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SCOPE: 
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Supports Coordination Organizations (SCO) 

        Providers of Intellectual Disability Services 
 

PURPOSE: 

The purpose of this bulletin is to clarify the relationship between Consolidated 
and Person/Family Directed Support (P/FDS) waiver services and services covered by 
Medical Assistance (MA), including Early Periodic Screening, Diagnosis and Treatment 
(EPSDT), as well as other insurers. This bulletin also serves to:  

 

 

Revise the procedures used by Office of Developmental Programs (ODP) to 
coordinate planning efforts with AEs for individuals who will be aging out of 
EPSDT, and 

Provide guidance regarding acceptable documentation of an insurance 
benefit denial or an insurance benefit established service limit that has been 
reached.   

BACKGROUND: 

The Consolidated and P/FDS waivers are the payor of last resort. This means 
that services should not be authorized on an Individual Support Plan (ISP) for Waiver 
payment when another third-party health insurer or other Federal or state program is 
legally liable and responsible for the provision and payment of the service.  Coverage of 
nursing or therapy services should be sought in the following manner: 

1. Request the service through private insurance, if applicable. 

COMMENTS AND QUESTIONS REGARDING THIS BULLETIN SHOULD BE DIRECTED TO: 

The Appropriate Developmental Programs Regional Office 

mailto:jzlockie@pa.gov


2 

2. Request the service through MA (which includes the EPSDT program for 
individuals under 21 years of age) and/or Medicare, if applicable. 

3. Request the service through the waiver.  Services may be funded through the 
waivers, if documentation has been secured by the Supports Coordinator 
(SC) that shows the service is medically necessary and either not covered by 
the participant’s insurance or insurance limitations have been reached.  There 
must also be documentation that all appeal rights were utilized for services 
denied by MA. 

For children under age 21 who are receiving Medical Assistance, the EPSDT 
program provides comprehensive and preventive health care services.  Under Section 
1905(a) of the Social Security Act, it is also required that eligible individuals under age 
21 be provided with medically necessary services to correct …. “physical and mental 
illnesses and conditions … whether or not such services are covered under the State 
plan”.  These requirements apply to all children receiving Medical Assistance under the 
age of 21, including children enrolled in physical and behavioral health managed care 
plans.  

EPSDT, as a set of benefits, offers a comprehensive approach to medical, 
dental, and mental health care for children emphasizing prevention and early 
intervention. A core element of the EPSDT benefit is a comprehensive, well-child visit 
known as an EPSDT screen.  For purposes of this bulletin, the reference to EPSDT 
refers to medically necessary “treatment” services, not the comprehensive well child 
periodic visit or screening examination.     

DISCUSSION:   
 

ODP has received questions regarding whether a participant who is receiving 
nursing and/or therapy services through EPSDT can also receive those same services 
through the Consolidated or P/FDS Waiver.   
 
     Because children under age 21 receive all medically necessary services through 
EPSDT, which includes nursing and therapy services, those services are only available 
to adult waiver participants through the Waivers. Please note that there are no 
limitations on nursing and therapy services through EPSDT.  EPSDT covers the amount 
of these services deemed medically necessary.  This policy is reinforced and supported 
in the following documents:     

The Centers for Medicare and Medicaid Services (CMS) Technical Guide 
Version 3.5 Instructions regarding Extended State Plan Services, page 112:  

o “Since Federal requirements concerning EPSDT services mandate that 
Medicaid eligible children receive all medically necessary services 
listed in §1905(a) of the Act that they require regardless of whether 
such services are specifically included in the State plan, the waiver 
may not provide for the coverage of services that could be 
furnished to children under EPSDT.”  
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In the event an individual receives a denial of a request for EPSDT services (in 

full or in part), the individual or the individual’s surrogate is encouraged to appeal the 
EPSDT service denial through MA.   Should an individual or their surrogate decide to 
appeal an EPSDT service decision through MA, these same services may not be 
provided under the waiver pending disposition or at any time thereafter.       
 

Waiver services may not be used as a substitute for eligible EPSDT services 
when there are issues regarding access to, or the consistent provision of those EPSDT 
services. The Waivers may only be used to provide services which are not available 
through EPSDT, such as respite.   

If a current waiver participant under 21 years of age is receiving services through 
the Waivers that are eligible for reimbursement through EPSDT, the transition of any 
EPSDT eligible services to medical assistance as well as a discussion regarding other 
appropriate waiver service(s) that meet the assessed needs of the participant must be 
held at the next scheduled team meeting.  

Individuals Aging Out of EPSDT  

The enrollment of individuals aging out of EPSDT should follow the AEs existing 
waiver capacity management processes. The AE will determine prioritization of 
individuals aging out of EPSDT within the context of everyone in need of services.  
Planning for EPSDT will still begin prior to the individual’s 21st birthday or age-out date. 
Six months prior to age-out, ODP will ensure that the AE knows that an individual 
registered for ID services is receiving EPSDT services. The AE will inform the 
appropriate SC of the individual aging out to begin the planning process. The SC should 
meet with the individual and their planning team within 60 days of notification in order to 
assess the needs of the individual.  A PUNS form should be reviewed and updated, as 
appropriate.   

Effective immediately, ODP will no longer send the AE the “EPSDT Planning 
form” for completion, but will request periodic updates on the individual’s transition 
planning status. Three months prior to age-out, ODP will provide the AE with updated 
information provided by the Office of Medical Assistance Programs in order to assist in 
planning efforts.      

If capacity is available and the individual is enrolled in an ODP waiver, assessed 
needs must be determined as they would for any other individual enrolling in the waiver. 
There is no continuation of EPSDT services in the amount, duration and scope received 
under EPSDT in the ISP. Services previously provided through EPSDT must be re-
assessed as they could, for example, not be needed through the Waivers because of 
the availability of other services or supports or needs could be addressed in another 
manner.   
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Waiver Participants over the Age of 21  

After reaching age 21, if assessed needs reveal that the individual requires 
nursing or therapy services, these services may only be funded through the Waivers if 
there is documentation that the service is medically necessary and not covered through 
the Medical Assistance (MA) State Plan or other insurance benefits. This documentation 
must be maintained and may include the following: 
 

1. Denial letter from the carrier, 
2. Copy of the policy documenting that the service, item or amount requested 

exceeds the allowable service limit,  
3. Letter of confirmation that the item/service is not covered. Should an insurance 

carrier decline to send a denial letter, information received verbally from an 
insurance carrier is acceptable only when written confirmation of the discussion: 
a) is sent to the insurance carrier, b) notes the item/service in question, and c) 
requests that the insurance carrier advise the writer of any inaccuracy.  


