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DEPARTMENT OF HEALTH & HUMAN:
Centers for Medicare & Mediceid Services
7500 Sacurity Boulevard, Mal Stop 52-14-;
Baltimore, Maryland 21244-1850

Center for Medicaid and State Operations

DEC 1 3 2006 HWNQNEHQ

S JAN 2 2 2007
Ms. Sheila Mills 4 .
South Carolina Department of Health and Human Services Denartment of Heatth & Human Services
PO Box 8206 OFFICE OF THE DIREGTOR

Cohunbia, SC 29202-8206

Dear Ms. Mills:

1 am pleased to inform you of your award of 2 FY2807 Commurily Alternatives to Psychiatric
Residential ‘Treatraent Facilities Demonstration Grant, Congratulations on your successful
spplication!

We at the Centers for Medicare & Medicaid Services (CMS) thank you for your efforts in
preparing the application and look forward to our work together throughout the grant period, We
expect these demonstration grants will increage the opportunities for children and youth with
raental iliness o refuen to the community from psychiatric residential treatment snd provide an
array of services that will offer an altemative to admission to these facilities.

Your first year award is in the amount of $741,584. Your projected five year funding request of
$8,125,494 wili be awarded in succeeding fiscal years dependent on the approval of a revised
Impiementation Plan and 2 Continuation Grant award. Continuation awards wiil be made based

on your progress in meeting your implementation timeline, the number of enroliees and the
service plans.

Please examine this offer and respond back to both your CMS Crants Officer and CMS Project
Qfficer with notice of your acceptance of the awand and of the terms and conditions no later than
Jamuary 23, 2007, In addition $o the general terms and conditions, this grant award has specia
terms and conditions that you wili need to review. The enclosed award profile provides all
necessary contact information for your CMS partners.

If you accept this award, you may begin immediately to work with CMS and the CMS
Evaluation Contractor to develop your Implementation Plap. .

Enclosed are four important documents regarding your Psychiatric Residential Treatment
Facilities Demonstration Grant Program Awand:

1. Award Profile - The award profile is a quick reference list for your grant and includes the
gramt award number, amount of the grant and contect information for the officers within
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CMS including, the Grants Management Specialist and Project Officer. Official
correspondence should be directed to the CMS Grants Management Specialist with a copy to
your CMS Project Officer. Any questions and correspondence regarding programs or
initiatives under your grant should be directed 10 your CMS$ Project Officer.

2. Terms end Conditions - This is the legai document that cites the regulations governing this
grant and gets forth the general requirements, assurances, reporting requirements, and other
terms and conditions that apply specificaily to the grant.

3. Financial Assistapee Awsrd — This document is the “official” notification of your award
from the CMS Office of Acquisition and Grants Management.

4. Letter of Acceptunce (recommended formaf) — A, letter of acceptance of the grant award
serves as official acceptance. Please submit your letter of acceptance to your CMS Grants
Management Specialist and send a copy to your CMS Project Officer by close of business on
Tuesday, January 23, 2007, If you 4o not pian fo accept the grant award, please send & fetter of
declination to the CMS Grants Management Specialist and send & copy to the CMS Project
Officer by close of business on Friday, January $, 2007.

Thenk you again for your commitnent fo increasing the opportunities for children to receive

hoiie and community-based services as an alternative to psychiatric residential treatment
facilities.

Sincerely,

? A A
Dennis G, Smith
Director

Enclosures
e Project Officer
Robert Kerr
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"AWARD PROFILE

FY 2007 REAL CHOICE SYSTEMS CHANGE GRANTS PROGRAM

{MS GRANT NO.

602323

CFYPE, OF GRANT

Community Alternatives to Psychiatric Residential Treatment
Facilities Demonstration

AWARDEE

South Cerolina Department of Health and Humnadh Services

AUTHORITY

Section 6063 of the Deficit Reduction Act of 2005

AMOIUNT OF
AWARD

(Project Period December 70, 2006 —Docember 19, 2011)
$741,584

EMS GRANT
MANAGEMENT
SPECIALIST -

Nicois Nichoison

Grants Management Speciatist

Ceaters for Meticare & Medicaid Sexvices
Office of Acguisition and Granis Management
Mail Swopt €2-21-15, Cenwral Buikiing

7500 Security Boulwvad

Baltimore, M 21244-1850

Phone: 410.786.5158

Email: micolenicholyon@oms his.gov

Official correspondence regarding the awsrd should be submisted to the CMS
Grants Management Speciaiist. Copics of sueh materiaf shonld also be sent to
the CMS Project Officer and the CMS Regional Office Coardinator.

CME PROJECT
OFRICER

Sooa Stepp 4
Cemers for Muodicare & Medicaid Services
Center for Modiceid and State Operstions
Disabled and Eldecty Health Progtams Growp
Mail Stop: §2-14.26

7300 Security Bonlevard

Baltimose, MD 21244-1850

Phome: 410.786.6815

Fax: (43} 786.9004

E-mail: sonastepp@ems hhs.gov
Communication regarding program matters shouid be addressed to the CMS
Projoct Offioer.
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Grant Specific Special Terms & Conditions

State of South Carelina

In developing your Implcmentation Plan, you must address the following bssues:

1asure that adequate oversight is provided through a project director and additional staf¥ that
has sufficient ime devoted to the project to coordinate, manage, and report as required by
CMS. -

insure that the funds awarded in this demonstration do oot supplant other fimding resources
such as social services, juvenile justice or education.

