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ODP Consolidated and Person/Family Directed Support Waivers 2012-2017 
Renewals  

Supports Coordination Overview 

43 Pa.B. 588 

Saturday, January 26, 2013 

 

The purpose of this notice is to announce the approval of the renewal of the Consolidated and 
Person/Family Directed Support (P/FDS) waivers by the Centers for Medicare and Medicaid 
Services (CMS). CMS approved these waivers with an effective date of July 1, 2012. Under 55 

Pa. Code Chapter 51 (relating to Office of Developmental Programs home and community-
based services), sections 51.14(a) and (b), 51.28 (d) – (h), 51.74(9) and (15) and 51.7(3) and 
51.98(d) are effective upon written notification that CMS has granted approval of the 

Consolidated and P/FDS waivers. Since CMS has approved these waivers, these sections are 
effective July 1, 2012. 

Consolidated Waiver 

Appendix B: Participant Access and Eligibility 

 B-6: Evaluation/Reevaluation of Level of Care 

As specified in 42 CFR §441.302(c), The State provides for an evaluation (and periodic 

reevaluations) of the need for the level (s) of care specified for this wavier, when there is a 
reasonable indication that an individual may need such services in the near future (one month 

or less), but for the availability of home and community-based waiver services. 

a. Reasonable Indication of Need for Services. In order for an individual to be 

determined to need waiver services, an individual must require: (a) the provision of at 
least one waiver service, as documented in the service plan, and (b) from attached the 
regular monthly monitoring which must be documented in the service plan. Specify the 

State’s policies concerning the reasonable indication of the need for services: 

i. Minimum number of services. 

The minimum number of waiver services (one or more) that an individual must 
require in order to be determined to need waiver services is: 1 

ii. Frequency of services. The State requires: 

 Monthly monitoring of the individual when services are furnished on a 
less than monthly basis. 
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   Supports Coordination is a Waiver service; however, it is excluded from  
   the following monthly Waiver service requirement and shall not be  

   considered when determining the frequency of services outlined below. 

   Supports Coordinators are responsible for verifying and monitoring that  

   each Waiver participant receives at least one of the following Waiver  
   services each calendar month to remain eligible for Waiver services: 

 Home and Community Habilitation (Unlicensed); 
 Licensed Day Habilitation; 

 Prevocational Services; 
 Residential Habilitation; 

 Companion: 
 Supported Employment; 

 Transitional Work Services; and/or 
 Transportation. 

The following are exceptions to the requirement for at least one Waiver 

service each calendar month: 

 The Waiver participant is admitted to a medical facility (for example, 

hospital, rehabilitation facility, nursing home) for up to 30 consecutive 
calendar days. 

 The Waiver participant requires an emergency relocation (for example, 

due to a fire) and is unable to access Waiver services for up to 30 
consecutive calendar days. 

 When a Wavier participant is in need of one or more of the following 
Waiver services: 

-Education Support Services; 
-Homemaker/Chore; 

-Respite; 
-Nursing; 
-Therapy Services; 
-Supports Broker Services; 

-Assistive Technology; 
-Behavioral Support; 
-Home Accessibility Adaptations; 

-Vehicle Accessibility Adaptations; and/or 
- Specialized Supplies. 
 

Supports Coordination monitoring of participants requirements can be 
found in Appendix D-2-a. If a monthly service is not provided, ODP 
requires a face-to-face ISP monitoring contact by Supports Coordinators 

at least once every calendar month, regardless of the participant’s living 
arrangement. At least two of the face-to-face visits per calendar year 
must take place in the participant’s home.  
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Appendix C: Participant Services 

C-1/C-3: Service Specification 
 
Service: 

Case Management 
 
Service Definition (Scope): 

Supports Coordination is a critical service that involves the primary functions of locating, 
coordinating, and monitoring needed services and supports for waiver participants (see 
requirements in Appendix D). Locating services and supports consists of assistance to the 

participant and his or her family in linking, arranging for, and obtaining services specified in an 
Individual Support Plan (ISP), including needed medical, social, habilitation, education, or other 
needed community services.  

