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221.100 ARKids First-B Medical Care Benefits 8-1-24 

Listed below are the covered services for the ARKids First-B program.  This chart also includes 
benefits, whether Prior Authorization or a Primary Care Physician (PCP) referral is required, and 
specifies the cost-sharing requirements. 
 

Program Services 
Benefit Coverage and 
Restrictions  

Prior 
Authorization/ PCP 
Referral* 

Co-payment/ 
Coinsurance/ 
Cost Sharing 
Requirement** 

Ambulance 
(Emergency Only) 

Medical Necessity None $10 per trip 

Ambulatory Surgical 
Center 

Medical Necessity PCP Referral $10 per visit 

Audiological 
Services (only 
Tympanometry, CPT 
procedure code****, 
when the diagnosis 
is within the ICD 
range (View ICD 
codes.)) 

Medical Necessity None None 

Certified Nurse-
Midwife 

Medical Necessity PCP Referral $10 per visit 

Chiropractor Medical Necessity PCP Referral $10 per visit 

Dental Care Routine dental care and 
orthodontia services 

None – PA for inter-
periodic screens 
and orthodontia 
services 

$10 per visit 

Durable Medical 
Equipment 

Medical Necessity 
$500 per state fiscal year 
(July 1 through June 30) 
minus the 
coinsurance/cost-share.  
Covered items are listed in 
Section 262.120 

PCP Referral and 
Prescription 

10% of Medicaid 
allowed amount 
per DME item 
cost-share 

Emergency Dept. Services   

Emergency Medical Necessity None $10 per visit 

Non-Emergency Medical Necessity PCP Referral $10 per visit 
Assessment Medical Necessity None $10 per visit 

Family Planning Medical Necessity None None 

Federally Qualified 
Health Center 
(FQHC) 

Medical Necessity PCP Referral $10 per visit 

https://humanservices.arkansas.gov/wp-content/uploads/ARKIDS_221.100.xls
https://humanservices.arkansas.gov/wp-content/uploads/ARKIDS_221.100.xls
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Program Services 
Benefit Coverage and 
Restrictions  

Prior 
Authorization/ PCP 
Referral* 

Co-payment/ 
Coinsurance/ 
Cost Sharing 
Requirement** 

Home Health Medical Necessity 
(10 visits per state fiscal 
year (July 1 through June 
30) 

PCP Referral $10 per visit 

Hospital, Inpatient Medical Necessity PA on stays over 4 
days if age 1 or over 

10% of first 
inpatient day 

Hospital, Outpatient Medical Necessity PCP referral $10 per visit 

Inpatient Psychiatric 
Hospital and 
Psychiatric 
Residential 
Treatment Facility 

Medical Necessity PA & Certification of 
Need is required 
prior to admittance 

10% of first 
inpatient day 

Immunizations All per protocol None None 

Laboratory & X-Ray Medical Necessity PCP Referral $10 per visit 

Medical Supplies Medical Necessity 
Benefit of $125/mo.  
Covered supplies listed in 
Section 262.110 

PCP Prescriptions 

PA required on 
supply amounts 
exceeding $125/mo 

None 

Mental and 
Behavioral Health, 
Outpatient 
School-Based 
Mental Health 

Medical Necessity  
 
 

Medical Necessity 

PCP Referral  
PA on treatment 
services 
PA Required (See 
Section 250.000 of 
the School-Based 
Mental Health 
provider manual.) 

$10 per visit 
 
 

$10 per visit 

Nurse Practitioner Medical Necessity PCP Referral $10 per visit 

Physician Medical Necessity PCP referral to 
specialist and 
inpatient 
professional 
services 

$10 per visit 

Podiatry  Medical Necessity PCP Referral $10 per visit 

Prenatal Care Medical Necessity None None 

Prescription Drugs 
Diabetic Supplies 

Medical Necessity Prescription Up to $5 per 
prescription 
(Must use 
generic, if 
available)*** 

Preventive Health 
Screenings 

All per protocol PCP Administration 
or PCP Referral 

None 

Rural Health Clinic Medical Necessity PCP Referral $10 per visit 
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Program Services 
Benefit Coverage and 
Restrictions  

Prior 
Authorization/ PCP 
Referral* 

Co-payment/ 
Coinsurance/ 
Cost Sharing 
Requirement** 

Speech-Language 
Therapy 

Medical Necessity 
4 evaluation units (1 unit 
=30 min) per state fiscal 
year  
4 therapy units (1 unit=15 
min) daily 

PCP Referral  
Authorization 
required on 
extended benefit of 
services 

$10 per visit 

Occupational 
Therapy 

Medical Necessity 
2 evaluation units per state 
fiscal year 

PCP Referral 
Authorization 
required on 
extended benefit of 
services 

$10 per visit 

Physical Therapy Medical Necessity 
2 evaluation units per state 
fiscal year 

PCP Referral 
Authorization 
required on 
extended benefit of 
services 

$10 per visit 

Vision Care   

Eye Exam One (1) routine eye exam 
(refraction) every 12 
months 

None $10 per visit 

Eyeglasses One (1) pair every 12 
months 

None None 

 
*Refer to your Arkansas Medicaid specialty provider manual for prior authorization and PCP 
referral procedures. 
**ARKids First-B beneficiary cost-sharing is capped at 5% of the family’s gross annual income. 
***ARKids First-B beneficiaries will pay a maximum of $5.00 per prescription.  The beneficiary will 
pay the provider the amount of co-payment that the provider charges non-Medicaid purchasers 
up to $5.00 per prescription. For billing information to include Continuous Glucose Monitors 
(CGM), CGM supplies, patch or tubeless insulin pumps, blood glucose monitors (BGMs), and 
glucose testing supplies see the DHS contracted Pharmacy Vendor’s website. 

****View or print the procedure codes for ARKids First-B procedures and services. 

 

https://ar.magellanrx.com/
https://humanservices.arkansas.gov/wp-content/uploads/ARKIDS_ProcCodes.xlsx
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242.150 Home Health Medical Supplies 8-1-24 

The following Health Care Procedural Coding System (HCPCS) codes must be used when billing 
the Arkansas Medicaid Program for medical supplies. Providers must use the current HCPCS 
Book for code descriptions. 

View or print the procedure codes for Home Health services. 

Listed below are medical supplies that require special billing or need prior authorization. These 
items are listed with the HCPCS codes and require modifiers. The asterisk denotes these items 
and the required modifiers. 