Work very closely with our National Evaluator to insare your evaluation pian meets the

requirements of participation and the requirements of Section 6063 and the data required is
submitted timely.




DEPARTMENT OF HEALTH & HUMAN SBRVICES
Centers for Medicare & Medicaid Services

7500 Security Bovlevand

Baitimore, Matyiand 212441850

Community Aiterpatives to Psychiatric Residential Treatment Facilities
Grant Demonstration

In addition to any programmatic Spacial Terms and Conditions of the award, the following

General Terms and Conditions will apply. Where there are inconsistencies, the Programmatic
Speciai Terms and Counditions will take precedence, Additionally, the attached Grant Award is
subject to Federal legisiation and to DHHS and CMS regulations and policies. Either 45 CFR.
Part 74 or 45 CFR Part 92 will apply to this award:

435 CFR Part M4 “Uniform Administeative Requirements for Awards and Sub-awards to-
Institutions of Higher Education, Hospitals, and other Non-Profit Organizations, and

Commercial Organizations; and certain grants and agrecments with States, Loeal Government
and Indisn Tribal Governments.”

45 CFR Part 92 “Uniform Administrative Requirements for Grants and Cooperative
Agreements to State and Local Governments.”

43 CFR Part 74 and Part 92 may be accessed from the DHHS GrantsNet an:
http/www.hhs pov/erantsner/adininis/fedregd5 h

Other DHHS regulations codified in 45 CFR:

Part16 -  Procedures of the Departmental Grants Appeals Board

Part 3G « Ciaims Collection

Part 46 - Protection of human subjects

Part 76 - CGovernment-wide debarment and suspension Qo#.ﬂoa&ﬁsnua and
CGovernment-wide requirements for drg-free workplace Agﬁw

Part80 -  Noadiscrimination ander programs receiving Federal assistance through
the Department of Health and Human Services effectuation of Title VI of
the Civil Rights Act of 1964

Pt 81 - Practice and procedure for hearings under Part 80 of this title

Part84 . Nondiscrimination on the basis of handicap in programs and activities
receiving Federal financial assistance

Part 86 - Nondiscrimination on the basis of sex in education programs and activities

receiving or vnmmmnnm from Federai financial assistance
Part9f -  Nondiscrimination on the basis of age in HHS programs or activities
receiving Pederal firiancial assistance

i




Part93 -  New restrictions on lobbying

Part 106-  Intergovermmental Review of Department of Health and Human Services
prograrns and activities

Applicable cost principles are as foliows:

OMB Circutar A-21, Cost Principies for Educational Institutions

OMB Circular A-B7, Cost Principles for State, Local and Indian Tribal Govermments
OMB Circular A-122, Cost Principles for Non-Profit Organizations

OMB Cirenlar A-133, Audits of States, Local Governments, and Noo-Profit Organizations.

The OMB Circular website is: www whitehouse gov/omb/eirenlars.

The recipient organization must carry out the project accouding 10 the application as approved by
the Ceuters for Medicare & Medicaid Services {CMS) inchuding the proposed work program and
any amendments, alf of which are incorporated by reference in these terms 2nd eonditions.

Reporting Requirements

Financial Reports - The Grantee agrees to submit financial siatus reporis (SF-269 or SF-369A)
to the CMS Granis Management Officer with 8 copy to the CMS Project Qfficer ay stipulated in
the Special Terms and Conditions. Unless specified as guasterly or semd-annual in the Special
Terms and Conditions, financial reports are due annuaily and a1 the end of the project. This
financial status report will account for all uses of grant monies during the previous period and
project uses of gram moncy for the ensuing period. Quarterly and semi-anmnuzl reporis are due
39 days after the end of the reporting period. Annaal reports are due 90 days afier the budget
period ending date.

Progress Reports ~ The Grantee agrees to submit progress reports 1o the Qsm Grants
Management Officer with & copy to the CMS Project Officer &.Emaw i
d Conditions. Uniess specified as guarter] i
Conditions, progress reports are due annpafly. These reports are $o be consistent with a format
and contend specified by CMS. CMS reserves the right to require the grantee to provide
additional details and clarification on the content of the report. Quarterly and somi-annual

reports are due 30 days afier the end of the reposting period. Annual reports are due 90 days
after the budget period ending date.

Final Report — The Grantee agroes to submit a final report to the CMS Grants Management
Officer with a copy to the CMS Project Officer within 90 days after the final CMS-64 formand
final SF269 is submitied with all clims remaining t be reimbursed by the demoustration grant.
The Grantee may use the CMS’ “Author’s Guidelines: Grants and Contracts Final Report™ in the
preparation of the final report. This document can be moaum at the following ﬂo_...wza
http:ffwww.cms . bha.gov/ : 2

A draft final report should be submitted o the CMS Project Officer for comments. CMS’s
comments should be taken into consideration by the Grantee for incorporation into the final




report. CMS reserves the right to require the Grandee to provide additional details and
clarification on the conteat of the report.

The final report may not be released or published without permission from the CMS Project
Gfficer within the fisst four {4) monhs foliowing the receipt of the repori by ihe CMS Project
Officer.

The final report will comtain a discluimer that the opinions expressed are thoge of the Grantee and
do not necessarily reflect the opinion of CMS.

