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Residential Support Waiver (RSW)
Chapter 7f describes the Residential Support Waiver (RSW), which is a program that provides clients with personal care and behavior support services in community residential settings.


Ask the Expert
If you have questions or need clarification about the content in this chapter, please contact:
Sandy Spiegelberg	Residential Support Program Manager
			360-725-2576	
			Sandra.Spiegelberg@dshs.wa.gov
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WHAT IS THE RESIDENTIAL SUPPORT WAIVER (rsw)?
The RSW is a home and community-based waiver designed to provide personal care, community options, and specialized services for eligible clients with personal care and behavioral support needs. The RSW provides a cohesive and comprehensive continuum of specialized services targeted to adults with extremely challenging behavior. All clients who receive RSW services should also receive behavior support services.

Clients can receive RSW services in a variety of settings. The waiver offers three levels of residential services with progressively intensive supports designed to facilitate successful community living, while providing options based on client need. 

The RSW was authorized by the Centers for Medicaid and Medicare Services in August 2014.  

Guidelines for program services are in WAC 388-106-0336 through 0348.


WHAT IS THE target population for the rsw?
The RSW serves clients who are returning to the community from state hospitals or community hospital psychiatric units, or have a history of failed/denied community residential settings, or are at risk of losing their current community residential setting due to behavioral challenges.  

Many RSW clients have been unsuccessful in other community residential settings. RSW clients require additional or specialized staffing to assist with complex behavioral or clinical needs and would require nursing facility services or a psychiatric setting as the alternative to a RSW community residential setting.


how is financial eligibility determined?
Financial eligibility and client income requirements for RSW are exactly the same as those for the COPES program. The RSW Medicaid period begins on the first day the client arrives at the community residential setting.  

When communicating with Financial regarding RSW clients, Case Managers will use the Financial/Social Services Communication Form #14-443:
•	Select the RSW program for all RSW clients
•	If the RSW client is also receiving an ongoing CFC service, select the CFC program. Do not select CFC if the RSW client is getting a one-time CFC service.

For more information on how financial eligibility is determined, see Chapter 4 of the Long-Term Care Manual.  

WHAT IS THE functional eligibility criteria for the rsw?
To be eligible to receive services under the RSW, a client must be financially eligible and must meet the following eligibility criteria, per WAC 388-106-0338:
1.	Meet the Nursing Facility Level-of-Care (NFLOC); 
2.	Have been assessed as medically or psychiatrically stable and one or more of the following applies:
a)	Currently resides at a state mental hospital or psychiatric unit of a hospital, and the hospital has found the client is ready for discharge to the community;
b)	Has a history of frequent or protracted psychiatric hospitalizations; 
c)	Has a history of an inability to remain medically or behaviorally stable for more than six months and 
i.	Within the last year, has exhibited serious challenging behaviors or
ii.	Has had problems managing medications, which has affected their ability to live in the community.
3.	Have no other setting options due to the extensive nature of behavior and clinical complexity;
4.	Have behavioral or clinical complexity that requires the level of supplementary or specialized staffing available only in the qualified community settings in the RSW; and
5.	Require caregiving staff with specific training in providing personal care, supervision, and behavior supports to adults with challenging behaviors.


WHAT residential services are offered under the rsw?
Expanded Community Services (ECS)
This service is available to clients identified by DSHS as ECS clients and can only be provided in residential settings that have an ECS contract. ECS clients in settings with the ECS contract will receive personal care services, medication oversight, and contracted behavior support services.  Residential providers may offer increased staff or activities to support the client in the residence. Client services and supports are available 24-hours per day by on-site staff who provide supervision and support.

The contracted behavior support services include:
•	Person-centered, on-site client training for the client and caregiving staff;
•	An individualized crisis response and behavior support plan that is reviewed monthly and modified as the client’s needs change; and
•	Monthly psychopharmacological medication reviews.

ECS is available in Adult Family Homes (AFH), Assisted Living Facilities (ALF), and Enhanced Adult Residential Care (EARC) facilities.