 
Activities included under the location function include all of the following, as well as the 
documentation of the activities: 
 

 Participate in the ODP standardized needs assessment process to inform development of 
the ISP, including any necessary ISP updates; 

 Facilitate the completion of additional assessments, based on participants’ unique 
strengths and needs, for planning purposes and ISP development in order to address all 

areas of needs and the participant’s strengths and preferences; 
 Locate resources for the development of the ISP; 
 Assist the participant in identifying people to serve as part of the ISP team, and offer 

support to invite other people who may contribute valuable information during the 
planning process; 

 Assist the participant and his or her family in identifying and choosing willing and 
qualified providers; 

 Inform participants about the use of unpaid, informal, generic, and specialized services 

and supports that are necessary to address the identified needs of the participant and to 
achieve the outcomes specified in the ISP; 

 Provide information to participants on fair hearing rights and assist with fair hearing 
requests when needed and upon request; and 

 Assist participants in gaining access to needed services and to exercise their civil rights. 
 
Coordinating consists of development and ongoing management of the ISP in cooperation with 

the participant, his or her family, members of the ISP team, and providers of service. Activities 
included under the coordinating function include all of the following, as well as the 
documentation of the activities: 

 Use a person centered planning approach and a team process to develop the 
participant’s ISP to meet the participant’s needs in the least restrictive manner possible; 

 Use information from the ODP standardized needs assessment, as well as any additional 
assessments completed based on the unique needs of the participant, to develop the 
ISP to address all of the participant’s needs; 

 Periodic review of the ISP with the participant, including update of the ISP at least 
annually and whenever a participant’s needs change; 
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 Periodic review of the standardized needs assessment through a face-to-face visit with 

the participant, at least annually or more frequently based on changes in a participant’s 
needs, to ensure the assessment is current; 

 Coordinate ISP planning with providers of service to ensure consistency of services; 

 Coordinate with other entities, resources and programs as necessary to ensure all areas 
of the participant’s needs are addressed; 

 Contact with family, friends, and other community members to facilitate coordination of 
the participant’s natural support network; 

 Facilitate the resolution of barriers to service delivery; and 

 Disseminate information and support to participants and others who are responsible for 

planning and implementation of services. 
 
Monitoring consists of ongoing contact with the participant and his or her family, to ensure 

services are implemented as per the ISP. Activities included under the monitoring function 
include all of the following, as well as the documentation of the activities: 

 Monitor the health and welfare of participants through regular contacts at the minimum 

frequency outlined in Appendix D-2-a of this Waiver; 
 Monitor ISP implementation through monitoring visits with the participant, at the 

minimum frequency outlined in Appendix D-2-a of this Waiver; 
 Visit with the participant’s family, when applicable, and providers of service for 

monitoring of health and welfare and ISP implementation; 

 Respond to and assess emergency situations and incidents and assure that appropriate 
actions are taken to protect the health and welfare of participants; 

 Review participant progress on outcomes and initiate ISP team discussions or meetings 
when services are not achieving desired outcomes; 

 Monitoring participant and/or family satisfaction with services; 
 Arrange for modifications in services and service delivery, as necessary to address the 

needs of the participant, and modify the ISP accordingly; 
 Ensure that services are identified in the ISP; 
 Work with the authorizing entity regarding the authorization of services on an ongoing 

basis and when issues are identified regarding requested services; 
 Communicate the authorization status to ISP team members, as appropriate; 

 Validate that service objectives and outcomes are consistent with the participant’s needs 
and desired outcomes; 

 Advocate for continuity of services, system flexibility and integration, proper utilization of 
facilities and resources, accessibility, and participant rights; and 

 Participate in activities related to Independent Monitoring for Quality, such as obtaining 
consent to participate from the participant, preparing survey information, and follow up 
activities (“closing the loop”) and other activities as identified by ODP. 