Failure to submit reporis {i.e., financial, progress, or other required reports) on time may be basis
for withholding financial assistance payments, suspension, termination or denial of refunding. A
history of such unsatisfactory performance may result in designation of “high risk” status for the
 recipient organization and may jeopardize potential future funding from DHHS.

Use of Grant Funds

At the conclusion of this Grant, Grantees shall submit ali claims for reimbarsement as required
within the Medicaid reimbursement regulations time sequirement. Any request for
reimbursement after the required submitial time wil not be considered for payment from the
Grarit awand,

The Grantee will take all necessary affirmative steps to ensure that small, minority and woman-
owned business firms are utilized when possible ag sources of sapplies, services, and equipment.

To the extent practicable, all equipment and products purchased with grant funds made availabie
through this award should be American-made, .

When issuing statements, press releases, requests for proposals; bid solicitations, and other
documents describing projects or programs funded in whole or in part with Federal money, all
Grantees receiving Federal funds, including but not limited to State and focal goverranents and
recipients of Federal rescarch grants shall clearly state (1) the percentage of total costs of the
program ¢ project which will be financed with Federal money, (2) the doliar amount of Federal
funds for the program or project, and (3) the percentage and dollar amount of the total costs or
the program or project that will be financed by nongovernmental sowrces.

Project Oversight

CMS may suspend or terminate any project in whole, or in part, at any time before the date of
expiration, whenever it determines that the Grantee has materiatly failed to comply with the
terms and conditions of the project. CMS will promptly notify the grantee in writing of the
determination and the reasons for the suspension or ternmination, together with the effective date.

At any phase of the project, if so requested, the CMS Project Officer will be available for
technical consuliation &t the convenience of the Grarmee.




Certain key personnel, as designated by the CMS Project Offficer, are considered 1o be essential
to the work being performed on specific activities. Prior to altering the levels of effort of any of
the key personnej among the various activities for this project, or to diverting those individuals to
. other projects outside of the scope of this award, the Grantes shall notify the CMS Project
Officer reasonabiy in advance and ghall submiit a justification (inchaling name and resume of
proposed substitution) in sufficient detail to peemit evaluation of the impact of the project. No
aiteration or diversion of the levels of effort of the designated key personne] for the specified

sctivities for this project shall be made by the Grantes without the approval of the CMS Project
Officer.

Project and Data Integrity

‘The Grantee shali develop and submit detaiied plans to protect the confidentiality of ali projees-
related information that identifies individuals. The plan must specify that such information is
confidential, that it may not be disclosed directly or indirectly except for purposes dizectly
connected with the conduct of the project; and that informed wristen consent of the individual
must be oblained for any disclosure, i jeg :MS approval and must be submitted
&&sgﬁﬁmﬁﬁg .

The Grantee shail assume responsibility for the acouracy and completeness of the information
contained it all technical documents and reports sudmitted. The CMS Project Officer shall not
direct the interpretation of the data vsed in preparing these documents of reporis.

Al any phase in the project, Including the project’s conclusion, the Grantes if so requested by the
Project Officer, must deliver to CMS materials, systems, or other items applied, developed,
refined or enhanced in the course of or under the award. 'The Grantee agrees that CMS shall
have royalty-free, nonexclusive and irrevocable rights to reproduce, publish, or otherwise use
and authorize others to use the iterns for Federal government purposes.

Use of Data and Work Products

At any phase of the project, including the project's conclusion, the Grantee, if 50 requested by
the CMS Project Officer, shall submit copies of analytic data file(s) with appropriate
documentation, representing the data developed/used in end-product analyses gencrated under
the award. The analytic file(s) may include primary data collected, acquired or generated under
the award and/or data furnished by CMS. The conterst, format, documeittation, and schedule for
production of the data file(s) will be agreed upon by the Principal Investigator and the CMS
Project Officer. The negotiated format(s) could include both file(s) that would be limited to
CMS's internal use and file(s) that CMS could make available o the genera!l public.

All data provided by CMS will be used for the research described in this grant only. The
Grantee wilt return any data provided by CMS or copies of data at the conclusion of the project.

For 6 months after compietion of the project, the Graniee shall notify the CMS Project Officer
prior to formal presentation of any report or statistical or analytical matesial based on |
information obtained through this award. Formal presentation inchudes papers, articles,



professional publication, speeches, and testimony, In the course of this research, whenever the
Principal Investigator determines that a significant new finding has been developed, he/she will
communicate it to the CMS Project Officer before formal dissemination & the general public.

Charitable Choice

Charitable Choice is a legisiative provision designed to remove nnnecessary barriers to the
receipt of certain Federal funds by “faith-based” organizations. Under the Department of Health
and Human Services implementation, 45 CFR Part 87 (including Parts 74,92, and 96 as
amended) “faith-based” organizations are eligible to compete for fimding on the same basis and
under the same eligibility requirements as other organizations.

Religiousty affiliated (“faith-based™) organizations under 45 CFR Part 87 {including Parts 74, 92,
and 96 as amended) may not use direct financial assistance from this grant, as well as from State
and local governmends or intermediate organizations administering funds under the Department
of Heaith and Human Services programy, to support inherently religious activities, suchas
worship, religious instruction, or proselytization, If the organization engages iy sach sctiviiies, it
must offer them separately, in time or location, from programs or services funded with direct
Department assistance or required matching funds, and participation muyst be voluntary for the
beneficiaries of the Department-funded program or services. All rules and revision under 45
CFR Paris 74, 87, 92, and 96 are hereby incorporated by reference.