A. *Home Blood Glucose Supplies – Available to all beneficiaries 

B. **Gradient Compression Stocking (Jobst Stocking), All Ages 

 The gradient compression stocking (Jobst) is payable for beneficiaries of all ages. Before 
supplying the items, the Jobst stocking must be prior authorized by AFMC. View or print 
form DMS-679A and instructions for completion. Documentation accompanying form 
DMS-679A must indicate that the beneficiary has severe varicose with edema, or a venous 
stasis ulcer, unresponsive to conventional therapy such as wrappings, over-the-counter 
stocking and Unna boots. The documentation must include clinical medical records from a 
physician detailing the failure of conventional therapy. 

 Code must be manually priced. 

 Code requires a prior authorization (PA). See Section 221.000. 

 Code requires prior authorization (PA); see Section 221.000. Code is manually priced and 
is covered for beneficiaries ages 0-20 years of age. 

C. ***Food Thickeners, All Ages 

 Food thickeners, including “Thick-it”, “Simple Thick”, “Thick and Easy” and “Thick and 
Clear” are not subjected to the medical supply benefit limit. 

 The modifier NU must be used with the code found in this section and when food 
thickeners are administered enterally, the modifier “BA” must be used in conjunction with 
the code. 

 When food thickeners are billed, total units are to be calculated to the nearest full ounce. 
Partial units may be rounded up. When a date span is billed, the product cannot be billed 
until the end date of the span has elapsed. 

 The maximum number of units allowed for food thickeners is 16 units per date of service. 

The following HCPCS codes usage must match the Arkansas Medicaid code description and use 
of modifier(s). 

 

https://humanservices.arkansas.gov/wp-content/uploads/HOMEHLTH_ProcCodes.xlsx
https://humanservices.arkansas.gov/wp-content/uploads/DMS-679A.doc
https://humanservices.arkansas.gov/wp-content/uploads/DMS-679A.doc
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212.000 Exclusions 8-1-24 

A. Products manufactured by non-rebating pharmaceutical companies. 

B. Effective January 1, 2006, the Medicaid agency will not cover any drug covered by 
Medicare Part D for full-benefit dual eligible individuals who are entitled to receive 
Medicare benefits under Part A or Part B. 

C. The Medicaid agency provides coverage, to the same extent that it provides coverage for 
all Medicaid beneficiaries under § 1927 (d) of the Social Security Act, for the following 
excluded or otherwise restricted drugs or classes of drugs, or their medical uses; with the 
exception of those covered by Part D plans as supplemental benefits through enhanced 
alternative coverage as provided in 42 CFR § 423.104 (f) (1) (ii) (A),to full-benefit dual 
eligible beneficiaries under the Medicare Prescription Drug Benefit – Part D. 

 The following excluded drugs are set forth on the DHS Contracted Pharmacy Vendor 
website.  

1. Select agents when used for weight gain 
2. Select agents when used for the symptomatic relief of cough and colds 

3. Select prescription vitamins and mineral products, except prenatal vitamins and 
fluoride 

4. Select nonprescription drugs 

D. Medical accessories are not covered under the Arkansas Medicaid Pharmacy Program.  
Typical examples of medical accessories are atomizers, nebulizers, hot water bottles, 
fountain syringes, ice bags and caps, urinals, bedpans, cotton, gauze and bandages, 
wheelchairs, crutches, braces, supports, diapers, and nutritional products. 

216.100 Medical Supplies for Long-Term Care Facility Residents 8-1-24 

A pharmacy often supplies items that are not covered under the Arkansas Medicaid Program to 
Medicaid eligibles in a long-term care facility.  Under the cost-related reimbursement system in 
which long-term care (LTC) facilities are reimbursed, many of these items are the financial 
responsibility of the facility; therefore, the patient or the patient’s family should not be billed for 
these items.  The facility must furnish the following items to Medicaid beneficiaries: 

A. First aid supplies (e.g., small bandages, merthiolate, mercurochrome, hydrogen peroxide, 
ointments for minor cuts and abrasions); 

B. Dietary supplies (e.g., salt and sugar substitutes, supplemental feedings, equipment for 
preparing and dispensing tube feedings); 

C. Items normally stocked by the facility in gross supply and distributed in small quantities 
(e.g., alcohol, hydrogen peroxide, applicators, cotton balls, tongue depressors); 

D. All over-the-counter drugs and glucose monitors and supplies; 

E. Enemas and douches—including equipment and solution (also disposables); 

F. Catheters; 

G. Special dressings (e.g., gauze, 4-by-4s, ABD pads, surgical and micropore tape, telfa 
gauze, ace bandages); 

https://arkansas.magellanrx.com/provider/documents/
https://arkansas.magellanrx.com/provider/documents/
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H. Colostomy drainage bags and 

I. Equipment required for simple tests such as clinitest, acetest and dextrostix. 

216.101 Medical Supplies Covered as a Pharmacy Benefit 8-1-24 

The pharmacy National Council for Prescription Drug Program (NCPDP) benefit for the Arkansas 
Medicaid pharmacy program covers continuous glucose monitors (CGMs) and other diabetic 
supplies. This coverage would include CGMs and supplies, patch type insulin pumps and 
supplies, and blood glucose monitors (BGMs) and supplies. 

A. Medicaid beneficiaries are eligible for diabetic supplies processed as a pharmacy claim 
submission by pharmacies or DME providers and the provider (DME or pharmacy) will be 
reimbursed at the Wholesale Acquisition Cost (WAC) plus the applicable professional 
dispensing fee. 

B. Traditional insulin pumps requiring tubing and cannula type supplies will remain processed 
as a medical benefit. 

C. Beneficiaries with Medicare Part B benefits will continue to be serviced under the Durable 
Medical Equipment (DME) program. 

D. For coverage details concerning prior authorization requirements and preferred product list 
see the DHS Pharmacy Vendor’s website for specific information. 

https://arkansas.magellanrx.com/provider/documents/
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212.206 Home Blood Glucose Monitor and Supplies, All Ages 8-1-24 

A. Effective 4/1/2024, Medicaid beneficiaries are eligible for diabetic and blood sugar testing 
supplies processed as a pharmacy claim submission by pharmacies or DME providers.  
Home blood sugar meters and supplies (strips, lancets, calibration solution, etc.) are 
available without a prior authorization. See the DHS Pharmacy Vendor’s website for 
specific information for coverage details. 

B. Beneficiaries with Medicare Part B benefits continue to be serviced under the durable 
medical equipment (DME) program. 

212.207 Insulin Pump and Supplies, All Ages 8-1-24 

Insulin pumps and supplies are covered by Arkansas Medicaid for beneficiaries of all ages. 
Effective 4/1/2024, patch or tubeless insulin pumps are processed as a pharmacy claim 
submission by pharmacies or DME providers while traditional insulin pumps requiring tubing and 
cannula type supplies remain processed as a medical claim. Beneficiaries with Medicare Part B 
benefits continue to be serviced for all of their needs under the DME program. 

