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Policy 4.08 – State Plan Residential Services  

Ask the Expert 

If you have questions or need clarification about the content in this policy 
4.08, the Policy Chapter Manual identifies each policy owner. 
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Purpose  

This policy describes the State Plan Residential Services that are provided in 
Adult Family Homes (AFH) and Assisted Living Facilities (ALF), and the 
statewide procedures when submitting a referral for DDA individuals. It 
establishes case management activity and a quality improvement system of 

https://www.dshs.wa.gov/dda/policies-and-rules/policy-manual
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support and oversight for DDA individuals receiving services in a state plan 
residential setting. 

These state plan residential service settings provide various packages of 
services based on their Department of Social Health Services (DSHS) 
contract.  At a minimum, each is required to provide personal care services 
and room and board. 

The Residential Care Services Division (RCS) of Home and Community Living 
Administration is responsible for licensing and monitoring all Adult Family 
Homes, and Assisted Living Facilities in Washington State. 

Background 

State Plan Residential Services is a Community First Choice (CFC) 
entitlement option established by the Affordable Care Act under 1915(k) for 
individuals seeking a community residential setting. State Plan Residential 
Services are for adults who are at least eighteen (18) years old, functionally 
and financially eligible. Washington state offers CFC Residential services 
because it provides more service options that support individuals to live in 
the community of their choice. 

Scope 

This policy applies to all DDA staff who authorize services, process referrals 
and support to individuals who receive services in any of the DSHS 
contracted state plan residential service settings.  They must comply with 
state laws, rules, and policies governing state plan residential settings and 
personal care services when authorizing a service(s) for individuals. 

Policy 

DDA staff must offer state plan residential services as an option to eligible  
individuals seeking residential services in the community.   

When a client requests a residential referral for an adult family home or 
assisted living facility service, the case manager must provide information 
about the services provided. The case manager must facilitate the referral 
and transition processes following the applicable policies listed in the 
reference section. 
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The case manager must complete the referral packet and work 
collaboratively with the Performance Quality Improvement Specialist (PQIS) 
throughout the referral process until mutual acceptance is achieved.   

Compliance is monitored by Supervisors of Case Managers, and Quality 
Assurance Managers (QAMs) as supervisors of PQIS. Supervisors must be 
notified in a timely manner when a referral is not progressing due to, but not 
limited to, incomplete referral packets, no communication of referral status, 
or delay of information requested. 

This policy includes AFH/ALF Referrals Tracking SharePoint site (only 
available for use by PQIS, QAMs, and HQ staff)which has been 
developed for statewide consistency in processing referrals, monitoring 
timeline requirements, maintaining referral and AFH/ALF information in one 
location. It includes AFH/ALF Referrals Tracking Database and AFH/ALF 
Profile Database. This information is also used for regional and HQ oversight. 
Specialty State Plan Residential Program Manager will use data from these 
sources to develop reports, identify issues and trends, identify ongoing 
improvements, and recommend best practices for individuals to experience 
the same process when requesting state plan residential services. 

Procedures 

A. Referral Process  

1. To submit a referral for a state plan residential service, the client 
must meet 

2. Eligibility requirements.  The case manager must verify that the 
client is:  

a. Eligible to receive services from DDA  

b. 18 years of age or older.  

c. Assessed with a need for Community First Choice (Personal 
Care) and residential services through DSHS.  

d. Financially eligible for Medicaid and able to pay for room and 
board and or participation or privately pay for services.  

3. After a case manager submits a referral into the One Referral Portal 
and selects the AFH/ALF program(s) in the program routing menu, 
a PQIS will receive the referral request.  

https://stateofwa.sharepoint.com/sites/DSHS-ALT-DDCS-State-Plan-Residential-Referral-Data-Tracking


Policy 4.08 – State Plan Residential 
Services 
DDA Policies and Procedures Manual 

 

Page 4 of 21 Return to Table of Contents Last revised: 6/2026 

 

4. Using the AFH/ALF Referrals Tracking Database (AARTD), the PQIS 
must: 

a. Enter the original date the packet was submitted.  

b. Review the packet to determine whether it is completed 
correctly and enter information into the tracker. 

c. Use the @mention feature in the One Referral Portal to notify 
the case manager what information they must still provide 
when the packet is incomplete.  

d. Record the date the referral deemed complete.  