~ Community Alternatives to Paychiatric Residential Treatment Facilities
Grant Demonstration

1. implementation Plans (IP/AP) must be completed within 9 months of the date of award. The
format of the IP will be the new web-based 1915 () waiver template. Training on the new
web-based 1915 (¢) Tempiate will be provided shoertly after the receipt of the award package,

IP/APs will address the components listed below in the design, operation, end administration
of the demonstration project:

Demonstration Administration and Operation. States will be required fo specify the
administrative and operation structure of the demonstration.

Participant Access and Eligibility. Specify the target group(s) of individuals who are
served under the demonstration, the mumber of participants that the State expects to serve
during each year that the demonstration i5 in effect, applicabie Medicaid eligibility
requirements, and procedures for the evaluation and re-evaluation of level of care,

Participant Services. Specify the services that are furnished through the demonstration,
including applicable limitations on such services.

Participant Direction of Services. When the State provides for participant direction of
services, specify the supports provided in the demonstration to support pasticipant
direction of demonstration services,

Participant Rights. Specify how the Staie informs participants of the Medicaid Fair
Hearing rights and other procedures to address participant grievances and complaints.

Participant Safeguards. Describe the safeguards that the State has established or will
establish to ensure the health and welfare of participunts.

Quality Mapagement Sirategy. Describe the process, procedures, and strategies
employed by the State to discover, remedy, and improve the overall operation and
administration of the desonstration project. The description should provide information
detailing the frequency of which information is iracked, {rended, and reported out, as weil
as those individuals and groups that receive such information.

Financial Accoantability. Deseribe the methods by which the State makes payments for
waiver services, ensures the integrity of these payments, and complies with applicable
Federal requirements concerning payments and Federal fisancial participation,



» Financial Newtrality, Your demonstration of cost-neutrality will-be reported using the
following forms:

CMS-372(8) The annual report that 8 State must submit to CMS following the
sorupletion of ¢ack demonstration year that details: {a) the mamber of undupiicated
individuais who pasficipated in & waiver during the waiver year; (b) the unduaplicated
number of persons who utilized each waiver service and the amount of funds expended
for each service; (c) expenditures for Medicaid Stete plan services on behalf of waiver
participants; and, (d) information conouming assuring the health and welfire of waiver
participants. The information subraitted via the CMS-372(8) provides evidence of the
waiver's cost-neutrality on an ongoing basis. The CMS.372(8) was formesly known a8
Form HCFA-372. The CMS-372(S) simplified the information that States previcusly
reparted on Form HCFA-372, This form may be modified for the demonsiration

CMS-373 (S) The report that will replace the financial and statistical pottion of the CMS-
372(S) in the future.

CMS-373 (Q) The report that will replace the health and welfare part of the CMS-372(S)
in the future. The CMS-373Q will provide for the reporting of State performance in

meeting the waiver assurances and for updates to the waiver Quality Management
Strategy.

CMS-64 Quarterly Expense Report-Modified: This report will provide actual
expenses per quarter for afl services provided through the demonstration. This form will
be modified to allow for recording expenses for each service category.

. Financial Status Report Form (SF-269) with the Modified Form CMS-64, are reguired to
be submitied quarterly. This financial status report reguired by the Office of Acquisition and
Grants Managemen, will account for all uses of grant monies during each reporting period.
‘The Modified form 64 is described above,

. Federai fund reimbursable clajms: All claims will be coded and identified as PRTF
Demonsiration claims,

Bundiing of services: CMS permits states 10 bundie services as long as the health and
welfare of demonstration participants is not compromised. When bundling services,
unskilled providers may not provide skilled services, such as physical therapy or other
services that require the judgment of a centified or licensed professional. Additionally, the
rate(s) established for bundled services shall be derived in manner or with a methodology
that is appropriate and reasonable for such bundled services, Services must be fully

described. Also, States must provide a detailed list of all services to be bundled for review
and approval by CMS.

. Amnual Progress Reports: Annual reports, in a format to be determined, are required to be
submitied within 30 days of the close of the grant year. The submission of the finalized



implementation Plan, due no later than 9. months after receit of the Notice of Financial
Assistance Award will be considered the First annual report due under this demonsiration.

6. Administrative Costs will be arm_w_o for Federal Fipancia Participation (FFP) under
the suthority of CFR42 433,18 {7): "All other activiiies the Secretary finds nevessary for
the proper and efficient administration of the State Pian” Since the administrative costs
associsted with impiementation of the PRTF demonsiration wili: (1) be billed against the
graptes’s total grant award; and (2) operate under the auspices of a 1915 {c), bt also include
additional requirements (such as participation in 2 national evaluation); CMS muintains
discretion as 1o what are reimbursable coats under the demonstration. Awardess are expected
to submit proposed administrative and service bixdgets as part of the Impicmentation Plan
and these budgets will serve as upper limits on the initial grant award and expenditures undger
the demonstration. The adininistrative budgets will be examined by the CMS to determine
whether the proposed demonstration costs suppiant existing State administrative costs, and/or
are excessive based on the applicant’s Implementation Plan,

6. Continuing Grant Awards and Award Funding: For up to 9 months you will be

© developing the Implementation Plan/19135 () web-based wavier application (IP/AP). The
remnaining 3 months of the first year, and the following 12 months of the award period will be
considered the first period of the geant reflected in the initial 1915 (¢) web-based waiver
application submission. For years three through year five, awards amounts will be determined
through a request for additional funding using & continuation award process and an amended
IP/AP. Awards in succeeding fiscal years are dependent on the approval of a revised IP/AP and
2 Continuation Grant Award. Continuation awards will be made based on your progress in
meeting your implementation timeline, the number of enzoliees and the service plans, Any
unliquidated awsrd funds at the end of an award year may be earried over into the
succeeding award year through the § year award period. Continuation award funding will
affect the amount of funds to be carried over from the preceding grant year award.