Prior authorization is required for the insulin pump.  A prescription and proof of medical necessity 
are required.  The patient must be educated on the use of the pump, but the education is not a 
covered service. 

Insulin is covered through the prescription drug program. 

The following criteria will be utilized in evaluating the need for the insulin pump: 

A. Insulin-dependent diabetes that is difficult to control. 

B. Fluctuation in blood sugars causing both high and low blood sugars in a patient on at least 
three (3), if not four (4), injections per day. 

C. Beneficiary’s motivation level in controlling diabetes and willingness to do frequent blood 
glucose monitoring. 

D. Beneficiary’s ability to learn how to use the pump effectively.  This will have to be 
evaluated and documented by a professional with experience in the use of the pump.  

E. Determination of the beneficiary’s suitability to use the pump should be made by a 
diabetes specialist or endocrinologist. 

F. Beneficiaries not included in one (1) of these categories will be considered on an individual 
basis.  

Prior authorization requests for traditional insulin pumps and supplies (cannula, tubing) must be 
submitted on form DMS-679A titled Prescription & Prior Authorization Request for Medical 
Equipment Excluding Wheelchairs & Wheelchair Components, to DHS or its designated vendor.  
View or print form DMS-679A and instructions for completion.  View or print contact 
information for how to submit the request. 

When submitting prior authorization requests for the patch or tubeless insulin pumps see the 
DHS Pharmacy Vendor’s website for specific information for coverage details. 

212.208 Continuous Glucose Monitors 8-1-24 

https://ar.magellanrx.com/provider-documents
https://ar.magellanrx.com/provider-documents
https://humanservices.arkansas.gov/wp-content/uploads/DMS-679A.doc
https://humanservices.arkansas.gov/wp-content/uploads/AFMC.doc
https://humanservices.arkansas.gov/wp-content/uploads/AFMC.doc
https://ar.magellanrx.com/provider-documents
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A. Effective 4/1/2024, continuous glucose monitors (CGMs) are processed as a pharmacy 
claim submission by pharmacies or DME providers. Beneficiaries must meet the following 
criteria for coverage: 

1. Either: 
a. A presence of type 1 diabetes or any other type of diabetes with the use of 

insulin; or 
b. A presence of type 1 diabetes or any other type of diabetes with evidence of 

Level 2 or Level 3 hypoglycemia; or 
c. Diagnosis of glycogen storage disease type 1a; or 
d. Use of an insulin pump; and 

2. Regular follow-up with a healthcare provider at a minimum every six (6) months to 
assess for ongoing benefit. 

3. See the DHS Pharmacy Vendor’s website for specific information for coverage 
details. 

B. Definition. As used in this section, "continuous glucose monitor" means an instrument or 
device, including repair and replacement parts, that: 

1. Is designed and offered for the purpose of aiding an individual with diabetes; 
2 Automatically estimates blood glucose levels, also called blood sugar, throughout the 

day and night; 

3 Is generally not useful to an individual who has not been diagnosed with diabetes. 

Beneficiaries with Medicare Part B benefits continue to be serviced under the DME program. 
 

 

https://ar.magellanrx.com/provider-documents


TN:24-0006  Approval:         Effective Date:4-1-2024 
Supersedes TN:21-0015 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT  4.19-B 
MEDICAL ASSISTANCE PROGRAM Page  2g 
STATE OF ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE        April 1, 2024 
____________________________________________________________________________________________________ 
7. Home Health Services (Continued)

c. Medical Supplies, Equipment and Appliances Suitable for Use in the Home (continued)

(5) Aerochamber Device

Effective for dates of service on or after October 1, 1997, reimbursement is based on the
lesser of the provider's actual charge for the service or the Title XIX (Medicaid) maximum.
The Title XIX (Medicaid) maximum established was based on a 1997 survey of Durable
Medical Equipment (DME) providers.  The information obtained in the survey indicated
there is only one major manufacturer and distributor of the aerochamber devices (with or
without mask) to providers enrolled in the Arkansas Medicaid Program.  It was determined
the aerochamber devices are sold to each provider for the same price.  As a result, the current 
Title XIX (Medicaid) maximum for the aerochamber devices (with or without mask) was
established based on the actual manufacturer=s list prices.  Thereafter, adjustments will be
made based on the consumer price index factor to be implemented at the beginning of the
appropriate State Fiscal Year, July 1.

(6) Specialized Wheelchairs, Seating and Rehab Items

Reimbursement is based on the lesser of the provider's actual charge for the service or the
Title XIX (Medicaid) maximum.  Effective for claims with dates of service on or after May
1, 1995, the Title XIX (Medicaid) maximums were established utilizing the manufacturer's
current published suggested retail price less 15%.  The 15% is the median of Oklahoma
Medicaid which is currently retail less 12% and Texas Medicaid which is currently retail less 
18%.  Effective for claims with dates of service on or after September 1, 1995, the following 
Kaye Products, procedure codes Z2059, Z2060, Z2061 and Z2062, are reimbursed at the
manufacturer's current published suggested retail price.  The State Agency and affected
provider association representatives will review the rates annually and negotiate any
adjustments.

(7) DME/Continuous Glucose Monitors.

Procedure Codes and Rates.
A. Rates. Effective for dates of service on or after January 1, 2022,

reimbursement for Continuous Glucose Monitors (CGM) and related
supplies is based on the Medicare non-rural rate for the State of Arkansas
(effective as of July 28, 2021, and subject to change when Medicare rates
are adjusted) for the allowable procedure codes. All rates are published on
the agency’s website. Except as otherwise noted in the plan, state
developed fee schedule rates are the same for both governmental and
private providers.

B. Effective for dates of service on or after April 1,
2024, reimbursement for Continuous Glucose Monitors (CGM) and
related Diabetic Supplies including patch type insulin pumps is based
on Wholesale Acquisition Cost (WAC) plus applicable professional
dispensing fee. Traditional insulin pumps will remain at the Medicare 
non-rural rate as stated in A. above.

March 19, 2024

https://humanservices.arkansas.gov/wp-content/uploads/PROSTHET-fees.pdf


SPA # 14, Purpose of SPA: 
 
The purpose of this SPA is to improve access to continuous glucose 
monitors (CGMs) through pharmacy claim submission processing 
for reimbursement to pharmacies and DME providers. Beneficiaries 
eligible for CGMs include those with Type 1 diabetes or any other 
type of diabetes with either insulin use or evidence of level 2 or 
level 3 hypoglycemia, or beneficiaries diagnosed with glycogen 
storage disease type 1a. Patch type insulin pumps, blood glucose 
monitors (BGMs) and testing supplies will be covered in the same 
manner. Coverage is being extended to comply with Arkansas Act 
393 of 2023. 
 
