activities; 
(d)     coordination with other therapists serving the child through EPSDT, 
and/or the Medicaid School-Based Services program, and/or other disciplines; 
and 
(e)     associated evaluation, assessment and training of child, family or other 
caregivers related to above activities. 
4)     Based upon therapy goals, services may be delivered in integrated natural 
setting, clinical setting and/or in a group. 
(a)     Individual integrated therapy model:  Interventions within the licensed 
therapist’s scope of service when provided within the natural contexts of an 
individual’s life (such as home, day habilitation site, vocational site, community 
locations or at SSP planning meetings).  This model does not include services 
provided in an isolated, non-integrated manner unless a direct skilled therapy 
services is provided and applied to a functional activity/routine in collaboration 
with a caregiver during the same session. 
(b)     Individual clinical model:  Interventions within the licensed therapist’s 
scope of service when provided in a clinic setting such as a therapy clinic or 
therapist’s office or when services are delivered in an isolated, non-integrated 
manner.  A clinical context would include any location that an individual would 
not otherwise visit, if they did not have a therapy appointment.  This unit is also 
used for the following therapy activities: 
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(i)     development of individual specific therapy treatment plan; 
(ii)     development of support plans; 
(iii)     development of guidelines to caregivers; 
(iv)     development of mealtime procedural programs;  
(v)     report writing; 
(vi)     clinic/office-based assistive technology fabrication; and 
(vii)     phone consultation. 
(c)     Group integrated therapy model:  Integrated therapy services delivered 
in a group with a ratio of two (2) or three (3) individuals to one therapist 
designed to benefit the individuals involved due to a group context.  The 
purposes may include, but are not limited to teaching caregivers strategies and 
techniques for supporting several individuals to participate in an activity or 
routine that naturally occurs with small groups (in the home, day habilitation 
site, vocational site or community location), or to teach and practice 
opportunities for physical and communication interaction in a small group 
context.  The context of the group must reflect the context of a naturally 
occurring activity/routine i.e., yoga group instruction; social interaction; and 
leisure activity, etc.  One therapist can bill for no more than three individuals 
regardless of the number of participants. 
(d)     Group clinical model:  Therapy services delivered in a clinical setting, 
in a group with a ratio of two (2) or three (3) individuals to one therapist 
designed to benefit the individuals involved due to a group context.  Purposes 
may include, but are not limited to teaching individuals strategies and 
techniques to participate in an activity/routine that naturally occurs with small 
groups, or to teach and practice opportunities for physical and communication 
interaction in a small group context.  A clinical setting would include any 
location an individual would not otherwise visit, if they did not have a therapy 
appointment.  Individuals receiving physical, occupational or speech language 
therapy services through the State Plan, including EPSDT program or Medicaid 
School-Based Services, would not be able to purchase duplicate therapy 
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Waiver Service or Good Provider Type/ Qualifications 
services through Mi Via. 
Nutritional counseling services for adults include assessment of the 
participant’s nutritional needs, development and/or revision of individuals 
nutritional plan, counseling and nutritional intervention, and observation and 
technical assistance related to implementation of the nutritional plan. 
 

Nutritional counseling providers must be registered as 
dietitians by the commission on dietetic registration of 
the American Dietetic Association. 
 

Intensive case management is a skilled service that assists participants 
with care coordination. 
(1)     Services include: 
(a)     access to and coordination among primary, preventive and chronic care 
providers; 
(b)     crisis intervention and planning; 
(c)     staff training; 
(d)     training related to health maintenance and safety; 
(e)     end of life directives; and 
(f)     family mediation.  
(2)     Mi Via participants may wish to delegate some management of their care 
to a skilled-level case manager. 
(3)    Intensive case management services may assist participants with the 
identification of and linkage to community resources and activities that are 
beyond the scope of Medicaid services including recreational, social and 
educational activities. 
(4)     Intensive case management services must be included in the individual 
participant’s Service and Support Plan and Budget, along with other purchased 
services. 
 (5)     Intensive case management services are distinct waiver services, 
purchased by the participant, and not related to the consultant’s support role. 
 

Intensive case management providers must have the 
skills and abilities necessary to perform case 
management services and possess the following 
qualifications: 
 
(1)    one year clinical experience related to the target 
population, and one of the following: 
 
(2) licensed social worker, as defined by the New 
Mexico Board of Social Work Examiners; or 
 
(3)     licensed registered nurse, as defined by the New 
Mexico Board of Nursing; or 
 
(4)     bachelor’s degree in social work, counseling, 
nursing, special education, or closely related field; plus 
 
(4)     one year clinical experience, related to the target 
population. 
 

 
 

  54 


	Effective September 1, 2007
	VI. Planning and Budgeting for Services, Supports and Goods ………..60
	VII. Implementation of the Service and Support Plan and Budget….  75
	XIII.   Mi Via Tri-Agency Council and Tri-Agency Policy Subcommittee….102
	RE-REVIEW PROCESS – A participant who disagrees with a clinical/medical utilization review decision or action on their abstract review, may submit a written request for a re-review to Medicaid Utilization Review with the Third Party Accessor.
	RECONSIDERATION – Requests must have additional medical/clinical information 
	(in addition to the initial and re-review information submitted) in order to meet the requirements for the reconsideration process.