7. Governing Requirements: Section 6063 of the Deficit Reduction Act of 2005. All the
requirements in the solicitation, Medicaid Program Demongstration Project: Commaunity-
based Altematives {0 Psychiatric Residential Treatment Facilities CFDA 93.789, as well as
ali additional information in the form of Questions and Answers posted on the CMS website
are components of this award.

#. CMS will be eontracting for a National Demonstration Evalaation: All awardees must
cooperate with the National Evaluation Contractor in the development of your State's
Evalustion Plan development and the National Evaluation Plan. The following are required:

» Monthly Calls Working with the Contractor for Evaluation Plan Development: The

Grantee will participate in raonthiy calls with Contractor for national evaluation plan
deveiopment.

* Development of Minimum Daty Set (MDS) and Mode of Transmission: The Grantee
wiil submit their evaluation plan to CMS and the Contractor who will then provide



recommendations on any fefinéments necessary. The Grantee will participate in
meetings/conference calis conducted by the Contractor to determine the MDS.

¢ Quarterly Calls on Research Activities: The Grantes will participate in quarterly calls
with CMS, conducied by the Coniracior, on its tesearch sciivities that will include (a) a
description of data gathering, evaluation, and anatysis activities for that quarter; (b) an
analysis of the State’s adherence to its timeline and work pian; () information on the
data gathered in that quarter; (d) descriptions of the evaluation and analyses performed in
that quarter; {e) a discussion of barriers to the project’s implementation of success; and
{f) recommendations for refinements of the research project.

»  Submission of Data to CMS: The evaluator wiil include a description of the process for
forwarding its research data to CMS in 2 timely manner. This includes individualty
identifiable files including name, date of birth, and Social Security number.

e Confidentiality: The Grantee will develop and subsuit detaiied plans to protect the
confidentiafity of all project-related information that identifies individuals. The plan
must specify that such information is confidential, that it may not be disclosed directly or
indirectly except for purposes directly connected with the conduct of the project; and that
informed writien consent of the individual must be obtained for any disclosure. The plan
is subject to CMS approval and must be submitted within 60 days of receipt of this jetter.

+ The State will be expected to provide a finder file to CMS, or its appointed .
representative, for each participant and an extract file of individual-level data for the
demonstration enrollees during the Demonstration period. The PRTF Grantees will be
expected to use existing Medicaid reporting systems including Medicaid Management
information System (MMIS). The information in the extract files will be used to
effectively moniior the utilization and costs of services by participants. The extract file is
necessary in order to avoid the time delays involved in the MMIS guality reviews,

¢ ‘The information needed for the PRTF evaluation will generally come from official
administrative records and not from selfreported information: The finder file shall
include Medicaid enroilment information such as name, address, Social Security numbes,
date of birth, race, ctimicity, disabling condition(s), and service utilization. Use and
access 1o these data will be limited to the specific sesearch purposes of these projects and
shali adkere to ail CMS provisions concerning data release policies, the Privacy Act of
1974, and the Health Insurunice Poriability and Accountebility Act of 1996,

. Final Report: The Grantee will be required to work with the evaluation contyactor on the
Nationa! Evaluation unti} the completion of the evaluation. The confractor will also provide
4 final repont, in a format to be detenmined, at the conclusion of the demonstration grant
proect.




1. RECHHENT Sit NUMRER:
Department of Mealth and Human Servicas

Centors For Medicare Medicald Sorvices

PMS DOCUMENT NUMEER:
Notice of Award {NOA} 1S0CMS300131A
1. AWARDING OFFICE: T {2 ASSISTARCE TYBE: | L AWARDINO: 0 14 AMEND. ND.:
Ceners For Madicare & Medicaid Senvicas Dhscretionary Grant 1SOCMSI00 13104
5. TYPE OF AWARD: . _ &, TYPE OF ACTION: 7. AWARS AUTRORITY:
DEMONSTRATION : New Section 8063 of tha DRA 08
8. BUDGET PERIOD: : _ % PROJECT PERIOD: 18, CAT NO.:
121202006  THRY 12185007 120002008  THRU  1211$/2011 83780
11. RECIPIENT GRGANZATION: . 12, PROJECT / PROGRAN TITLE:
" PO Box 8208 Resigental Treatmant Fciiies
Golumbia SC 28202 86402
Robert Kerr, Director
5. COUNTY: 44, CONGR. Di8T: {15, PRINCIPAL SNVESTIGATOR OR PROGRAM DIRECTOR:
Shakla M , Pt
16, APPROVED BUDGET: . 17. AWARD COMBUYAYION: |
Persomnel. s § -0 A NONFEDERAL SHARE........ § e 0.00 %
FHnge Beng it $ 0 | & FEDERAL SHARE...on. § U584 100.00%
e $ B 18, FEDBRAL SHARE COMPUTATION:
e A, TOTAL FEDERAL SHARE - s T41,584
SUPPHBS. st B 0 { B. UNOBLIGATED BALANCE FEDERAL SHARE....$
Contractual ... $ 0 § ¢. FED. SHARE AWARDED THS BUDGET PERIOD.$ 741584
Faciiies/Consuction......... $ @ 1 to. amouner awarDED THIS ACTION: s 741,584
OBl § 741,584 | FEDERAL 3 AWARDED TS PROJECT B 144 584
Direct COBES. . .omwceerremmscmreeense $ 741,584 | PERIOD: _
ROt GOS8 vvviivens § 0 [21. AUTHORIZED TREATMENT OF PROGRAM ICOME:
A %of$ : :
In King Contributions........... _hlL 22. APPLICANY £IN: 2. pAvEREN: | 24, OBIECT CLASS:
Total Approved Budgeti™}. |$ 741,584 | 1-576000286-A0 1-576000206-A8 4148 :
. 0. FINAMGIAL. INFORMATION:
GRGN  DOCUMENTNO.  APPROPIGATION CAN NO. NEW AMT, UNOBLIG.  NONFED %
oG . 1S0UMSI0031A TE-TH-0816 2007 5902054 C ST41.854