For a client with behavioral needs who is eligible for the RSW, ECS is the first service to consider. If the client’s behavioral needs cannot be met in an ECS setting, an AFH with the SBS contract should be considered rather than writing an ETR to increase the ECS rate. See Chapter 3 of the Long-Term Care Manual for more information on ETRs.
All ECS clients should receive behavior support services, with these considerations:
•	ECS clients who do not want to participate in behavior support services may remain on the RSW as an ECS client; the contracted ECS Behavior Support Provider may still support the client by training and working with the facility provider and staff. 
•	If a client does not need behavior support, the client should be on CFC.  
•	If a client needs behavior support but is not eligible for the RSW or resides in a facility without an ECS or SBS contract, the client may access behavior support through the state plan as a CFC-COPES client using the Client Training services. (This was formerly referred to as “Tier II”.)  Please see Chapters 7b and 7d of the Long-Term Care Manual for additional information.
 
Note:  If a client is receiving ECS or ECS-Plus services in a skilled nursing facility, those services are not part of the RSW. Please see Chapter 10 of the Long-Term Care Manual for information on ECS or ECS-Plus in a skilled nursing facility.

Specialized Behavior Supports (SBS)
Clients receiving SBS in Adult Family Homes with an SBS contract will receive the same services as in an ECS setting in addition to receiving assistance from additional staffing. The SBS contract requires additional staffing to provide closer supervision, behavioral support, and the availability for one-on-one staffing for SBS clients. The provider must submit the staffing schedule, reflecting the required additional staff, to the HCS region prior to the SBS client moving into the Adult Family Home. The additional staffing requirements are:
•	1 SBS client = 6-8 hours
•	2 SBS clients = 12-16 hours
•	3 SBS clients = 18-24 hours

If the client’s needs cannot be met with either the ECS or AFH-SBS services, an Enhanced Services Facility should be considered.

Enhanced Services Facility (ESF)
Clients in an ESF will receive  personal care services, medication oversight, and the highest level of specialized staffing, with 24-hour on-site nursing and 8 hours per day of behavior support provided by on-site mental health professionals. ESF staff implement client-specific behavior support plans and provide supervision and support. Behavior support to the client is provided by the local Managed Care Organization through the client’s private insurance or Medicaid coverage.

The ESF contract requires the provider to include a Behavior Support section in each client’s PCSP.  The Behavior Support section will include a crisis prevention and response protocol to outline specific indicators that might signal a crisis for the client, as well as a plan to ensure coordination with community crisis responders.

This service is appropriate for clients who, due to their behavioral and personal care needs, require the highest level of behavioral support.  

WHAT OTHER services are offered under the rsw?
Adult Day Health (ADH)
Nursing or rehabilitative therapy services for clients with  medical or disabling conditions that require interventions or services from a registered nurse or a licensed speech therapist, occupational therapist, or physical therapist under the supervision of the client’s physician, when required.  The need for Adult Day Health services must be identified in the client’s PCSP.  
•	Example – an ESF client is eligible for speech therapy from an Adult Day Health center, because the client’s assessment indicates this is needed.

ADH services may not duplicate any other Medicaid service received by the client.

Client Support Training and Wellness Education
This service is for clients who have specific therapeutic training needs identified in CARE or in a professional evaluation. Clients may receive training to assist them in adjusting to impairments, restoring or maintaining physical functions, learning to self-manage chronic conditions, acquiring skills to address minor depression, managing personal care, and developing skills related to behavior management.  Wellness Education materials assist clients to obtain, process, and understand information needed to manage and prevent chronic conditions.
Behavior Support Services 
These services are provided through the Client Support Training service. Behavior support is provided by the local DSHS-contracted behavior support provider, and is authorized using Service Code T2025, U3. Behavior support services include:
•	A professional evaluation to assess the client’s behavior support needs and a written Individualized Behavior Support Plan; 
•	A Crisis Plan to address steps to take when faced with a crisis situation, including a list of all formal and informal supports, medications, and strategies to use for de-escalation;
•	Regularly scheduled behavior support visits in the individual’s residence, usually one to two times per week;
•	Specialized training and consultation to facility staff on managing the client’s behaviors; and
•	Monthly psychopharmacological management to ensure that appropriate levels and types of medications are prescribed.