 
In addition to locating, coordinating, and monitoring, Supports Coordination also includes 
providing information and assistance in order to help participants transition to the community 

or, in accordance with Appendix E, decide whether to select participant direction of services, 
and assistance for participants who opt to direct services. Activities include all of the following, 
in addition to the documentation of activities: 
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 Provide participants with information on participant direction, including the potential 

benefits and risks associated with directing services, during the planning process and 
upon request; 

 Assist with the transition to the participant direction service delivery model if the 

participant is interested in this model, and ensure continuity of services during 
transition; 

 Assist the participant in designating a surrogate, as desired, as outline in Appendix E-1 

of this Waiver; and  
 Provide participants with the standard ODP information about participant direction, an 

explanation of the options and the contact information for the Financial Management 
Services provider.  

 

Excluded from Supports Coordination and are non-billable: 
The following activities are excluded from Supports Coordination as a billable Waiver service: 

 Outreach that occurs before an individual is enrolled in the Waiver; 

 Intake for purposes of determining whether an individual has an intellectual disability 
and qualifies for Medical Assistance; 

 Direct Prevention Services, which are used to reduce the probability of the occurrence of 
an intellectual disability resulting from social, emotional, intellectual, or biological 

disorders; 
 General information to participants, families, and the public that is not on behalf of a 

waiver participant, such as school fairs; 
 Travel time incurred by the Supports Coordinator may not be billed as a discrete unit of 

service; 

 Services otherwise available under the MA State Plan and other programs; 
 Services that constitute the administration of foster care programs; 

 Services that constitute the administration of another non-medical program such as child 
welfare or child protective services, parole and probation functions, legal services, public 

guardianship, and special education; 
 Direct delivery of medical, educational, social, or other services; 

 Delivery of medical treatment and other specialized services including physical or 
psychological examinations or evaluations; 

 The actual cost of the direct services other than Supports Coordination that the Supports 

Coordinator links, arranges, or obtains on behalf of the participant; 
 Transportation provided to participants to gain access to medical appointments or direct 

Waiver services other than Supports Coordination; 
 Representative payee functions; 

 Conducting Medicaid eligibility certification or recertification, intake processing, Medicaid 
pre-admission screening for inpatient care, prior authorization for Medicaid services, and 

Medicaid outreach (methods to inform or persuade individuals to enter into care through 
the Medicaid system); and 

 Assistance in locating and/or coordinating burial or other services for a deceased 

participant. 
 
During temporary travel Supports Coordination may be provided in Pennsylvania or other 

locations as per the ODP travel policy.  
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Appendix C: Participant Services 
C-1/C-3: Provider Specifications for Service 

Service Name: Supports Coordination 
Supports Coordination Organization 
Certificate (specify): 

Current State motor vehicle registration is required for all vehicles owned, leased, and/or hired 
and used as a component of the Supports Coordination Service. 
Other Standard (specify): 

Minimum Qualifications of SCOs: 
1. Have a waiver service location in Pennsylvania. 
2. Comply with and meet all standards as applied through each phase of the standard, 

annual ODP-performed SCO monitoring process. 
3. Functions as a conflict free entity. A conflict-free SCO, for purposes of this service 

definition, is an independent, separate, or self-contained agency. To be conflict free, an 

SCO may not provide direct or indirect services to participants. The following are 
considered direct and indirect services: 

  
 Direct Services: 

- All intellectual disability services provided to base-funded individuals and waiver 
participants with the exception of Waiver Supports Coordination, Targeted Service 
Management and State-funded Case Management as well as transportation and 

ICF/ID services where the SCO shares a Federal Employer Identification Number 
(FEIN) with the providers. 

 

 Indirect Services: 
- All services related to Health Care Quality Units, Independent Monitoring Teams, 

Organized Health Delivery System Providers, Financial Management Service 

Providers/Organizations for Waiver participants, and the Statewide Needs 
Assessment with the exception of Family Driven Support Service funds and the 
administration of Money Follows the Person (MFP) as approved by CMS. 

 
4. Have their Board composed of a maximum of 49% of members who have a business or 

fiduciary relationship with a direct provider of Consolidated, P/FDS, or ID Base Services 

other than Supports Coordination or Targeted Service Management. 
5. Ensure 24-hour access to SCO personnel (via direct employees or a contract) for 

response to emergency situations that are related to the supports coordination service 

or other waiver services. 
6. Conduct a standard OCP customer satisfaction survey with a representative sample of 

participants as specified by ODP and take corrective action based on results. 