26. REMARKS:; {Continued on separsie shosls}
Paki by DHHS Payment Mensgement System (PMS), see attached for paymwnl infomvation.
This awad s sublect to the sequirernents of the HIME Granti Pollcy Staterment (HHS GOS) that sre applicable to you based
on your recipiant ype and the purpose of this swend. .
This inciudes tecpiremants in Pares | and # fovaliable al hitpwine.act ivhs gowgrantalgeanls_eolrces, iimB of ihe HHS GBS,
Aot potisbent with the HHS GPS, aay appicabie stetutory or regulstoty regukemaents, including 45 CFR Part 74
of §2, directly apply to thik eward apert from any covarspe in the HHS GPS.
This grant Is subject lo the raquirements sof forth in 45 CFR pant 74 {for nonprofit aegankzations and educstional
institutions) or 45 CFR Pt 62 (for state, local, and fedorally recognized Hibet povemmants).
Indial expenditure of funds by the grantee consiitules acceptance of this sward,

&7 SIGNATURE - m—“u GRANTS %.nmmmn 1 3 NM__Wﬁmm 48, SIGHATURE(S) Omzﬁ.ﬁ.(_zo FUND )(S_;ﬂ_m._.:_.
Gl r#ies St Pnen

%«czm AND TITLE - PROGRAM OFFICIALES) DATE:
Sona Stepp. Signature Not Reguirsd
DGCM-3-785 (Rev. 85)

{PRTF - 150)



1. RECIPIENT SAI HUKBER:
DEPARTMENT OF HEALTH AND HUMAN SERVICES

- CENTERS FOR MEDICARE MEDICAID BERVICES PME DOCUNENT RUNBER:
FINANCIAL ASSISTANCE AWARD IS0CMSI0131A
1, AWARLIRG OFFICE: -12: ASSISTANCE TYPE: — 13- AWARD NO.: &, AMEND, NG.
Centers For Madicars & Madicoid Services Discrationary Grant 190CMSIN01T T
5 TYPE OF AWARD: & TYPE OF ACTION: T. AWARD AUTHORITY:
DEMONSTRATION : New Saction 6063 of the DRA 05
£, BULGET PERIOD %, PROJECT PERIGD:; Sl CcATNG:
C 22062008 THRU 1271802007 120202006 THRU 121192011 T 93789

11. REGIPIENT ORGQANIZATION:
South Carthng Depariment of Houlth and Hemen Services

50, REMARKS:  (Continued fromn provious puge)
Future support i anticipmad.
{9 Reflacls only fecemt share of spproved budget. Thure s apecial conditions atteched 1o 38 award,
For CMS Puposes Only: Fransmittet Numbes; BOAXT20541 ¢ 7577205404
APPROPRINTION NUMBER: 75 7M1 08156

By Jenuary 23, 2007, the grenise agrees to provide to the CMS Granis Management Speclalist and CMS
Project Offionr a hardoopy bf & tevisad budget eqial to the amount of the geant swerd on Shamdard
Wgauﬁggwua%-g Indiract Cost Rate Agreament used fn calculating tha budget,

i apphcabie, . .

Plaage remeker 1o include your awird nimber o0 all comespondencs.

For adninistrative assistance, please contact your Grants Mensgament Spacialist: Nicol Nicholson
& 410 780-5158 or Nicole Nicholionggome. hha.gov.

For progremmalic ssisiance, pleane cortact your Project Officer, Sone Stapp ot 410 TBE-6815 or
Sona. Steppdoms.hhe.gow .

DECM-3-785 (Rev. 88} {PRTF < 180) Page 2 0¥2




Page 4 - PRTF Award

LETTER OF GRANT AWARD ACCEFTANCE

muo_-c awuu um.@q
- (Recommended Format)

Please submit your ietter of accoplance on your agency's letierhead stationery.
Date

(Insert the name of your Grants Management Specialist)
Grants Management Speciafist _

Centers for Medicars & Medicgid Services

Office of Acguisition and Grants Management

Mail Stop: C2-21-15, Central Building

7560 Security Boulevard

Baltimore, MD 212441850

Dear Grants Management Specialist:

‘This letter serves as formal acceptance of FY 2007 Community Alternatives to Psychiatic
Residential Treatment Facilities Demonstration Gramt, Grant No., type of grant award) and its
accompanying ferms and conditions. We understand that the grant award is Gosert amouat of
grant award) and that the grant period is from December 20, 2006 through December 19, 2007.