e. Enter the individual specific information listed below using the 
referral packet and process the referral to completion (subject 
to changes as needed): 

i. Client name 

ii. ADSA# 

iii. Date the referral submitted 

iv. Client’s age 

v. Assigned PQIS 

vi. Date packet completed  

vii. Referral status 

viii. Attachments 

ix. Setting moving from 

x. Setting requested 

xi. Region of origin 

xii. Region requested 

xiii. Counties preferred 

xiv. AFH or city/cities preferred 

xv. Referring case manager 

xvi. Reason for incomplete packet 

xvii. Care classification level 

xviii. AFH evacuation 

xix. Reason for referral 
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xx. Significant behaviors 

xxi. Personal preferences 

xxii. Referral notes 

xxiii. Referral comments 

xxiv. AFH name/mutual acceptance 

xxv. Date of mutual acceptance 

xxvi. Moved-in date 

B. Identifying AFH/ALF possible matches to a Referral 

The PQIS must: 

1. Use the AFH Profile Database to identify AFHs/ALFs that match the 
individuals’ assessed support needs and preferences identified in 
the referral packet. 

2. Confirm the provider has no current Residential Community 
Services (RCS) enforcement actions (health/safety, placement 
restrictions, stop-placement orders). 

3. Confirm the provider has the specialty designation(s) needed to 
support the individual.  (Mental Health, Dementia, and/or 
Developmental disability specialty training). 

4. Create a list of AFH/ALF providers that includes:   

a. Name of AFH/ALF 

b. License number 

c. Address 

d. Phone number 

e. Email address 

f. Any special notes known about an AFH on the list.  

Note:  Include every AFH or ALF that meets the client’s criteria in 
the list you give them. If the list is very long, PQIS can ask the case 
manager whether the client has any additional preferences that 
could help narrow it down. 
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5. Email the case manager with the: 

a. “Statewide Email PQIS to case manager” template 

b. “Case Manager Guide to AFH/ALF Referrals Checklist” 

c. AFH/ALF list  

d. “Case Manager Email to send to Client or Legal Representative” 
template 

6. Save the list of AFH/ALFs to the individual’s referral card in the 
AARTD as an attachment. 

7. Enter a comment into the One Referral Portal indicating that the list 
of AFH/ALFs was sent to case manager via email. 

8. Enter a Service Episode Record (SER) into the client record in 
CARE. 

C. When the case manager receives the list and next steps 

The case manager must:  

1. Email the individual or representative using the PQIS template 
“Case Manager AFH/ALF Referral Email to Send to Client.” The case 
manager pastes the template into the email body, enters the 
client-specific information, and attaches the AFH/ALF list provided 
by PQIS. 

2. Contact the individual to review the list and if requested, help them 
prioritize the list. Refer to Policy 4.01 One Referral. 

3. Confirm with the individual which AFHs/ALFs should receive their 
referral packet. 

4. Send the referral packet to the AFH/ALF provider(s) that the 
individual selects. 

5. Respond to AFH/ALF provider questions or requests as per 
Administrative Policy 14.18. 

6. Encourage the individual to schedule visits with AFH/ALF providers 
they are interested in, case manager will assist as needed. Case 
manager does not provide transportation but may identify options 
such as public transit or other available services. 

https://www.dshs.wa.gov/sites/default/files/DDA/dda/documents/policy/policy4.01.pdf
https://stateofwa.sharepoint.com/:b:/r/sites/DSHS-EXE-OJCR/Administrative/DSHS-AP-14-18.pdf?csf=1&web=1&e=4dIqMl
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7. Requests the provider to provide a reason if declining the referral 
and notifying PQIS.(This is not required, or in contract, but is best 
practice) as noted on the DSHS 10-232: 

a. No openings 

b. Insufficient staffing 

c. Incompatibility with current residents 

d. Other reason 

8. Discuss changing the search criteria with the individual if the list is 
exhausted and no mutual acceptance occurs. 

9. Repeats steps 7 and 8 until the individual and a provider reach 
mutual acceptance. 

10. Notify PQIS if the individual voluntarily withdraws their referral and 
why if known.   

Note:  If there are updated search criteria, the case manager will edit 
the One Referral card and then change the status to "updated" to re-
notify the referral coordinator.  

D. Cross‑Region Referrals 

When an individual is requesting to move out of region,  

1. The case manager must route the referral packet to BOTH the 
current and the requested region(s), as the staff in the region 
where the client resides will be tasked to review the packet and 
work with the case manager to ensure all needed documents are 
included before the packet can be sent to the provider(s). 

2. The sending region PQIS must follow the steps under the 
Procedures section in Part A: Referral Process and enter all required 
information into AARTD. 

