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Provider Training Requirements 

All providers must complete required trainings when contracting with the Health Plans. 

Trainings include, but are not limited to: 

• HCBS Settings Final Rule Overview (42 CFR §441.301(c)(4)/42 CFR §441.710(a)(1)) to

review processes that ensure members:

o have full access to the benefits of community living and are able to receive

services in the most integrated setting; and

o are informed and supported to exercise their freedom of choice in selecting

between institutional or home and community-based waiver services.

• Person-Centered Thinking and Planning (42 C.F.R.441.301(c)(1)-(2)) to ensure that the

members' Health Action Plan:

o is driven by the member;

o offer informed choice regarding services and supports the member receives and

from whom;

o reflect what is important to the member to ensure delivery of services in a

manner reflecting personal preferences, strengths, and ensuring health and

welfare;

o identify strengths, preferences, needs, and desired outcomes of the member;

o include goals and preferences which are related to relationships, community

participation, employment, and health; and

o any exceptions or modifications to the settings requirements must be

documented in the Health Action Plan and meet the member's goals.

Providers must attest to having completed the trainings stated above as part of the health plan 

contracting requirement. The training may be taken online or in person, as needed. Fact sheets 

and past provider training resources are available on the My Choice My Way website 

"Resources" tab at https://medquest.hawaii.gov/en/members-applicants/already-covered/my

choice-my-way.html. 

For HCBS Settings Final Rule questions, please email mychoicemyway@dhs.hawaii.gov. 

c: QUEST Integration Health Plans 

Attachments



Day Program Survey 

How many clients do you currently provide services to? 

Date you did this survey: 

This survey will help us understand the services you provide at your day program. We 

want to hear about your services and how they help our clients to be independent, make 

decisions and choices. 

Things to THINK about when you are doing this survey: 

1. Think about the SETTING your client(s) go to.

2. Tell us what it is like to be at your DAY PROGRAM.

3. Tell us about the CHOICES your client(s) get to make.

4. Check the box to answer YES or NO to the questions. 
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HCBS Final Rule Compliance: Residential Provider Attestation and Evidence Tool 

Instructions: This is completed by a licensed/certified residential care setting (e.g., CCFFH, EARCH, or ALF). The setting 
must be integrated, least restrictive, and affords the member to have full access to the benefits of community living. 

Complete each section by providing a YES, NO, or NA answer, if applicable. The provider must demonstrate compliance 

with HCBS setting rules by completing this attestation form. This form will serve as evidence of compliance to policies, 
procedures, and operating practices implemented and evaluated during the credentialing and contracting process with a 
health plan. 

Any "Yes" response, the provider must provide evidence to demonstrate compliance. Evidence documentation includes, 

but is not limited to: 
• Provider policies and procedures
• Member rights and responsibilities
• Member residency or legal agreement (blank or redacted)
• Example of member choice of activities and schedules
• Example of member transportation log
• Example of member visitor log
• Member individualized schedules (redacted)
• Member Health and Functional Assessment (redacted)
• Member Health Action Plan (redacted)
• Member Rights Modification Plan (redacted)
• Photos and/or architectural renderings of physical space
• Training curriculum and materials

Any "No" response with no health and safety risk preventing the member from exercising the right, the provider must 

provide a copy of documentation that the health plan reeducated the member of their individual rights, informed 

member of the intent of the HCBS final rule, and/or discussed person-centered goal setting. *** Applies to HCBS 

Questions 1-26 only. ***

Any "No" response with a health and safety risk preventing the member from exercising the right, the provider must 

provide a copy of the risk modification plan, section entitled 'Member's Rights Modification Plan' of Health Action Plan. 

************ The completion of a modification plan applies to HCBS Questions 27-36 only. ************

EXAMPLE: A provider responded "No" to HCBS Requirement 10 Physical Accessibility. A member with Alzheimer's has a 
health and safety risk which limits access to areas of the setting. The provider shall submit to the health plan, but not 
limited to: 

1) Policies and procedures to address individual rights and modifications process to HCBS Requirement 10 Physical
Accessibility.

2) Member rights and responsibilities

3) Member residency or legal agreement (blank or redacted)

4) Member Health and Functional Assessment (redacted)

5) Member Health Action Plan (redacted)

6) Member Rights Modification Plan (redacted)

Please attach full copies of each evidence document referenced. For each evidence line, please provide the name of the 
document, the specific excerpt or language from that document that demonstrates compliance, and cite the section, 
page number, or other appropriate reference from the document. 

***PLEASE ENSURE PROTECTED HEALTH INFORMATION/PERSONAL INFORMATION IS REDACTED FROM EVIDENCE*** 
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