Wellness Education
Wellness Education supports client health literacy and client engagement in healthcare. This service is provided by Smart Source and is authorized using Service Code SA080. If a client chooses to receive Wellness Education, it may be authorized for 1 unit per month. 

Specialized Equipment/Supplies and Durable Medical Equipment
Specialized Equipment and Supplies (SES) are non-medical equipment and supplies such as items that are never covered by Health Care Authority (e.g. waterproof mattress covers, bathroom equipment such as handheld showers, reachers, adaptive utensils/plates/cups and portable ramps that don’t involve any structural modifications to the client’s home.  These items are:
•	Necessary to increase the client’s ability to perform activities of daily living; or 
•	Necessary for the client to perceive, control, or communicate with the environment in which the client lives; and 
•	Of direct remedial benefit to the client; and
•	In addition to any medical equipment and supplies provided under the Medicaid State Plan, Medicare or other insurance.
Maintenance and upkeep of items covered under this service are also available, as well as training for the client and caregivers on how to operate and maintain the equipment. Items reimbursed under RSW exclude items that are not of direct medical or remedial benefit to the client; this service is limited to $700 per occurrence without an ETR.  

Durable Medical Equipment (DME) as defined under WAC 182-543, include items which are:
•	Medically necessary under WAC 182-500-0070;
•	Necessary to increase the client’s ability to perform ADLs, or to perceive, control, or communicate with the environment in which he/she lives;
•	Directly medically or remedially beneficial to the client; and 
•	In addition to, and do not replace, any medical equipment and/or supplies otherwise provided under Medicare and/or Medicaid.
Refer to LTC Manual COPES Chapter 7d for additional directions on durable medical equipment, including how to authorize this service.

Nurse Delegation
This waiver service is authorized under RCW 18.79.260 and Chapter 246-840 WAC, and is available in AFHs with either an SBS or ECS contract. This service is not available in Enhanced Services Facilities.  

Under Nurse Delegation, a RN delegates specific nursing care tasks, which are normally done by a nurse, to a qualified long-term care worker who has completed the required training and the nurse has deemed competent to perform the tasks.  

Nurse delegation can be provided in Assisted Living Facilities by the facility nurses. When the Assisted Living Facility provides nurse delegation, it is included in the Assisted Living Facility rate and is not authorized by the Social Services Specialist.  

For more information on nurse delegation, please see Chapter 13 of the Long-Term Care Manual.

Skilled Nursing Services
This waiver service is available in AFHs and ALFs provided it does not duplicate skilled nursing included in the residential service. It is not available in an ESF because nursing services are provided in this setting. Skilled Nursing Services provide direct skilled intermittent nursing tasks to clients.  Registered Nurses (RN), or Licensed Practical Nurses under the supervision of a RN, may provide skilled nursing services that is beyond the amount, duration, or scope of Medicaid-reimbursed home health services as provided in WAC 182-551-2100. Skilled nursing services cannot be duplicative of any other waiver or state plan service. 

Nursing Services
This is not a specific waiver service but is available to RSW clients. Nursing Services offer clients, providers, and case managers, health-related assessment and consultation in order to enhance the development and implementation of the client’s plan of care. These services are provided as an administrative function. This service does not require an authorization in ProviderOne since HCS and AAA nursing staff provide this function.

For more information about Nursing Services, including referral process and resources, see LTC Manual Chapter 24 Nursing Services.

CFC Services
CFC services (other than personal care) can be available to RSW clients, if the need for a service is identified in the plan of care and if the CFC service does not duplicate a service available in the waiver. Note that personal care is provided under the RSW.


where can individuals receive residential services under the rsw?
RSW services are available in contracted Adult Family Homes, Assisted Living Facilities, Enhanced Adult Residential Care facilities, and Enhanced Services Facilities.