7. Have an agreement with the local intake entity to ensure consistent referrals of eligible 
individuals and a smooth transition to the SCO, unless this function is provided by a unit 
of SCO as a non-covered service. 

8. Meet the requirements for operating a not-for-profit, profit, or governmental 
organization in Pennsylvania. 

9. Have Commercial General Liability Insurance or provide evidence of self insurance as 

specified by insurance standards. 
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10. Have automobile insurance for all automobiles owned, leased, and/or hired and used as 
a component of the Supports Coordination Service. 

11. Have Worker’s Compensation Insurance in accordance with state statute. 
12. Have a written procedure for utilizing the Home and Community Services Information 

System (HCSIS) to document and perform Supports Coordination activities. 

13. Have a written procedure for the reconciliation of claims, the management of denied 
claims and the rebilling of denied claims. 

14. Comply with HIPAA which includes having a written procedure that outlines 

requirements. 
15. Cooperate with monitoring conducted by ODP or its designee. 
16. Cooperate with and assist, as needed, ODP and any state and federal agency charged 

with the duty of identifying, investigating, sanctioning, or prosecuting Medicaid fraud 
and abuse. 

17. Have a written procedure to review the utilization of Supports Coordination Services. 

18. Have a Quality Management plan consistent with ODP’s Quality Management Plan and 
strategy in the approved Waiver. 

19. Agree to immediately notify ODP in writing of any noncompliance or failure to meet any 
of these qualification criteria. 

20. Cooperate with Health Care Quality Units, independent monitoring teams, and other 
external monitoring conducted by ODP’s designees. 

21. Agree to commit to transition planning in the event of termination by the SCO or 

termination of qualification by ODP. 
22. Comply with Department standards related to provider qualifications. 

 

Minimum Qualifications for Supports Coordinators and Supports Coordinator Supervisors who 
have a caseload and provide services through a SCO: 

1. Newly hired Supports Coordinators receive ODP required orientation. 

2. Receive a minimum of 40 hours of training each calendar year, comprised of the 
required annual ODP sponsored training sessions and local training. 

3. Supports Coordinator Supervisors without a caseload receive the required annual ODP 

sponsored training. 
4. Have a valid driver’s license if the operation of a vehicle is necessary to provide Supports 

Coordination Services. 

5. Have criminal clearances as per 35 P.S. §10225.101 et seq. and 6 Pa. code Chapter 15. 
6. Have child abuse clearance (when the Waiver participant is under age 18) as per 23 Pa. 

C.S. Chapter 63. 

7. Meet the following minimum educational and experience requirements: 
- A bachelor’s degree, which includes or is supplemented by at least 12 college credits 

in sociology, social welfare, psychology, gerontology, criminal justice, or other 

related social science; or 
- Two years experience as a County Social Service Aides 3* and two years of college 

level course work, which include at least 12 college credits in sociology, social 

welfare, psychology, gerontology, criminal justice, or other related social service; or 
- Any equivalent combination of experience and training which includes 12 college 

credits in sociology, social welfare, psychology, gerontology, criminal justice, or 

other related social service and one year of experience as a County Social Services 
Aide 3 or similar position performing paraprofessional case management functions. 
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* The nature of the work and job requirements for County Social Service Aide 3 
positions can be found at www.scsc.state.pa.us. 

8. Comply with Department standards related to provider qualifications. 
 

 

   

http://www.scsc.state.pa.us/
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DPW – ODP 

Person/Family Directed Support Waivers 

2012 – 2017 FY 

SCO Responsibilities 

Person/Family Directed Support Waiver 

The Pennsylvania Person/Family Directed Support Waiver is designed to help persons with 

developmental disability live independently in their homes and communities and to provide a 
variety of services that promote community based, participated directed service models and 
traditional, agency-based service models. 