3. The receiving region(s) PQIS must:   

a. Review the packet and update information in the AARTD and 
follow B. “Identifying AFH/ALFs possible matches to a 
referral step 1-13”. 

b. Collaborate with sending case manager and sending PQIS. 

https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.dshs.wa.gov%2Fsites%2Fdefault%2Ffiles%2Fforms%2Fword%2F10-232.docx&wdOrigin=BROWSELINK
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E. Mutual Acceptance 

1. When an individual and AFH/ALF provider achieve Mutual 
Acceptance the case manager must: 

a. Inform PQIS of the date of mutual acceptance and move-in 
date. 

b. Update the move date in the CARE Transition Record. 

c. Update and send to the provider the individual’s CARE 
assessment, and Person-Centered Service Plan to include: 

i. Determine if the individual has an unmet need and is 
eligible for Community Integration, Medical Escort, 
Medical Mileage, and Community Mileage. 

ii. Complete a Nurse Delegation referral, if needed. 

iii. Assign tasks as agreed upon by the individual and 
provider. 

iv. Completing DSHS payment authorization for services. 

d. Send new Planned Action Notice to the 
individual/representative. 

e. SER receipt of the Negotiated Care Plan (NCP) from the 
provider after thirty days of the individual’s admission (Per 
WAC 388-76-10360)  and when updated after it has been 
signed and dated (Per WAC 388-76-10385:), and upload to the 
client Records Management Tool (RMT). 

f. Discuss technical assistance requests for individuals residing in 
an AFH with PQIS when needed. 

g. Authorize payment to the AFH/ALF to align with the individual’s 
assessment that identifies the AFH/ALF service providing CFC 
Residential Services to start on the date it is moved to 
“Current” status.  

h. Follow the Client Relocation and File Transfer Policy 3.02 
when a client has relocated to another region or field service 
office/reporting unit. 

2. If an individual requests an AFH/ALF or moves to an AFH/ALF 
without following the referral process and has mutual acceptance 
the case manager must: 

http://app.leg.wa.gov/WAC/default.aspx?cite=388-76-10360
http://app.leg.wa.gov/WAC/default.aspx?cite=388-76-10360
https://app.leg.wa.gov/WAC/default.aspx?cite=388-76-10385
https://www.dshs.wa.gov/sites/default/files/DDA/dda/documents/policy/policy3.02.pdf
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a. Follow Policy 4.01 One Referral complete the referral packet 
and submit it into One Referral Portal indicating the description 
field that the client has moved in or is requesting a specific AFH 
or ALF. 

b. Notify the PQIS immediately. 

i. PQIS must review the referral packet, once deemed 
complete notify the CM to send packet to the provider. 

ii. PQIS will update the One Referral Portal and the Client 
Referrals Tracker. 

iii. PQIS will schedule the 30–90-day post-move visit date. 

c. Open DDA Transition Tracking screen in CARE and adding a 
transition record per Policy 3.03 Transitional Care Management 
and completing the following steps:  

i. Adding the preparation event with the date the case 
manager was notified that the client was moving and 
selected the current residence type the client is moving 
from (hospital, family home, another AFH etc.). 

ii. Adding an ACT event indicating the client is moving to an 
AFH. Use the date that the case manager found out the 
client had identified a provider. 

iii. Adding a post-move event to indicate the move date. No 
other post-move fields are required for individuals who 
are not on RCL. 

Note: If the client has already moved by the time the case 
manager is notified, the prep and ACT dates may be the same 
as the move date on the post-move event screen. Case 
managers must NOT add a close event to the client record. 

F. Post-Move Responsibilities 

1. Case manager must: 

a. Confirm the date of the move. 

b. Ensure all relevant transition activities have been completed. 

c. Notify PQIS if the move date has changed. 

d. Complete and submit Barcode Communication 15-345.  

https://www.dshs.wa.gov/sites/default/files/DDA/dda/documents/policy/policy4.01.pdf
https://www.dshs.wa.gov/sites/default/files/DDA/dda/documents/policy/policy3.03.pdf
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i. Enter all information including service start/end date, 
update residential information and daily rate (including 
all add-ons in the  total). 

ii. CRM must complete the financial in CARE and send the 
client participation letter per Policy 6.06 when an 
individual is on D-track or MAGI. 

iii. It may be necessary to call LTC to confirm they received 
the 15-345 and request a new letter stating the client’s 
room and board/participation amount. LTC office phone: 
1-855-873-0642. 

