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NYS 1115 Waiver Basics

• Called the NYS Medicaid Section 1115 Medicaid Redesign Team (MRT) 
Waiver (formerly known as the Partnership Plan).

• To provide enhanced services for eligible MMC Medicaid members in 
underserved populations for a temporary amount of time, 1 week to 6 
months or more, to access, quality and cost-effective health services.

• Waiver has been around since 1997; MRT around since 2011.
• Current efforts are to complete those started in 2011.
• We are utilizing Section 1115 of this MRT Waiver for Nutrition Services.
• Funding is set to end March 31, 2027. Efforts are already underway to 

extend the Waiver.
• SCN Lead Entity to connect members to pre-existing services following 

completion of Waiver services as able/relevant. 



AHC Sceening Tool-Nutrition Questions



Eligibility Criteria via Screening-Nutrition





Enhanced Population Description



Clinical 
Criteria-
Nutrition



Clinical Criteria-Nutrition



1) Nutrition Counseling (RD-required, reimbursable)
DOH Description: Meal prep education, food/diet-related planning in connection with DM, obesity, 
CKD, pregnancy, postpartum, etc. Individual and Group counseling allowed.

Process

• Referral from lead entity-independent 
of other services

• RD accepts referral 
• RD conducts nutrition assessment and 

adds it to Social Care Plan in IT 
PLATFORM

• SCN Lead determines length of care
• SCN Lead contacts member 60 days 

and 10 days prior to service completion
• SCN Lead offers existing services as 

HRSN services end
• SCN Lead or RD closes referral

Who’s eligible

• All Medicaid MMC members who are part of the 
enhanced populations who meet USDA definition of low 
or very low food security as determined by having unmet 
HRSN need under food domain in AHC Screening Tool

• Clinical criteria includes:
• Members with substance abuse disorder and/or 

serious mental illness
• Members with intellectual/developmental 

disabilities
• Pregnant/postpartum members
• Members recently released from incarceration 

and have chronic health conditions
• Kids under 18 yrs who are at high risk or have 

chronic health conditions 
• Frequent healthcare users (ED, hospital stay, 

transitioning from institutional setting)
• Members enrolled in Health Home



1) Nutrition Counseling Continued
• These services are independent of the other services but can also

feed into them concurrently. It is not a precursor for other services
but can be used in tandem as appropriate.

• Can include counseling on topics such as healthy meal prep,
grocery store budget resources, grocery shopping ed, etc.

• Assessment for nutrition needs based on age, activity level, and
special circumstances resulting from medical conditions such as
DM, HTN, food allergies and obesity. (Mifflin St. Jor?)

• Assessment will plan and direct food appropriate for physical and
dietary needs, tailored nutrition counseling, dietary changes,
menu planning, and food prep.



1) Nutrition Counseling Continued



2) Medically Tailored or Nutritionally Appropriate Food Prescription
(RD-required, reimbursable)
DOH Description: Food boxes or nutrition vouchers including produce and goods delivered only to 
member’s home. Can include perishable items such as dairy and meats.

Process

• Referral from SCN Lead , who decides if 
member prefers box or voucher

• RD accepts referral
• RD conducts nutrition 

assessment/prescription/meal plan (is 
there a form for this or create one) and 
adds it to Social Care Plan in IT PLATFORM

• SCN Lead determines length of care
• SCN Lead contacts member 60 days and 

10 days prior to service completion
• SCN Lead offers existing services as HRSN 

services end
• SCN Lead or RD closes referral

Who’s eligible
• All Medicaid MMC members who are part of the enhanced 

populations who meet USDA definition of low or very low food 
security as determined by having unmet HRSN need under food 
domain in AHC Screening Tool

• Clinical criteria includes:
• Members with substance abuse disorder and/or 

serious mental illness
• Members with intellectual/developmental 

disabilities
• Pregnant/postpartum members
• Members recently released from incarceration 

and have chronic health conditions
• Kids under 18 yrs who are at high risk or have 

chronic health conditions 
• Frequent healthcare users (ED, hospital stay, 

transitioning from institutional setting)
• Members enrolled in Health Home



2) Medically Tailored or Nutritionally Appropriate Food 
Prescription Continued
• Vouchers or coupons Developed by an RDN, will have stated dollar amount to

reasonably the cover cost of preparing 21 nutritious meals per week. RDNs must
develop and be involved with ongoing redemption with the member. May only be
redeemed at food pharmacies, food pantries, grocery stores, farmer’s markets,
mobile markets, and CSA subscriptions.