Sincerely,

Your namse
Title

Phone aumber
Fax number

e CMS Project Officer




Lot . 477

State of South Carolina
Bepartment of Health and Humm Serbices

Mark Sanford . . Robert M. Kerr
Governor January 23, 2007 . Director

Ms. Nicole Nicholson, Grants Management Specialist
Centers for Medicare and Medicaid Services

Office of Acquisition and Grants Management

Mail Stop: C2-21-15, Central Building

7500 Security Boulevard

Baltimore, Maryland 21244-1850

Dear Ms. Nicholson:

This letter serves as formal acceptance of FY 2007 Community Alternatives to
Psychiatric - Residential Treatment Facilities Demonstration Grant, Grant No.,
1SOCMS300131/01 Demonstration and its accompanying terms and conditions. We
understand that the grant award is $741,584 and that the grant period is from
December 20, 2006 through December 19, 2007.

We have m:o_om@m a copy of the South Carolina Department of Health and Human
Services’ confidentiality plan for individual health records. If you have any questions,
please contact Ms. Sheila Miills at (803) 898-2555.

Sincerely,

(Bt il

Robert M. Kerr
Director

RMK/mbc
Enclosures

cc: Sona Stepp, CMS Project Officer

Office of the Director
P.O. Box 8206 = Columbia, South Carolina 29202-8206
(803) 898-2504 » Fax (803) 255-8235



Oou_E.EaQ Alternatives to Psychiatric Residential Treatment Facilities Demonstration
Award No. 1SOCMS300131/01

.Oonmmnamm:@ Plan

Safesuarding Information

The South Carolina Department of Health and Human Services shall safeguard the use
and disclosure of information concerning applicants for or recipients of Title XIX
services in accordance with 42 CFR Part 431, Subpart F, (2000, as amended), SCDHHS’s
regulations R. 126-170, et seq., Code of Laws of South Carolina (1976), Volume 27, as.
amended, and all other applicable state and federal laws and regulations and shall restrict
access to, and use and disclosure of, such information in compliance with said laws and
regulations. Further, all use and disclosure shall comply with the “HIPAA Manual of
Policies and Procedures for South Carolina Department of Health and Human Services,
Effective April 14, 2003.”

SCDHHS Authorization To Disclose Health Information

Enclosed SCDHHS HIP-02 Revised 03/06



SCDHHS AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

Client Name: Date of Birth:

Record #: ) Client SS #;

1 hereby authorize
(Client or Personal Representative)

to disclose specific health information

(Name of Provider/Plan/Agency)
from the records of the above named client to:

(Recipient Name/Address/Phone/Fax)

for the specific purpose(s):

Specific information to be disclosed:

I understand that this authorization will expire on the following date, event or condition:

I understand that if I fail to specify an expiration date or condition, this authorization is valid for the period of time
needed to fulfill its purpose for up to one year, except for disclosures for financial transactions, wherein the
authorization is valid indefinitely. I also understand that I may revoke this authorization at any time and that I will
be asked to sign the Revocation Section on the back of this form, 1 further understand that any action taken on this
authorization prior to the rescinded date is legal and binding. -

1 uniderstand that refusal to sign this authorization will not condition or limit my access to treatment, payment, enrollment
or eligibility for benefits available to me.

I understand that my information may not be protected from re-disclosure by the requester of the information;
however, if this information is protected by the Federal Substance Abuse Confidentiality Regulations, the recipient .
may not re-disclose such information without my further written authorization unless otherwise provided for by state
or federal law. .

1 further understand that I may _.Scom.ﬂ a copy of this signed authorization.

(Signature of Client) (Date) : %::«.a..\\ Required)

(Signature of Personal Representative) (Date) * (Personal Representative Relationship/Authority)

EERWBEREERS

NOTE: This Authorization was revoked on

(Date) . (Signature of Staff)

SCDHHS HIP-02 1
Revised 03/06



REVOCATION SECTION

I do hereby request that this authorization to disclose health information of

(Name of Client)
signed by on
(Enter Name of Person Who Signed Authorization) (Enter Date of Signature)
be rescinded, effective . I understand that any action taken on this authorization prior to the
" (Date)

rescinded date is legal and binding.

(Signature of Client) (Date) - (Signature of Witness) (Date)
(Signature of Personal Representative) (Date) (Personal Representative Relationship/Authority)

VERBAL REVOCATION SECTION

1 do hereby attest to the verbal request for revocation of this authorization by _
(Name of Client or Personal Representative)

on . . The client or his personal representative has been informed that any
(Date)

action taken on this authorization prior to the rescinded date is legal and binding.