2. PQIS must: 

a. Update the One Referral Portal status “update”, “interim”, and 
“final” throughout the referral process. 

b. Update the referral status in the AARTD with the:  

i. Date of the move. 

ii. Name of AFH  

iii. Date of the AFH Quality Improvement Visit 

c. Complete a DSHS Form 15-215 during the AFH Quality 
Improvement Visit after the individual moves in(between 30-90 
days post move).  (Note: If they are on the Transitional Care 
Unit, a Transition Survey will be completed instead.) 

d. Complete the DSHS Form 15-215 with the client and provider 
that relates to the client experiencing the following DDA 
Guiding Values living in the AFH. 

i. Inclusion 

ii. Status and contribution 

iii. Relationships 

iv. Power and choice 

v. Health and safety  

vi. Competence 

e. Update the following into the AARTD: 

i. Date of visit,  

https://www.dshs.wa.gov/sites/default/files/DDA/dda/documents/policy/policy6.06.pdf
https://stateofwa.sharepoint.com/:w:/r/sites/DSHS-DDA-TransitionalCareManagement/_layouts/15/Doc.aspx?sourcedoc=%7BD324BBAE-5F41-491C-BF77-0F8B8833E2E3%7D&file=One-Referral-Automation-Reference.docx&action=default&mobileredirect=true
https://stateofwa.sharepoint.com/:w:/r/sites/DSHS-DDA-TransitionalCareManagement/_layouts/15/Doc.aspx?sourcedoc=%7BD324BBAE-5F41-491C-BF77-0F8B8833E2E3%7D&file=One-Referral-Automation-Reference.docx&action=default&mobileredirect=true
https://forms.dshs.wa.lcl/formDetails.aspx?ID=1243
https://forms.dshs.wa.lcl/formDetails.aspx?ID=1243
https://www.dshs.wa.gov/sites/default/files/DDA/dda/documents/23-0704%20DDA%20Guiding%20Values%20Booklet.pdf
https://www.dshs.wa.gov/sites/default/files/DDA/dda/documents/23-0704%20DDA%20Guiding%20Values%20Booklet.pdf
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ii. Client concerns, and  

iii. AFH related concerns  

f. Notify the case manager regarding concerns, and any 
information that requires follow-up. 

g. Upload DSHS Form 15-215 to the RMT and complete an SER.  

G. Case Managers’ Responsibilities  

The case manager must: 

1. Participate in or provide input to the negotiated care plan developed 
by the AFH provider when requested per WAC 388-76-10370.  

2. Review the CARE assessment, service summary, and negotiated 
care plan to be in alignment. 

3. Discuss with the provider regarding how the client’s current care 
needs will be met per WAC 388-76-10385 when the NCP does not 
align with the individual’s current CARE support needs identified.  

4. Complete a Significant Change Assessment when there are changes 
in the individual’s needs that would affect the CARE classification 
and/or change to the caregiver support instructions. 

5. SER receipt of the individual’s NCP when signed by provider and 
individual. Work with the PQIS when a copy of the NCP has not 
been returned post client move after 30 days and has been 
requested several times with no response by the provider. If 
appropriate Make a report to the Complaint Resolution Unit (CRU) 
by phone at 1-800-562-6078 or online.  

6. Complete and monitor accurate payments to providers. 

7. Complete Bed Hold when the individual is hospitalized. 

8. SER individual’s request for Social Leave. 

https://forms.dshs.wa.lcl/formDetails.aspx?ID=1243
https://apps.leg.wa.gov/wac/default.aspx?cite=388-76-10370
https://apps.leg.wa.gov/wac/default.aspx?cite=388-76-10385
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Ffortress.wa.gov%2Fdshs%2Faltsaapps%2FOCR%2FpublicOCR.PubRptInputReporterInformation.executeLoad.action&data=05%7C01%7Cemily.watts1%40dshs.wa.gov%7Cb657f816182846660f1d08dbe14b2eac%7C11d0e217264e400a8ba057dcc127d72d%7C0%7C0%7C638351485238677469%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=AYFATDBj11GKm%2Fys7%2BQnuMfCuNzp2RQKhFM2KcJi72E%3D&reserved=0
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H. PQIS State Plan Residential Ongoing Responsibilities  

Each region has a team of PQIS with the following responsibilities that 
provide support and guidance on state plan residential policy. The PQIS 
must: 

1. Update AFH vacancies and profile information in the AFH Profile 
Database as received. 

2. Verify AFH’s supporting DDA individual(s) have a current license 
and if there are any health and safety conditions placed on their 
license. 