Proposed effective date: April 1, 2024 
 

   Proposed implementation date: April 1, 2024 
 

6.2   The State elects to provide the following forms of 
coverage to children: (Check all that apply. If an item is 
checked, describe the coverage with respect to the amount, 
duration and scope of services covered, as well as any 
exclusions or limitations) (Section 2110(a)) (42CFR 
457.490) 

 
ARKids-B Program 

 

The Title XXI CHIP ARKids-B program’s benefit package 
includes inpatient and outpatient hospital services, 
physician, surgical and medical services, laboratory and x-
ray services, well baby care, including age-appropriate 
immunizations. Enrollees in ARKids-B are not eligible for 
the full range of Medicaid State Plan services. The chart 
below provides a description of the coverage and the 
amount, duration, and scope of services covered in certain 
services included in the ARKids-B benefit package, as well 
as any exclusions or limitations. The services checked 
below in the pre- print are included in the ARKids-B 
benefit package. 

 
Ambulance (Emergency Only) 
Ambulatory Surgical Center 
Audiological Services (only Tympanometry, CPT procedure code 92567, when the 
diagnosis is within the ICD-9-CM range of 381.0 through 382.9) 
Certified Nurse Midwife 
Chiropractor 
Dental Care (routine dental care & orthodontia) 



Durable Medical Equipment (DME) (Limited to $500 per State Fiscal Year (SFY) 
July 1 – June 30, excluding CGMs, Drugs, and diabetic supplies) 
Emergency Dept. Services (Emergent, non-emergent, assessment) 
Family Planning 
Federally Qualified Health Center (FQHC) 
Home Health (10 visits per SFY (July 1 – June 30)) 
Hospital, Inpatient 
Hospital, Outpatient 
Inpatient Psychiatric Hospital & Psychiatric Residential Treatment Facility 
Immunizations (All per protocol) 
Laboratory & X-Ray 
Medical Supplies (Limited to $125/month unless benefit extension is approved) 
Mental & Behavioral Health, Outpatient 
School-Based Mental Health 
Nurse Practitioner 
Physician 
Podiatry 

 
Prenatal Care 
Prescription Drugs, CGMs, and diabetic supplies 
Preventive Health Screenings (All per protocol) 
Rural Health Clinic 
Speech Therapy 
Evaluation – Four 30 minute units/SFY (July 1 – June 30) unless benefit extension 
is approved 
Therapy – Four 15 minute units/day unless benefit extension is approved 
Physical Therapy 
Evaluation – Four 30 minute units/SFY (July 1 – June 30) unless benefit extension 
is approved 
Therapy – Four 15 minute units/day unless benefit extension is approved 
Occupational Therapy 
Evaluation – Four 30 minute units/SFY (July 1 – June 30) unless benefit extension 
is approved 
Therapy – Four 15 minute units/day unless benefit extension is approved 
Substance Abuse Treatment Services (SATS), Outpatient 
Vision 
(Eye exam – One routine eye exam (refraction) every 12 months 
Eyeglasses) – One pair every 12 months 

*The Prescription Drugs and diabetic supplies category includes 
prescription drugs, Continuous Glucose Monitors (CGMs) with CGM 
supplies, patch type insulin pumps, and blood glucose monitors (BGMs) 
with blood glucose testing supplies (test strips, calibration solution).  

 
 
6.2.12.[X] Durable medical equipment and other medically-related or 
remedial devices (such as prosthetic devices, implants, eyeglasses, hearing 
aids, dental devices, and adaptive devices) (Section 2110(a)(12)) 

 
The diabetic supplies category requires a co-pay rather than inclusion in the DME $500 per State 



Fiscal Year (SFY) July 1 – June 30 limitation. While these products are reimbursable to both 
pharmacies and DME providers, pricing methodology and billing processes have been aligned 
for both categories. 
 
 

8.2.3 [X] Coinsurance or copayments:Co-
payments and co-insurance apply for all services 
with the exception of immunizations, preventive 
health screenings, family planning, and prenatal 
care. The Title XXI CHIP ARKids-B schedule 
of co-payments and co-insurance is outlined in 
the following table. The annual cumulative cost-
sharing maximum cannot exceed 5% of the 
ARKids-B beneficiary’s family’s income. 

 
Benefits/Limi

ts 
Co-Pay/Co-Insurance 

Ambulance (Emergency Only) $10 per trip 
Ambulatory Surgical Center $10 per visit 
Audiological Services (only 
Tympanometry, CPT procedure code 
92567, when the diagnosis is within the 
ICD-9-CM range of 
381.0 through 382.9) 

 
 
None 

Certified Nurse Midwife $10 per visit 
Chiropractor $10 per visit 
Dental Care (routine dental care & 
orthodontia) 

$10 per visit 

Durable Medical Equipment (DME) 
(Limited to 
$500 per State Fiscal Year (SFY) July 1 – 
June 30) 

 
10% of Medicaid allowed per DME item, 
excluding CGMs and diabetic supplies 
which are included in the Prescription 
Drugs and Diabetic Supplies co-payments.  

 

Emergency Dept. Services (Emergent, non- 
emergent, assessment) 

 
$10 per visit 

Family Planning None 
Federally Qualified Health Center (FQHC) $10 per visit 
Home Health (10 visits per SFY (July 1 – 
June 30)) 

$10 per visit 

Hospital, Inpatient 10% of first inpatient day 
Hospital, Outpatient $10 per visit 
Inpatient Psychiatric Hospital & Psychiatric 
Residential Treatment Facility 

 
10% of first inpatient day 

Immunizations (All per protocol) None 
Laboratory & X-Ray $10 per visit 
Medical Supplies (Limited to $125/month 
unless benefit extension is approved 

 
None 

Mental & Behavioral Health, Outpatient $10 per visit 
School-Based Mental Health $10 per visit 



Nurse Practitioner $10 per visit 
Physician $10 per visit 
Podiatry $10 per visit 
Prenatal Care None 
Prescription Drugs and diabetic supplies* $5 per prescription (Must use generic, if 

available) 
Preventive Health Screenings (All per 
protocol) 

None 

Rural Health Clinic $10 per visit 
Speech Therapy 
Evaluation – Four 30 minute units/SFY 
(July 1 – June 30) unless benefit 
extension is 

 

approved 
Therapy – Four 15 minute units/day unless 
benefit extension is approved 

 
$10 per visit 

Physical Therapy 
Evaluation – Four 30 minute units/SFY 
(July 1 – June 30) unless benefit 
extension is approved 
Therapy – Four 15 minute units/day unless 
benefit extension is approved 