	Residential Settings
	Expanded Community Services (ECS)
	Specialized Behavior Support (SBS)
	Enhanced Services Facility (ESF)

	Adult Family Home (AFH)
	Yes, with ECS Contract
	Yes, with SBS Contract
	No

	Assisted Living Facility (ALF)
	Yes, with ECS Contract
	No
	No

	Enhanced Adult Residential Center (EARC)
	Yes, with ECS Contract
	No
	No

	Enhanced Services Facility (ESF)
	No
	No
	Yes, with ESF Contract



what are the residential provider qualifications?
ECS Contract Requirements
Assisted Living Facilities and Enhanced Adult Residential Care facilities must be licensed under Chapter 18.20 RCW and Chapter 388-78A WAC and meet all qualifications established within this RCW and WAC.  
•	Be licensed with the State of Washington for twelve months preceding the application for an AL-ECS or EARC-ECS contract; and 
•	Have no significant enforcement actions during the twelve months preceding the application for the AL-ECS or EARC-ECS contract. 

Adult Family Homes must be licensed under Chapter 70.128 RCW and Chapter 388-76 WAC and meet all qualifications established within the RCW and WAC.  In addition, AFHs must meet the criteria and qualifications of the Expanded Community Services contract, which include:
•	Be licensed with the State of Washington for twelve months preceding the application for an AFH-ECS contract; and 
•	Have no significant enforcement actions during the twelve months preceding the application for the AFH-ECS contract. 

SBS Contract Requirements
Adult Family Homes must be licensed under Chapter 70.128 RCW and Chapter 388-76 WAC and meet all qualifications established within this RCW and WAC. In addition, Adult Family Homes must meet the criteria and qualifications for a Specialized Behavior Support Contract, which include:
•	Have a Washington State AFH license for at least 12 months prior to applying for this contract; 
•	Have had no significant enforcement actions during 12 months prior to applying for this contract; and
•	Have a demonstrated history of working with people with behavioral challenges.

ESF Contract Requirements
Enhanced Services Facilities must be licensed under Chapter 70.97 RCW and Chapter 388-107 WAC and meet all criteria and qualifications within this RCW and WAC. The Enhanced Services Facility Contract requires the contractor to:
•	Have demonstrated experience providing services and supports to adults with challenging behavior;
•	Have demonstrated ability to serve individuals whose criminal or behavioral history has kept them from being served in the community;
•	Have demonstrated ability to provide or arrange for all required staff trainings; and
•	Ensure that qualified professionals are available as required to provide the direct services and supports to the clients.



what is the RSW referral process?
The HCS Social Services Specialist completes a CARE assessment, in accordance with Chapters 3 and 8 of the Long-Term Care Manual. Clients referred to the RSW must have at least one of the following identified in CARE under the Medical Treatment section:
•	Behavior Management Plan 
•	Behavior Evaluation Program

ECS and SBS Referrals
The HCS Social Services Specialist completing the CARE assessment determines if the client meets the RSW eligibility criteria and makes a referral to the HCS Field Services Administrator or designee, by completing the RSW Referral Form (DSHS #11-130).

The local Regional ECS/SBS Team is led by the ECS/SBS Coordinator, which is typically the HCS Field Services Administrator (FSA). Other members of the Regional ECS/SBS Team are identified by the FSA and may include a Social Services Supervisor, a Social Services Specialist with an ECS/SBS caseload, and clinicians from the contracted Behavior Support provider.

The Regional ECS/SBS Coordinator or designee and/or Regional ECS/SBS Team reviews each client referral to ensure that:
•	The client is eligible for, requires, and would benefit from the services provided under ECS/SBS; and
•	If a proposed residential provider has been identified, ensures the residential provider has the appropriate ECS or SBS contract and is suited to provide the level of care and services the client needs, as documented in CARE.