3. Add new AFH information into the AFH Profile Database when 
requesting DDA referrals and have verified DDST and current/valid 
license. 

Note: PQIS must complete an Initial Visit to any new AFH prior to 
the first DDA individual moving in.  

4. Provide consultation and assistance to case managers submitting a 
referral. 

5. Review requests for technical assistance for a client living in an 
adult family home and forward to the appropriate parties to 
process. 

6. Act as a DDA liaison with regional staff and other entities associated 
with AFH services, as appropriate. 

I. DDA Enhanced AFH Specialty Pilot 

1. Currently funded for 100 individuals served by DDA in the 
2025-2027 biennium budget that is specifically designed to 
support DDA participants in developing a person-centered plan that 
details the skills and goals they want to accomplish. 

2. Training, contracting, and oversight is provided by HQ AFH 
Specialist and the Specialty State Plan Residential Program 
Manager. 

3. Each participant and their provider will develop a plan with detailed 
steps to accomplish their goal(s). Each month they will have a 
calendar detailing the hours of time staff spent assisting them as 
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well as time spent independently working on their goal(s). Each 
participant should have the opportunity to work on their skills/goals 
on a daily basis at home and in the community that will include one 
or more goals in these six categories:  

a. Self-empowerment by making daily choices and decisions 

b. Safety awareness and self-advocacy 

c. Social skills and positive relationships 

d. Coping skills with everyday challenges 

e. Managing daily tasks and home living  

f. Community living and integration events 

4. Participating AFH providers must meet these requirements: 

a. Have a DSHS license and contract 

b. Accept Medicaid 

c. Completed Developmental Disability Specialty Training 

d. Support only DDA-eligible individuals 

e. In good standing with RCS with no health and safety issues 
findings 

f. Agree to terms and conditions of the Specialty AFH Pilot 
Subcode contract that include: 

i. Providers and staff complete required trainings that 
provide them with useful tools and approaches to support 
the people participating in their AFH to increase their skills 
and accomplish their goals. 

ii. Monthly reporting includes completing: 
a) Skills, Abilities, Interests and Learning “SAIL” form 
b) Monthly calendar 
c) Monthly progress report 

5. Eligibility for individuals living in the Enhanced AFH Specialty Pilot 
home is that they must: 

a. Be eligible for DDA services and receiving State Plan 
Residential Services in that AFH. 

b. Agree to participate in the DDA Enhanced AFH Specialty Pilot. 
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6. The pilot is not required to be documented in the individuals’ CARE 
Assessment or Person-Centered Service Plan. 

7. Any DDA staff may request to review the monthly reports. 

8. Pilot Monitoring is done by the DDA HQ Adult Family Home 
Specialist.  The AFH Specialist must: 

a. Submit a provider payment per participant of $2500.00 on the 
first day of the month. 

b. Monitor monthly progress notes and enter them in the 
database quarterly. 

c. Assist with any concerns, issues, assistance needed. 

d. Coordinate referrals to the psychology associate for behavioral 
referrals requested by the provider. 

e. Provide ongoing support with the contracted provider, and 
participants. 

J. Referrals to AFH Psychology Associate 

State Plan Residential Services have a psychology associate who 
provides consultations and Behavioral Recommendations and Guidelines 
report.   

1. Individuals living in an AFH are eligible for a referral for a 
psychology associate referral if they are: 

a. Served by DDA and receiving CFC Residential in an AFH and 

b. At risk of 30-day notice, or 

c. Experiencing frequent psychiatric or behavioral hospitalizations, 
and/or 

d. The provider is looking for assistance in how to best support 
them. 

2. This is a service to the AFH to support the individual and does not 
need to be documented in the participant’s assessment or PCSP. 

3. The case manager is responsible to contact the AFH Specialist to  
submit a DDA AFH Psychology Associate Consultation Referral DSHS 
16-348. 

https://forms.dshs.wa.lcl/formDetails.aspx?ID=84669
https://forms.dshs.wa.lcl/formDetails.aspx?ID=84669
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4. The AFH Specialist must: 

a. Review the information  

b. contact case manager with any questions 

c. Enter the information into the Behavioral Referral Tracker 

d. Email the psychology associate that a referral has been 
submitted 

5. The psychology associate reviews the referral and obtains client or 
guardian consent to pursue the referral. 

6. Once consent is achieved, the psychology associate must: 

a. Meet with the provider, the individual, and any other team 
members. 

b. Research historical information. 

c. Determine if other referrals would be beneficial and assist as 
necessary. 

d. Provide “Recommendations and Guidelines for Supporting the 
Individual” report to the AFH provider, case manager, AFH 
Specialist, and any other parties supporting the individual. 

e. Document all interactions in SER’s and notify the case 
manager. 

f. Provide ongoing consultation as needed. 