Eligibility criteria: 

 Be age three and older 
 Have a diagnosis of mental retardation 

 Require active treatment 
 Be recommended for an Intermediate Care Facility/Mental Retardation level of care  

 Determined eligible for Medical Assistance 
 $2,000 resource limit (does not apply to dependent children under age 21) 

 Income limit 300% of the Federal Benefit Rate 
 Individual cost limit of $26,000 per person per fiscal year (excluding supports 

coordination) 
 Does not require Office of Developmental Programs licensed community residential 

services 

Services: 

 Assistive technology 

 Behavior support 
 Companion 

 Education support 
 Home accessibility adaptations 

 Home and community habilitation (unlicensed) 
 Homemaker/chore 

 Licensed day habilitation 
 Nursing 

 Prevocational 

 Respite 
 Specialized supplies 

 Supported employment 
 Supports broker 

 Supports coordination 
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 Therapy (physical, occupational, visual/mobility, behavioral and speech and language) 

 Transitional work 
 Transportation 

 Unlicensed residential habilitation 
 Vehicle accessibility adaptations 

Appendix B: Participant Access and Eligibility 

B-6: Evaluation/Reevaluation of level of Care 

a. Reasonable Indication of Need for Services. In order for an individual to be 

determined to need waiver services, an individual must require: (a) the provision of at 
least one waiver service, as documented in the service plan, and (b) the provision of 
waiver services at least monthly or, if the need for services is less than monthly, the 

participant requires regular monthly monitoring which must be documented in the 
service plan. Specify the State’s policies concerning the reasonable indication of the 
need for services: 

i. Minimum number of services. 

  The minimum number of waiver services (one or more) that an individual must  
  require in order to be determined to need waiver services is: 1 

ii. Frequency of services. The State requires (select one): 

 Monthly monitoring of the individual when services are 

furnished on a less than monthly basis 

Supports Coordination is a Waiver service; however, it is excluded from the following monthly 

Waiver service requirement and shall not be considered when determining the frequency of 
services outlined below. 

Supports Coordinators are responsible for verifying and monitoring that each Waiver participant 
receives at least one of the following Waiver services each calendar month to remain eligible for 
waiver services: 

 Home and Community Habilitation (Unlicensed); 

 Licensed Day Habilitation; 
 Prevocational Services; 

 Companion; 
 Supported Employment; 

 Transitional Work services; and/or 
 Transportation. 

The following are exceptions to the requirement for at least one waiver service each calendar 

month: 
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 The waiver participant is admitted to a medical facility (for example, hospital, 

rehabilitation facility, nursing home) for up to 30 consecutive calendar days. 
 

 The waiver participant requires an emergency relocation (for example, due to a fire) and 

is unable to access waiver services for up to 30 consecutive calendar days. 
 

 When a waiver participant is in need of one or more of the following waiver services: 

 
- Education Support Services; 

- Homemaker/Chore; 
- Respite; 
- Nursing; 

- Therapy Services; 
- Supports Broker Services; 
- Assistive Technology; 

- Behavioral Support; 
- Home Accessibility Adaptations; 
- Vehicle Accessibility Adaptations; and/or 
- Specialized Supplies. 

 
 Supports Coordination monitoring of participants requirements can be found in Appendix 
 D-2-a. If a monthly service is not provided, ODP requires an ISP monitoring contact by 

 Supports Coordinators at least once every calendar month and a face-to-face monitoring 
 contact at least once every three calendar months regardless of the participant’s living 
 arrangement. At least two of the face-to-face visits per calendar year must take place in 

 the participant’s home. 
 
Appendix C: Participant Services 

C-1/C-3: Service Specification 
 
Service:  

Case Management  
  Service is included in approved waiver. The service specifications have been 

modified. 
 