• Food Boxes Curated by an RDN, will contain enough delivered food items per
box to create an estimated, nutritionally appropriate 21 meals (3 meals/day x7
days) using HPNAP guidelines for support as desired.

• Can include (dairy, produce, meat, grains and spices)
• For members who can prepare their own meals.
• Pregnant and postpartum members are eligible for longer benefits as

determined by SCN Lead .
• Reimbursable for intake/assessment, food, delivery, and administrative costs

associated with member’s food prescription services.



2) Medically 
Tailored or 

Nutritionally 
Appropriate 

Food 
Prescription-

Continued



2) Medically 
Tailored or 
Nutritionally 
Appropriate 
Food 
Prescription-
Continued



3a) Medically Tailored Meals (RD-required, must be in-house,  reimbursable)
DOH Description: Home-delivered meals (member-owned, rented or leased, or their primary 
caregiver)

Process

• Referral from SCN Lead 
• RD accepts referral
• RD conducts nutrition assessment (is there 

a form for this or create one) and adds it to 
Social Care Plan in IT PLATFORM

• Nutrition counseling must also be available 
for members receiving this service

• SCN Lead determines length of care
• SCN Lead contacts member 60 days and 

10 days prior to service completion and 5 
business days after completion

• SCN Lead offers existing services as HRSN 
services end

• SCN Lead or RD closes referral

Who’s eligible
• All Medicaid MMC members who are part of the enhanced 

populations who meet USDA definition of low or very low food 
security as determined by having unmet HRSN need under food 
domain in AHC Screening Tool

• Clinical criteria includes:
• Members with substance abuse disorder and/or serious 

mental illness
• Members with intellectual/developmental disabilities
• Pregnant/postpartum members
• Members recently released from incarceration and have 

chronic health conditions
• Kids under 18 yrs who are at high risk or have chronic health 

conditions 
• Frequent healthcare users (ED, hospital stay, transitioning from 

institutional setting)
• Members enrolled in Health Home
• AND member has chronic condition such as dm, chf, ckd, 

copd, pre-dm, obesity, htn, cancer, asthma, sickle cell or 
HIV/AIDS) or is pregnant/postpartum



3a) Medically Tailored Meals-Continued
• Medically tailored meals must provide meals designed to meet all of the

member’s medical nutritional requirements.
• Nutrition counseling must be available to members receiving this service.
• Must adhere to nutrition guidelines established by Food is Medicine

Coalition (FIMC) MTM standards based on member’s health condition.
• RD involvement and design of meal plan are reimbursable.
• Members offered this service must be unable to prepare their own meals

and have a chronic condition or be pregnant.
• 3 meals per day, seven days per week up to 6 months provided (weekly

schedule)
• OHIP expects Social Care Navigators (SCN Lead) to recommend

maximum duration and dose of service.



3a) Medically Tailored 
Meals-Continued



3b) Clinically Appropriate Home Delivered meals (RD approval-
required, doesn't have to be in-house, reimbursable)
DOH Description: Home-delivered meals (member-owned, rented or leased, or their primary caregiver)

Process

• Referral from SCN Lead 
• RD accepts referral
• RD conducts nutrition assessment (is there 

a form for this or create one) and adds it to 
Social Care Plan in IT PLATFORM

• Eligible for Nutrition Counseling as desired
• SCN Lead determines length of care
• SCN Lead contacts member 60 days and 

10 days prior to service completion and 5 
business days after completion

• SCN Lead offers existing services as HRSN 
services end

• SCN Lead or RD closes referral

Who’s eligible
• All Medicaid MMC members who are part of the enhanced 

populations who meet USDA definition of low or very low food 
security as determined by having unmet HRSN need under food 
domain in AHC Screening Tool

• Clinical criteria includes:
• Members with substance abuse disorder and/or 

serious mental illness
• Members with intellectual/developmental 

disabilities
• Pregnant/postpartum members
• Members recently released from incarceration 

and have chronic health conditions
• Kids under 18 yrs who are at high risk or have 

chronic health conditions 
• Frequent healthcare users (ED, hospital stay, 

transitioning from institutional setting)
• Members enrolled in Health Home



3b) Clinically Appropriate Home Delivered meals -Continued

• Must provide well-balanced, nutritionally appropriate meals that adhere to
evidenced-based nutritional guidelines.