Authority and Resources 

Authority 
Title 71A RCW  Developmental Disabilities 
Chapter 70.128 RCW Adult Family Homes 
Chapter 70.129 RCW  Long Term Care Resident Rights 
Chapter 388-71 WAC  Home and Community Services and Programs 
Chapter 388-76 WAC  Adult Family Home Minimum Licensing 

Requirements 
Chapter 388-78A WAC Assisted Living Facilities Licensing Rule 

https://app.leg.wa.gov/rcw/default.aspx?Cite=71A
http://app.leg.wa.gov/rcw/default.aspx?cite=70.128
https://app.leg.wa.gov/rcw/default.aspx?cite=70.129
https://app.leg.wa.gov/rcw/default.aspx?cite=70.129
http://app.leg.wa.gov/wac/default.aspx?cite=388-76
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-78A
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Chapter 388-105 WAC Medicaid Rates for Contracted Home and 
Community Residential Care Services 

Chapter 388-106 WAC Long Term Care Services 
Chapter 388-110 WAC Contracted Residential Care Services 
Chapter 388-112 WAC Residential Long Term Care Services 

(Training) 
WAC 388-76-10506 Completing a Written Residency Agreement 

for each Resident with Medicaid as payor 
WAC 388-112A-0490 What are the specialty training requirements 

for applicants, resident managers, 
administrators, and other types of entity 
representatives in adult family homes, 
assisted living facilities, and enhanced 
services facilities? 

Administrative Policy 14.18  Email and Voicemail Responses and Teams 
Backgrounds.  

Resources 
State Plan Residential Services on the CRM Hub 
Policy 3.02 Case Transfer Management  
Policy 3.03 Transitional Care Management 
Policy 4.01 One Referral 
Policy 5.25 Integrated Settings 
Policy 6.06 Client Responsibility 
Chapter 8 Long Term Care Manual Residential Services 
Chapter 25 Long Term Care Manual Private Duty Nursing 
2025-2027 Collective Bargaining Agreement with AFHC 
MB D18-001 Writing Service Episode Records 

The following informational resources are available on the DDA website for 
staff, individuals and families:  

• Adult Family Home Fact Sheet 
• Adult Family Video 
• Specialty Adult Family Home Pilot Fact Sheet 
• Adult Family Home Locator website 

http://apps.leg.wa.gov/WAC/default.aspx?cite=388-105
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-106
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-110
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-112
https://app.leg.wa.gov/WAC/default.aspx?cite=388-76-10506&pdf=true
https://app.leg.wa.gov/WAC/default.aspx?cite=388-76-10506&pdf=true
https://app.leg.wa.gov/WAC/default.aspx?cite=388-112A-0490
https://stateofwa.sharepoint.com/:b:/r/sites/DSHS-EXE-OJCR/Administrative/DSHS-AP-14-18.pdf?csf=1&web=1&e=4dIqMl
https://stateofwa.sharepoint.com/sites/DSHS-DDA-CRM-Hub/SitePages/SPR-AFH-ALF.aspx
https://www.dshs.wa.gov/sites/default/files/DDA/dda/documents/policy/policy3.02.pdf
https://www.dshs.wa.gov/sites/default/files/DDA/dda/documents/policy/policy3.03.pdf
https://www.dshs.wa.gov/sites/default/files/DDA/dda/documents/policy/policy4.01.pdf
https://www.dshs.wa.gov/sites/default/files/DDA/dda/documents/policy/policy5.25.pdf
https://www.dshs.wa.gov/sites/default/files/DDA/dda/documents/policy/policy6.06.pdf
https://intra.altsa.dshs.wa.gov/docufind/LTCManual/
https://www.dshs.wa.gov/sites/default/files/ALTSA/hcs/documents/LTCManual/Chapter%2025.docx
https://ofm.wa.gov/sites/default/files/public/labor/agreements/25-27/nse_afhc.pdf
https://ofm.wa.gov/sites/default/files/public/labor/agreements/25-27/nse_afhc.pdf
https://intra.dda.dshs.wa.gov/docufind/MB/DDD/DDDMB2018/D18-001%20Writing%20Service%20Episode%20Records.docx
https://fortress.wa.gov/dshs/adsaapps/about/factsheets/DDA/Adult%20Family%20Homes.pdf
https://youtu.be/fzcvVrTS0dE?si=NHN3-_ZewmPMjpYL
https://fortress.wa.gov/dshs/adsaapps/about/factsheets/DDA/Specialty%20AFH%20Pilot%20Fact%20Sheet.pdf
https://fortress.wa.gov/dshs/adsaapps/Lookup/AFHAdvLookup.aspx
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• Assisted Living Fact Sheet 
• Assisted Living Locator website  
• Room and Care link 