The Regional ECS/SBS Team will review and approve or deny referrals at the local level.  Decisions made by the Regional ECS/SBS Team will be documented in CARE.   

Note:  A client can be eligible for ECS/SBS when the Behavior Management Plan is being provided through local PACT services. If that is the case, document this in CARE by going to the Medical Treatment section in CARE and select “Mental Health Therapy/Program”.

ESF Referrals
Individuals referred for an ESF must currently:
•	be in a state hospital (Eastern State Hospital or Western State Hospital); or
•	be a diversion from a state hospital and be on a state hospital admit waiting list.

Regions that have an ESF will initiate referrals to the ESF(s) in their Region. The local Social Services Specialist will use the RSW Referral Form (DSHS #11-130) to refer the client to the local HCS Regional staff, who will conduct the CARE assessment and contact the local State Hospital Discharge and Diversion (SHDD) Transition Coordinator.

The Transition Coordinator refers the client to the local ESF provider for consideration of accepting the client into the ESF. If the ESF provider accepts the client, the Transition Coordinator will work with the client, local Regional staff, the ESF provider, State Hospital staff, and the local Managed Care Organization on transition planning. The Transition Coordinator will also collaborate with the Mental Health Nurse Program Manager on clinical services for treatment and therapy that needs to be continued at the ESF. The Mental Health Nurse Program Manager will communicate any medical or psychiatric discharge recommendations to the local regional staff prior to discharge.

The Transition Coordinator will document in a SER note in CARE that the client is approved for ESF level-of-care.

Regions that do not have an ESF will initiate referrals by submitting the RSW Referral Form (DSHS #11-130) to the SHDD Transition Coordinator or local HCS Regional staff where an ESF is located.

Note: Directions on use of the RSW Referral Form are reflected on the form.  
Full details on the ESF Transition Process are provided in the flowchart at the conclusion of this Chapter.



what if a rsw client needs a cfc service?
If the need for a CFC service is identified in the RSW client’s plan of care, the client can access that service when it is not duplicative of a service available through the RSW. To do this, the HCS Social Services Specialist will identify the need in the CARE assessment and authorize the CFC service.  


can a rsw client receive washington roads services?
A contracted Community Choice Guide (CCG) may be used to assist with transitional tasks (such as coordinating a move) on a very limited basis. Utilizing Washington Roads funding for transitional tasks is a last-resort option and is used only when all other resources have been exhausted.
•	For ECS and SBS:  It is the responsibility of the case manager, along with the ECS/SBS Coordinator, to find an appropriate ECS/SBS residential setting; finding the ECS/SBS residential setting cannot be assigned to a CCG. In addition to staffing the case with a supervisor prior to authorizing Washington Roads services, the ECS/SBS Coordinator must review and approve of the request.
•	For ESF: In addition to staffing the case with a supervisor prior to authorizing Washington Roads services, the HCS Field Services Administrator must review and approve the request.


when should the mco be asked to fund a client’s personal care?
If a client’s need for personal care is based solely on a diagnosed psychiatric condition and the client is receiving services from a Managed Care Organization (MCO), the case manager or Social Services Specialist should request funding from the MCO. Please see Chapter 7H in the Long-Term Care Manual for additional information and directions.


what are the case management responsibilities regarding hospital discharges to an esf?
When a client is approved for the RSW, the HCS Social Services Specialist will notify the client of the residential options.  When the client chooses an ESF, the HCS Social Services Specialist will coordinate with the ESF Administrator, who is contractually responsible for oversight of the facility, to ensure all needed supports and services are in place for the client prior to the client moving into the ESF. The ESF Administrator is responsible to coordinate with the local Managed Care Organization to provide behavioral support to the client.  

The HCS Social Services Specialist will also work with the “transferring facility” (state hospital, psychiatric facility, or residential facility) to coordinate details such as medications, appointments with prescribers, equipment, legal issues, etc., in preparation for the client’s move into the ESF. 