Service Definition (Scope): 
Supports Coordination is a critical service that involves the primary functions of locating, 

coordinating, and monitoring needed services and supports for waiver participants (see 
requirements in Appendix D). Locating services and supports consists of assistance to the 
participant and his or her family in linking, arranging for, and obtaining services specified in an 

Individual Support Plan (ISP), including needed medical, social, habilitation, education, or other 
needed community services. Activities included under the locating function include all of the 
following, as well as the documentation of the activities: 

 Participate in the ODP standardized needs assessment process to inform development of 
 the ISP, including any necessary ISP updates; 
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 Facilitate the completion of additional assessments, based on participants’ unique 

 strengths and needs, for planning purposes and ISP development in order to address all 
 areas of needs and the participant’s strengths and preferences; 
 

 Locate resources for the development of the ISP; 
 
 Assist the participant in identifying people to serve as part of the ISP team, and offer 

 support to invite other people who may contribute valuable information during the 
 planning process; 

 
 Assist the participant and his or her family in identifying and choosing willing and 
 qualified providers; 

 
 Inform participants about the use of unpaid, informal, generic, and specialized services 

 and supports that are necessary to address the identified needs of the participant and to 
 achieve the outcomes specified in the ISP; 
 

 Provide information to participants on fair hearing rights and assist with fair hearing 
 requests when needed and upon request; and 
 

 Assist participants in gaining access to needed services and to exercise their civil rights. 
 

Coordinating consists of development and ongoing management of the ISP in cooperation with 
the participant, his or her family, members of the ISP team, and providers of service. Activities 
included under the coordinating function include all of the following, as well as the 

documentation of the activities: 
 
 Use a person centered planning approach and a team process to develop the 

 participant’s ISP to meet the participant’s needs in the least restrictive manner possible; 
 
 Use information from the ODP standardized needs assessment, as well as any additional 

 assessments completed based on the unique needs of the participant, to develop the 
 ISP to address all of the participant’s needs; 

 
 Periodic review of the ISP with the participant, including update of the ISP at least 

 annually and whenever a participant’s needs change; 
 

 Periodic review of the standardized needs assessment through a face-to-face visit with  

 the participant, at least annually or more frequently based on changes in a participant’s 
 needs, to ensure the assessment is current; 
 

 Coordinate ISP planning with providers of service to ensure consistency of services; 
 

 Coordinate with other entities, resources and programs as necessary to ensure all areas 
 of the participant’s needs are addressed; 
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 Contact with family, friends, and other community members to facilitate coordination of 

 the participant’s natural support network; 
 
 Facilitate the resolution of barriers to service delivery; and 

 
 Disseminate information and support to participants and others who are responsible for 

 planning and implementation of services. 
 

Monitoring consists of ongoing contact with the participant and his or her family, to ensure 

services are implemented as per the ISP. Activities include under the monitoring function 
include all of the following, as well as the documentation of the activities: 
 

 Monitor the health and welfare of participants through regular contacts at the minimum 
 frequency outlined in Appendix D-2-a of this Waiver; 
 

 Monitor ISP implementation through monitoring visits with the participant, at the 
 minimum frequency outlined in Appendix D-2-a of this Waiver; 

 
 Visit with the participant’s family, when applicable, and providers of service for 
 monitoring of health and welfare and ISP implementation; 

 
 Respond to and assess emergency situations and incidents and assure that appropriate 

 actions are taken to protect the health and welfare of participants; 
 
 Review participant progress on outcomes and initiate ISP team discussions or meetings 

 when services are not achieving desired outcomes; 
 
 Monitor participant and/or family satisfaction with services; 

 
 Arrange for modifications in services and service delivery, as necessary to address the 

 needs of the participant, and modify the ISP accordingly; 
 

 Ensure that services are identified in the ISP; 
 
 Work with the authorizing entity regarding the authorization of services on an ongoing 

 basis and when issues are identified regarding requested services; 
 

 Communicate the authorization status to ISP team members, as appropriate; 
 
 Validate that service objectives and outcomes are consistent with the participant’s needs 

 and desired outcomes; 
 

 Advocate for continuity of services, system flexibility and integration, proper utilization of 
 facilities and resources, accessibility, and participant rights; and 
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 Participate in activities related to Independent Monitoring for Quality, such as obtaining 

 consent to participate from the participant, preparing survey information, and follow up 
 activities (“closing the loop”) and other activities as identified by ODP. 
 