 
 
 

$10 per visit 

Occupational Therapy 
Evaluation – Four 30 minute units/SFY 
(July 1 – June 30) unless benefit 
extension is approved 
Therapy – Four 15 minute units/day unless 
benefit extension is approved 

 
 
 

$10 per visit 

Substance Abuse Treatment Services 
(SATS), 
outpatient 

 
$10 per visit 

Vision 
(Eye 
exam, 
Eyeglasses) 

 
$10 per visit 
No co-pay for eyeglasses 

 
*The Prescription Drugs and diabetic supplies category includes prescription drugs, Continuous 
Glucose Monitors (CGMs) with CGM supplies, patch type insulin pumps, and blood glucose 
monitors (BGMs) with blood glucose testing supplies (test strips, calibration solution). Inclusion 
in the prescription drugs and diabetic supplies category requires a $5 co-pay rather than the DME 
$500 limitation per State Fiscal Year (SFY) July 1 – June 30, and the 10% coinsurance required 
for DME products. These products are reimbursable to both pharmacies and DME providers, and 
pricing methodology and billing processes have been aligned for both categories.  Pharmacy and 
DME provider billing procedures for diabetic supplies would be aligned with the payment of a 
copay rather than ten percent (10%) coinsurance. 

Only the traditional insulin pumps requiring a canula and tubing would have applicable 10 % 
coinsurance, as those will remain billed only through the DME benefit. 

 



During the Federal COVID-19 public health emergency, cost sharing shall be 
waived for any in vitro diagnostic product described in section 2103(c)(10) of the 
Social Security Act and any other COVID-19 testing-related services regardless 
of setting type. In addition, the state will waive copayments for COVID 
treatment. 
 
 

The Source of State Share 
Funds: 

 

Please See ATTACHMENT E for State’s projected one-year 
CHIP budget for revising rate methodology and member 
coinsurance requirements for Continuous Glucose Monitors 
(CGMs) with CGM supplies, patch type insulin pumps, and 
blood glucose monitors (BGMs) with blood glucose testing 
supplies (test strips, calibration solution). 

 
 Planned use of funds, including: 

• Projected amount to be spent on health services; 
• Projected amount to be spent on 

administrative costs, such as outreach, 
child health initiatives, and evaluation;  

• Assumptions on which the budget is 
based, including cost per child and 
expected enrollment; 

• Projected expenditures for the separate child 
health plan, including but not limited to 
expenditures for targeted low income 
children, the optional coverage of the 
unborn, lawfully residing eligibles, dental 
services, etc.; 

• All cost sharing, benefit, payment, 
eligibility need to be reflected in the 
budget. 

 Projected sources of non-Federal plan expenditures, including 
any requirements 
for cost-sharing by enrollees; 

 Include a separate budget line to indicate the 
cost of providing coverage to pregnant 
women; 

 States must include a separate budget line item to 
indicate the cost of providing coverage to 
premium assistance children; 

 Include a separate budget line to indicate the 



cost of providing dental-only supplemental 
coverage; 

 Include a separate budget line to indicate the cost of 
implementing Express Lane Eligibility; 

 Provide a 1-year projected budget for all targeted 
low-income children covered under the state plan 
using the attached form. Additionally, provide the 
following: 

• Total 1-year cost of adding prenatal coverage; 
• Estimate of unborn children covered in year one treatment 

 
 
 
 
 
 
 
 
 
 
 
Please See ATTACHMENT E for State’s projected one-year 
budget for revising rate methodology and member coinsurance 
requirements for Continuous Glucose Monitors (CGMs) with CGM 
supplies, patch type insulin pumps, and blood glucose monitors 
(BGMs) with blood glucose testing supplies (test strips, calibration 
solution). 

 
CHIP Budget 

STATE: FFY Budget 
Federal Fiscal Year  
State’s enhanced FMAP rate  

  
Benefit Costs  

Insurance payments  
Managed care  
per member/per month rate  
Fee for Service  

Total Benefit Costs  
(Offsetting beneficiary cost sharing payments)  
Net Benefit Costs  
Cost of Proposed SPA Changes – Benefit  

  
Administration Costs  

Personnel  



General administration  
Contractors/Brokers  
Claims Processing  
Outreach/marketing costs  
Health Services Initiatives  
Other  

Total Administration Costs  
10% Administrative Cap  

  
Cost of Proposed SPA Changes  

  
Federal Share  
State Share  
Total Costs of Approved CHIP Plan  

 
NOTE: Include the costs associated with the current SPA. 
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INTRODUCTION 

The Alternative Community Services (ACS) Mortality Review is an integral part of the 

Continuous Quality Improvement process for the Division of Developmental Disabilities 

Services (DDS). The mortality review is a process that entails a review of the specific 

circumstances of the death of an individual by at least one of two committees as well as a review 

of cumulative data regarding information on all deaths occurring within specific periods. 

The review is not investigative in nature. Rather, the purpose is to facilitate Continuous Quality 

Improvement by gathering information to identify systemic issues that may benefit from scrutiny 

and analysis in order to make system improvement and to provide opportunities for 

organizational learning. 

I. Purpose

The purpose of the review is to identify issues and trends related to deaths of Alternative 

Community Services Waiver service recipients in order to improve Division and Provider 

practices by: 

1. Identifying social, health and systems strengths and weaknesses as they impact

circumstances leading to death, 

2. Recommending changes in procedures, resources and service delivery systems that

impact circumstances leading to death,

3. Influencing the development of policies and laws regarding provision of ACS Waiver

services, and

4. Gathering data about deaths among individuals with developmental disabilities, such as

cause of death and demographic information so that the DDS may aggregate data over

time to identify and analyze trends.

II. Intent

The intent of the review is to facilitate a better understanding of factors contributing to deaths 

and to develop enhanced strategies for addressing preventable deaths, developing 

recommendations for appropriate care, and, ultimately, to prevent the occurrence of future 

preventable deaths. 

III. Definitions

Division – The Division of Developmental Disabilities Services, Department of Human Services. 
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Expected Death – A death that is natural or a death that is medically determined, based on a 

death certificate and supporting documentation, to have resulted solely from a diagnosed 

degenerative condition or similar circumstance or a death that occurs as the result of an 

undiagnosed condition resulting from an explained condition, such as the aging process. 

 

Full Review – A review of the death of an individual in which no identifying information 

regarding the decedent or the Provider is available for consideration by the Mortality Review 

Committee. 

 

Mortality Review Committee – A group, made up of individuals identified in Section VIII of this 

document, who conduct a Full Review of all deaths designated as unexplained or unexpected, as 

well as some deaths designated as expected. 