The HCS Social Services Specialist should be involved in all activities and planning for the client’s transition to the community and has the following specific duties:
•	Review and approve the ESF provider’s pre-admission assessment and transition plan prior to admission;
•	Ensure the client has an adequate supply of medications prior to discharge;
•	Ensure the client has an appointment with a medication prescriber in the community before admission; and
•	When the client is ready to move to the facility, the HCS Social Services Specialist will authorize services, notify the financial worker of the discharge date using form 14-443, and authorize the payment to the provider, effective the date the client is to move into the facility.

The RSW Transition Checklist (attached) is used by the HCS Social Services Specialist and other staff to ensure all documents and processes are in place prior to the client moving from the hospital into the community.

As best practice, when moving clients to an ESF setting, the HCS Social Services Specialist must:
•	Ensure clients only move into an ESF at the beginning of the week (Monday, Tuesday, or Wednesday);
•	Visit the client in the facility frequently; 
•	Regularly review the individualized behavior support plans; and 
•	Participate in the client’s PCSP team meetings in the facility.


what if a rsw client wants to move?
If an RSW participant wants to voluntarily move out of the community residential setting, the HCS Social Services Specialist will work with the client to address any related issues, if possible, and work with the client to find another community residential setting option. If case management responsibilities are transferred to another HCS Social Services Specialist, the former and current HCS Social Services Specialists will coordinate to ensure a smooth transition for the client. 


what if a rsw client’s LRA is expiring?
Any RSW client who wants to transition from an RSW setting to another living situation should receive support and transition services from the Person Centered Planning (PCSP) Team. If a client is on a Less-Restrictive Alternative (LRA), the PCSP Team should begin the transition planning well in advance of the LRA expiration date. The RSW client must be included in all discussions regarding transition planning.


person-centered planning
Each RSW client will have a PCSP Team that will use a person-centered planning process to ensure the client’s Behavior Support Plan, Crisis Plan, and PCSP are consistent, and will support, the client in the community. 

ECS PCSP Teams
Regional HCS ECS/SBS Coordinators and Teams work in collaboration with local Managed Care Organizations (MCOs) and partner with local psychiatric hospitals, Evaluation and Treatment Centers, state hospitals, ECS Behavior Support Services contractors, and other stakeholder agencies when assessing appropriate program options for individuals considered for ECS/SBS. 

Monthly individualized ECS/SBS case reviews are facilitated by HCS and held with the local ECS/SBS Team comprised of the HCS ECS/SBS Coordinator or designee, the assigned HCS Social Services Specialist, and the contracted Behavior Support provider, in order to ensure behavior plans are relevant and the client continues to need ECS/SBS services.

Note:  The Behavior Support Services contractors may provide up to two episodes of service (or behavioral support visits) to an ECS/SBS client who is in the hospital, either preparing to transition into a residential setting or returning to a residential setting. These visits are an important component of the client’s behavior support services; however, the Behavior Support contractor cannot bill for these visits until the ECS/SBS client moves into (or returns to) the residential setting.

SBS PCSP Teams
The SBS Behavior Support team will include the client, individuals chosen by the client, HCS regional field staff, the contracted Behavior Support Provider, and facility staff identified by the AFH provider

The Adult Family Home provider will work with the client, the designated HCS Social Services Specialist, and the contracted Behavior Support Provider to coordinate and schedule SBS Team meetings at least once a month for each AFH-SBS client. The HCS Social Services Specialist will document all SBS Team meetings (including purpose, any changes made to the client’s care plan, and which team members are present) in a SER in the CARE system.

ESF PCSP Teams
Each ESF client will have a PCSP Team to coordinate the development, implementation, and evaluation of the client’s PCSP with the goal of maintaining a stable community residential setting.  WAC 388-107-0100 identifies the members of the PCSP Team to include the client and/or representative, individuals chosen by the client, a mental health professional, nursing staff, and the HCS Social Services Specialist.