Long-Term Care Manual Chapter 8 - The following is a list of sections that 
are used most frequently by DDA staff: 

1. Licensing Requirements For Adult Family Homes, and Assisted Living 
Facilities  (page 3)  

2. Contracting information (pages 4 -7) 

3. Nursing Services for individuals living in AFH and ALFs 

4. (pages 9-11)  

5. Authorizing/Determining the payment rate (page 12) 

6. Capital Add-On and Bridge Rate (pages 12-13) 

7. For eligible Assisted Living Facilities only 

8. Community Integration (page 16) 
a. Community Integration Eligibility Criteria in AFHs 
b. Community Integration Reimbursement 
c. Community Integration Mileage Reimbursement 

9. Medical Mileage Reimbursement (pages 13-16) 

10. Medical Escort Fee (page 16) 

11. Determining Room and Board (pages 22-31) 
a. Responsibilities when Case Managers are required to determine 

Room and Board.) 
b. Case Manager Responsibility for Income Changes and Room & 

Board Determination (For DDCS staff, please see DDA Policy 6.06 
Client Responsibility). 

12. Assisting a client with Relocation (page 35) 

13. Reviewing Negotiated plans (page 40) 
a. Negotiated Care Plan (AFH)  
b. Negotiated Service Agreement (ALFs) 

14. Client Rights (page 42) 

https://fortress.wa.gov/dshs/adsaapps/about/factsheets/DDA/Assisted%20Living%20Facilities%20Service.pdf
https://fortress.wa.gov/dshs/adsaapps/Lookup/BHAdvLookup.aspx
https://roomandcare.com/
https://www.dshs.wa.gov/sites/default/files/ALTSA/hcs/documents/LTCManual/Chapter%208.pdf
https://www.dshs.wa.gov/sites/default/files/DDA/dda/documents/policy/policy6.06.pdf
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15. Client Rights in Home and Community Based Settings (pages 43-44) 

16. Exception to Rule (page 46) 

17. Resident Choice Regarding ALF Room Exemptions (pages 46-48) 

18. Bed Hold for Medical Leave (page 48-49) 
a. Notification Process 
b. Authorizing Bed Holds 
c. What is the Payment for Bed Hold 

19. Social Leave (page 52) 
a. Authorizing the service and for how long 
b. Exception to Policies (ETPs)for Social Leave 

Definitions 

Adult Family Home (AFH):  A residential home in which a person or 
persons provide personal care, special care, and room and board to more 
than one, but not more than eight adults. They may also be designated as a 
specialty home (on their AFH license) in one or more of the following three 
categories: Developmental Disability, Mental Illness, and Dementia when 
they meet all certification and training requirements.  
Note: When a Medicaid client is related to the AFH provider and is residing 
in a licensed and contracted room, the case manager must authorize AFH 
services using the daily rate based on CARE classification (the same as an 
unrelated client). 

AFH - Private Duty Nursing (PDN) is a service that provides skilled 
nursing care to Medicaid clients at least 18 years of age. Without PDN 
services they would otherwise be served in a Medicaid Medical Institution 
(MMI). PDN AFH is an alternative to institutional care. A PDN AFH provides 
individuals whose needs require continuous daily skilled nursing care for 
complex medical tasks to have options for community living. 

AFH and ALF Referral Tracking SharePoint site  is used by PQIS, QAMs, 
and HQ to track AFH/ALF referrals and AFH/ALF profile information.  AFH/ALF 
Referrals Tracking Database includes all information regarding each referral 
throughout the process, and the AFH/ALF Profile Database is used to input 
AFH and ALF detailed information for each facility listed.  This SharePoint site 
is only available for use by PQIS, QAMs, and HQ staff. 
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Assisted Living Facilities:  A facility for seven or more residents with the 
express purpose of providing housing, basic services (assistance with 
personal care and room and board) and assumes the general responsibility 
for safety and well-being of the resident. There are three types of Assisted 
Living Facility contracts: Adult Residential Care (ARC), Enhanced Adult 
Residential Care (EARC), and Assisted Living Facilities. 