 

Mortality Review Coordinator – The individual responsible for gathering specific information 

regarding deaths of persons receiving ACS Waiver services and for coordinating meetings of the 

Review Team and Mortality Review Committee. 

 

Preliminary Review – A review of the death of an individual in which all identifying information 

regarding the decedent and the Provider is available for consideration by the Review Team. The 

purpose of the review is to determine the designation of the death as unexpected, unexplained or 

expected. 

 

Provider – The entity licensed or certified by DDS providing services to the individual whose 

death is under review. 

 

Record – The written or electronic file containing information pertaining to the individual, 

including relevant facts, dates, and actions taken related to the individual, and contacts made and 

the results of those contacts. 

 

Review Team – A group, made up of specified individuals who conduct a Preliminary Review of 

the deaths of all persons receiving ACS Waiver services. 

 

Reviewable Death – The death of a person who is receiving waiver services, whose waiver status 

is in abeyance, or whose waiver status had been closed within 60 days prior to their death. 

 

Unexpected death – A death that occurs as the result of an accident, an undiagnosed condition, 

suicide, homicide or suspected maltreatment, abuse, or neglect. 

 

Unexplained death – A death in which the cause of death noted on a person’s death certificate is 

not supported by documentation found in the person’s medical history and other documentation 

on file with the Provider, the DDS Waiver Section, or other source. 
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IV. Preliminary Review 

 

During the Preliminary Review, the Review Team will analyze the information regarding a 

reviewable death that the Mortality Review Coordinator has provided to them in order to 

determine if they will designate the death expected, unexpected, or unexplained. The Team may 

also recommend that the Mortality Review Committee review a death designated as expected.  

All members must be present in order for the Team to convene to review any death. 

 

The Mortality Review Committee must conduct reviews of all deaths considered by the Review 

Team to be unexpected or unexplained, as determined by their Preliminary Review. 

 

The Review Team will consist of the following individuals: 

 

1. DDS Assistant Director for Quality Assurance, 

2. DDS Licensure and Certification Administrator, 

3. DDS Children’s Services Registered Nurse, 

4. DDS Mortality Review Coordinator, 

5. DDS Medical Director, (available for telephone consultation, as needed), and 

6. Representative from the Provider or Providers of ACS Waiver services for the person 

whose death is under review (optional, at the discretion of the Provider and non-voting). 

 

The Review Team will hold Preliminary Review meetings at least quarterly to review and 

analyze the information referenced above. The Mortality Review Coordinator will present a brief 

written and verbal description of the facts and circumstances surrounding the death. 

Members of the team will take into consideration all information presented to make a 

determination regarding how to categorize the death and whether the Mortality Review 

Committee should review it. 

 

Members of the Review Team may request additional information and delay assigning a 

designation until after receipt and review of that information. 

 

V. Review Disposition 

 

The Review Team must reach a unanimous decision regarding the designation and the 

recommendation for review by the Mortality Review Committee. If the team cannot reach a 

unanimous decision, then the Mortality Review Committee must review the death. 

 

The Team may request that the DDS Investigations Unit conduct an investigation of the 

circumstances of the death. In such case, the Team must refer the death to the Mortality Review 

Committee for review. 
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VI. Mortality Review Committee – Objectives and Tasks 

 

The Mortality Review Committee provides a forum to ensure that relevant information is shared 

and available to determine why an individual has died and to understand better all the 

contributing factors leading to a death. The benefits of sharing information and clearly 

understanding Division and Provider responsibilities can make the process worthwhile even if 

new information does not surface at a review. 

 

1. The Mortality Review Committee conducts reviews by discussing each death 

individually. The review should include a discussion of the following: 

 

a. The circumstances surrounding the death, 
b. Identification of the primary risk factors involved in the death, 

c. The appropriateness and coordination of care as planned, delivered, and overseen by the 

ACS Waiver Provider, up to and at the time of the person’s death, 
d. Issues that arose near the time of the person’s death which were under the control 

of an ACS Waiver Provider that may require further review for quality 

improvement, 

e. Best practices in the delivery of services, and, 

f.  If, and the degree to which, the death was believed to be preventable. 

 

2. The Mortality Review Committee will review information on all deaths that occurred 

over a specified period. The purpose of the review of the aggregated data will be to 

identify any patterns or trends. The Committee will review information regarding at least 

the following: 

 

a. Age 

b. Gender 

c. Residence 

d. Place of death 

e. Cause of death as designated on the Death Certificate 

 

VII. Review Disposition 

 

Prior to moving to review of the next death, all Committee members should express confidence 

that they understood all information as presented or ask for further clarification. The Mortality 

Review Committee will provide disposition as follows: 

 

1. Close review 

2. Hold for additional review, due to the following: 
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a. The Committee requests that the Mortality Review Coordinator obtain additional 

information from a Provider or other source, 

b. Final findings from the medical examiner are not available, if an autopsy was 

performed, and 

c. Any other reason deemed acceptable by the Committee. 

 

VIII. Mortality Review Committee Membership 

 

The circumstances involved in most deaths are multidimensional. As a result, the responsibility 

for review should not rest in any one profession. The membership of the Committee must include 

representatives of agencies or stakeholder groups, who may, based on their individual 

professional experience and knowledge, address the complex dimensions of a death. The 

Mortality Review Committee membership must include the following individuals or 

representatives of the following departments, agencies or organizations: 

 

1. DDPA Member, who is also a certified ACS Waiver Provider (2 positions), 

2. The Arkansas Waiver Association (2 positions), 

3. Waiver Service Recipient or Family Member of a Waiver Service recipient (2 positions), 

4. DDS Director’s Office designee, 

5. DDS Licensure and Certification Administrator, 

6. DDS Ombudsman, 

7. DDS Medical Director, 

8. DMS Quality Assurance, 

9. DDS Registered Nurse, 

10. DDS Waiver Services Administrative Staff, 

11. Member-At-Large who is not a member of any organization represented by positions 1 or 

2, and 

12. Representative from the Arkansas protection and advocacy agency 

 

The Committee may designate ad hoc members when they need additional information or 

expertise. 
 

IX. Mortality Review Committee Organization 

 

The Committee will elect a chairperson and vice chairperson, who are not DHS staff, who serve 

in that role for a period of at least 1 year. 

 

1. Persons in positions 1, 2 and 3 as described above, will serve three-year terms. Initial 

members will draw lots to determine initial term length so that term expiration is 

staggered. 
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2. By unanimous approval of those attending the meeting, the Committee membership may 

dismiss a member for repeated failure to attend Committee meetings. 

3. The Committee will meet as determined by the Committee, but no less than quarterly if 

there are deaths that have been determined to require review. 