The PCSP Team will meet at least monthly, with additional meetings held as needed to address symptoms of decompensation or crisis and to ensure the client is stable and the facility can continue to meet the client’s needs.

The HCS Social Services Specialist will document all PCSP Team meetings (including purpose, any changes made to the client’s care plan, and which team members are present) in a SER in CARE. The SER note should be titled “PCSP Team Meeting” for easy identification.


authorizing rsw services
RACs for RSW Services
ESF						3030
AFH-SBS					3031
Expanded Community Services		3032
ESF Fast Track*				3033
SBS Fast Track*				3034
ECS Fast Track*				3035
CFC Ancillary Services			3056
RSW CFC Ancillary Services Fast Track*	3057

*For more information on Fast Track, see Chapter 7a of the Long-Term Care Manual.  

Note:  Clients discharging from Eastern or Western State Hospital will likely already be opened on the MAGI-based N05 program, which means waiver services cannot be accessed until the beginning of the next month. By using the Fast Track RACs for these clients, they will be able to receive RSW services as soon as they move into a community setting.
Authorizing Personal Care
In the RSW, personal care services are included in the client’s daily rate.  When you select one of the RACs listed above, the authorization includes the personal care services. Service Codes for personal care are:
	EARC		T1020, U3 Personal Care Residential EARC
	ALF		T2031, Assisted Living Facility
SBS		T1020, U1 Personal Care Residential AFH
ESF		T1020, U5 Personal Care Residential ESF
	
Authorizing Behavior Support for ECS or SBS Clients
The maximum number of episodes or units of behavior support is 10 per month.  The Regional ECS/SBS Coordinator must authorize units in excess of 10 per month or 50 per six month period.  Each ECS/SBS client should receive a minimum of 1 unit per month to remain qualified for ECS/SBS.  The contracted behavior support service is not available in an ESF.

When a ECS or SBS client is approved for behavior support, the HCS Social Services Specialist will authorize the behavior support service using Service Code T2025, U3.

The contracted Behavior Support Providers for each region are listed on the ECS Behavior Support Contracts SharePoint site. HCS Field Services Administrators, their designees, and the regional Resource Development Program Managers have access to this list. When a ECS or SBS client is authorized to receive services under the Residential Support Waiver, the HCS Social Services Specialist will work with the Field Services Administrator to identify and contact the local Behavior Support Provider(s).  

Clients eligible for ECS or SBS may receive both behavior support services and mental health services through the MCO if needed to maintain their community residential setting.

Document the name and contact information of the client’s Behavior Support Provider and mental health services provider (if applicable) on the appropriate CARE screen (CARE Desktop – Collateral Contacts screen or CARE Web – Contact Details screen).


Authorizing the ECS and SBS Add-On Rates
When a client is approved for ECS and chooses a contracted residential provider, the HCS Social Services Specialist will authorize the ECS residential add-on rate using:
•	Service Code T2033, U1 for AFHs or
· Service Code T2033, U3 for ALFs/EARCs.

When a client is approved for SBS and chooses a contracted Adult Family Home, the HCS Social Services Specialist will authorize the SBS add-on rate using:
•	Service Code T2033, U5.

ECS Residential Rates
Clients with high acuity may have daily rates that exceed the ECS rate based on their CARE assessment. These individuals may still receive ECS services when residing in an ECS contracted facility on RSW.  In this case, the residential provider is paid at the higher CARE rate.
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WAC 388-106-0336	What services may I receive under the residential support waiver?
WAC 388-106-0337	When are you not eligible for adult day health services?
WAC 388-106-0338	Am I eligible for services funded by the residential support waiver? 
WAC 388-106-0340	When do services from the residential support waiver start?
WAC 388-106-0342	How do I remain eligible for residential support waiver services?
WAC 388-106-0344	How do I pay for residential support waiver services?
WAC 388-106-0346	Can I be employed and receive residential support waiver services?
WAC 388-106-0348	Are there waiting lists for the residential support waiver services?
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