(Signature of Staff) (Date)} ,a...wzﬁs.m of Witness) (Date)

SCDHHS HIP-02 2
Revised 03/06
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TRANSMISSION VERIFICATION REPORT

TIME : B1/23/2087 14:25
NAME @ DHHS

FAX : 883-898-4511

TEL

SER.# : BROLS5J3E7229

DATE, TIME
Fas NO. /NAME
DURATION
PAGE (S)
RESULT

MODE

B1/23 14:24
914187869664
pA:88: 48

@5

oK
STANDAR
ECM ‘




SC Department of Health and Human Services
Transmittal for Director’s Signature

Item(s) to be signed: Letter to Nicole Nicholson, Grants Management specialist regarding-
DHHS formal acceptance of the FY 2007 Community alternatives Psychiatric Residential
Treatment Facililites Demonstration Grant No 1SOCMS300131/01 and a copy of DHHS’s

confidentiality plan for individual health records.

Indicate reason Director’s signature is needed: ASAP

DATE REQUESTED BY: | CONTACT PERSON & PHONE #:

ASAP
Sheila L. Mills- 8-3018

APPROVALS
1) DIVISION DIRECTOR/BUREAU CHIEF SIGNATURE: Date:
/ Sheila L. Mills § ¥ WA 1/22./09
7 7

2) DEPUTY DIRECTOR’S SIGNATURE: Date:

Susan B. Bowling /&aﬁ /[ \Nu\\s 7
8. OTHER (Please indicate) Dates:

FOR DIRECTOR’S USE ONLY

DATE RETURNED: - __APPROVED DISAPPROVED

Rev: 07/03




DATE: /-~ 953-07
ro: _Sana  S&p. Provexd .

Telephone #: &/0~ 79 ¢ — £, %..k,m.!
Fax #: L) 2 Xl = Do v

FROM: /4R y Lo pe Lo Shesta M5

Total Number of Pages Transmitted: 5 (Including Cover Sheet)

COMMENTS:

This message is intended for the use of the person or entity to which it is addressed and may contain information,
including bealth information, that iy privileged, confidential, and the disclosure of which is governed by applicable
law, Ifthe reader of this message is not the intended recipient, or the employee or agent responsible to deliver it
to the intended reciplent, you are hereby notified that any dissemination, distribution or copying of this
information is STRICTLY PROHIBITED. If you have received this in error, please notify us immediately and
destroy the related message, Thank you. .

Bureau of Rehabilitative and Medical suppert Services
P. O, Box 8206 Columbia South Carolina 29202-8206

8YB-2855 IFax 285-8208
Rev: /03
WO3
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Community Alternatives to Psychiatric Residential Treatment Facilities Demonstration
Award No. 1SOCMS300131/01

Confidentiality Plan

Safeguarding Information

The South Carolina Department of Health and Human Services shall safeguard the use
and disclosure of information concerning applicants for or recipients of Title XIX
services in accordance with 42 CFR Part 431, Subpart F, (2000, as amended), SCDHHS’s
regulations R. 126-170, et seq., Code of Laws of South Carolina (1976), Volume 27, as
amended, and all other applicable state and federal laws and regulations and shall restrict
access to, and use and disclosure of, such information in compliance with said laws and
regulations. Further, all use and disclosure shall comply with the “HIPAA Manual of
Policies and Procedures for South Carolina Department of Health and Human Services,
Effective April 14, 2003.”

SCDHHS Authorization To Ummn_omm Health Information

Enclosed SCDHHS HIP-02 Revised 03/06



SCDHHS AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

Client Name: . Date of Birth:

Record #: Client SS #:

I _ hereby authorize
(Client or Personal Representative)

to disclose specific health information

(Name of Provider/Plan/Agency)
from the records of the above named client to:

(Recipient Name/Address/Phone/Fax)

for the specific purpose(s):

Specific information to be disclosed:

I understand that this authorization will expire on the following date, event or condition:

I understand that if I fail to specify an expiration date or condition, this authorization is valid for the period of time
needed to fulfill its purpose for up to one year, except for disclosures for financial transactions, wherein the
authorization is valid indefinitely. I also understand that I may revoke this authorization at any time and that I will
be asked to sign the Revocation Section on the back of this form, I further understand that any action taken on this
authorization prior to the rescinded date is legal and binding.

1 understand that refusal to sign this authorization will not condition or limit my access to treatment, payment, enrollment
or eligibility for benefits available to me.

I understand that my information may not be protected from re-disclosure by the requester of the information;
however, if this information is protected by the Federal Substance Abuse Confidentiality Regulations, the recipient
may not re-disclose such information without my further written authorization unless otherwise provided for by state
or federal law.

I further understand that I may request a copy of this signed authorization.

(Signature of Client) . «b&& : (Witness-1f Required)

(Signature of Personal Representative) (Date) (Personal Representative Relationship/Authority)

W ok

NOTE: This Authorization was revoked on

(Date) "(Signature of Staff)

SCDHHS HIP-02 1
Revised 03/06



REVOCATION SECTION

1 do hereby request that this authorization to disclose health information of

(Name of Client)
signed by on :
" (Enter Name of Person Who Signed Authorization) (Enter Date of Signature)
be rescinded, effective . T understand that any action taken on this authorization prior to the
(Date)

rescinded date is legal and binding.

(Signature of Client) -(Date) (Signature of Witness) - (Date)
(Signature of Personal Representative) (Date) (Personal Representative Relationship/Authority)

VERBAL REVOCATION SECTION

1 do hereby attest to the verbal request for revocation of this authorization by
(Name of Client or Personal Representative)

on . The client or his personal representative has been informed that any
(Date)

action taken on this authorization prior to the rescinded date is legal and binding.

(Signature of Staff) (Date) (Signature of Witness) (Date)

SCDHHS HIP-02 2
Revised 03/06