In addition to locating, coordinating, and monitoring, Supports Coordination also includes 
providing information and assistance in order to help participants transition to the community 
or, in accordance with Appendix E, decide whether to select participant direction of services, 
and assistance for participants who opt to direct services. Activities include all of the 

following, in addition to the documentation of activities: 
 
 Provide participants with information on participant direction, including the potential 

 benefits and risks associated with directing services, during the planning process and 
 upon request; 

 
 Assist with the transition to the participant direction service delivery model if the 

 participant is interested in this model, and ensure continuity of services during 
 transition; 
 
 Assist the participant in designating a surrogate, as desired, as outlined in Appendix E-1-

 f of this Waiver; and 
 

 Provide participants with the standard ODP information about participant direction, an 
 explanation of the options and the contact information for the Financial Management 

 Services provider. 
 

Excluded from Supports Coordination – not billable 
 
The following activities are excluded from Supports Coordination as a billable Waiver service: 
 

 Outreach that occurs before an individual is enrolled in the Waiver; 
 

 Intake for purposes of determining whether an individual has an intellectual disability 
and qualifies for Medical Assistance; 

 
 Direct Prevention Services, which are used to reduce the probability of the occurrence of 

an intellectual disability resulting from social, emotional, intellectual, or biological 

disorders; 
 

 General information to participants, families, and the public that is not on behalf of a 

waiver participant, such as school fairs; 
 

 Travel time incurred by the Supports Coordinator may not be billed as a discrete unit of 
service; 
 

 Services otherwise available under the MA Sate Plan and other programs; 
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 Services that constitute the administration of foster care programs; 

 
 Services that constitute the administration of another non-medical program such as child 

welfare or child protective services, parole and probation functions, legal services, public 

guardianship, and special education; 
 

 Direct delivery of medical, educational, social, or other services; 

 
 Delivery of medical treatment and other specialized services including physical or 

psychological examinations or evaluations; 
 

 The actual cost of the direct services other than Supports Coordination that the Supports 

Coordinator links, arranges, or obtains on behalf of the participant; 
 

 Transportation provided to participants to gain access to medical appointments or direct 
Waiver services other than Supports Coordination; 
 

 Representative payee functions; 
 

 Conducting Medicaid eligibility certification or recertification, intake processing, Medicaid 
pre-admission screening for inpatient care, prior authorization for Medicaid services, and 

Medicaid outreach (methods to inform or persuade individuals to enter into care through 
the Medicaid system); and 
 

 Assistance in locating and/or coordinating burial or other services for a deceased 
participant. 

 

During temporary travel Supports Coordination may be provided in Pennsylvania or other 
locations as per the ODP travel policy. Refer to the Provider Specification section below for 
criteria on provider requirements.  

Specify applicable (if any) limits on the amount, frequency, or duration of this 
service: 
Supports Coordination services may not duplicate other direct Waiver services. 

 
Appendix C: Participate Services 
C-1/C-3: Provider Specifications for Service 

Provider Type: 
Supports Coordination Organization 
 

Current State motor vehicle registration is required for all vehicles owned, leased, and/or hired 
and used as a component of the Supports Coordination Service. 
 

Other Standard (specify): 
Minimum Qualifications of SCOs: 

1. Have a waiver service location in Pennsylvania. 
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2. Comply with and meet all standards as applied through each phase of the standard, 
annual ODP-performed SCO monitoring process. 

 
3. Function as a conflict free entity. A conflict-free SCO, for purposes of this service 

definition, is an independent, separate, or self-contained agency. To be conflict free, an 

SCO may not provide direct or indirect services to participants. The following are 
considered direct and indirect services: 

 Direct Services: 
- All intellectual disability services provided to base-funded individuals and waiver 

participants with the exception of Waiver Supports Coordination, Targeted Service 

Management and State-funded Case Management as well as transportation and 
ICF/ID services where the SCO shares a Federal Employer Identification Number 
(FEIN) with the provider. 

 
 Indirect Services: 

- All services related to Health Care Quality Units, Independent Monitoring Teams, 
Organized Health Delivery System Providers, Financial Management Service 

Providers/Organizations for Waiver participants, and the Statewide Needs 
Assessment with the exception of Family Driven Support Service funds and the 
administration of Money Follows the Person (MFP) as approved by CMS. 