• Promote health and wellness in Enhanced Populations who do not have
chronic health conditions and are not pregnant/postpartum (although
pregnant/postpartum members are eligible for this service).

• Members must be unable to prepare their own meals and have food insecurity.
• Must be approved by RD.
• RD involvement, assessment and design of meal plan are reimbursable.
• 3 meals per day, seven days per week for up to 6 months at a time.
• OHIP expects Social Care Navigators (SCN Lead) to recommend maximum

duration and dose of service.



3b) Clinically Appropriate 
Home Delivered meals -
Continued



4) Fresh Produce and Non-perishable Groceries (aka Pantry Stocking, Reimbursable, 
RD not required)
DOH Description: Fresh produce and non-perishable groceries-no dairy or meat (can be delivered or for 
pickup weekly)

Process
• Referral from SCN Lead 
• RD or CBO accepts referral
• Provider with knowledge of nutrition, waiver, and 

food safety guidelines can assist with this 
service. 

• SCN Lead determines length of care
• SCN Lead contacts member 60 days and 10 

days prior to service completion and 5 business 
days after completion

• SCN Lead offers existing services as HRSN 
services end

• SCN Lead or RD closes referral

Who’s eligible

• All Medicaid MMC members who are part of the enhanced 
populations who meet USDA definition of low or very low 
food security as determined by having unmet HRSN need 
under food domain in AHC Screening Tool

• Clinical criteria includes:
• Members with substance abuse disorder and/or serious 

mental illness
• Members with intellectual/developmental disabilities
• Pregnant/postpartum members
• Members recently released from incarceration and have 

chronic health conditions
• Kids under 18 yrs who are at high risk or have chronic 

health conditions 
• Frequent healthcare users (ED, hospital stay, 

transitioning from institutional setting)
• Members enrolled in Health Home
• AND must be pregnant/postpartum member or a high-

risk child under 18 yrs old



4) Fresh Produce and Non-perishable Groceries (aka Pantry Stocking)
-Continued

• Pantry stocking cannot include perishable dairy or meat items.
• This serves to nutritionally supplement for an estimated 3 meals/day, 7 

days per week for a total of 21 meals based on HPNAP guidelines. 
• Box/items will be delivered or picked up by the member in a weekly box.
• OHIP recommends food items provided be nutritionally appropriate 

(fresh, canned fruits/veggies, canned meats, shelf-stable milk, plant-
based protein, dried goods, grains, spices)

• Providers can charge for food, delivery and admin costs.



4) Fresh Produce and Non-perishable 
Groceries (aka Pantry Stocking)-Continued



5) Cooking Supplies (Reimbursable, RD not required)
DOH Description: Provision of materials necessary for meal preparation (ex. pots, pans, 
silverware, etc.)

Process
• Referral from SCN Lead 
• RD or CBO accepts referral, SCN Lead can also 

handle directly
• SCN Lead determines length of care
• SCN Lead contacts member 5 business days 

after completion
• SCN Lead offers existing services as HRSN 

services end
• SCN Lead or RD closes referral

Who’s eligible

• All Medicaid MMC members who are part of the enhanced 
populations who meet USDA definition of low or very low 
food security as determined by having unmet HRSN need 
under food domain in AHC Screening Tool

• Clinical criteria includes:
• Members with substance abuse disorder and/or serious 

mental illness
• Members with intellectual/developmental disabilities
• Pregnant/postpartum members
• Members recently released from incarceration and have 

chronic health conditions
• Kids under 18 yrs who are at high risk or have chronic 

health conditions 
• Frequent healthcare users (ED, hospital stay, 

transitioning from institutional setting)
• Members enrolled in Health Home



5) Cooking Supplies-Continued

• SCN Lead will cap amount available per member, which can include a 
fridge or: 
• Kitchenware (plates, bowls, cooking utensils, mixing bowls, pots and pans, chef’s 

knife, cutting board, eating utensils, silverware, glassware, can opener, colander, 
etc)

• Small appliances such as microwave, blender, toaster, etc are now covered.
• Members may not access these services if they can receive supplies through the 

housing part of the waiver.
• Social Care Navigators can complete these purchases as desired.
• Reimbursement is for time spent coordinating the purchase of member’s cooking 

supplies, as well as actual costs of product. Coordination cost is capped at X% of 
member’s cooking supplies (determined by SCN Lead).



5) Cooking Supplies-Continued