 

X. Role of the Mortality Review Committee Members 

 

The role of Mortality Review Committee members should be flexible in order to meet the needs 

of the particular issue under review. The Committee should recognize and utilize the individual 

abilities of each member in order to enhance the Committee’s effectiveness. Each member 

should: 

 

1. Contribute information from his or her expertise and experience, 

2. Provide definitions of professional terminology, 

3. Understand and apply Division procedures and policies, 

4. Understand and explain the legal responsibilities, such as mandated reporting, or 

limitations of his or her profession, 

5. Be aware and acknowledge that the Mortality Review Committee is not an investigative 

body, 

6. Review all death review reports and participate in the decision to approve submission of 

the report, and 

7. Review aggregated data regarding deaths in order to identify patterns or trends. 

 

All Mortality Review Committee members must have a clear understanding of their own and 

other professional and individual roles and responsibilities in their community’s response to the 

death of a service recipient. In addition, Committee members should be aware of and respect the 

expertise and resources offered by each profession and individual who is a part of the 

Committee. 

 

XI. ACS Waiver Provider Responsibilities 

 

The ACS Waiver Provider Executive Director of the program providing service to the person 

whose death is under review or designee will: 

 

1. Submit initial required materials and any other additional materials as requested by the 

DDS Mortality Review Coordinator, and  

2. Send knowledgeable staff, at their discretion, to the Preliminary Review meeting. 

 

XII. Mortality Review Coordinator Responsibilities 

 

The Mortality Review Coordinator will attend all Preliminary Review and Mortality Review 
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Committee meetings and will facilitate by providing necessary information and following up on 

any requests made by Review Team or Mortality Review Committee members. He will retrieve 

all written information from each Review Team or Mortality Review Committee member at the 

close of each meeting. He will either destroy all documents or retain the documents in a secure 

manner until the next meeting, depending on the disposition of the review. 

 

The DDS Mortality Review Coordinator or designee will gather information concerning the facts 

and circumstances surrounding all reported deaths, utilizing a standard process. The Coordinator 

will obtain the information according to the following time frames: 

 

1. The Mortality Review Coordinator will request information from the Provider no sooner 

than 14 calendar days after receipt of the notice of a death. 

2. The Mortality Review Coordinator will request that the Provider respond to the request 

by providing the information within 20 calendar days from the date the Provider received 

the request from DDS. 

 

The Mortality Review Coordinator will compile the following information for analysis by 

members of the Review Team: 

 

1. The Face Sheet from the Provider record, 

2. A printout from the Incident Reporting Information System (IRIS) or, if unavailable, then 

a copy of the Incident Report of a death submitted by the Provider, 

3. A summary prepared by the Provider for the exclusive use of the Mortality Review 

Committee, describing the events leading up to the death of the individual to include, at 

the discretion of the Provider, a suggested classification of the death, using one of the 

three categories included in the Mortality Review policy, 

4. The most recent Individualized Program Plan, including any Behavior plan, 

5. Daily case notes from Direct Care staff for the previous month, 

6. Case manager notes for the last 6 months, 

7. A list of current medications, if not on the Face Sheet, 

8. Current diagnosis, if not on the Face Sheet, 

9. The most recent (within one month) and pertinent records contained in the Provider file 

from physicians, nursing staff and hospitals. (If the Review Team determines that records 

from these entities are essential in determining antecedent causes of death, the DDS 

Mortality Review Coordinator will attempt to obtain these records directly from the 

appropriate entity), 

10. Verification of any Guardianship or Power of Attorney, 

11. The most recent physical examination (within one year), if available, 

12. Behavior and Incident Reports for three months prior to the death, 

13. Death certificate (obtained by the DDS Mortality Review Coordinator) and 

14. A written summary of the events surrounding the death. 
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When the Mortality Review Coordinator has compiled the necessary information listed above, he 

will place the death on the schedule for review at the next quarterly Preliminary Review meeting. 

The Coordinator will: 

 

1. Prepare a packet of information comprised of the documents listed in Section XII for 

distribution at the time of the meeting, 

2. Notify Review Team members of the date, time and location of the meeting, and 

3. Notify the Provider or Providers of services to the decedent that they may, at their 

discretion, attend the Preliminary Review. 

 

If the Review Team makes a recommendation for review by the Mortality Review Committee, 

the Mortality Review Coordinator will: 

 

1. Place the review on the Mortality Review Committee schedule, 

2. Prepare a packet of information, comprised of pertinent information gathered for the 

Preliminary Review as well as any other information obtained subsequent to that review, 

3. Ensure that the packet of information contains no information that might identify the 

Provider or the decedent, and 

4. Make the packet of information available to each member of the Mortality Review 

Committee at least 10 calendar days in advance of the meeting date. 

 

If the Review Team makes a recommendation not to refer for review by the Mortality Review 

Committee, the Mortality Review Coordinator will notify the Provider in writing that the review 

has been completed. 

 

The Mortality Review Coordinator will, on a quarterly basis: 

 

1. Prepare and submit to the DDS Licensure and Certification Administrator a list of all 

deaths determined not to meet the requirements for review, and 

2. Ensure that the list contains a summary of the facts that supported the recommendation 

not to review, and 

3. Prepare a quarterly report that summarizes data detailed in Section VI, 2 regarding each 

death that occurred during that quarter. 
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XIII. DDS Responsibilities 

 

DDS will ensure that: 

 

1. The DDS Quality Assurance Section will provide staff for Review Team and Mortality 

Review Committee support activities, such as making copies of materials, scheduling 

meetings and preparing reports, 

2. The DDS Licensure and Certification Administrator will submit a list of all deaths not 

reviewed by the Mortality Review Committee to the DDS Director for final approval of 

the recommendation not to review, and 

3. If the Director overturns a decision, the Mortality Review Coordinator will place the 

death on the agenda for review at the next scheduled Mortality Review Committee 

meeting. 

4. The Annual Report produced by the Committee is distributed as appropriate and posted 

on the DHS website. 

 

XIV. Mortality Review Reporting 

 

The Committee shall prepare an annual report that describes and summarizes any findings or 

issues and contains any recommendations suggested by the Committee. It shall address as 

appropriate, the issues described in Section I of this document. It shall contain an annual 

summary of the quarterly data gathered during the year. 