 
4.  Have their Board composed of a maximum of 49% of members who have a business or                              

fiduciary relationship with a direct provider of Consolidated, P/FDS, or ID Base Services 

other than Supports Coordination or Targeted Service Management. 
 

5. Ensure 24-hour access to SCO personnel (via direct employees or a contract) for 

response to emergency situations that are related to the supports coordination service 
or other waiver services. 
 

6. Conduct a standard ODP customer satisfaction survey with a representative sample of 
participants as specified by ODP and take corrective action based on results. 
 

7. Have an agreement with the local intake entity to ensure consistent referrals of eligible 
individuals and a smooth transition to the SCO, unless this function is provided by a unit 
of the SCO as a non-covered service. 

 
8. Meet the requirements for operating a not-for-profit, profit, or governmental 

organization in Pennsylvania. 

 
9. Have Commercial General Liability Insurance or provide evidence of self insurance as 

specified by insurance standards. 

 
10. Have automobile insurance for all automobiles owned, leased, and/or hired and used as                  

 a component of the Supports Coordination Service. 
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11. Have Workers’ compensation Insurance in accordance with state statute. 

 
12. Have a written procedure for utilizing the Home and Community Services Information 

 System (HCSIS) to document and perform Supports Coordination activities. 

 
13. Have a written procedure for the reconciliation of claims, the management of denied 

 claims and the rebilling of denied claims. 

 
14. Comply with HIPAA which includes having a written procedure that outlines 

 requirements. 

 
15. Cooperate with monitoring conducted by ODP or its designee. 

 

16. Cooperate with and assist, as needed, ODP and any state and federal agency charged 
 with the duty of identifying, investigating, sanctioning, or prosecuting Medicaid fraud 
 and abuse. 
 

17. Have a written procedure to review the utilization of Supports Coordination Services. 
 

18. Have a Quality management plan consistent with ODP’s Quality Management Plan and 

 strategy in the approved Waiver. 
 

19. Agree to immediately notify ODP in writing of any noncompliance or failure to meet any 

 of these qualification criteria. 
 

20. Cooperate with Health Care Quality Units, independent monitoring teams, and other 

 external monitoring conducted by ODP’s designees. 
 

21. Agree to commit to transition planning in the event of termination by the SCO or 

 termination of qualification by ODP. 
 

22. Comply with Department standards related to provider qualifications. 

 
Minimum Qualifications for Supports Coordinators and Supports Coordinator Supervisors who 
have a caseload and provide services through a SCO: 

1. Newly hired Supports Coordinators receive ODP-required orientation. 
 

2. Receive a minimum of 40 hours of training each calendar year, comprised of the 
required annual ODP-sponsored training sessions and local training. 
 

3. Supports Coordinator Supervisors without a caseload receive the required annual ODP-
sponsored training. 
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4. Have a valid driver’s license if the operation of a vehicle is necessary to provide Supports 
Coordination Services. 

 
5. Have criminal clearances as per 35 P.S. §10225.101 et seq. and 6 Pa. Code Chapter 15. 

 

6. Have child abuse clearance (when the Waiver participant is under age 18) as per 23 Pa. 
C.S. Chapter 63. 
 

7. Meet the following minimum educational and experience requirements: 
-A bachelor’s degree, which includes or is supplemented by at least 12 college credits in 
sociology, social welfare, psychology, gerontology, criminal justice, or other related 

social science; or 
-Two years experience as a County Social Service Aides 3* and two years of college 
level course work, which include at least 12 college credits in sociology, social welfare, 

psychology, gerontology, criminal justice, or other related social service; or 
-Any equivalent combination of experience and training which includes 12 college credits 
in sociology, social welfare, psychology, gerontology, criminal justice, or other related 
social service and one year of experience as a County Social Services Aide 3 or similar 

position performing paraprofessional case management functions. 
* The nature of the work and job requirements for County Social Service Aide 3 
positions can be found at www.scsc.state.pa.us. 

 
8. Comply with Department standards related to provider qualifications. 

 

 

 

 

http://www.scsc.state.pa.us/