Case Manager (case manager) means DDA case manager, social worker, 
and social service specialist. 

Developmental Disability Specialty Training (DDST):  DDA-approved 
curriculum that provides information and instruction on meeting the 
specialized needs of people with intellectual and developmental disabilities. 
To review information about DDST Training dates go to 
https://collections.humanitix.com/ddst-registration-collections. 

Guiding Values:  DDA’s values system, which can be used to support 
individual choices, form a framework for person-centered planning, direct 
quality supports and services, advocate for resources, drive policies and 
system evolution, and provide a way to evaluate efforts. DDA Guiding Values 
is available on DDA’s homepage. 

Integrated setting:  A federal rule (eCFR :: 42 CFR 441.710 -- State plan 
home and community-based services under section 1915(i)(1) of the Act.) 
or residential community settings that are integrated in and supports full 
access to the greater community with opportunities to engage in community 
life, control personal resources, and receive services in the community to the 
same degree of access as people not receiving Medicaid Home and 
Community-Based Services.  Adult family homes and assisted living facilities 
are identified as community residential settings in Policy 5.25 Integrated 
Settings. 

Negotiated Care Plan or NCP:  A document completed within 30 days of 
admission using the client’s DDA assessment and must include a list of the 
care and services to be provided with details on the client’s preferences and 
choices, and how services will be delivered to accommodate these 
preferences and choices. The AFH provider must ensure that the negotiated 
care plan is agreed to and signed and dated by the client and AFH provider. 
This may be referred to as a Negotiated Service Agreement by ALF 
providers. 

https://collections.humanitix.com/ddst-registration-collections
https://www.dshs.wa.gov/sites/default/files/DDA/dda/documents/23-0704%20DDA%20Guiding%20Values%20Booklet.pdf
https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-C/part-441/subpart-M/section-441.710
https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-C/part-441/subpart-M/section-441.710
https://www.dshs.wa.gov/sites/default/files/DDA/dda/documents/policy/policy5.25.pdf
https://www.dshs.wa.gov/sites/default/files/DDA/dda/documents/policy/policy5.25.pdf
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Performance Quality Improvement Specialist (PQIS) is a regional 
specialist position that provides quality improvement activities such as 
processing AFH/ALF referrals, visiting individuals in their community 
residential setting post-move, and meeting with AFH providers in advance of 
their first DDA resident moving in. They arrange for technical assistance, 
complete transition surveys, monitor providers contract status, support 
delivery of quality services and update information in databases. 

Person-Centered Service Plan or PCSP:  A document that identifies a 
person’s goals and assesses health and welfare needs. The person-centered 
service plan also indicates the paid services and natural supports that will 
help the person achieve their goals and address assessed needs. 

Attachments 

CRM Guide to AFH 
ALF Referrals 2026.d 

Referral List of AFHs 
or ALFs to send to clie   

Statewide Email for 
PQIS to send to CRM         

CRM AFH referral 
Email to send to client       

AFH Quality Improvement Initial Visit DSHS Form 10-422 

Provider Referral Letter for Residential Services DSHS Form 10-232  

DDA AFH Quality Improvement Visit Assessment DSHS Form 15-215 

DDA AFH Psychology Associate Consultation Referral DSHS 16-348  

https://forms.dshs.wa.lcl/formDetails.aspx?ID=10726
https://www.dshs.wa.gov/office-of-the-secretary/forms
https://forms.dshs.wa.lcl/formDetails.aspx?ID=1243
https://forms.dshs.wa.lcl/formDetails.aspx?ID=84669
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Supersession 

DDA MB 26-004  
Issued 3/27/26 

DDA Policy 4.08 
Issued:  8/1/2024 

Revision History 

Date Made by Change(s) 
6/2/26 Paula Costa Transferred into new DDA Template 

  Added Assisted Living Facilities 

  Added Enhanced AFH Specialty Pilot 

Added referral process for Behavior 
Consultation for AFHs 

  Added additional resources 

 

 

Approved: ______________________  Date: _____________ 

Nichole Jensen on behalf of:  
Kris Pederson, Deputy Assistant Secretary 
Developmental Disabilities Administration 

6/30/2026
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