 

The report should address any trend identified by the Committee as well as the identification of 

any prevention activities proposed because of any review. The report should contain 

recommendations regarding specific actions, such as: 

 

1. Revision of Provider or Division policy or forms, 

2. Development of new Provider or Division policy to address systemic issues discovered in 

the review process, 

3. Training, either on a statewide or individual Provider basis, 

4. Facilitation of best practice, including new risk-prevention practices, through 

dissemination of recommendations for development of or modification to Provider 

policies, or 

5. Issuance of a statewide safety alert. 

 

The Mortality Review Coordinator will distribute a copy of the Mortality Review Committee’s 

Annual Report to the DHS Director’s office and to the Director of the Department of 

Developmental Disabilities Services. 
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Recipients of the report should consider all recommendations made by the Mortality Review 

Committee and take appropriate action as deemed necessary. In the determination of what may 

be deemed necessary action, DHS representatives will be mindful that the purpose of the Review 

Committee is to gather information to identify systemic issues that may benefit from scrutiny and 

analysis in order to make system improvements. In the event that any sanction of a Provider is 

necessary, the DDS Licensure and Certification Unit will determine and issue the sanction, in 

accordance with applicable policies and procedures. 

 

The Mortality Review Committee will review any Department of Human Services or DDS 

policy change or other action taken by the Department or Division in response to the 

Committee’s recommendations. If requested, the Committee will review ACS Waiver 

Community Provider policy changes or other actions taken by the Provider in response to 

Mortality Review Committee recommendations. 
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1. Purpose.    This policy has been established to ensure compliance with the Americans

with Disabilities Act (ADA) PL 101-336;  42 USC 12101 et. seq.  This policy establishes

reporting requirements and processing criteria for denial of access to services to eligible

or qualifying persons with developmental disabilities.

2. Scope. This policy applies to all Division of Developmental Disabilities Services 

(DDS) programs and services and their employees. 

3. Definitions.

A. ADA – Americans with Disabilities Act (PL 101-336;  42 USC 12101 et. seq.).

The purpose of the act is to prohibit discrimination against people with disabilities

in employment, transportation, public accommodation, communications, and

activities of state and local government.

Section 302 – Prohibits persons who own, lease, operate public accommodations 

from discriminating on the basis of a disability. 

B. Eligibility Criteria – See Act 513 of 1981 and DDS Interpretive Guidelines in

making service eligibility determination.  Eligibility Criteria should identify those

persons who are eligible to receive services.

C. Program and Services – The operation of the Department of Human Services –

Division of Developmental Disabilities Services Community Programs and

Services licensed, or funded wholly or in part by the Division of Developmental

Disabilities.

D. Public Accommodation – Includes health care providers, offices, hospitals, other

service establishments, private schools, or other places of education;  and social

service center establishments.

Effective Date:   December 1, 1993 Sheet 1 of 4 

References: Public Law 101-356 of 1990;  Ark. Statute 20-48-101. 

Administrative Rules & Regulations Sub Committee of the Arkansas Legislative 

Council;  November 4, 1993. 

REPEAL-EO 23-02

lmteague
Cross-Out



ARKANSAS DEPARTMENT OF HUMAN SERVICES 

DIVISION OF DEVELOPMENTAL DISABILITIES SERVICES 

DDS DIRECTOR’S OFFICE POLICY MANUAL 

 

Policy Type                                                 Subject of Policy                                          Policy No. 

                                                       

Service                                      Reporting of Denial of Access to Services                              3018 

 

E. Discrimination includes: 

 

1. The establishment of eligibility criteria that tend to screen out applicants 

with disabilities unless it is shown that the criteria is necessary for the 

delivery of services; 

 

2. A failure to make reasonable modifications in the policies, practices, or 

procedures to accommodate people with disabilities unless it can be 

demonstrated that such modifications would require fundamental 

alterations to the provider’s service; 

 

3. Failure to provide auxiliary aids for persons with disabilities unless it can 

be demonstrated the provision of aids would fundamentally alter the 

nature of the provider’s services or would result in an undue burden; 

 

4. A failure to remove architectural barriers and communications barriers 

where removal is readily achievable. 

 

F. Reasonable Accommodation – Any change in the work environment (program) or 

in the way things are ordinarily done (why the program is operated) that results in 

equal employment opportunity (equal access to services) for an individual with a 

disability. 

 

Example:  Making existing facilities used by service recipients readily 

accessible to, and usable by, an individual with a disability.  Acquiring or 

modifying equipment or devices. 

 

G. Undue Burden – An action that is excessively costly, extensive, substantial, or 

disruptive, or that would fundamentally alter the nature or operation. 

 

Factors:  Nature and cost of the accommodation in relation to the size, the 

financial resources, the nature and structure of employer’s  operation. 

 

Impact of the accommodation on the facility providing the 

accommodation. 
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4. Access.    DDS shall have access to the premises and records of programs and services at 

all times for the purpose of reviewing compliance with this policy and applicable 

licensure standards. 

 

5. Development of Program Procedures.                                                           

 

A. Each DDS Program and Service shall develop and implement uniform procedures 

for access to services and conforming to the guidelines set forth herein and in 

accordance with ADA.  Each service provider shall refer the applicant, who has 

been denied services, to another service provider.  Uniform procedures shall be 

implemented by promulgation of licensing standards, policy and directives. 

 

B. DDS Programs and Services shall develop procedures for documenting and 

reporting denial of access to services to designated DDS Staff. 

 

C. A copy of each DDS Program’s procedures will be submitted to DDS Licensure 

Staff for approval. 

 

D. For the purpose of this policy, implementation shall include communication to 

managers, supervisors, and responsible persons (within a community program) 

regarding the duties and obligations imposed by this policy. 

 

6. Reporting Requirements.     Denial of access to services shall be reported verbally within 

twenty-four (24) hours to DDS Client Services (682-8677) and written confirmation 

submitted to DDS Licensure within three (3) working days of occurrence.   (See Form 

ADA-1.) 

 

 The report shall include at least the following: 

 

1. Name of program 

2. Full name of individual 

3. Date of birth 

4. Sex 

5. Race 

6. Social Security Number 

7. County of Residence 

8. Name, address and telephone number of individual or  parent/guardian (if 

applicable) 
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9. Date of application 

10. Name of all services requested 

11. Name of service requested and denied 

12. Specific reason for denial of access to service 

a. Undue burden 

b. Fundamental change to a program 

13. Where the individual was referred 

14. Results of the referral (s)  

 

7. Outcome.     Verified failure to adhere to this policy could jeopardize the licensure or 

contract status of a program or service. 

 

8. Appeal.      Should a Program/Service Director disagree with a decision made, he/she 

            may appeal that decision by following procedures outlined in DDS Policy # 1076. 

 

9. Departmental Contact.    

 

David Fray, Director 

Developmental Disabilities Services 

Department of Human Services 

P.O. Box 1437,  Slot 2500 

Little Rock, Arkansas  72203-1437 

 

Telephone Number:   (501)  682-8665 
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